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Within  this  technical  package,  some  approaches  do  not  yet  have  research  evidence  demonstrating  impact  on  rates  of 
suicide  but  instead  are  supported  by  evidence  indicating  impacts  on  risk  or  protective  factors  for  suicide  (e.g.,  help¬ 
seeking,  stigma  reduction,  depression,  connectedness).  In  terms  of  the  strength  of  the  evidence,  programs  that  have 
demonstrated  effects  on  suicidal  behavior  (e.g.,  reductions  in  deaths,  attempts)  provide  a  higher-level  of  evidence, 
but  the  evidence  base  is  not  that  strong  in  all  areas.  For  instance,  there  has  been  less  evaluation  of  community 
engagement  and  family  programs  on  suicidal  behavior.  Thus,  approaches  in  this  package  that  have  effects  on  risk  or 
protective  factors  reflect  the  developing  nature  of  the  evidence  base  and  the  use  of  the  best  available  evidence  at  a 
given  time. 

It  is  also  important  to  note  that  there  is  often  significant  heterogeneity  among  the  programs,  policies,  or  practices  that 
fall  within  one  approach  or  strategy  in  terms  of  the  nature  and  quality  of  the  available  evidence.  Not  all  programs,  poli¬ 
cies,  or  practices  that  utilize  the  same  approach  are  equally  effective,  and  even  those  that  are  effective  may  not  work 
across  all  populations. Tailoring  programs  and  conducting  more  evaluations  may  be  necessary  to  address  different 
population  groups.  The  evidence-based  programs,  practices,  or  policies  included  in  the  package  are  not  intended  to 
be  a  comprehensive  list  for  each  approach,  but  rather  to  serve  as  examples  that  have  been  shown  to  impact  suicide  or 
have  beneficial  effects  on  risk  or  protective  factors  for  suicide. 

Contextual  and  Cross-Cutting  Themes 

One  important  feature  of  the  package  is  the  complementary  and  potentially  synergistic  impact  of  the  strategies  and 
approaches.  The  strategies  and  approaches  included  in  this  technical  package  represent  different  levels  of  the  social 
ecology,  with  efforts  intended  to  impact  community  and  societal  levels,  as  well  individual  and  relationship  levels. 

The  strategies  and  approaches  are  intended  to  work  in  combination  and  reinforce  each  other  to  prevent  suicide  (see 
box  on  page  1 2).  The  strategies  are  arranged  in  order  such  that  those  strategies  hypothesized  to  have  the  greatest 
potential  for  broad  public  health  impact  on  suicide  are  included  first,  followed  by  those  that  might  impact  subsets  of 
the  population  (e.g.,  persons  who  have  already  made  a  suicide  attempt). 
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Preventing  Suicide 


Strategy 

Approach 

Strengthen  economic  supports 

-  strengthen  household  financial  security 
■  Housing  stabilization  policies 

Strengthen  access  and  delivery 
of  suicide  care 

•  Coverage  of  mental  health  conditions  in  health  insurance  policies 
-  Reduce  provider  shortages  in  underserved  areas 
■  Safer  suicide  care  through  systems  change 

Create  protective  environments 

■  Reduce  access  to  lethal  means  among  persons  at  risk  of  suicide 

•  Organizational  policies  and  culture 

•  Community-based  policies  to  reduce  excessive  alcohol  use 

Promote  connectedness 

■  Peer  norm  programs 
•  Community  engagement  activities 

Teach  coping  and 
problem-solving  skills 

-  Social-emotional  learning  programs 
•  Parenting  skill  and  family  relationship  programs 

Identify  and  support 
people  at  risk 

•  Gatekeeper  training 

•  Crisis  intervention 

-  Treatment  for  people  at  risk  of  suicide 

-  Treatment  to  prevent  re-attempts 

Lessen  harms  and  prevent 
future  risk 

•  Postvention 

■  Safe  reporting  and  messaging  about  suicide 

It  is  important  to  note  that  these  strategies  are  not  mutually  exclusive  but  each  has  an  immediate  focus.  For  instance, 
social-emotional  learning  programs,  an  approach  under  the  Teach  Coping  and  Problem-Solving  Skills  strategy, 
sometimes  include  components  to  change  peer  norms  and  the  broader  environment.  The  primary  focus  of  these 
programs,  however,  is  to  provide  children  and  youth  with  skills  to  resolve  problems  in  relationships,  school,  and  with 
peers,  and  to  help  youth  address  other  negative  influences  {e.g.,  substance  use)  associated  with  suicide. 
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The  goal  of  this  package  is  to  stress  the  importance  of  comprehensive  prevention  efforts  and  to  provide  exampies  of 
effective  programs  addressing  each  level  of  the  social  ecology,  with  the  knowledge  that  some  programs,  practices, 
and  policies  may  impact  multiple  levels.  Further,  those  that  involve  multiple  sectors  and  that  impact  multiple  levels  of 
the  social  ecology  are  more  likely  to  have  a  greater  impact  on  the  overall  burden  of  suicide. 

Suicide  ideation,  thoughts,  attempts,  and  deaths  vary  by  gender,  race/ethnicity,  age,  occupation,  and  other  important 
population  characteristics.^'^^  Further,  certain  transition  periods  are  also  associated  with  higher  rates  of  suicide  (e.g., 
transition  from  working  into  retirement,  transition  from  active  duty  military  status  to  civilian  status)."*®'^^  In  fact,  suicide 
risk  can  change  along  with  dynamic  risk  factors.  For  example,  individuals' coping  skills  may  change  during  periods  of 
crisis  and  heightened  stress,  limiting  their  normal  ability  to  effectively  solve  problems  and  cope.  Research  indicates 
that  suicide  risk  changes  as  a  result  of  the  number  and  intensity  of  key  risk  and  protective  factors  experienced.^^ 

Ideally,  the  availability  of  multiple  strategies  and  approaches  tailored  to  the  social,  economic,  cultural,  and 
environmental  context  of  individuals  and  communities  are  desirable  as  they  may  increase  the  likelihood  of  removing 
barriers  to  supportive  and  effective  care  and  provide  opportunities  to  develop  individual  and  community  resilience,' 

Identifying  programs,  practices,  and  policies  with  evidence  of  impact  on  suicide,  suicide  attempts,  or  beneficial  effects 
on  risk  or  protective  factors  for  suicide  is  only  the  first  step.  In  practice,  the  effectiveness  of  the  programs,  policies 
and  practices  identified  in  this  package  will  be  strongly  dependent  on  how  well  they  are  implemented,  as  welt  as  the 
partners  and  communities  in  which  they  are  implemented.  Practitioners  in  the  field  may  be  in  the  best  position  to 
assess  the  needs  and  strengths  of  their  communities  and  work  with  community  members  to  make  decisions  about  the 
combination  of  approaches  included  here  that  are  best  suited  to  their  context. 

Data-driven  strategic  planning  processes  can  help  communities  with  this  work.^^  ”  These  planning  processes  engage 
and  guide  community  stakeholders  through  a  prevention  planning  process  designed  to  address  a  community's  profile 
of  risk  and  protective  factors  with  evidence-based  programs,  practices,  and  policies.  These  processes  can  also  be  used 
to  monitor  implementation,  track  outcomes,  and  make  adjustments  as  indicated  by  the  data.  The  readiness  of  the 
program  for  broad  dissemination  and  implementation  {e.g.,  availability  of  program  materials,  training  and  technical 
assistance)  can  also  influence  program  effects.  Implementation  guidance  to  assist  practitioners,  organizations  and 
communities  will  be  developed  separately. 

This  package  includes  strategies  where  public  health  agencies  are  well  positioned  to  bring  leadership  and  resources 
to  implementation  efforts.  It  also  includes  strategies  where  public  health  can  serve  as  an  important  collaborator  (e.g., 
strategies  addressing  community  and  societal  level  risks),  but  where  leadership  and  commitment  from  other  sectors 
such  as  business,  labor  or  health  care  is  critical  to  implement  a  particular  policy  or  program  (e.g.,  workplace  policies; 
treatment  to  prevent  re-attempts).  The  role  of  various  sectors  in  the  implementation  of  a  strategy  or  approach  in 
preventing  suicide  is  described  further  in  the  section  on  Sector  Involvement. 

In  the  sections  that  follow,  the  strategies  and  approaches  with  the  best  available  evidence  for  preventing  suicide 
are  described. 
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Strengthen  Economic  Supports 

Rationale 

Studies  from  the  U.S.  examining  historicai  trends  indicate  that  suicide  rates  increase  during  economic  recessions 
marked  by  high  unemployment  rates,  job  tosses,  and  economic  instability  and  decrease  during  economic 
expansions  and  periods  marked  by  iow  unemployment  rates,  particularly  for  working-age  individuals  25  to  64  years 
old  ^7  Economic  and  financial  strain,  such  as  job  loss,  long  periods  of  unemployment,  reduced  income,  difficulty 
covering  medical,  food,  and  housing  expenses,  and  even  the  anticipation  of  such  financial  stress  may  increase 
an  individual's  risk  for  suicide  or  may  indirectly  increase  risk  by  exacerbating  related  physical  and  mental  health 
problems.®®  Buffering  these  risks  can,  therefore,  potentially  protect  against  suicide.  For  example,  strengthening 
economic  support  systems  can  help  people  stay  in  their  homes  or  obtain  affordable  housing  while  also  paying 
for  necessities  such  as  food  and  medical  care.  Job  training,  child  care,  among  other  expenses  required  for  daily 
living.  In  providing  this  support,  stress  and  anxiety  and  the  potential  for  a  crisis  situation  may  be  reduced,  thereby 
preventing  suicide.  Although  more  research  is  needed  to  understand  how  economic  factors  interact  with  other 
factors  to  increase  suicide  risk,  the  available  evidence  suggests  that  strengthening  economic  supports  may  be  one 
opportunity  to  buffer  suicide  risk. 

Approaches 

Economic  supports  for  individuals  and  families  can  be  strengthened  by  targeting  household  financial  security  and 
ensuring  stability  in  housing  during  periods  of  economic  stress. 

Strengthening  household  financial  security  can  potentially  buffer  the  risk  of  suicide  by  providing  individuals 
with  the  financial  means  to  lessen  the  stress  and  hardship  associated  with  a  job  loss  or  other  unanticipated  financial 
problems.  The  provision  of  unemployment  benefits  and  other  forms  of  temporary  assistance,  livable  wages,  medical 
benefits,  and  retirement  and  disability  insurance  to  help  cover  the  cost  of  necessities  or  to  offset  costs  in  the  event  of 
disability,  are  examples  of  ways  to  strengthen  household  financial  security. 

Housing  stabilization  policies  aim  to  keep  people  in  their  homes  and  provide  housing  options  for  those  in 
need  during  times  of  financial  insecurity.  This  may  occurthrough  programs  that  provide  affordable  housing 
such  as  through  government  subsidies  or  through  other  options  available  to  potential  homebuyers  such  as  loan 
modification  programs,  move-out  planning,  or  financial  counseling  services  that  help  minimize  the  risk  or  impact  of 
foreclosures  and  eviction. 

Potential  Outcomes 

•  Reductions  in  foreclosure  rates 

•  Reductions  in  eviction  rates 

■  Reductions  in  emotional  distress 

•  Reductions  in  rates  of  suicide 
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Evidence 

There  is  evidence  suggesting  that  strengthening  household  financial  security  and  stabilizing  housing  can  reduce 
suicide  risk. 


Strengthen  household  financial  security.  The  Federal- 
State  Unemployment  Insurance  Program  allows  states 
to  define  the  maximunn  amount  and  duration  of 
unemployment  benefits  that  workers  are  entitled  to 
receive  after  a  job  loss.®®  An  examination  of  variations  in 
unemployment  benefit  programs  across  states  demonstrated 
that  the  impact  of  unemployment  on  rates  of  suicide  was 
offset  in  those  states  that  provided  greater  than  average 
unemployment  benefits  {mean  level:  $7,990  per  person 
in  U.S,  constant  dollars). The  effects  of  unemployment 
benefit  programs  were  also  consistent  by  sex  and  age 
group.®®  Another  U.S.  study  examining  the  link  between 
unemployment  and  suicide  rates  using  monthly  suicide 
data,  length  of  unemployment  (less  than  5  weeks,  5-1 4 
weeks,  1 5-26  weeks,  and  greater  than  26  weeks),  and 
job  losses  found  that  the  duration  of  unemployment,  as 
opposed  to  just  the  loss  of  a  job,  predicted  suicide  risk.®“ 
Together,  these  results  suggest  that  not  only  should  state 
unemployment  benefit  programs  be  generous  in  their 
financial  allocations,  but  also  in  their  duration. 

Other  measures  to  strengthen  household  financial  security 
(e.g.,  transfer  payments  related  to  retirement  and  disability 
insurance,  unemployment  insurance  compensation,  medical 
benefits,  and  other  forms  of  family  assistance)  have  also 
shown  an  impact  on  rates  Of  suicide.  A  study  by  Flavin 
and  Radciiff®^  examifiedThe  impact  of  states'  per  capita 
spending  on  transfer  payments,  medical  benefits,  and  family 
assistance  (Temporary  Assistance  to  Needy  Families — TANF) 
and  total  state  spending  on  suicide  rates  between  1990- 
2000,  controlling  for  a  number  of  suicide  risk  factors  (e.g., 
residential  mobility,  divorce  rate,  unemployment  rate)  at 
the  state  level.  As  per  capita  spending  on  total  transfer 
payments,  medical  benefits,  and  family  assistance  increased 
there  was  an  associated  decrease  in  state  suicide  rates. 

In  terms  of  lives  saved,  Flavin  and  Radcliff  calculated  the 
cost  of  reducing  a  state's  suicide  rate  by  a  full  point  for  the 
years  studied.®’  At  the  national  level,  they  estimated  3,000 
fewer  suicides  would  occur  per  year  nationwide  if  every 
state  increased  its  per  capita  spending  on  these  types  of 
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assistance  by  $45  per  year.^^  Although  this  was  a  correlational  study,  the  results  demonstrate  the  potential  benefits 
of  policies  that  reach  particularly  vulnerable  individuals  during  periods  of  great  need.  More  evaluation  studies  are 
needed  to  further  understand  the  outcomes  impacted  by  programs  such  as  these. 


Housing  stabilization  policies.  The  Neighborhood  Stabilization  Program^^  was  designed  to  help  neighborhoods 
suffering  from  high  rates  of  foreclosure  and  abandonment  by  slowing  the  deterioration  of  the  neighborhoods  and 
providing  affordable  housing  options  for  low,  moderate,  and  middle-income  homebuyers.This  program  also  offers 
financial  assistance  to  eligible  individuals  for  the  purchase  of  a  new  home.  Although  this  program  has  not  been 
rigorously  evaluated  for  its  impact  on  suicide  outcomes,  it  addresses  foreclosure  and  eviction,  which  are  risk  factors 
for  suicide.  A  longitudinal  analysis  of  annual  data  on  suicides  and  foreclosures  demonstrated  that  as  the  proportion 
of  foreclosed  properties  increased  in  U.S.  states,  so  did  the  state  suicide  rate,  particularly  among  working-aged 
adults.^^  Another  study  of  data  from  16  U.S.  states  participating  in  the  Notional  Violent  Death  Reporting  System  found 
that  suicides  precipitated  by  home  foreclosures  and  evictions  increased  more  than  1 00%  from  2005  (before  the 
housing  crisis  began)  to  201 0  (after  it  had  peaked).^^  Most  of  these  suicides  occurred  prior  to  the  actual  loss  of  the 
decedent's  home.  These  findings  suggest  that  integrating  suicide  prevention  resources,  messaging,  and  referrals  into 
financial,  foreclosure,  and  move-out  planning  and  counseling  services  may  help  to  prevent  suicide. 
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Strengthen  Access  and  Delivery 
of  Suicide  Care 

Rationale 

While  most  people  with  mental  health  problems  do  not  attempt  or  die  by  suicide’®''®  and  the  level  of  risk  conferred 
by  different  types  of  mental  illness  varies  previous  research  indicates  that  mental  illness  is  an  important  risk  factor 
for  suicide.®'®^  State-level  suicide  rates  have  also  been  found  to  be  correlated  with  general  mental  health  measures 
such  as  depression.®®'®®  Findings  from  the  National  Comorbidity  Survey  indicate  that  relatively  few  people  in  the  U.S. 
with  mental  health  disorders  receive  treatment  for  those  conditions.™  Lack  of  access  to  mental  health  care  is  one  of 
the  contributing  factors  related  to  the  underuse  of  mental  health  services.”  Identifying  ways  to  improve  access  to 
timely,  affordable,  and  quality  mental  health  and  suicide  care  for  people  in  need  is  a  critical  component  to  prevention,® 
Additionally,  research  suggests  that  services  provided  are  maximized  when  health  and  behavioral  health  care  systems 
are  set  up  to  effectively  and  efficiently  deliver  such  care.^^  Apart  from  treatment  benefits,  these  approaches  can  also 
normalize  help-seeking  behavior  and  increase  the  use  of  such  services. 

Approaches 

There  are  a  number  of  approaches  that  can  be  used  to  strengthen  access  and  delivery  of  suicide  care,  including: 

Coverage  of  mental  health  conditions  in  health  insurance  policies.  Federal  and  state  laws  include  provisions 
for  equal  coverage  of  mental  health  services  in  health  insurance  plans  that  is  on  par  with  coverage  for  other  health 
concerns  (i.e.,  mental  health  parity).’'®  Benefits  and  services  covered  include  such  things  as  the  number  of  visits,  co¬ 
pays,  deductibles,  inpatient/outpatient  services,  prescription  drugs,  and  hospitalizations.  If  a  state  has  a  stronger 
mental  health  parity  law  than  the  federal  parity  law,  then  insurance  plans  regulated  by  the  state  must  follow  the  state 
parity  law.  If  a  state  has  a  weaker  parity  law  than  the  federal  parity  law  (e.g„  includes  coverage  for  some  mental  health 
conditions  but  not  others),  then  the  federal  parity  law  will  replace  the  state  law.  Equal  coverage  does  not  necessarily 
imply  good  coverage  as  health  insurance  plans  vary  in  the  extent  to  which  benefits  and  services  are  offered  to  address 
various  health  conditions.  Rather  it  helps  to  ensure  that  mental  health  services  are  covered  on  par  with  other  health 
concerns. 


Reduce  provider  shortages  in  underserved  areas.  Access  to  effective  and  state-of-the-art  mental  health  care  is 
largely  dependent  upon  the  training  and  the  size  of  the  mental  health  care  workforce.  Over  85  million  Americans 
live  in  areas  with  an  insufficient  number  of  mental  health  providers;  this  shortage  is  particularly  severe  among  low- 
income  urban  and  rural  communities.’"' There  are  various  ways  to  increase  the  number  and  distribution  of  practicing 
mental  health  providers  in  underserved  areas  including  offering  financial  Incentives  through  existing  state  and  federal 
programs  {e.g.,  loan  repayment  programs)  and  expanding  the  reach  of  health  services  through  telephone,  video 
and  web-based  technologies.  Such  approaches  can  increase  the  likelihood  that  those  in  need  will  be  able  to  access 
affordable,  quality  care  for  mental  health  problems,  which  can  reduce  risk  for  suicide. 
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Safer  suicide  care  through  systems  change.  Access  to  health  and  behavioral  health  care  services  is  critical  for  people 
at  risk  of  suicide;  however  this  is  just  one  piece  of  the  puzzle.  Care  should  also  be  delivered  efficiently  and  effectively. 
More  specifically,  care  should  take  place  within  a  system  that  supports  suicide  prevention  and  patient  safety  through 
strong  leadership,  workforce  training,  systematic  identification  and  assessment  of  suicide  risk,  implementation 
of  evidence-based  treatments  (see  Identify  and  Support  People  at  Risk)^  continuity  of  care,  and  continuous  quality 
improvement.  Care  that  is  patient-centered  and  promotes  equity  for  all  patients  is  also  of  critical  importance/^ 

Potential  Outcomes 

•  Increased  use  of  mental  health  services 

•  Lower  rates  of  treatment  attrition 

•  Reductions  in  depressive  symptoms 

•  Reductions  in  rates  of  suicide  attempts 

•  Reductions  in  rates  of  suicide 


Evidence 

There  is  evidence  suggesting  that  coverage  of  mental  health  conditions  in  health  insurance  policies  and  improving 
access  and  the  delivery  of  care  can  reduce  risk  factors  associated  with  suicide  and  may  directly  impact  suicide  rates. 

Coverage  of  nftental  health  conditions  in  health  insurance  policies.  The  National  Survey  on  Drug  Use  and  Health 
(NSDUH)  is  a  nationally  representative  survey  of  the  U.S.  population  that  provides  data  on  substance  use,  mental 
health  conditions,  and  service  utilization.^'*  Using  data  from  this  survey,  Harris,  Carpenter,  and  Bao™  found  that  12 
months  after  states  enacted  mental  health  parity  laws,  self-reported  use  of  mental  healthcare  services  significantly 
increased.  Moreover,  subsequent  research  by  Lang®^  examined  state  mental  health  laws  and  suicide  rates  between 
1 990  and  2004  and  found  that  mental  health  parity  laws,  specifically,  were  associated  with  an  approximate  5% 
reduction  in  suicide  rates. This  reduction,  in  the  29  states  with  parity  laws,  equated  to  the  prevention  of  592  suicides 
per  year.® 

Reduce  provider  shortages  in  underserved  areas.  One  example  of  a  program  to  improve  access  to  mental  health 
care  providers  is  the  National  Health  Service  Corps  (NHSC),  which  offers  financial  incentives  to  attract  mental/behavioral 
health  clinicians  to  underserved  areas.''*'  Programs  such  as  NHSC  encourage  individuals  to  work  in  the  mental  health 
profession  in  locations  designated  as  Health  Professional  Shortage  Areas  (HPSAs)  in  exchange  for  student  loan  debt 
repayment.  A  201 2  retention  survey  conducted  by  the  Health  Resources  and  Services  Administration  (HRSA),  found 
that  61  %  of  mental  and  behavioral  health  care  providers  continued  to  practice  in  designated  mental  health  shortage 
areas  after  their  four  year  commitment  to  the  NHSCd^  Although  this  program  has  not  been  evaluated  for  impact  on 
suicide,  it  addresses  access  to  care,  which  is  a  critical  component  to  suicide  prevention. 

Telemental  Health  (TMH)  services  refer  to  the  use  of  telephone,  video  and  web-based  technologies  for  providing 
psychiatric  or  psychological  care  at  a  distance.^®  TMH  can  be  used  in  a  variety  of  settings  (e.g.,  outpatient  clinics,  hospitals, 
military  treatment  facilities)  to  treat  a  wide  range  of  mental  health  conditions.  It  can  also  improve  access  to  care  for 
patients  in  isolated  areas,  as  well  as  reduce  travel  time  and  expenses,  reduce  delays  in  receiving  care,  and  improve 
satisfaction  interacting  with  the  mental  health  care  system.  A  systematic  review  of  TMH  services  found  that  services  rated 
as  high  or  good  quality  were  effective  in  treating  mental  health  conditions  such  as  depression,  schizophrenia,  substance 
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abuse,  and  suicidal  ideation  and  suicide/^  Further,  Mohr  and  colleagues®^  conducted  a  meta-analysis  examining  the 
effect  of  psychotherapy  delivered  specifically  via  telephone  and  found  that  it  significantly  reduced  depressive  symptoms 
in  comparison  to  face-to-face  psychotherapy*  They  also  found  that  treatment  attrition  rates  were  significantly  lower 
among  patients  receiving  telephone-administered  psychotherapy  compared  to  patients  receiving  face-to-face  therapy.®® 
Thus,  TMH  may  not  only  offer  improved  access  to  mental  health  care,  but  it  may  also  ensure  continuity  of  care,  and 
thereby  further  reduce  the  risk  for  suicide. 

Safer  suicide  care  through  systems  change.  Henry  Ford  Health  System,  which  is  a  large  health  maintenance 
organization  (HMO)  in  the  state  of  Michigan,  pioneered  Perfect  Depression  Care/^  the  pre-cursor  to  what  is  now  cal  led 
Zero  Su/c/de.The  overall  goal  of  Perfect  Depress/on  Care  was  to  eliminate  suicide  among  HMO  members.  More  broadly, 
the  goat  of  the  program  was  to  redesign  delivery  of  depression  care  to  achieve ''breakthrough  improvement"  in 
quality  and  safety  by  focusing  on  effectiveness,  safety,  patient  centeredness,  timeliness,  efficiency,  and  equity  among 
patients.  The  program  screened  and  assessed  each  patient  for  suicide  risk  and  implemented  coordinated  continuous 
follow-up  care  system  wide®^  An  examination  of  the  impact  of  the  program  found  that  there  was  a  dramatic  and 
statistically  significant  decrease  in  the  rate  of  suicide  between  the  baseline  years,  1999  and  2000,  and  the  intervention 
years,  2002-2009.  During  this  time  period,  the  suicide  rate  fell  by  82%.®^  ®^  Further,  among  HMO  members  who  received 
mental  health  specialty  services,  the  suicide  rate  significantly  decreased  over  time  from  1 999  to  2010  (1 10,3  to  47.6  per 
100,000  population;  p<.04)  with  a  mean  of  36.2  per  100,000  over  the  period.®®  Additionally,  for  those  HMO  members 
who  accessed  only  general  medical  services  as  opposed  to  specialty  mental  health  services,  the  suicide  rate  increased 
from  2  J  to  5,6  per  1 00,000  (p<.01 ).®®  Similarly,  in  the  state  of  Michigan,  rates  of  suicide  in  the  general  population 
increased  over  the  period  from  9.8  to  1 2.5  per  1 00,000  {p<.001  )P 
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Create  Protective  Environments 

Rationale 

Prevention  efforts  that  focus  not  only  on  individual  behavior  change  {e.g.,  help-seeking,  treatment  interventions)  but 
on  changes  to  the  environment  can  increase  the  likelihood  of  positive  behavioral  and  health  outcomes.^"^  Creating 
environments  that  address  risk  and  protective  factors  where  individuals  live,  work,  and  play  can  help  prevent 
sutcide.^'^^  For  example,  rates  of  suicide  are  high  among  middle-aged  adults  who  comprise  42.6%  of  the  workforce^^* 
among  certain  occupational  groups^^'^^;  and  among  people  in  detention  facilities  (e.g.,  jail,  prison), to  name  a  few. 
Thus,  settings  where  these  populations  work  and  reside  are  ideal  for  implementing  programs,  practices  and  policies 
to  buffer  against  suicide.  Changes  to  organizational  culture  through  the  implementation  of  supportive  policies,  for 
instance,  can  change  social  norms,  encourage  help-seeking,  and  demonstrate  that  good  health  and  mental  health 
are  valued  and  that  stigma  and  other  risk  factors  for  suicide  are  not. Similarly,  modifying  the  characteristics  of  the 
physical  environment  to  prevent  harmful  behavior  such  as  access  to  lethal  means  can  reduce  suicide  rates,  particularly 
in  times  of  crisis  ortransition.^^^^'^ 

Approaches 

The  current  evidence  suggests  three  potential  approaches  for  creating  environnnents  that  protect  against  suicide. 

Reduce  access  to  lethal  means  among  persons  at  risk  of  suicide.  Means  of  suicide  such  as  firearms,  hanging/ 
suffocation,  or  jumping  from  heights  provide  little  opportunity  for  rescue  and,  as  such,  have  high  case  fatality  rates 
{e.g.,  about  85%  of  people  who  use  a  firearm  in  a  suicide  attempt  die  from  their  injury}.®^  Research  also  indicates 
that:  1)the  interval  between  deciding  to  act  and  attempting  suicide  can  be  as  short  as  5  or  10  minutes, and  2) 
people  tend  not  to  substitute  a  different  method  when  a  highly  lethal  method  is  unavailable  or  difficult  to  access.®®'^® 
Therefore,  increasing  the  time  interval  between  deciding  to  act  and  the  suicide  attempt,  for  example,  by  making  it 
more  difficult  to  access  lethal  means,  can  be  lifesaving.  The  following  are  examples  of  approaches  reducing  access  to 
lethal  means  for  persons  at  risk  of  suicide: 

•  Intervening  at  Suicide  Hotspots.  Suicide  hotspots,  or  places  where  suicides  may  take  place  relatively  easily,  include 
tall  structures  (e.g.,  bridges,  cliffs,  balconies,  and  rooftops),  railway  tracks,  and  isolated  locations  such  as  parks. 
Efforts  to  prevent  suicide  at  these  locations  include  erecting  barriers  or  limiting  access  to  prevent  jumping,  and 
installing  signs  and  telephones  to  encourage  individuals  who  are  considering  suicide,  to  seek  help.'®® 

•  Safe  Storage  Practices.  Safe  storage  of  medications,  firearms,  and  other  household  products  can  reduce  the  risk 
for  suicide  by  separating  vulnerable  individuals  from  easy  access  to  lethal  means.  Such  practices  may  include 
education  and  counseling  around  storing  firearms  locked  in  a  secure  place  (e.g.,  in  a  gun  safe  or  lock  box), 
unloaded  and  separate  from  the  ammunition;  and  keeping  medicines  in  a  locked  cabinet  or  other  secure  location 
away  from  people  who  may  be  at  risk  or  who  have  made  prior  attempts.®®'’®’ 

Organizational  policies  and  culture  that  promote  protective  environments  may  be  implemented  in  places  of 
employment,  detention  facilities,  and  other  secured  environments  (e.g.,  residential  settings).  Such  policies  and  cultural 
values  encourage  leadership  from  the  top  down  and  may  promote  prosocial  behavior  (e.g.,  asking  for  help),  skill 
building,  positive  social  norms,  assessment,  referral  and  access  to  helping  services  (e.g.,  mental  health,  substance 
abuse  treatment,  financial  counseling),  and  development  of  crisis  response  plans,  postvention  and  other  measures  to 
foster  a  safe  physical  environment.  Such  policies  and  cultural  shifts  can  positively  impact  organizational  climate  and 
morale  and  help  prevent  suicide  and  its  related  risk  factors  (e.g.,  depression,  social  isolation).®®  '®^ 
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Community-based  policies  to  reduce  excessive 
alcohol  use.  Research  studies  in  the  United 
States  have  found  that  greater  alcohol  availability 
is  positively  associated  with  alcohol-involved 
suicidesJ^^'^'^^  Policies  to  reduce  excessive  alcohol 
use  broadly  include  zoning  to  limit  the  location  and 
density  of  alcohol  outlets,  taxes  on  alcohol,  and 
bans  on  the  sale  of  alcohol  for  individuals  under  the 
legal  drinking  age.^^^  These  policies  are  important 
because  acute  alcohol  use  has  been  found  to  be 
associated  with  more  than  one-third  of  suicides  and 
approximately  40%  of  suicide  attemptsJ^^ 

Potential  Outcomes 

•  Increases  in  safe  storage  of  lethal  means 

•  Reductions  in  rates  of  suicide 

•  Reductions  in  suicide  attempts 

•  Increases  in  help-seeking 

•  Reductions  in  alcohol-related  suicide  deaths 


Evidence 

The  evidence  suggests  that  creating  protective  environments  can  reduce  suicide  and  suicide  attempts  and 
increase  protective  behaviors. 

Reduce  access  to  lethal  means  among  persons  at  risk  of  suicide.  A  meta-analysis  examining  the  impact  of 
suicide  hotspot  interventions  implemented  in  combination  or  in  isolation,  both  in  the  U.S,  and  abroad,  found 
associated  reduced  rates  of  suicide.^®'’'^'’'  For  example,  after  erecting  a  barrier  on  the  Jacques-Cartier  bridge  in 
Canada,  the  suicide  rate  from  jumping  from  the  bridge  decreased  from  about  ^  0  suicide  deaths  per  year  to  about 
3  deaths  per  year.'®®  Moreover,  the  reduction  in  suicides  by  jumping  was  sustained  even  when  all  bridges  and 
nearby  jumping  sites  were  considered,  suggesting  little  to  no  displacement  of  suicides  to  other  jumping  sites.'®® 
Further  evidence  for  the  effectiveness  of  bridge  barriers  was  demonstrated  by  a  study  examining  the  impact  of 
the  removai  of  safety  barriers  from  the  Grafton  Bridge  in  Auckland,  New  Zealand.  After  removal  of  the  barrier,  both 
the  number  and  rate  of  suicide  increased  five-fold.®®''® 

Another  form  of  means  reduction  involves  implementation  of  safe  storage  practices.  In  a  case-control  study  of 
firearm-related  events  identified  from  37  counties  in  Washington,  Oregon,  and  Missouri,  and  from  5  trauma 
centers,  researchers  found  that  storing  firearms  unloaded,  separate  from  ammunition,  in  a  locked  place  or  secured 
with  a  safety  device  was  protective  of  suicide  attempts  among  adolescents."®  Further,  a  recent  systematic  review 
of  clinic  and  community-based  education  and  counseling  interventions  suggested  that  the  provision  of  safety 
devices  significantly  increased  safe  firearm  storage  practices  compared  to  counseling  alone  or  compared  to  the 
provision  of  economic  incentives  to  acquire  safety  devices  on  one's  own.'®' 
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An other  program,  the  Emergency  Department  Counseling  on  Access  to  Lethal  Means  (ED  CALM),  trained  psychiatric 
emergency  clinicians  in  a  large  children's  hospital  to  provide  lethal  means  counseling  and  safe  storage  boxes  to 
parents  of  patients  under  age  1 8  receiving  care  for  suicidal  behavior.  In  a  pre-post  quality  improvement  project, 
Runyan  et  al*^®  found  that  at  post -test  76%  {of  the  55%  of  parents  followed  up,  n=1 14)  reported  that  all  medications 
in  the  home  were  locked  up  as  compared  to  fewer  than  10%  at  the  time  of  the  initial  emergency  department  visit. 
Among  parents  who  indicated  the  presence  of  guns  in  the  home  at  pre-test  (i.e.,  67%),  all  (1 00%)  reported  guns  were 
currently  locked  up  at  post-test.*®- 

Organizational  policies  and  culture.  Together  for  Life  is  a  workplace  program  of  the  Montreal  Police  Force 
implemented  to  address  suicide  among  officers.  Policy  and  program  components  were  designed  to  foster  an 
organizational  culture  that  promoted  mutual  support  and  solidarity  among  all  members  of  the  Force.  The  program 
included  training  of  supervisors,  managers  and  all  units  to  improve  competencies  in  identifying  suicidal  risk  and  to 
improve  use  and  awareness  of  existing  resources.  The  program  also  included  an  education  campaign  to  improve 
awareness  and  help-seeking.^”  Police  suicides  were  tracked  over  12  years  and  compared  to  rates  in  the  control  city 
of  Quebec.  The  suicide  rate  in  the  intervention  group  decreased  significantly  by  78.9%  to  a  rate  of  6.4  suicides  per 
1 00,000  population  per  year  compared  to  an  11%  increase  in  the  control  city  (29.0  per  100,000).”’ 

Another  example  of  this  approach  is  the  United  States  Air  Force  Suicide  Prevention  Program.  The  program  included  1 1 
policy  and  education  initiatives  and  was  designed  to  change  the  culture  of  the  Air  Force  surrounding  suicide.  The 
program  uses  leaders  as  role  models  and  agents  of  change,  establishes  expectations  for  behavior  related  to  awareness 
of  suicide  risk,  develops  population  skills  and  knowledge  (i.e,,  education  and  training),  and  investigates  every  suicide 
(i.e.,  outcomes  measurement).  The  program  represents  a  fundamental  shift  from  viewing  suicide  and  mental  illness 
solely  as  medical  problems  and  instead  sees  them  as  larger  service-wide  problems  impacting  the  whole  community.”^ 
Using  a  time-series  design  to  examine  the  impact  of  the  program  on  various  violence-related  outcomes,  researchers 
found  that  the  program  was  associated  with  a  33%  relative  risk  reduction  in  suicide.”^  The  program  was  also 
associated  with  relative  risk  reductions  in  related  outcomes  including  moderate  and  severe  family  violence  (30%  and 
54%,  respectively),  homicide  (51%),  and  accidental  death  (1 8%).”^  A  longitudinal  assessment  of  the  program  over  the 
period  1 981  to  2008  (1 6  years  before  the  1 997  launch  of  the  program  and  1 1  years  post-launch)  found  significantly 
lower  rates  of  suicide  after  the  program  was  launched  than  before.*^  These  effects  were  sustained  overtime,  except  in 
2004,  which  the  authors  found  was  associated  with  less  rigorous  implementation  of  program  components  in  that  year 
than  in  the  other  years.®^ 

Finally,  while  the  evidence  is  still  being  built  for  suicide  prevention  in  correctional  facilities,  preliminary  evidence 
suggests  organizational  policies  and  practices  that  include  routine  suicide  prevention  training  for  all  staff; 
standardized  intake  screening  and  risk  assessment;  provision  of  shared  information  between  staff  members  (especially 
in  transitioning  or  transferring  of  inmates);  varying  levels  of  observation;  safe  physical  environment;  emergency 
response  protocols;  notification  of  suicidal  behavior/suicide  through  the  chain  of  command;  and  critical  incident  stress 
debriefing  and  death  review  can  potentially  reduce  suicide.’”^  When  these  policies  and  practices  were  implemented 
across  1 1  state  prisons  in  Louisiana,  suicide  rates  dropped  46%,  from  a  rate  of  23.1  per  1 00,000  before  the  intervention 
to  12.4  per  100,000  the  following  year."^  Similar  programs  have  seen  declines  in  suicide  both  in  the  United  States  and 
in  other  countries.”'’ 

Community-based  policies  to  reduce  excessive  alcohol  use.  While  multiple  policies  to  limit  excessive  use  of  alcohol 
exist,  several  studies  on  alcohol  outlet  density  and  risk  factors  for  suicide,  such  as  interpersonal  violence  and  social 
connectedness,”^”*  suggest  that  measures  to  reduce  alcohol  outlet  density  can  potentially  reduce  alcohol-involved 
suicides.  Additionally,  a  longitudinal  analysis  of  alcohol  outlet  density,  suicide  mortality,  and  hospitalizations  for 
suicide  attempts  over  6  years  in  581  California  zip  codes,  indicated  that  greater  density  of  bars,  specifically,  was  related 
to  greater  suicide  and  suicide  attempts,  particularly  in  rural  areas.”® 
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Promote  Connectedness 


Rationale 

Sociologist,  Emile  Durkheim  theorized  in  1 897  that  weak  social  bonds,  i.e.,  lack  of  connectedness,  were  among  the 
chief  causes  of  suicidalityJ®  Connectedness  is  the  degree  to  which  an  individual  or  group  of  individuals  are  socially 
close,  interrelated,  or  share  resources  with  others.'^’  Social  connections  can  be  formed  within  and  between  multiple 
levels  of  the  social  ecology,^^  for  instance  between  individuals  (e.g„  peers,  neighbors,  co-workers),  families,  schools, 
neighborhoods,  workplaces,  faith  communities,  cultural  groups,  and  society  as  a  whole.  Related  to  connectedness, 
social  capital  refers  to  a  sense  of  trust  in  one's  community  and  neighborhood,  social  integration,  and  also  the 
availability  and  participation  in  social  organizations.'^^'’^^  Many  ecological  cross-sectional  and  longitudinal  studies 
have  examined  the  impact  of  aspects  of  social  capital  on  depression  symptoms,  depressive  disorder,  mental  health 
more  generally,  and  suicide.  White  the  evidence  is  limited,  existing  studies  suggest  a  positive  association  between 
social  capital  (as  measured  by  social  trust  and  community/neighborhood  engagement),  and  improved  mental 
health.'^'*''^®  Connectedness  and  social  capital  together  may  protect  against  suicidal  behaviors  by  decreasing  isolation, 
encouraging  adaptive  coping  behaviors,  and  by  increasing  belongingness,  personal  value,  and  worth,  to  help  build 
resilience  in  the  face  of  adversity.  Connectedness  can  also  provide  individuals  with  better  access  to  formal  supports 
and  resources,  mobilize  communities  to  meet  the  needs  of  its  members  and  provide  collective  primary  prevention 
activities  to  the  community  as  a  whole.^^^ 

Approaches 

Promoting  connectedness  among  individuals  and  within  communities  through  modeling  peer  norms  and  enhancing 
community  engagement  may  protect  against  suicide. 

Peer  norm  programs  seek  to  normalize  protective  factors  for  suicide  such  as  help-seeking,  reaching  out  and  talking 
to  trusted  adults,  and  promote  peer  connectedness.  By  leveraging  the  leadership  qualities  and  social  influence  of 
peers,  these  approaches  can  be  used  to  shift  group-level  beliefs  and  promote  positive  social  and  behavioral  change. 
These  approaches  typically  target  youth  and  are  delivered  in  school  settings  but  can  also  be  implemented  in 
community  settings.’^^ 

Community  engagement  activities  Community  engagement  is  an  aspect  of  social  capital.'”  Community 
engagement  approaches  may  involve  residents  participating  in  a  range  of  activities,  including  religious  activities, 
community  clean-up  and  greening  activities,  and  group  physical  exercise. These  activities  provide  opportunities  for 
residents  to  become  more  involved  in  the  community  and  to  connect  with  other  community  members,  organizations, 
and  resources,  resulting  in  enhanced  overall  physical  health,  reduced  stress,  and  decreased  depressive  symptoms, 
thereby  reducing  risk  of  suicide. 
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Potential  Outcomes 

•  Increases  in  healthy  coping  attitudes  and  behaviors 

•  Increases  in  referrals  for  youth  in  distress 

•  Increases  in  help-seeking  behaviors 

•  Increases  in  positive  perceptions  of  adult  support 


Promoting 
connectedness 
among  individuals 
and  within 
communities  may 
protect  against 
suicide. 


o 


Evidence 

Current  evidence  suggests  a  number  of  positive  benefits  of  peer  norm  and  community  engagement  activities, 
although  more  evaluation  research  is  needed  to  examine  whether  these  improvements  in  factors  that  protect  against 
suicidal  behavior  translate  into  reduced  suicide  attempts  and  deaths. 

Peer  norm  programs.  Evaluations  show 
that  programs  such  as  Sources  of  Strength 
can  improve  school  norms  and  beliefs  about 
suicide  that  are  created  and  disseminated  by 
student  peers*  In  a  randomized  controlled  trial 
of  Sources  of  Strength  conducted  with  1 8  high- 
schools  (6  metropolitan,  1 2  rural),  researchers 
found  that  the  program  improved  adaptive 
norms  regarding  suicide,  connectedness  to 
adults,  and  school  engagement.^^  Peer  leaders 
were  also  more  likely  than  controls  to  refer  a 
suicidal  friend  to  an  adult.  For  students,  the 
program  resulted  in  increased  perceptions  of 
adult  support  for  suicidal  youths,  particularly 
among  those  with  a  history  of  suicidal  ideation, 
and  the  acceptability  of  help^seeking  behaviors. 

Finally,  trained  peer  leaders  also  reported 
a  greater  decrease  in  maladaptive  coping 
attitudes  compared  with  untrained  leaders*^^ 

Community  engagement  activities.  A  vacant  lot  greening  initiative  was  undertaken  in  Philadelphia  between  1 999 
and  2008.  Local  residents  and  community  members  worked  together  to  green  4,436  lots  (or  7*8  million  square  feet) 
in  four  areas  of  the  city.  Researchers  found  significant  reductions  in  commun  ity  residents' self-reported  level  of  stress, 
a  risk  factor  for  suicide,  and  engagement  in  more  physical  exercise,  a  protective  factor  for  suicide,  than  residents 
in  control  vacant  lot  areas.  There  is  some  evidence  for  other  cross-cutting  benefits,  including  reductions  in  firearm 
assaults  and  vandalismJ^®'^^^ 
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Teach  Coping  and  Problem-Solving  Skills 

Rationale 

Building  life  skills  prepares  individuals  to  successfully  tackle  everyday  challenges  and  adapt  to  stress  and  adversity. 

Life  skills  encompasses  many  concepts,  but  most  often  include  coping  and  problem-solving  skills,  emotional 
regulation,  conflict  resolution,  and  critical  thinking.  Life  skills  are  important  in  protecting  individuals  from  suicidal 
behaviors.’^®  Suicide  prevention  programs  that  focus  on  life  and  social  skills  training  are  drawn  from  social  cognitive 
theories,'^*’  surmising  that  suicidal  behavior  is  attributed  to  either  direct  learning  and  modeling  or  environmental  and 
individual  (e.g.,  hopelessness)  characteristics.  The  inability  to  employ  adequate  strategies  to  cope  with  immediate 
stressors  or  identify  and  find  solutions  for  problems  has  been  characterized  among  suicide  attempters.^^’  Teaching  and 
providing  youth  with  the  skills  to  tackle  every  day  challenges  and  stressors  is,  therefore,  an  important  developmental 
component  to  suicide  prevention. 

Approaches 

Social-emotional  learning  programs  and  parenting  skill  and  family  relationship  programs  are  two  approaches  for 
teaching  coping  and  problem-solving  skills. 

Social-emotional  learning  programs  focus  on  developing  and  strengthening  communication  and  problem-solving 
skills,  emotional  regulation,  conflict  resolution,  help  seeking  and  coping  skills. These  approaches  address  a  range 
of  risk  and  protective  factors  for  suicidal  behavior.  They  provide  children  and  youth  with  skills  to  resolve  problems 
in  relationships,  school,  and  with  peers,  and  help  youth  address  other  negative  influences  (e.g.,  substance  use) 
associated  with  suicide.'^®  These  approaches  are  typically  delivered  to  all  students  in  a  particular  grade  or  school, 
although  some  programs  also  focus  on  groups  of  students  considered  to  be  at  high  risk  for  suicide.  Opportunities  to 
practice  and  reinforce  skills  are  an  important  part  of  programs  that  work.'^^ 

Parenting  skill  and  family  relationship  programs  provide  caregivers  with  support  and  are  designed  to  strengthen 
parenting  skills,  enhance  positive  parent-child  interactions,  and  improve  children's  behavioral  and  emotional  skills 
and  abilities.^^^  Programs  are  typically  designed  for  parents  or  caregivers  with  children  in  a  specific  age  range  and  can 
be  self-directed  or  delivered  to  individual  families  or  groups  of  families.  Some  programs  have  sessions  primarily  with 
parents  or  caregivers  while  others  include  sessions  for  parents  or  caregivers,  youth,  and  the  family.  Specific  program 
content  typically  varies  by  the  age  of  the  child  but  often  has  consistent  themes  of  child  development,  parent-child 
communication  and  relationships,  and  youth's  interpersonal  and  problem-solving  skills. 
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Potential  Outcomes 

•  Reductions  in  suicide  ideation 

•  Reductions  in  suicide  attempts 

•  Reductions  in  suicide  risk  behaviors  (i.e.,  depression,  anxiety,  conduct  problems,  substance  abuse) 

•  Improvements  in  help-seeking  behavior 

■  Improvements  in  social  competence  and  emotional  regulation  skills 

•  Improvements  in  problem-solving  and  conflict  management  skills 

Evidence 

Several  social-emotional  learning  and  parenting  and  family  relationship  programs  have  been  sho\A/n  in  rigorous 
evaluations  to  improve  resilience  and  reduce  problem  behavior  and  risk  factors  for  various  behaviors,  including  ones 
closely  related  to  suicide,  such  as  depression,  internalizing  behaviors,  and  substance  abuse.^^^ 

Social-emotional  learning  programs.  The  Youth  Aware  of  Mental  Health  Program  (YAM)  is  a  program  developed 
for  teenagers  aged  14-T6that  uses  interactive  dialogue  and  role-playing  to  teach  adolescents  about  the  risk  and 
protective  factors  associated  with  suicide  (including  knowledge  about  depression  and  anxiety)  and  enhances 
their  problem-solving  skills  for  dealing  with  adverse  life  events,  stress,  school  and  other  problems  In  a  cluster- 
randomized  controlled  trial  conducted  across  10  European  Union  countries  and  168  schools,  students  in  schools 
randomized  to  YAM  were  significantly  less  likely  to  attempt  suicide  and  have  severe  suicidal  ideation  at  the  1 2-month 
follow-up  compared  to  students  in  control  schools  which  received  educational  materials  and  care  as  usual.  Overall, 
the  relative  risk  of  youth  suicide  attempts  among  the  YAM  group  was  reduced  by  over  50%  demonstrating  that  out  of 
1 000  students,  five  attempted  suicide  in  the  YAM  group  compared  to  1 1  in  the  control  group.  Additionally,  related  to 
severe  suicide  ideation,  in  the  VAM  group,  relative  risk  fell  by  49.6%.^^'' 

Another  example  is  the  Good  Behavior  Game  (GBG),  which  is  a  classroom-based  program  for  elementary  school 
children  aged  6-10.  The  program  uses  a  team-based  behavior  management  strategy  that  promotes  good  behavior 
by  setting  clear  expectations  for  good  behavior  and  consequences  for  maladaptive  behavior.  The  goal  of  the  GBG 
program  is  to  create  an  Integrated  classroom  social  system  that  is  supportive  of  all  children  being  able  to  learn  with 
little  aggressive  or  disruptive  behavior.’^^Two  cohorts  of  youths  participated  in  the  program  in  1 985-86  and  1 986-87 
school  years  when  they  were  in  the  first  and  second  grades.  A  number  of  proximal  and  distal  outcomes  were  assessed 
among  the  two  cohorts  overtime.  With  respect  to  distal  suicide-related  outcomes,  an  outcome  evaluation  of  the 
G6G  indicated  that  individuals  In  the  first  cohort,  who  were  assigned  to  participate  in  GBG  when  they  were  in  the 
first  grade,  reported  half  the  adjusted  odds  of  suicidal  ideation  and  suicide  attempts  when  assessed  approximately 
15  years  later,  between  the  ages  of  19  to  21,  compared  to  peers  who  had  been  in  a  standard  classroom  setting. The 
beneficial  effect  of  the  program  was  consistent  for  suicidal  ideation  regardless  of  whether  baseline  covariates  were 
included.’’^ The  GBG  effect  on  attempts  was  less  robust  in  some  adjusted  models  including  caregiver  mental  health.  In 
the  second  cohort  of  GBG  students,  neither  suicidal  ideation  nor  suicide  attempts  were  significantly  different  between 
GBG  and  the  control  interventions.'^^ The  researchers  believed  this  may  have  been  due  to  a  lack  of  implementation 
fidelity,  including  less  mentoring  and  monitoring  of  teachers.  GBG  was  also  found  to  be  associated  with  reduced  risk  of 
later  substance  abuse  and  other  suicide  risk  factors  among  the  first  cohort  of  students.  Results  for  the  second  cohort 
were  generally  smaller  but  in  the  desired  direction.' 
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Parenting  skill  and  family  relationship  programs.  Parenting  and  family  skills  training  approaches  have  shown 
promising  impacts  in  preventing  key  risk  factors  associated  with  suicide.  For  example,  the  Incredible  Years  (lY)  is  a 
comprehensive  group  training  program  for  parents,  teachers  and  children  designed  to  reduce  conduct  and  substance 
abuse  problems  {two  important  suicide  risk  factors  in  youth)  by  improving  protective  factors  such  as  responsive 
and  positive  parent-teacher-child  interactions  and  relationships,  emotional  self-regulation  and  social  competence 
(all  protective  factors  for  suicide)J^^The  program  includes  9-20  sessions  offered  in  community-based  settings  (e.g., 
religious,  recreation  centers,  mental  health  treatment  centers,  and  hospitals).  Several  studies  have  demonstrated 
the  effect  of  the  lY  program  on  reducing  internalizing  symptoms,  such  as  anxiety  and  depression,  and  child  conduct 
problemsJ^^^^^®The  program  is  also  associated  with  improved  problem-solving  and  conflict  management;  these  skills 
were  maintained  at  l-year  follow-up.^^^"^'^^  Additionally,  the  program  demonstrated  greater  benefits  in  mother-rated 
child  internalizing  symptoms,  compared  to  the  waitlisted  control  group,  when  parent,  child,  and  teacher  components 
were  includedJ^^ 

Additionally,  Strengthening  Families  W-14  is  a  program  that  involves  sessions  for  parents,  youth,  and  families  with 
the  goal  of  improving  parents' skills  for  disciplining,  nnanagmg  emotions  and  conflict,  and  communicating  with  their 
children;  promoting  youths'  interpersonal  and  problem-solving  skills;  and  creating  family  activities  to  build  cohesion 
and  positive  parent-child  interactions.  The  premise  of  itie  program  is  that  developing  these  skills  for  both  parents 
and  children  will  reduce  internalizing  behavior  and  adolescent  substance  abuse,  two  important  risk  factors  for 
suicideJ"^^  Strengthening  Families  has  been  shown  to  significantly  decrease  externalizing  behaviors,  such  as  aggression, 
alcohol  use,  and  drug  use  among  youth  participants,  as  well  as  reduce  depression,  alcohol  use,  and  drug  use  among 
participating  familiesJ"*^ 
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Identify  and  Support  People  at  Risk 

Rationale 

In  order  to  decrease  suicide,  care  of,  and  attention  to,  vulnerable  populations  is  necessary,  as  these  groups  tend  to 
experience  suicidal  behavior  at  higher  than  average  rates.  Such  vulnerable  populations  include,  but  are  not  limited 
to,  individuals  w/ith  low/er  socio-economic  status  or  v/ho  are  living  v/ith  a  mental  health  problem;  people  who  have 
previously  attempted  suicide;  Veterans  and  active  duty  military  personnel;  individuals  who  are  institutionalized,  have 
been  victims  ofviolence,  orare  homeless;  individuals  of  sexual  minority  status;  and  members  of  certain  racial  and 
ethnic  minority  groups.®®''^'’^'’'*^  Supporting  people  at  risk  requires  proactive  case  finding  and  effective  response,  crisis 
intervention,  and  evidence-based  treatment.  Finding  optimal  ways  of  identifying  at  risk  individuals,  customizing  services 
to  make  them  more  accessible  (e.g.,  Internet-based  services  when  appropriate)  and  engaging  people  in  evidence- 
based  care  (e.g.,  through  such  measures  as  collaborative  treatment),  remain  key  chaltenges.®^  ’"^'"^^  Simply  improving  or 
expanding  services  does  not  guarantee  that  those  services  will  be  used  by  people  most  in  need,  nor  will  it  necessarily 
increase  the  number  of  people  who  follow  recommended  referrals  or  treatment.  For  example,  some  people  living 
in  disadvantaged  communities  may  face  social  and  economic  issues  that  can  adversely  affect  their  ability  to  access 
supportive  services.™ 

Approaches 

The  following  approaches  focus  on  identifying  and  supporting  people  at  increased  risk  of  suicide. 

Gatekeeper  training  is  designed  to  train  teachers,  coaches,  clergy,  emergency  responders,  primary  and  urgent  care 
providers,  and  others  in  the  community  to  identify  people  who  may  be  at  risk  of  suicide  and  to  respond  effectively, 
including  facilitating  treatment  seeking  and  support  services.  Gatekeeper  training  may  be  implemented  in  a  variety  of 
settings  to  identify  and  support  people  at  risk.'^^ 

Crisis  intervention.  These  approaches  provide  support  and  referral  services,  typically  by  connecting  a  person  in  crisis 
{or  a  friend  or  family  member  of  someone  at  risk)  to  trained  volunteers  or  professional  staff  via  telephone  hotline, 
online  chat,  text  messaging,  or  in-person.  Crisis  intervention  approaches  are  intended  to  impact  key  risk  factors  for 
suicide,  inciuding  feeiings  of  depression,  hopelessness,  and  subsequent  mental  health  care  utilization.’''^  Similar  to 
means  reduction,  crisis  interventions  can  put  space  or  time  between  an  individual  who  may  be  considering  suicide 
and  harmful  behavior. 

Treatment  for  people  at  risk  of  suicide  can  include  various  forms  of  psychotherapy  delivered  by  licensed 
providers  to  help  individuals  with  mental  health  problems  and  other  suicide  risk  factors  with  problem-solving 
and  emotional  regulation.  Treatment  usually  takes  place  in  a  one-on-one  or  group  format  between  patients  and 
clinicians  and  can  vary  in  duration  from  several  weeks  to  ongoing  therapy,  as  needed.  Treatment  that  employs 
collaborative  (i.e.,  between  patient  and  therapist  or  care  manager)  and/or  integrated  care  (e.g.,  linkage  between 
primary  care  and  behavioral  health  care)  can  help  engage  and  motivate  patients,  thereby  increasing  retention  in 
therapy  and  decreasing  suicide  risk.'''®  ’^° 
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Treatment  to  prevent  re-attempts. These  approaches 
typically  include  follow-up  contact  and  use  diverse 
modalities  (e.g.,  home  visits,  mail,  telephone,  e-mail)  to 
engage  recent  suicide  attempt  survivors  in  continued 
treatment  to  prevent  re-attempts.'®^  Treatment  may 
focus  on  improved  coping  skills,  mindfulness,  and 
other  emotional  regulation  skills,  and  may  include 
case  management  home  visits  to  increase  adherence 
to  treatment  and  continuity  of  care;  and  one-on-one 
interpersonal  therapy  and/or  group  therapy.  Approaches 
that  engage  and  connect  people  who  have  attempted 
to  peers  and  providers  are  especially  important  because 
many  attempters  do  not  present  to  aftercare;  1 2%-25% 
re-attempt  within  a  year,  and  3%-9%  of  attempt  survivors 
die  by  suicide  within  1  to  5  years  of  their  initial  attempt.'®' 


Potential  Outcomes 

•  Reductions  in  suicidal  ideation 

•  Reductions  in  suicide  attempts 

-  Reductions  in  suicide  rates 

•  Reductions  in  depression  and  feelings  of  hopelessness 

-  Reductions  in  re-attempts 

•  Improvements  in  coping  skills 

•  Increases  in  treatment  engagement  and  compliance 
with  medications 


Evidence 

The  current  evidence  suggests  that  identifying  people  at  risk  of  suicide  and  the  contin  ued  provision  of  treatment  and 
support  for  these  individuals  can  positively  impact  suicide  and  its  associated  risk  factors. 

Gatekeeper  training.  Applied  Suicide  Intervention  Skilis  Training  (AStST)  is  a  widely  implemented  training  program  that 
helps  hotline  counselors,  emergency  workers,  and  other  gatekeepers  to  identify  and  connect  with  suicidal  individuals, 
understand  their  reasoning  for  living  and  dying,  and  assist  with  safely  connecting  those  in  need  to  available  resources. 
In  a  study  employing  a  randomized  controlled  trial,  Gould,  Cross,  Pisani,  Munfakh,  &  Kleinman^^^  evaluated  the  training 
across  the  National  Suicide  Prevention  Lifeline  network  of  hotlines  over  the  period  2008-2009.  Using  data  from  1 ,41 0 
suicidal  individuals  who  called  1 7  Lifeline  centers,  the  researchers  found  that  callers  who  spoke  with  /lS/S7-trained 
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counselors  were  significantly  more  likely  to  feel  less  depressed,  less  suicidal,  less  overwhelmed,  and  more  hopeful  by 
the  end  of  their  call,  compared  to  callers  who  spoke  to  non-ZiS/STtrained  counselors.  Counselors  trained  in  A5I5T  were 
also  more  skilled  at  keeping  callers  on  the  phone  longer  and  establishing  a  connection  with  them.  However,  training 
in  ASIST did  not  result  in  more  comprehensive  suicide  risk  assessments  than  usual  care  training.^®^ 

Gatekeeper  training  has  also  been  a  primary  component  of  the  Garret  Lee  Smith  (GLS)  Suicide  Prevention  Program, 
which  has  been  implemented  in  50  states  and  50  tribes.  A  multi-site  evaluation  assessed  the  impact  of  community 
gatekeeper  training  on  suicide  attempts  and  deaths  by  comparing  the  change  in  suicide  rates  and  nonfatal  suicidal 
behavior  among  young  people  aged  1 0-24  in  counties  implementing  GLS  trainings,  with  the  trajectory  observed  in 
similar  counties  that  did  not  implement  these  trainings.  Counties  that  implemented  Gi.5  trainings  had  significantly 
lower  youth  suicide  rates  one  year  following  the  training  implementation.^^^This  finding  equates  to  a  decrease  of 
f  suicide  death  per  100,000  youth  ages  10  to  24,  or  the  prevention  of  approximately  237  deaths  in  the  age  group, 
between  2007  and  201 0.  Counties  implementing  GLS  program  activities  also  had  significantly  lower  suicide  attempt 
rates  among  youth  ages  16  to  23  in  the  year  following  implementation  of  the  GLS  program  than  did  similar  counties 
that  did  not  implement  GLS  activities  (4.9  fewer  attempts  per  1000  youths).'^''  More  than  79,000  suicide  attempts  may 
have  been  prevented  during  the  period  examined. 

Crisis  intervention.  Suicide  prevention  hotlines  are  one  way  to  provide  crisis  intervention.  In  an  evaluation  of  the 
effectiveness  of  the  National  Suicide  Prevention  Lifeline  to  prevent  suicide,  1,085  suicidal  individuals  who  called 
the  hotline  completed  a  standard  risk  assessment  for  suicide,  and  380  of  those  completed  a  follow-up  assessment 
between  1  and  52  days  (mean-13.5  days)  after  the  initial  assessment.  Researchers  found  that  over  half  of  the  initial 
sample  were  seriously  considering  suicide  when  they  called,  and  they  had  a  plan  for  their  suicide.  Researchers  also 
found  that  among  follow-up  participants,  there  was  a  significant  decrease  in  psychological  pain,  hopelessness,  and 
intent  to  die  between  initiation  of  the  call  (time  1)  to  follow-up  (time  3).’^^  Between  time  2  (end  of  the  call)  to  time  3, 
the  effect  remained  for  psychological  pain  and  hopelessness,  but  was  not  significant  for  intent  to  die,  suggesting  that 
greater  effort  at  outreach  during  and  following  the  call  is  needed  for  callers  with  high  levels  of  suicide  intent.'^^ 

Treatment  for  people  at  risk  of  suicide.  The  Improving  Mood — Promoting  Access  to  Collaborative  Treatment  (IMPACT) 
program  aims  to  prevent  suicide  among  older  primary  care  patients  by  reducing  suicide  ideation  and  depression. 
//WPACT facilitates  the  development  of  a  therapeutic  alliance,  a  personalized  treatment  plan  that  includes  patient 
preferences,  as  well  as  proactive  follow-up  (biweekly  during  an  acute  phase  and  monthly  during  continuation  phase) 
by  a  depression  care  manager.^^^The  program  has  been  shown  to  significantly  improve  quality  of  life,  and  to  reduce 
functional  impairment,  depression  and  suicidal  ideation  over  24-months  of  follow-up'^®'’^^  relative  to  patients  who 
received  care  as  usual. 

Collaborative  Assessment  and  Management  of  Suicidality  (CAMS),  is  a  therapeutic  approach  for  suicide-specific 
assessment  and  treatment.  The  program's  flexible  approach  can  be  used  across  treatment  settings  and  clinician 
theoretical  orientations  and  involves  the  clinician  and  patient  working  together  in  an  interactive  assessment  process 
to  develop  patient-specific  treatment  plans.  Sessions  are  collaborative  and  involve  constant  patient  input  about 
what  is  and  is  not  working  with  the  ultimate  goal  of  enhancing  the  therapeutic  alliance  and  increasing  treatment 
motivation  in  the  suicidal  patient.  CAMS  has  been  tested  and  supported  in  6  correlational  studies,''^  in  a  variety  of 
inpatient  and  outpatient  settings,  and  in  one  RCT  with  several  additional  RCTs  under  way.  A  feasibility  trial  with  a 
community-based  sample  of  suicidal  outpatients  randomly  assigned  to  CAMS  or  enhanced  care  as  usual  (intake  with 
a  psychiatrist  or  psychiatric  nurse  practitioner  followed  by  1-11  visits  with  a  case  manager  and  medication  as  needed) 
found  better  treatment  retention  among  the  CAM5  group  and  significant  improvements  in  suicidal  ideation,  overall 
symptom  distress,  and  feelings  of  hopelessness  at  the  12  month  follow-up.'^® 
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Other  examples  include  Dialectical  Behavioral  Therapy  (DBT)  and  Attachment-Based  Family  Therapy  (ABFT).  DBTh  a 
multicomponent  therapy  for  individuals  at  high  risk  for  suicide  and  who  may  struggle  with  impulsivity  and  emotional 
regulation  issues. The  components  of  D67 include  individual  therapy,  group  skillstraining,  between-session  telephone 
coaching  and  a  therapist  consultation  team.  In  a  randomized  controlled  trial  of  women  with  recent  suicidal  or  self- 
injurious  behavior,  those  receiving  DBT  were  half  as  likely  to  make  a  suicide  attempt  at  the  two-year  follow-up  than 
women  receiving  community  treatment  (23%  vs  46%),  required  less  hospitalization  for  suicide  ideation,  and  had  lower 
medical  risk  across  all  suicide  attempts  and  self-injurious  acts  combined.^^® 

ABFTlsa  program  for  adolescents  aged  12-1 8  and  is  designed  to  treat  clinically  diagnosed  major  depressive  disorder, 
eliminate  suicidal  ideation,  and  reduce  dispositional  anxiety.'®  A  randomized  controlled  trial  of  A6FT found  that 
suicidal  adolescents  assigned  to  ABFT  experienced  significantly  greater  improvement  in  suicidal  ideation  over 
24  weeks  of  follow-up  than  did  adolescents  assigned  to  enhanced  usual  care.  Additionally,  a  significantly  higher 
percentage  of  ABFT  participants  reported  no  suicidal  ideation  in  the  week  prior  to  assessment  at  12  weeks  than  did 
adolescents  receiving  enhanced  usual  care  (69.2%  vs.  34.6%)  and  at  24  weeks  (82.1%  vs.  46.2%).'® 

The  Veterans  Affairs  Translating  initiatives  for  Depression  into  Effective  Solutions  project  {TiDES)  uses  a  depression  care 
liaison  to  link  primary  care  and  mental  health  services.  The  depression  care  liaison  assesses  and  educates  patients  and 
follows-up  with  both  patients  and  providers  between  primary  care  visits  to  optimize  treatment.  This  collaborative  care 
increases  the  efficiency  of  providing  mental  health  services  by  bringing  mental  health  care  to  the  primary  care  setting, 
where  most  patients  are  first  detected  and  subsequently  treated  for  many  mental  health  conditions.  An  evaluation  of 
TIDES  found  significant  decreases  in  depression  severity  scores  among  70%  of  primary  care  patients,'®'  TIDES  patients 
also  demonstrated  85%  and  95%  compliance  with  medication  and  follow-up  visits,  respectively.'®' 

Treatment  to  prevent  re<attempts.  Several  strategies  that  aim  to  prevent  re-attempts  have  demonstrated  impact 
on  reducing  suicide  deaths.  For  example.  Emergency  Department  Brief  Intervention  v/ith  Follow-up  Visits  is  a  program 
that  involves  a  one-hour  discharge  information  session  that  addresses  suicidal  ideation  and  attempts,  distress,  risk 
and  protective  factors,  alternatives  to  self-harm,  and  referral  options,  combined  with  nine  follow-up  contacts  over  18 
months  (at  1 , 2,  4,  7, 1 1  weeks  and  4,  6, 1 2, 1 8  months).  Follow-up  contacts  are  either  conducted  by  phone  or  through 
home  visits  according  to  a  specific  timeline  for  up  to  1 8  months.  A  randomized  controlled  trial  that  enrolled  suicide 
attempters  from  eight  hospital  emergency  departments  in  five  countries  (Brazil,  India,  Sri  Lanka,  Iran,  and  China) 
found  that  a  brief  intervention  combined  with  nine  follow-up  visits  over  18  months  was  associated  with  significantly 
fewer  deaths  from  suicide  relative  to  a  treatment-as-usual  group  (0.2%  versus  2.2%,  respectively).'® 

Another  example  of  treatment  to  prevent  re-attempts  involves  active  follow-up  contact  approaches  such  as  postcards, 
letters,  and  telephone  calls  intended  to  increase  a  patient's  sense  of  connectedness  with  health  care  providers 
and  decrease  isolation.'®'  These  approaches  include  expression  of  care  and  support  and  typically  invite  patients  to 
reconnect  with  their  provider.  Contacts  are  made  periodically  (e.g.,  monthly  or  every  few  months  in  the  first  12  months 
post-discharge  with  some  programs  continuing  contact  for  two  or  more  years).  In  a  meta-analysis  conducted  by 
Inagaki  et  al'®'  interventions  to  prevent  repeat  suicide  attempts  in  patients  admitted  to  an  emergency  department 
for  suicide  attempt  were  found  to  reduce  re-attempts  by  approximately  1 7%  for  up  to  1 2  months  post-discharge; 
however,  the  effects  of  these  approaches  beyond  12  months  on  re-attempts  has  not  yet  been  demonstrated.'®'  Also, 
because  the  number  of  trials  and  associated  sample  sizes  included  in  this  meta-analysis  were  small,  it  was  not  possible 
to  determine  the  effect  of  active  contact  and  follow-up  approaches  on  suicide. 
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In  a  randomized  controlled  trial  of  the  post-crisis  suicide  prevention  long-term  follow-up  contact  approach,  Motto 
and  Bostrom'®^  found  that  patients  who  refused  ongoing  care  but  who  were  randomized  to  be  contacted  by  letter 
four  times  per  year  had  a  lower  rate  of  suicide  over  two  years  of  follow-up  than  did  patients  in  the  control  group  who 
received  no  further  contact.  Other  studies  have  also  shown  post-crisis  letters  and  coping  cards  to  be  protective  against 
suicide  ideation  and  attempts.'”’’®^ 

Finally,  Cognitive  Behavior  Therapy  for  Suicide  Prevention  (CBT-SP)  is  an  example  of  a  therapeutic  approach  to  prevent 
re-attempts.  It  uses  a  risk-reduction,  relapse  prevention  approach  that  includes  an  analysis  of  proximal  risk  factors 
and  stressors  (e.g.,  relationship  problems,  school  or  work-related  difficulties)  tea  ding  up  to  and  following  the  suicide 
attempt;  safety  plan  development;  skill  building;  and  psychoeducation.  CBT-5P  also  has  family  skill  modules  focused 
on  family  support  and  communication  patterns  as  well  as  improving  the  family's  problem-solving  skills.  A  randomized 
controlled  trial  of  CBT-SP  found  that  1 0-session  outpatient  cognitive  therapy  designed  to  prevent  repeat  suicide 
attempts  resulted  in  a  50%  reduction  in  the  likelihood  of  a  suicide  re-attempt  among  adults  who  had  been  admitted 
to  an  emergency  departmentfor  a  suicide  attempt  relative  to  treatment  as  usual.'®® 
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Lessen  Harms  and  Prevent  Future  Risk 

Rationale 

Millions  of  people  are  bereaved  by  suicide  every  year  in  the  United  States  and  throughout  the  world.^  Risk  of  suicide 
and  suicide  risk  factors  has  been  shown  to  increase  among  people  who  have  lost  a  friend/peer,  family  member, 
co-worker,  or  other  close  contact  to  suicide.^^^  Care  and  attention  to  the  bereaved  is  therefore  of  high  importance. 
Despite  often  good  intentions,  media  and  others  responding  to  suicide  may  add  to  this  risk.  For  example,  research 
suggests  that  exposure  to  sensationalized  or  otherwise  uninformed  reporting  on  suicide  may  heighten  the  risk  of 
suicide  among  vulnerable  individuals  and  can  inadvertently  contribute  to  what  is  known  as  suicide  contagion.^^'^^® 


Approaches 

Some  approaches  that  can  be  used  to  lessen  harms  and  reduce  future  risk  of  suicide  include  postvention  and  safe 
reporting  and  messaging  following  a  suicide. 

Postvention  approaches  are  implemented  after  a  suicide  has  taken  place  and  may  include  debriefing  sessions, 
counseling,  and/or  bereavement  support  groups  for  surviving  friends,  family  members,  or  other  close  contacts. These 
programs  have  not  typically  been  evaluated  for  their  impact  on  suicide,  attempts,  or  ideation,  but  they  may  reduce 
survivors'guilt,  feelings  of  depression,  and  complicated  grief/^^ 

Safe  reporting  and  messaging  about  suicide, The  manner  in  which  information  on  a  recent  suicide  is 
communicated  to  the  public  {e.g.,  school  assemblies,  mass  media,  social  media}  can  heighten  the  risk  of  suicide 
among  vulnerable  individuals  and  can  inadvertently  contribute  to  suicide  contagion.  Reports  that  are  inclusive  of 
suicide  prevention  messages,  stories  of  hope  and  resilience,  risk  and  protective  factors,  and  links  to  helping  resources 
(e.g.,  hotline),  and  that  avoid  sensationalizing  events  or  reducing  suicide  to  one  cause,  can  help  reduce  the  likelihood 
of  suicide  contagion/^^ 


Potential  Outcomes 

•  Reductions  in  suicidal  ideation 

•  Reductions  in  suicide  attempts 

•  Reductions  in  rates  of  suicide 

•  Reductions  in  psychological  distress 

•  Improvements  in  reporting  following  suicide 

•  Reductions  in  contagion  effects  related  to  suicide 


Preventing  Suidde:  A  Technical  Package  of  Policy,  Programs,  and  Practices 


41 


o 


Evidence 


Current  evidence  suggests  that  postvention  and  safe  reporting  and  messaging  can  impact  risk  and  protective  factors 
for  suicide. 

Postvention  One  example  of  a  postvention  program  with  evidence  of  impact  on  risk  and  protective  factors  for 
suicide  is  the  StandBy  Response  Service  {StandBy).  StandBy  provides  clients  with  face-to-face  outreach  and  telephone 
support  through  a  professional  crisis  response  team.  Site  coordinators  develop  customized  case  management 
plans,  referring  clients  to  other  existing  community  services  matched  to  their  needs.^^^  In  a  study  by  Vissec  Comans, 
and  Scuffham,^^^  SfandBy  clients  were  significantly  less  likely  to  be  at  high  risk  for  suicidality  (suicide  ideation  and 
attempts)  and  had  less  psychological  distress  than  a  suicide  bereaved  comparison  group  who  had  not  had  contact 
with  the  StandBy  program  (48%  and  64%  respectively).  Additionally,  research  suggests  that  active  postvention 
approaches  in  which  outreach  to  suicide  survivors  occurs  at  the  scene  of  a  suicide  is  associated  with  intake  into 
treatment  sooner,  greater  attendance  at  support  group  meetings,  and  attendance  at  more  meetings  compared  to 
passive  postvention  (i.e,,  approaches  where  survivors  self-refer  for  services),^^^ 

Safe  reporting  and  messaging  about  suicide.  One  way  to  ensure  safe  reporting  and  messaging  about  suicide  is 
to  encourage  news  media  to  adhere  to  /?ecommenc/of/ons  for  Reporting  on  Suicide  {http://wwwjeportingonsuicide. 
org).  The  most  compelling  evidence  supporting  these  recommendations  for  reporting  comes  from  Austria,  After  a 
sharp  increase  in  suicides  on  the  Viennese  subway,  media  guidelines  were  introduced  and  an  interrupted  time-series 
design  was  used  to  evaluate  the  national  impact  of  the  guidelines  on  subsequent  suicides.  Changes  in  the  quality  and 
quantity  of  media  reporting  resulted  in  a  nationwide  significant  reduction  of  81  suicides  annuallyJ^^  Finally,  research 
suggests  that  not  only  does  reporting  on  suicide  in  a  negative  way  {e,g,,  reporting  on  suicide  myths  and  repetition) 
have  harmful  effects  on  suicide,  but  reporting  on  positive  coping  skills  in  the  face  of  adversity  can  also  demonstrate 
protective  effects  against  suicide,^^"^  Reports  of  individual  suicidal  ideation  (not  accompanied  by  reports  of  suicide  or 
suicide  attempts)  along  with  reports  describing  a  '"mastery"' of  a  crisis  situation  where  adversities  were  overcome  was 
associated  with  significant  decreases  in  suicide  rates  in  the  time  period  immediately  following  such  reports.’^'^ 
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Sector  Involvement 

Public  health  can  play  an  important  and  unique  role  in  addressing  suicide.  Public  health  agencies,  which  typically 
place  prevention  at  the  forefront  of  efforts  and  work  to  create  broad  population-level  impact,  can  bring  critical 
leadership  and  resources  to  bear  on  this  problem.  For  example,  these  agencies  can  serve  as  a  convener,  bringing 
together  partners  and  stakeholders  to  plan,  prioritize,  and  coordinate  suicide  prevention  efforts.  Public  health 
agencies  are  also  well  positioned  to  collect  and  disseminate  data,  implement  preventive  measures,  evaluate  programs, 
and  track  progress.  Although  public  health  can  play  a  leadership  role  in  preventing  suicide,  the  strategies  and 
approaches  outlined  in  this  technical  package  cannot  be  accomplished  by  the  public  health  sector  alone.  As  noted  in 
the  National  Strategy  for  Suicide  Prevention,^  the  integration  and  coordination  of  prevention  activities  across  sectors 
and  settings  is  critical  for  expanding  the  reach  and  impact  of  suicide  prevention  efforts. 

Other  sectors  vital  to  implementing  this  package  include,  but  are  not  limited  to,  education,  government  {local,  state,  and 
federal),  social  services,  health  services,  business,  labor,  justice,  housing,  media,  and  organizations  that  comprise  the  civil 
society  sector  such  as  faith-based  organizations,  youth-serving  organizations,  foundations,  and  other  non-governmental 
organizations.  Collectively,  these  sectors  can  make  a  difference  in  preventing  suicide  by  impacting  the  various  contexts 
and  underlying  risks  that  contribute  to  suicide. 

The  strategies  and  approaches  described  in  this  technical  package  are  summarized  in  the  Appendix  along  with 
the  relevant  sectors  that  are  well  positioned  to  lead  implementation  efforts.  For  example,  business  and  labor,  the 
health  sector  (including  insurers,  providers,  and  health  systems),  and  government  entities  are  in  the  best  position  to 
implement  programs  and  policies  that  Strengthen  Economic  Supports  and  Strengthen  Access  and  Delivery  of  Suicide  Care. 
These  types  of  supports  go  beyond  individual  behavior  change  and  require  commitment  and  support  from  those 
sectors  that  can  directly  address  some  of  the  underlying  risks  and  the  environmental  contexts  that  increase  the  risk  for 
suicide.  Public  health  entities  can  play  an  important  role  by  gathering  and  synthesizing  information  to  inform  policy, 
raise  awareness,  and  evaluate  the  effectiveness  of  various  policies.  Moreover,  partnerships  with  non-governmental 
and  community  organizations  can  be  instrumental  in  increasing  awareness  of  and  garnering  support  for  policies 
affecting  individuals  and  families. 

The  public  health  sector  has  been  at  the  forefront  of  many  community-based  prevention  efforts,  working 
collaboratively  with  schools  and  community-based  organizations,  to  change  social  norms  and  positively  impact  health 
behavior.  Public  health  is  well  suited  to  take  on  a  similar  leadership  role  in  Promoting  Connectedness  through  peer 
norm  and  community  engagement  activities  and  supporting  the  development,  evaluation,  and  adoption  of  effective 
programs  that  Teach  Coping  and  Problem-Solving  Skills  to  prevent  the  risk  of  suicide  in  the  first  place.  These  programs 
are  often  delivered  in  school  and  community  settings,  making  education  and  non-governmental  organizations  vital 
partners  in  prevention. 

Businesses,  workplaces,  and  local  and  state  government  entities,  on  the  other  hand,  are  in  the  best  position  to 
establish  policies  and  support  practices  that  Create  Protective  Environments  where  people  live,  work,  and  play. 

Public  health  entities  can  serve  in  an  important  role  by  gathering  and  synthesizing  information,  working  with  other 
governmental  agencies  (e.g.,  criminal  justice,  defense)  and  agencies  within  the  executive  branch  of  their  state  or 
local  government  in  support  of  policy  and  other  approaches,  and  evaluating  the  effectiveness  of  measures  taken. 

In  a  similar  fashion,  public  health  entities  can  partner  with  schools,  workplaces,  and  community  organizations  to 
implement  and  evaluate  prevention  programs,  policies  and  practices  geared  toward  creating  safe,  healthy,  and 
supportive  environments. 
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Finally,  this  technical  package  includes  a  number  of  interventions  deiivered  in  hospitai,  primary  care,  behavioral  health 
care,  and  community  settings  designed  to  Identify  and  Support  People  at  Risk.  The  intensity  and  activities  for  many  of 
these  interventions  require  the  expertise  of  professionals  who  are  licensed  and  trained  to  deiiver  critical  intervention 
support.  The  heaith,  social  services,  and  justice  sectors  can  work  coiiaborativeiy  to  support  individuais  at  high-risk  for 
suicide  and  their  famiiies.  These  activities  aiso  require  coordination  of  supports  across  various  service  providers  and 
community  organizations. 

Regard  iess  of  strategy,  action  by  many  sectors  wiii  be  necessary  for  the  successfui  impiementation  of  this  package,  in 
this  regard,  ali  sectors  can  piay  an  important  and  influential  role  in  preventing  the  risk  of  suicide  in  the  first  place  and 
lessening  the  immediate  and  long-term  harms  of  suicidal  behavior  by  helping  those  in  times  of  crisis  get  the  services 
and  support  they  need. 
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Monitoring  and  Evaluation 


Monitoring  and  evaluation  are  necessary  components  of  the 
public  health  approach  to  prevention.  It  is  important  to  have 
timely  and  reliable  data  to  monitor  the  extent  of  the  problem 
and  to  evaluate  the  impact  of  prevention  efforts.  Data  are  also 
necessary  for  prevention  planning  and  implementation. 


Surveillance  systems  exist  at  the  federal,  state,  and  local  levels. 
It  is  important  to  assess  the  availability  of  surveillance  data 
and  data  systems  across  these  levels  to  identify  and  address 
gaps  in  the  systems.  CDC's  National  Vital  Statistics  System 
(NVSS)^  and  the  National  Violent  Death  Reporting  System 
(NVDRS)’^^  are  examples  of  surveillance  systems  that  provide 
data  on  deaths  from  suicide.  NVSS  is  a  nationwide  surveillance 
system  that  collects  demographic,  geographic,  and  cause-of- 
death  data  from  death  certificates.^  NVDRS  is  a  state-based 
surveillance  system  (currently  in  40  states,  the  District  of 
Columbia,  and  Puerto  Rico)  that  combines  data  from  death 
certificates,  law  enforcement  reports,  and  coroner  or  medical 
examiner  reports  to  provide  detailed  information  on  the 
circumstances  of  violent  deaths,  including  suicide,  which  can 
assist  communities  in  guiding  prevention  approaches.'^^  Data 
from  state  and  local  Child  Death  Review  teams'^*  and  Suicide 
Death  Review  Teams  (which  are  in  a  few  states)  offer  another 
source  to  identify  deaths  and  obtain  insight  into  the  gaps  in 
services,  systems,  and  modifiable  risk  factors  for  suicide. 
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Gathering  ongoing  and  systematic  data  is  important  for 
prevention  efforts.  However,  it  is  also  important  to  gather  data 
that  are  uniform  and  consistent  across  systems.  Consistent 
data  allov^  public  health  and  other  entities  to  better  gauge  the 
scope  of  the  problem,  identify  high-risk  groups,  and  monitor 
the  effects  of  prevention  programs  and  policies.  Currently,  it  is 
common  for  different  sectors,  agencies,  and  organizations  to 
employ  varying  definitions  of  suicidal  ideation,  behavior,  and 
death  that  can  make  it  difficult  to  consistently  monitor  specific 
outcomes  across  sectors  and  over  time.  For  example,  the 
manner  in  which  deaths  are  classified  can  change  from  one 
jurisdiction  to  another,  and  can  change  based  on  local  medical 
and/or  medico-legal  standards."^  CDC's  uniform  definitions 
and  recommended  data  elements  for  self-directed  violence 
provide  a  useful  framework  to  help  ensure  that  data  are 
collected  in  a  consistent  manner  across  surveillance  systems."^ 
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The  National  Electronic  Injury  Surveillance  System-All  Injury  Program  (NEISS-AIP)  provides  nationally  representative 
data  about  all  types  and  causes  of  nonfatal  injuries  treated  in  U.S.  hospital  emergency  departments,  and  can  be 
used  to  assess  national  rates  of,  and  trends  in,  self-harm  injuries  by  cause  (e.g.,  falls,  poisoning,  etc.),  age,  race/ 
ethnicity,  sex,  disposition  (where  the  injured  person  goes  when  released  from  the  emergency  department),® 

In  addition  to  information  on  deaths  and  nonfatal  injuries,  there  are  also  surveillance  systems  that  provide  national, 
state,  and  some  local  estimates  of  suicidal  behavior.  The  Youth  Risk  Behavior  Surveillance  System  (YRBSS)  collects 
information  from  a  nationally  representative  sample  of  9-12  grade  students  and  is  a  key  resource  in  monitoring 
health-risk  behaviors  among  youth,  including  whether  youth  have  seriously  considered  attempting  suicide, 
attempted  suicide,  made  a  plan,  or  required  treatment  by  a  doctor  or  nurse  for  a  suicide  attempt  that  resulted  in 
an  injury,  poisoning,  oroverdose.’^^The  YRBSS  data  are  obtained  from  a  national  school-based  survey  conducted 
by  CDC  as  well  as  from  state,  territorial,  tribal,  and  large  urban  school  district  surveys  conducted  by  education  and 
health  agencies.^”  The  National  Survey  on  Drug  Use  and  Health  (NSDUH)^°  is  an  annual  survey  of  the  civilian,  non- 
institutionalized  population  aged  12  years  and  older.  NSDUH  provides  both  national  and  state-level  estimates  of 
substance  use  (alcohol,  tobacco,  illicit  drugs,  and  non-medical  use  of  prescription  drugs);  mental  health  (past  year 
mental  illness,  co-occurring  illnesses);  and  service  utilization,  along  with  suicide  ideation,  suicide  plans,  and  suicide 
attempts.  NSDUH  is  a  key  resource  to  track  trends  in  suicide-related  risk  factors  in  the  population  and  to  help 
identify  groups  at  increased  risk.®® 

It  is  also  important  at  all  levels  (local,  state,  and  federal)  to  address  gaps  in  responses,  track  progress  of  prevention 
efforts  and  evaluate  the  impact  of  those  efforts,  including  the  impact  of  this  technical  package.  Evaluation  data, 
produced  through  program  implementation  and  monitoring,  is  essential  to  provide  information  on  what  does  and 
does  not  work  to  reduce  rates  of  suicide  and  its  associated  risk  and  protective  factors.  Theories  of  change  and  logic 
models  that  identify  short,  intermediate,  and  long-term  outcomes  are  an  important  part  of  program  evaluation. 

The  evidence-base  for  suicide  prevention  has  advanced  greatly  over  the  last  few  decades.  However,  additional 
research  is  needed  to  understand  the  impact  of  programs,  policies,  and  practices  on  suicide  (and  suicide  attempts, 
at  a  minimum),  as  opposed  to  merely  examining  their  effectiveness  on  risk  factors.  More  research  is  also  needed  to 
examine  the  effectiveness  of  primary  prevention  strategies  (before  risk  occurs)  and  community-level  strategies  to 
prevent  suicide  at  the  population  level.  It  will  be  important  for  researchers  to  test  the  effectiveness  of  combinations 
of  the  strategies  and  approaches  included  in  this  package.  Most  existing  evaluations  focus  on  approaches 
implemented  in  isolation,  but  there  is  potential  to  understand  the  synergistic  effects  within  a  comprehensive 
prevention  approach.  Lastly,  there  are  also  many  potential  opportunities  to  build  and  strengthen  partnerships 
across  program  areas  {e.g.,  violence  prevention,  substance  abuse  prevention)  to  evaluate  the  impact  of  different 
approaches  on  multiple  outcomes. 
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Conclusion 

Suicide  is  a  serious  public  health  problem.  Rates  of  suicide  have  been  on  the  rise  for  more  than  a  decade  and  the 
costs  stretch  well  into  the  billions  of  dollars  each  year.  While  suicide  is  a  rare  outcome  statistically,  its  human  impact 
has  a  ripple  effect  that  is  far-reaching.  Each  of  us  likely  interacts  with  suicide  survivors,  those  with  lived  experience, 
and  those  with  thoughts  of  suicide  on  a  daily  basis — at  home,  at  work,  and  in  our  communities.  Suicide  and  suicide 
attempts  are  public  health  issues  of  societal  concern.Therearea  number  of  barriers  that  have  impeded  progress, 
including,  for  example,  stigma  related  to  help-seeking,  mental  illness,  being  a  survivor  and  fear  related  to  asking 
someone  about  suicidal  thoughts.  Fortunately,  like  many  public  health  problems,  suicide  is  preventable,’-^  and  more 
is  being  done  to  prevent  suicide  than  ever  before,  as  evidenced  by  the  work  of  the  National  Action  Alliance  for  Suicide 
Prevention,^^*-^^-®*  the  release  of  the  first  world  report  on  suicide,®  and  more  timely  surveillance  data,  to  name  just  a 
few  examples. 

In  an  effort  to  continue  pushing  the  field  and  society  further  towards  prevention,  this  technical  package  includes 
strategies  and  approaches  that  ideally  would  be  used  in  a  comprehensive,  multi-level  and  multi-sectoral  way.  It 
includes  strategies  and  approaches  to  prevent  the  risk  of  suicide  in  the  first  place,  as  well  as  strategies  focused  on 
lessening  the  immediate  and  long-term  harms  of  suicidal  behavior.  It  includes  strategies  that  range  from  a  focus  on 
the  whole  population  regardless  of  risk  to  strategies  designed  to  support  people  at  highest  risk.  Importantly,  this 
technical  package  extends  the  bounds  of  the  typical  prevention  strategies  to  consider  approaches  that  go  beyond 
individual  behavior  change  to  better  address  risk  factors  impacting  communities  and  populations  more  broadly  (e.g., 
economic  policies  to  strengthen  housing  and  financial  security). 

While  the  evidence  base  continues  to  emerge,  the  collection  of  programs,  policies,  and  practices  laid  out  here  are 
available  for  implementation  now.  In  keeping  with  good  public  health  practice,  the  intent  is  that  monitoring  and 
evaluation  will  play  a  key  role  in  that  implementation.  Moreover,  as  new  evidence  becomes  available,  this  technical 
package  can  be  refined  to  reflect  the  current  state  of  the  science. 

In  closing,  and  in  keeping  with  a  message  of  resilience  as  spoken  by  those  with  lived  experience,  "hope,  help,  and 
healing  is  possible." 


"Hope,  help, 
and  healing 


♦  ► 


o- 
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Appendix:  Summary  of  Strategies  and 
Approaches  to  Prevent  Suicide 


Best  AvailabEe  Evidence 


Strategy 

Approach/Program, 

Practice  or  Policy 

Suicide 

Suicide 
Attempts  or 
Ideation 

Other  Risk/ 
Protective 
Factors  for 
Suicide 

Lead  Sectors' 

Strengthen 

economic 

Strengthening  household  financial  security 

Government 
(local,  state, 
federal) 

Unemployment  benefit  programs 

supports 

Other  income  supports 

8usrness/Labor 

Housing  stabilization  policies 

Government 
(local,  state. 
Federal) 

Neighborhood  Stabilization  Program 

Coverage  of  mental  health  conditions  in  health  insurance  policies 

Mental  Health  Parity  Lows 

Government 

Strengthen 

Reduce  provider  shortages  in  underserved  areas 

(local,  state, 
Federal) 

access  and 
delivery  of 
suicide  care 

National  Health  Service  Corps  (NHSC) 

Teiementaf  Health  (TMH) 

Healthcare 

Safer  suicide  care  through  systems  change 

Social  Services 

Henry  Ford  Perfect  Depression  Care 
(Pre-cursor  to  Zero  Suicide) 

Reduce  access  to  lethal  means  among  persons  at  risk 

Government 

Intervening  at  suicide  hotspots 

(local,  state) 

Safe  storage  practices 

Public  Health 

Emergency  Deportment  Counseling 
on  Access  to  Lethal  Means  (ED  CALM) 

Healthcare 

Create 

Organizational  policies  and  culture 

Business/labor 

protective 

environments 

Together  for  Life 

Justice 

US  A  ir  Force  Suicide 

Prevention  Program 

Government 
(local,  state, 
Federal) 

Correctional  suicide  prevention 

Community-based  policies  to  reduce  excessive  alcohol  use 

Government 
(local,  state) 

Business/labor 

Alcohol  outlet  density 

Peer  norm  programs 

Public  Health 

Promote 

5oL/rce5  of  Strength 

Education 

connectedness 

Community  engagement  activities 

Public  Health 

Greening  vacant  urban  spaces 

Government 

(local) 

*This  column  refers  to  the  lead  sectors  well  positioned  to  bring  leadership  and  resources  to  implementation  efforts^  For  each  strategy,  there  are 
nnany  other  sectors  such  as  non-governnnental  organizations  that  are  instrumental  to  prevention  planning  and  implementing  specific  activities. 
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Best  Available  Evidence 


Strategy 

Approach/Program, 

Practice  or  Policy 

Suicide 

Suicide 
Attempts  or 
Ideation 

Other  Risk/ 
Protective 
Factors  for 
Suicide 

Lead  Sectors' 

Social-emotional  learning  programs 

Public  Health 

Teach  coping 
and  problem¬ 
solving  skills 

Youth  Aware  of  Mental 

Health  Program 

Education 

Good  Behavior  Game 

1/ 

Parenting  skill  and  family  relationship  approaches 

Public  Health 

The  ^credible  Years 

Strengthening  Families  10-14 

Education 

Gatekeeper  training 

Applied  Suicide  Intervention 

Skills  Training 

/ 

Public  Health 

Garret  Lee  Smith  Suicide 

Prevention  Program 

Health  Care 

Crisis  intervention  I 

Public  Health 

Notional  Suicide 

Prevention  Lifeline 

Social  Services 

1  Treatment  for  people  at  risk  of  sutdde 

Identic  and 
support  people 
at  risk 

Improving  Mood  -  Promoting  Access 
to  Collaborative  Treatmen  t  ( IMPACT ) 

Healthcare 

Social  Services 

Co//aboraf/Ve  /Assessment  and 
Management  of  Suicidatity  (CAMS) 

Dialectical  Behavioral  Therapy  (DBT) 

•/ 

Attachment-Based  Family  Therapy 
(ABFT) 

1/ 

Justice 

Translating  Initiatives  for  Depression 
into  Effective  Solutions  project  (TIDES) 

Treatment  to  prevent  re-attempts 

ED  Brief  Intervention  with 

Follow-up  Visits 

■/ 

Healthcare 

Active  follow-up  contact  approaches 

Social  Services 

CBT  for  Suicide  Prevention 

1/ 

Lessen  harms 
and  prevent 
future  risk 

Postvention 

Healthcare 

StandBy  Response  Service 

Safe  reporting  and  message  about  suicide 

Public  Health 

Media  Guidelines 

Media 

*This  column  refers  to  the  lead  sectors  well  positioned  to  bring  leadership  and  resources  to  implementation  efforts.  For  each  strategy,  there  are 
many  other  sectors  such  as  non-governmental  organizationsthat  are  instrumental  to  prevention  planning  and  impJementing  specific  activities. 
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To  learn  more  about  preventing  child  abuse  and  neglect 
call  1-SOO-CDC-INFO  or  visit  CDC's  violence  prevention 
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Overview 


This  technical  package  represents  a  select  group  of  strategies  based  on  the  best  available  evidence  to 
help  communities  and  states  sharpen  their  focus  on  prevention  activities  with  the  greatest  potential  to 
prevent  suicide.  These  strategies  include:  strengthening  economic  supports;  strengthening  access  to 
mental  health  care;  creating  protective  environments;  promoting  connectedness;  teaching  coping  and 
problem-solving  skills;  identifying  and  supporting  people  at-risk;  and  intervening  to  lessen  harms  and 
prevent  future  risk.  The  strategies  represented  in  this  package  include  those  with  a  focus  on  preventing 
suicide  from  happening  in  the  first  place  as  well  as  approaches  to  lessen  the  immediate  and  long-term 
harms  of  suicidal  behavior  for  individuals,  families,  communities,  and  society.  The  strategies  in  the 
technical  package  support  the  goals  and  objectives  of  the  National  Strategy  for  Suicide  Prevention  and 
the  National  Action  Alliance  for  Suicide  Prevention's  priority  to  strengthen  community-based 
prevention.  Commitment,  cooperation,  and  leadership  from  numerous  sectors,  including  public  health, 
education.  Justice,  health  care,  social  services,  business,  labor,  and  government  can  bring  about  the 
successful  implementation  of  this  package. 

What  is  a  Technical  Package? 

A  technical  package  is  a  compilation  of  a  core  set  of  strategies  to  achieve  and  sustain  substantial 
reductions  in  a  specific  risk  factor  or  outcome  (Frieden,  2014),  Technical  packages  help  communities  and 
states  prioritize  prevention  activities  based  on  the  best  available  evidence.  This  technical  package  has 
three  components.  The  first  component  is  the  strategy  or  the  preventive  direction  or  actions  to  achieve 
the  goal  of  preventing  suicide.  The  second  component  is  the  approach.  The  approach  includes  the 
specific  ways  to  advance  the  strategy.  This  can  be  accomplished  through  programs,  policies,  and 
practices.  The  approaches  included  come  primarily  from  studies  based  in  the  United  States.  The  ev/dence 
for  each  of  the  approaches  in  preventing  suicide  or  its  associated  risk  factors  is  included  as  the  third 
component.  This  package  is  intended  as  a  resource  to  guide  and  inform  prevention  decision-making  in 
communities  and  states. 


Preventing  Suicide  is  a  Priority 

Suicide,  as  defined  by  the  Centers  for  Disease  Control  and  Prevention  (CDC),  is  part  of  a  broader  class  of 
behavior  called  self-directed  violence.  Self-directed  violence  refers  to  behavior  directed  at  oneself  that 
deliberately  results  in  injury  or  the  potential  for  injury  (A.E.  Crosby,  Ortega,  &  Melanson,  2011).  Self- 
directed  violence  may  be  suicidal  or  non-suicidal  \n  nature.  For  the  purposes  of  this  document,  we  refer 
only  to  behavior  where  suicide  is  intended: 

•  Suicide  is  a  death  caused  by  self-directed  injurious  behavior  with  any  intent  to  die  as  a  result  of 
the  behavior. 
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*  Suicide  attempt  is  defined  as  a  non-fatal  self^directed  and  potentially  injurious  behavior  with  any  ;  comment  |A|:  Add  another  sentence 

intent  to  die  as  a  result  of  the  behavior.  A  suicide  attennpt  may  or  may  not  result  in  injury.  /fabout  LGBTQ  youth? _ ^ 

Suicide  Is  highly  prevalent.  Suicide  presents  a  major  challenge  to  public  health  in  the  United  States  and  f 
worldwide.  It  contributes  to  premature  death,  morbidity,  lost  productivity,  and  health  care  costs  (U.S.  i 

Office  of  the  Surgeon  General  St  National  Action  Alliance  for  Suicide  Prevention,  2012;  World  Health  f 

Organization,  2014).  In  2014  {the  most  recent  year  of  available  death  data),  suicide  was  responsible  for  | 

42,773  deaths  in  the  U.S.,  which  is  approximately  one  suicide  every  12  minutes  (Centers  for  Disease  J 
Control  and  Prevention,  2016).  In  2014,  suicide  ranked  as  the  10th  leading  cause  of  death  and  has  been  ; 
among  the  top  12  leading  causes  of  death  since  1975  in  the  U.S  (Centers  for  Disease  Control  and  j 
Prevention,  2016).  Overall  suicide  rates  increased  24%  from  1999  to  2014  (Curtin,  Warner,  &  Hedegaard,  i 
2016).  Suicide  is  a  problem  throughout  the  life  span;  it  is  the  second  leading  cause  of  death  among  those  / 

I 

aged  10-34  years;  ft  is  the  fourth  leading  cause  among  persons  in  their  40s  and  seventh  among  persons  ; 

I 

in  their  50s.  / 

j 

I 

Suicide  rates  vary  by  race/ethnIcity,  age,  and  other  population  characteristics,  with  the  highest  rates  ; 
across  the  lifespan  occurring  among  non-Hispanic  American  Indian/Alaska  Native  (AI/AN)  and  non-  j 
Hispanic  White  population  groups.  In  2014,  the  rates  for  these  groups  were  17. S  and  16.4  per  100,000  f 
population,  respectively  (Centers  for  Disease  Control  and  Prevention,  2016c).  Other  population  ^roup^; 
disproportionately  impacted  by  suicide  include  middle-aged  adults  (whose  rates  Increased  48%  from 
1999  to  2014,  with  steep  increases  seen  among  both  males  (43%)  and  females  (63%)  aged  45-64  years; 
fcurtin  et  aL,  2016);  Veterans  and  other  military  personnel,  whose  suicide  rate  nearly  doubled  from  2003 
to  2008,  surpassing  the  rate  of  suicide  among  civilians  for  the  first  time  in  decades  (Bachynski  et  aL, 

2012;  Uneberry  St  O'Connor);  and  workers  in  certain  occupational  groups  (e.g.,  protective  service 
occupations;  workers  In  farming,  fishing,  and  forestry;  McIntosh  et  al„  2016), 

Suicides  reflect  only  a  portion  of  the  problem  (A.E.  Crosby,  Han,  Ortega,  Parks,  &  Gfroerer,  2011). 

Substantially  more  people  are  hospitalized  as  a  result  of  nonfatal  suicidal  behavior  (i,e,  suicide  attempts) 
than  are  fatally  injured,  and  an  even  greater  number  are  either  treated  in  ambulatory  settings  (e,g., 
emergency  departments)  or  not  treated  at  all  (A,E.  Crosby,  Han,  et  aL,  2011).  For  example,  during  2014, 
among  adults  aged  IS  years  and  older,  for  every  one  suicide  there  were  9  adults  treated  in  hospital 
emergency  departments  for  self-harm  injuries,  27  who  reported  making  a  suicide  attempt,  and  over  227 
who  reported  seriously  considering  suicide  {i.e.  ideation)  (Ferdon  et  al..  In  press). 

Suicide  Is  associated  with  several  risk  and  protective  factors.  Suicide,  like  other  human  behaviors,  has 
no  single  determining  cause.  Instead,  suicide  occurs  in  response  to  multiple  biological,  psychological, 
interpersonal,  environmental  and  societal  influences  that  interact  with  one  another,  often  overtime. 

The  social-ecological  model -encompassing  multiple  levels  of  focus  from  the  individual,  relationship, 
community,  and  societal  —  is  a  useful  framework  for  viewing  and  understanding  suicide  risk  factors 
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identified  in  the  literature  (Dahfberg  &  Krug,  2002).  Risk  and  protective  factors  for  suicide  exist  at  each 
level.  For  example,  risk  factors  include: 

o  Individual  level:  History  of  depression  and  other  mental  illnesses,  hopelessness,  substance 
abuse,  certain  health  conditions,  previous  suicide  attempt,  violence  victinnization  and 
perpetration,  and  genetic  and  biological  determinants 
o  Relationship  level:  High  conflict  or  violent  relationships,  sense  of  isolation  and  lack  of  social 
support,  family/loved  one's  history  of  suicide,  financial  and  work  stress 
o  Community  level:  Inadequate  community  connectedness,  barriers  to  health  care  (e.g.,  lack  of 
access  to  providers  and  medications) 

o  Societal  level:  Availability  of  lethal  means  of  suicide,  unsafe  media  portrayals  of  suicide,  stigma 
associated  with  help-seeking  and  mental  illness  (U.S.  Office  of  the  Surgeon  General  &  National 
Action  Alliance  for  Suicide  Prevention,  2012;  World  Health  Organization,  2014). 

It  is  important  to  recognize  that  the  vast  majority  of  individuals  who  are  depressed,  attempt  suicide,  or 
who  have  other  risk  factors  noted,  do  not  die  by  suicide.  Furthermore,  the  relevance  of  each  risk  factor 
can  vary  by  age,  race,  gender,  sexual  orientation,  residential  geography,  and  socio-cultural  and  economic 
status  (U.S.  Office  of  the  Surgeon  General  St  National  Action  Alliance  for  Suicide  Prevention,  2012;  World 
Health  Organization,  2014). 

Protective  factors,  or  those  influences  that  buffer  against  the  risk  for  suicide,  can  also  be  found  across 
the  different  levels  of  the  sociahecological  model.  Protective  factors  identified  in  the  literature  include: 
effective  coping  and  problem  solving  skills,  moral  objections  to  suicide,  strong  and  supportive 
relationships  with  partners,  friends,  and  family;  connectedness  to  school,  community,  and  other  social 
institutions;  availability  of  quaiity  and  ongoing  physical  and  mental  health  care,  and  reduced  access  to 
lethal  means  (U.S.  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012; 
World  Health  Organization,  2014).  These  protective  factors  can  either  counter  a  specific  risk  factor  or 
buffer  against  a  number  of  risks  associated  with  suicide. 

Suicide  is  connected  to  other  forms  of  violence,  j^xposu re  to  violence  (e.g.,  child  abuse  and  neglect, J 
bullying,  peer  violence,  dating  violence,  sexual  violence,  and  intimate  partner  violence)  increases  the  risk 
of  depression,  post-traumatic  stress  disorder  (PTSO),  anxiety,  suicide,  and  suicide  attempts  {Bossarte, 
Simon  &  Swahn,  2008;  Chapman  et  al.,  2004;  Dube  et  al.,  2001;  felitti  et  aL,  1998;  Klomek,  Sourander, 
St  Gould,  2010;  Leeb,  Lewis,  &  Zolotor,  2011;  WHO,  2013).  Women  exposed  to  partner  violence  are 
nearly  5  times  more  likely  to  attempt  suicide  as  women  not  exposed  to  partner  violence  (WHO,  2013). 
Exposure  to  adverse  experiences  in  childhood,  such  as  physical,  sexual,  emotional  abuse  and  neglect, 
and  living  in  homes  with  violence,  mental  health,  substance  abuse  problems  and  other  instability, 
increases  the  risk  for  suicide  and  suicide  attempts  several  fold  (Beilis  et  al.,  2014;  Dube  et  al„  2001).  The 
psychosocial  effects  of  violence  in  childhood  and  adolescence  can  be  observed  decades  later,  including 
severe  problems  with  finances,  family,  Jobs,  and  stress  -  factors  that  increase  the  risk  for  suicide.  Suicide 
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and  other  forms  of  violence  often  share  the  same  Individual,  relationship,  community,  and  societal  risk 
factors  suggesting  that  efforts  to  prevent  interpersonal  violence  may  also  prove  beneficial  in  preventing 
suicide  {add^ttation^.  Further,  just  as  risk  factors  may  be  shared  across  suicide  and  violence,  so  too  may  / 
protective  factors  overlap.  For  example,  connectedness  to  one^s  community  (Kleiman,  Riskind,  Schaefer, 

St  Weingarden,  2012),  school  (Carter,  McGee,  Taylor,  &  Williams,  2007),  family  (Maimon,  Browning,  & 
Brooks-Gunn,  2010),  caring  adults  (Capaldi,  Knoble,  Shortt,  &  Kim,  2012;  Losel  &  Farrington,  2012),  and 
pro-social  peers  (Wyman  et  al,  2010)  enhances  resilience  to  suicide  and  other  forms  of  violence. 

The  health  and  economic  consequences  of  suicide  are  substantial.  Suicide  and  suicide  attempts  have 
far  reaching  consequences  for  individuals,  families,  and  communities  (Dunne,  McIntosh,  &  Dunne- 
Maxim,  1987;  Mishara,  1995;  National  Action  Alliance  for  Suicide  Prevention:  Suicide  Attempt  Survivors 
Task  Force,  2014;  National  Action  Alliance  for  Suicide  Prevention:  Survivors  of  Suicide  Loss  Task  Force, 
2015).  In  an  early  study,  Crosby  and  Sacks  (2002)  estimated  that  7%  of  the  U.S.  adult  population,  or  13.2 
million  adults,  knew  someone  In  the  prior  12  months  who  had  died  by  suicide  They  also  estimated  that 
for  each  suicide,  425  adults  were  exposed,  or  knew  about  the  death.  In  a  more  recent  study,  in  one  state, 
Cerel  et  al  {2016}  found  that  48%  of  the  population  knew  at  least  one  person  who  died  by  suicide  In  their 
lifetime.  Research  indicates  that  the  impact  of  knowing  someone  who  died  by  suicide  and/or  having  lived 
experience  (i.e.,  personally  have  attempted  suicide,  have  had  suicidal  thoughts,  or  have  been  Impacted 
by  suicidal  loss)  is  much  more  extensive  than  injury  and  death.  People  with  lived  experience  may  suffer 
long-term  health  and  mental  health  consequences  ranging  from  anger,  guilt,  and  physical  impairment, 
depending  on  the  means  and  severity  of  the  attempt  {Chapman  &  Dixon-Gordon,  2007).  Similarly, 
survivors  of  a  loved  one's  suicide  may  experience  ongoing  pain  and  suffering  including  complicated  grief 
(Mitchell,  Kim,  Phgerson,  &  Mortimer-Stephens,  2004},  stigma,  depression,  anxiety,  post-traumatic 
stress  disorder,  and  Increased  risk  of  suicidal  ideation  and  suicide  {Julie  Cerel,  McIntosh,  Neimeyer, 
Maple,  &  Marshall,  2014;  Sudak,  Maxim,  &  Carpenter,  2008).  Less  discussed  but  no  less  important,  are 
the  financial  and  occupational  effects  for  those  left  behind  (Florence,  Simon,  Haegerich,  Luo,  &  Zhou, 
2015). 

The  economic  toll  of  suicide  is  Immense  as  well.  According  to  conservative  estimates,  in  2013,  suicide 
cost  $50.8  billion  in  estimated  lifetime  medical  and  work-loss  costs  alone  (Florence  et  al.,  2015). 
Adjusting  for  potential  under-reporting  of  suicide  and  drawing  upon  health  expenditures  per  capita,  GOP 
per  capita,  and  variability  among  states  in  per  capita  health  care  expenditures  and  Income,  another  study 
estimated  the  total  lifetime  costs  associated  with  nonfatal  Injuries  and  deaths  caused  by  seif-directed 
violence  to  be  approximately  $93.5  billion  In  2013  (Shepard,  Gurewich,  Lwin,  Reed,  &  Silverman,  2016). 
The  overwhelming  burden  of  these  costs  were  from  lost  productivity  over  the  life  course,  with  the 
average  cost  per  suicide  being  over  $13  million  (Shepard  et  af.,  2016).  The  true  economic  costs  are  likely 
higher  as  neither  study  included  monetary  figures  related  to  other  societal  costs  such  as  those  associated 
with  the  pain  and  suffering  of  family  members  or  other  impacts. 


/  Comment  |A|i  Wilkins  N,  Tsao  6,  Hertz 
/  M,  Davis  R,  Klevens  J.  Connecting  the 
dots:  an  overview  of  the  links  among 
multiple  forms  of  violence.  National 
Center  for  Injury  Prevention  and  Control, 
Centers  for  Disease  Control  and 
Prevention  (Atlanta.  GA)  and  Prevention 
institute.  Oakland  CA.  2014. 

Haegerich  TM,  Da  hi  berg  LL.  Violence  as  a 
public  health  risk.  American  Journal  of 
Lifestyle  Medicine.  2011;  5(5)392-406. 

Hamby  %  Grych  J.  The  web  of  violence: 
exploring  connections  among  different 
forms  of  interpersonal  violence  and 
abuse.  New  York.  NY:  Springer  Briefs  In 
.  SociotoEVr  2013. _ J 
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Suicide  can  be  prevented.  Like  most  public  health  problems,  suicide  is  preventable  (U.S.  Public  Health 
Service,  1999).  While  progress  will  continue  to  be  made  into  the  future,  evidence  for  numerous 
programs,  practices,  and  policies  currently  exists,  and  many  programs  are  ready  to  be  implemented  now. 
Just  as  suicide  is  not  caused  by  a  single  factor,  research  suggests  that  reductions  in  suicide  will  not  be 
prevented  by  any  single  strategy  or  approach  (Silverman  &  Maris,  1995;  U.S.  Office  of  the  Surgeon 
General  &  National  Action  Alliance  for  Suicide  Prevention,  2012).  Rather,  suicide  prevention  is  best 
achieved  by  a  focus  across  the  individual,  relationship,  family,  community,  and  societal-levels  and  across 
all  sectors,  private  and  public  (e.g.,  business,  public  health,  physical  and  behavioral  healthcare,  justice, 
education,  and  labor)  (National  Action  Alliance  for  Suicide  Prevention,  2014;  World  Health  Organization, 
2014). 

Assessing  the  Evidence 

This  technical  package  includes  programs,  practices,  and  policies  with  evidence  of  impact  on  suicide  or 
risk  or  protective  factors  for  suicide.  To  be  considered  for  inclusion  in  the  technical  package,  the 
program,  practice,  or  policy  selected  had  to  meet  at  least  one  of  these  criteria:  a)  meta-analyses  or 
systematic  reviews  showing  impact  on  suicide;  b)  evidence  from  at  least  one  rigorous  (e.g.,  randomized 
controlled  trial  [RCT]  or  quasi-experimental  design)  evaluation  study  that  found  significant  preventive 
effects  on  suicide;  c)  meta-analyses  or  systematic  reviews  showing  impact  on  risk  or  protective  factors 
for  suicide,  or  d)  evidence  from  at  least  one  rigorous  (e.g.,  RCT  or  quasi-experimental  design)  evaluation 
study  that  found  significant  impacts  on  risk  or  protective  factors  for  suicide.  Finally,  consideration  was 
also  given  to  the  likelihood  of  achieving  beneficial  effects  on  multiple  forms  of  violence;  no  evidence  of 
harmful  effects  on  specific  outcomes  or  with  particular  subgroups;  and  feasibility  of  implementation  in 
a  U.S.  context  if  the  program,  policy,  or  practice  has  been  evaluated  in  another  country. 

Within  this  technical  package,  some  approaches  do  not  yet  have  research  evidence  demonstrating 
impact  on  rates  of  suicide  but  instead  are  supported  by  evidence  indicating  impacts  on  risk  or  protective 
factors  for  suicide  (e.g.,  help-seeking,  stigma  reduction,  depression,  connectedness).  In  terms  of  the 
strength  of  the  evidence,  programs  that  have  demonstrated  effects  on  suicidal  behavior  (e.g.,  reductions 
in  deaths,  attempts)  provide  a  higher-level  of  evidence,  but  the  evidence  base  is  not  that  strong  in  all 
areas.  For  instance,  there  has  been  less  evaluation  of  community  engagement  and  family  programs  on 
suicidal  behavior.  Thus,  approaches  in  this  package  that  have  effects  on  risk  or  protective  factors  reflect 
the  developing  nature  of  the  evidence  base  and  the  use  of  the  best  available  evidence  at  a  given  time. 

It  is  also  important  to  note  that  there  is  often  significant  heterogeneity  among  the  programs,  policies,  or 
practices  that  fall  within  one  approach  or  strategy  area  in  terms  of  the  nature  and  quality  of  the  available 
evidence.  Not  all  programs,  policies,  or  practices  that  utilize  the  same  approach  are  equally  effective, 
and  even  those  that  are  effective  may  not  work  across  all  populations.  Tailoring  programs  and  more 
evaluation  may  be  necessary  to  address  different  population  groups.  The  evidence-based  programs. 
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practices,  or  policies  included  in  the  package  are  not  intended  to  be  a  comprehensive  list  for  each 
approach,  but  rather  to  serve  as  examples  that  have  been  shown  to  impact  suicide  or  have  beneficial 
effects  on  risk  or  protective  factors  for  suicide. 


Context  and  Cross-Cutting 


One  important  feature  of  the  package  is  the  complementary,  but  potentially  synergistic  Impact  of  the 
strategies  and  approaches.  The  strategies  and  approaches  that  have  been  included  in  this  technical 
package  represent  different  levels  of  the  social  ecology,  with  efforts  intended  to  Impact  the  community 
and  societal  levels,  as  well  individual  and  relationship  levels.  The  strategies  and  approaches  are  Intended 
to  work  in  combination  and  reinforce  each  other  to  prevent  suicide  (see  box  below)*  The  strategies  are 
arranged  in  order  such  that  those  strategies  hypothesized  to  have  the  greatest  potential  for  broad  public 
health  impact  on  suicide  are  included  first,  followed  by  those  that  might  impact  more  select  populations 
{e.g,,  persons  who  have  already  made  a  suicide  attempt). 


Preventing  Suicide 

Strategy 

Approach 

strengthen  econpfriPti^ujapbfe 

'.M',.  . 

•  Strengthen  household  financial  security 

•  Housing  stabilization  policies 

Strengthen  access  fbspentaf  health  care 

•  Coverage  of  mental  health  conditions  in  health 
insurance  policies 

Create  protective  environments 

•  Reducing  access  to  lethal  means  among  persons 
at-risk  of  suicide 

■  Organizational  policies  and  culture 

•  Com  m  u  n  ity-  b  a  sed  po  1  i  c  i  e  s  to  re  d  uce  e  xcess  i ve 
alcohol  use 

Promote  connectedness 

•  Pee  r  n  0  rm  a  pp  roa  cliBS 

•  Community  engagement  activities 

Teach  coping  and  problem-solving  skills 

•  Social-emotional  learning  programs 
■  Parenting  skill  and  family  relationship  approaches 

Identify  and  support  people  at  risk 

•  Gatekeeper  training 

•  Screening  combined  with  care  management 

•  Crisis  intervention 

Intervene  to  lessen  harms  and  prevent 
future  risk 

•  Treatment  for  people  at-risk  of  suicide 

•  Treatment  to  prevent  re-attempts 

•  Postvention 

•  Safe  reporting  following  a  su  icide 

It  is  important  to  note  that  examples  listed  under  one  strategy  may  also  be  relevant  to  another  strategy. 
For  instance,  some  forms  of  crisis  intervention,  an  approach  under  identify  and  Support  People  At-Risk, 


f  Comment  \A\:  A  few  other  things  that 
/  could  be  mentioned: 

/ 

The  SV  package  included  the  following 
paragraph: 

"The  strategies  and  approaches  delineate 
pre^^ention  efforts  that  impact  ^/arious  SV 
related  ouicomes^  The  strategies  are  not 
mutaafly  exclusive  categories,  but  each 
has  an  immediate  focus.  The  strategy 
Create  Protective  Environments,  for 
example,  may  altimateiy  impact  SV  social 
norms,  but  the  immediate  focus  of  this 
strategy  is  to  change  school,  workplace 
and  community  environmentai  factors. 
Similarly,  the  approaches  within  any  one 
strategy  sometimes  hove  components 
that  cross  other  strategies.  For  example. 
Mobilizing  Men  and  Boys  as  Allies,  an 
approach  in  the  Promote  Social  Norms 
that  Protect  against  Violence  strategy, 
includes  fostering  healthy  dating 
reiationships  which  is  also  found  in  some 
of  the  approaches  under  the  Teach  Skills 
to  Prevent  SV  strategy. " 
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may  also  be  considered  under  Intervene  to  Lessen  Norms  and  Prevent  Future  Risk.  Social  emotional 
learning  programs,  an  approach  under  the  Teach  Coping  and  Problem-Solving  Skills  strategy,  sometimes 
mclude  oomponents  to  change  peer  norms  and  the  broader  environment.  The  goal  of  this  package  is  to 
stress  the  Importance  of  comprehensive  prevention  efforts  and  to  provide  examples  of  effective 
programs  addressing  each  level  of  the  social  ecology,  with  the  knowledge  that  some  programs,  practices, 
and  policies  may  impact  multiple  levels.  Further,  those  that  Involve  multiple  sectors  and  Impact  multiple 
levels  of  the  social  ecology  are  more  likely  to  have  a  greater  impact  on  the  overall  burden  of  suicide. 

Suicide  ideation,  thoughts,  attempts,  and  deaths  vary  by  gender,  race/ethnicity,  age,  occupation,  and 
other  important  population  characteristics.  Further,  certain  transition  periods  are  also  associated  with 
higher  rates  of  suicide  (e*g.,  transition  from  working  Into  retirement,  transition  from  active  duty  military 
status  to  civilian  status).  In  fact,  suicide  risk  can  change  along  with  dynamic  risk  factors.  For  example. 
Individuals'  coping  skills  may  change  during  periods  of  crisis  and  heightened  stress,  limiting  their  normal 
ability  to  effectively  solve  problems  and  cope.  Research  indicates  that  suicide  risk  changes  as  a  result  of 
the  number  and  intensity  of  key  risk  and  protective  factors  experienced  (Turecki,  2014).  Ideally,  the 
availability  of  multiple  strategies  and  approaches  tailored  to  the  social,  economic,  cultural,  and 
environmental  context  of  Individuals  and  communities  are  desirable  as  they  may  increase  the  likelihood 
of  removing  barriers  to  supportive  and  effective  care  and  provide  opportunities  to  develop  individual 
and  community  resilience. 

Identifying  programs,  practices,  and  policies  with  evidence  of  impact  on  suicide,  suicide  attempts,  or 
beneficial  effects  on  risk  or  protective  factors  for  suicide  is  only  the  first  ^tep.  In  jpractice,  the 
effectiveness  of  the  programs,  policies  and  practices  Identified  In  this  package  will  be  strongly  dependent 
on  how  well  programs  are  implemented  as  well  as  the  partners  and  communities  In  which  they  are  , 
implemented.  Practitioners  in  the  field  may  be  in  the  best  position  to  assess  the  needs  and  strengths  of  | 
their  communities  and  work  with  community  members  to  make  decisions  about  the  combination  of  j 
approaches  included  here  that  are  best  suited  to  their  context.  ■ 

Data-driven  strategic  planning  processes  can  help  communities  with  this  work  (e.g.,  see  Hawkins,  i 
Catalano,  &  Kuklinski,  2014;^dwards  et  al.,  2000;  Plested,  Edwards,  &  Jumper-Thurman,  200b|  These) 
planning  processes  engage  and  guide  community  stakeholders  through  a  prevention  planning  process 
designed  to  address  a  community's  profile  of  risk  and  protective  factors  with  evidence-based  programs, 
practices,  and  policies.  These  processes  can  also  be  used  to  monitor  implementation,  track  outcomes, 
and  make  adjustments  as  indicated  by  the  data.  The  readiness  of  the  program  for  broad  dissemination 


and  implementation  (e.g.,  availability  of  program  materials,  training  and  technical 

assistance)  can  also 

influence 

program 

effects. 

Implementation  guidance  to 

assist  practitioners. 

organizations 

and 

communities  will  be  developed  separately. 

This  package  includes  strategies  where  public  health  agencies  are  well  positioned  to  bring  leadership 
and  resources  to  Implementation  efforts.  It  also  includes  strategies  where  public  health  can  serve  as  an 


Comment  |A|:  Edwards,  R.  W.,  Jumper- 
Thurman,  P.,  Plested,  8.,  Getting,  E.  R.,  & 
Swanson,  L  (2000).  Community 
readiness:  research  to  practice.  Journal  of 
Community  Psychology,  28(3),  291-307., 

Plested,  B.  A.,  Edwards,  R,  W.,  &  Jumper- 
Thurman,  P.  (2006).  Community 
Readiness:  A  Handbook  for  Successful 
Change.  Fort  Collins.  CO:  TrF Ethnic  Center 
for  Prevention  Research. _ 
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important  collaborator  (e.g.,  strategies  addressing  community  and  societal  level  risks),  but  where 
leadership  and  commitment  from  other  sectors  such  as  business,  labor  or  health  care  is  critical  to 
implement  a  particular  policy  or  program  (e.g.,  workplace  policies;  screening  combined  with  care 
management).  The  role  of  various  sectors  in  the  implementation  of  a  strategy  or  approach  in  preventing 
suicide  is  described  further  in  the  section  on  Sector  Involvement. 

In  the  sections  that  follow,  the  strategies  and  approaches  with  the  best  available  evidence  for  preventing 
suicide  are  described. 
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Strengthen  Economic  Supports 


Rationale 

Studies  from  the  U.S.  examining  historical  trends  indicate  that  suicide  rates  increase  during  economic 
recessions  marked  by  high  unemployment  rates,  job  losses,  and  economic  instability  and  decrease 
during  economic  expansions  and  periods  marked  by  low  unemployment  rates,  particularly  for  working- 
age  individuals  25  to  64  years  old  (Luo  et  al.,  2011;  Fowler  et  al.,  2015).  Economic  and  financial  strain, 
such  as  job  loss,  long  periods  of  unemployment,  reduced  income,  difficulty  covering  medical,  food,  and 
housing  expenses,  and  even  the  anticipation  of  such  financial  stress  may  increase  an  individual's  risk  for 
suicide  or  may  indirectly  increase  risk  by  exacerbating  related  physical  and  mental  health  problems; 
buffering  these  risks  can  therefore,  potentially  protect  against  suicide  (Stack  &  Wasserman,  2007).  For 
example,  strengthening  economic  support  systems  can  help  people  stay  in  their  homes  or  obtain 
affordable  housing  while  also  paying  for  necessities  such  as  food  and  medical  care.  Job  training,  child 
care,  among  other  expenses  required  for  daily  living.  In  providing  this  support,  stress  and  anxiety  and 
the  potential  for  a  crisis  situation  may  be  reduced,  thereby  preventing  suicide.  Although  more  research 
is  needed  to  understand  how  economic  factors  interact  with  other  factors  to  increase  suicide  risk,  the 
available  evidence  suggests  that  strengthening  economic  supports  may  be  one  opportunity  to  buffer 
suicide  risk. 


Approaches 

Economic  supports  for  individuals  and  families  can  be  strengthened  by  targeting  household  financial 

security  and  ensuring  stability  in  housing  during  periods  of  economic  stress. 

•  Strengthening  household  financial  security  can  potentially  buffer  the  risk  of  suicide  by  providing 
individuals  with  the  financial  means  to  lessen  the  stress  and  hardship  associated  with  a  job  loss 
or  other  unanticipated  financial  problems.  The  provision  of  unemployment  benefits  and  other 
forms  of  temporary  assistance,  livable  wages,  medical  benefits,  and  retirement  and  disability 
insurance  to  help  cover  the  cost  of  necessities  or  to  offset  costs  in  the  event  of  disability,  are 
examples  of  ways  to  strengthen  household  financial  security. 

•  Housing  stabilization  policies  aim  to  keep  people  in  their  homes  and  provide  housing  options  for 

those  in  need  during  times  of  financial  insecurity.  This  may  occur  through  programs  that  provide 
affordable  housing  such  as  through  government  subsidies  or  through  other  options  available  to 
potential  homebuyers  such  as  loan  modification  programs,  move-out  planning,  or  fiaahdial 
counseling  services  that  help  minimize  the  risk  or  impact  of  foreclosures  and  evictibri.  i',,  ,  ' 

Potential  Outcomes 

•  Reductions  in  suicide  rates 
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•  Reductions  in  foreclosure  rates 

•  Reductions  in  eviction  rates 

•  Reductions  in  emotional  distress 

Evidence 

There  is  evidence  suggesting  that  strengthening  household  financial  security  and  stabilizing  housing  can 

reduce  suicide  risk. 

•  Strengthen  household  financial  security.  The  Federal-State  Unemployment  Insurance  Program 
allows  states  to  define  the  maximum  amount  and  duration  of  unemployment  benefits  that 
workers  are  entitled  to  receive  after  a  job  loss  (Cylus,  Glymour,  &  Avendano,  2014),  An 
examination  of  variations  in  unemployment  benefit  programs  across  states  demonstrated  that 
the  impact  of  unemployment  on  rates  of  suicide  was  offset  in  those  states  that  provided  greater 
than  average  unemployment  benefits  (mean  level:  $7,990  per  person  in  U.S.  constant 
dollars;(Cylus,  Glymour,  &  Avendano,  2014).  The  effects  of  unemployment  benefit  programs  were 
also  consistent  by  sex  and  age  group.  Another  U.S.  study  examining  the  link  between 
unemployment  and  suicide  rates  using  monthly  suicide  data,  length  of  unemployment  (less  than 
5  weeks,  5-14  weeks,  15-26  weeks,  and  greater  than  26  weeks),  and  job  losses  found  that  the 
duration  of  unemployment,  as  opposed  to  just  the  loss  of  job,  predicted  suicide  risk  (Classen  & 
Dunn,  2012).  Together,  these  results  suggest  that  not  only  should  state  unemployment  benefit 
programs  be  generous  in  their  financial  allocations,  but  also  in  their  duration. 

Other  measures  to  strengthen  household  financial  security  (e.g.,  transfer  payments  related  to 
retirement  and  disability  insurance,  unemployment  insurance  compensation,  medical  benefits, 
and  other  forms  of  family  assistance)  have  also  shown  an  impact  on  rates  of  suicide.  A  study  by 
Flavin  and  Radcliff  (2009)  examined  the  impact  of  states'  per  capita  spending  on  transfer 
payments,  medical  benefits,  and  family  assistance  (Temporary  Assistance  to  Needy  Families - 
TANF)  and  total  state  spending  on  suicide  rates  between  1990-2000,  controlling  for  a  number  of 
suicide  risk  factors  (e.g.,  residential  mobility,  divorce  rate,  unemployment  rate)  at  the  state  level. 
As  per  capita  spending  on  total  transfer  payments,  medical  benefits,  and  family  assistance 
increased  there  was  an  associated  decrease  in  state  suicide  rates.  Moreover,  it  wasn't  spending 
in  general  that  was  associated  with  the  reduction  but  spending  on  these  types  of  assistance.  In 
terms  of  lives  saved,  Flavin  &  Radcliff  calculated  the  cost  of  reducing  a  state's  suicide  rate  by  a 
full  point  for  the  years  studied.  At  the  national  level,  they  estimated  that  3,000  fewer  suicides 
would  occur  per  year  nationwide  if  every  state  increased  its  per  capita  spending  on  these  types 
of  assistance  by  $45  per  year  (Flavin  &.  Radcliff,  2009).  Although  this  was  a  correlational  study, 
the  results  demonstrate  the  potential  benefits  of  policies  that  reach  particularly  vulnerable 
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individuals  during  periods  of  great  need  and  increased  risk  for  suicide.  More  evaluation  studies 
are  needed  to  further  understand  the  outcomes  impacted  by  programs  such  as  these. 

•  Housing  stabilization  ^olicle^  The  Notiono!  Neighborhood  Stabilization  Program  was  designed  to  / 
help  neighborhoods  suffering  from  high  rates  of  foreclosure  and  abandonment  by  slowing  the 
deterioration  of  the  neighborhoods  and  providing  affordable  housing  options  for  low,  moderate, 
and  middle-income  homebuyers.  This  program  also  offers  financial  assistance  to  eligible 
individuals  for  the  purchase  of  a  new  home.  Although  this  program  has  not  been  rigorously 
evaluated  for  its  Impact  on  suicide  outcomes,  It  addresses  foreclosure  and  eviction,  which  are 
risk  factors  for  suicide.  A  longitudinal  analysis  of  annual  data  on  suicides  and  foreclosures 
demonstrated  that  as  the  proportion  of  foreclosed  properties  Increased  In  U.S,  states,  so  did  the 
state  suicide  rate,  particularly  among  working-aged  adults  (Houle  &  Light,  2014).  Another  study 
of  data  from  16  U.S.  states  participating  in  the  National  Violent  Death  Reporting  System  found 
that  suicides  precipitated  by  home  foreclosures  and  evictions  increased  more  than  100%  from 
2005  {before  the  housing  crisis  began)  to  2010  {after  it  had  peaked;  Fowler,  Gladden,  Vagi, 
Barnes,  and  Frazier  {2015}}.  Most  of  these  suicides  occurred  prior  to  the  actual  loss  of  the 
decedent's  home.  These  findings  suggest  that  integrating  suicide  prevention  resources, 
messaging,  and  referrals  into  financial,  foreclosure,  and  move-out  planning  and  counseling 
services  may  help  to  prevent  suicide. 


/  Comment  |Al;  Per  Richard  McKeon's 
/  comment,  looking  into  whether  there's 
any  info  on  the  effectiveness  of  housing 
for  those  with  mental  HI  ness... _ 
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Strengthen  Access  to  Mental  Health  Care 

Rationale 

While  most  people  with  mental  health  problems  do  not  attempt  or  die  by  suicide  (Olfson,  Gerhard, 
Huang,  Crystal,  St  Stroup,  2015;  Owens,  2002),  and  the  level  of  risk  conferred  by  different  types  of  mental 
illness  varies  (Arsenault-Lapierre,  Kim,  &  Tureckl,  2004;  E.  C.  Harris  St  Barraclough,  1997;  Tyrer,  Reed,  & 
Crawford,  2015),  previous  research  indicates  that  mental  illness  Is  an  important  risk  factor  for  suicide  (E. 
C.  Harris  &  Barraclough,  199$;  World  Health  Organisation,  2014).  State-level  suicide  rates  have  also  been 
found  to  be  correlated  with  general  mental  health  measures  such  as  depression  (Lang,  2015;  Mark, 
Shern,  Bagalman,  St  Cao,  2007).  Findings  from  the  National  Comorbidity  Survey  indicate  that  relatively 
few  people  in  the  U.S.  with  mental  health  disorders  receive  treatment  for  those  conditions  (Kessler  et 
al,  2005).  Lack  of  access  to  mental  health  care  is  one  of  the  contributing  factors  related  to  the  underuse 
of  mental  health  services  (Cunningham,  2009).  Identifying  ways  to  improve  access  to  timely,  affordable, 
and  quality  mental  health  care  for  people  In  need  is  a  critical  component  to  suicide  prevention  (World 
Health  Organization,  2014).  Apart  from  the  treatment  benefits,  it  can  also  serve  to  normalize  help- 
seeking  behavior  and  increase  the  use  of  such  services. 

Approaches 

One  approach  to  strengthening  access  to  mental  health  care  Is  through  the  provision  of  mental  health 
coverage  in  health  insurance  policies.  Attending  to  training  and  provider  shortages  is  another  approach. 

•  Coverage  of  mental  health  conditions  in  health  insurance  policies.  Federal  and  state  laws 
include  provisions  for  equal  coverage  of  mental  health  services  in  health  insurance  plans  that  is 
on  par  with  coverage  for  other  health  concerns  (i.e.,  mental  health  parity).  Benefits  and  services 
covered  include  such  things  as  the  number  of  visits,  co-pays,  deductibles,  inpatient/outpatient 
services,  prescription  drugs,  and  hospitalizations.  If  a  state  has  a  stronger  mental  health  parity 
law  than  the  federal  parity  law,  then  insurance  plans  regulated  by  the  state  must  follow  the 
state  parity  law.  If  a  state  has  a  weaker  parity  law  than  the  federal  parity  law  (e.g.,  includes 
coverage  for  some  mental  health  conditions  but  not  others),  then  the  federal  parity  law  will 
replace  the  state  law.  Equal  coverage  does  not  necessarily  Imply  good  coverage  as  health 
insurance  plans  vary  in  the  extent  to  which  benefits  and  services  are  offered  to  address  various 
health  conditions.  Rather  it  helps  to  ensure  that  mental  health  services  are  covered  on  par  with 
other  health  concerns. 


Improve  training  and  access  to  mental  health  care  providers.  Access  to  effective  and 
^ontemporary^ental  health  care  is  largely  dependent  upon  the  training  and  the  size  of  the 
mental  health  care  workforce  available  to  provide  quality  care.  Over  85  million  Americans  live 
in  areas  with  an  insufficient  number  of  mental  health  providers;  this  shortage  is  particularly 
severe  among  low-income  urban  and  rural  communities  (U.S,  Department  of  Health  and 
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Human  Services  Health  Resources  and  Services  Administrations,  2016}-  Approaches  that 
^ncreas^the  number  and  distribution  of  practicing  mental  health  providers  include^  providing 
and  expanding  existing  state  and  federal  programs  and  training  (?)  for  providers,  increasing 
wages  and  reimbursement  rates  for  mental  health  services,  adopting  collaborative  care 
models,  and  expanding  telemental  health  services.  Such  approaches  can  increase  the 
likelihood  that  those  in  need  will  be  able  to  access  affordable,  quality  care  for  mental  health 
problems,  which  can  reduce  risk  for  suicide. 
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Potential  Outcomes 

•  Increases  in  utilization  of  mental  health  services 

•  Reductions  in  symptoms  of  mental  illnesses 

•  Reductions  in  rates  of  suicide  attempts 

•  Reductions  in  rates  of  suicide 

Evidence 

There  is  evidence  suggesting  that  coverage  of  mental  health  conditions  in  health  insurance  policies  can 

reduce  risk  factors  associated  with  suicide  and  may  directly  impact  suicide  rates. 

•  Coverage  of  mental  health  conditions  in  health  insurance  policies.  The  National  Survey  of  Drug 
Use  and  Health  is  a  nationally  representative  survey  of  the  U.S.  population  that  provides  data 
on  substance  use,  mental  health  conditions,  and  services  utilization.  Using  data  from  this  survey, 
K.  M.  Harris,  Carpenter,  and  Bao  (2006)  found  that  12  months  after  states  enacted  mental  health 
parity  lows,  self-reported  use  of  mental  healthcare  services  significantly  increased.  Moreover, 
subsequent  research  by  Lang  (2013)  examined  state  mental  health  laws  and  suicide  rates 
between  1990  and  2004  and  found  that  mental  health  parity  laws,  specifically,  were  associated 
with  an  approximate  5%  reduction  in  suicide  rates.  This  reduction,  in  the  29  states  with  parity 
laws,  equated  to  the  prevention  of  592  suicides  per  year  (Lang,  2013). 

•  Improve  training  and  access  to  mental  health  care  providers.  One  example  of  a  program  to 
Improve  access  to  mental  health  care  providers  is  the  National  Health  Service  Corps  (NHSC), 
which  offers  financial  incentives  to  attract  mental/behavioral  health  clinicians  to  underserved 
areas.  Programs  such  as  this-NHSC  encourage  individuals  to  work  in  the  mental  health  profession 
in  locations  designated  as  a+fealth  Professional  Shortage  AareasfHPSAs)  in  exchange  for  student 
foan  debt  repayment.  A  2012  retention  survey  conducted  by  the  Health  Resources  and  Services 
Administration  (HRSA),  found  that  61%  of  mental  and  behavioral  health  care  providers 
continued  to  practice  in  designated  mental  health  shortage  areas  after  their  four  year 
commitment  to  The  National  Health  Service  Corps  (U.S.  Department  of  Health  and  Human 
Services  Health  Resources  and  Services  Administration,  2016).  NHSC  is  made  possible  by  Title 
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VII  (Section  747,  Primary  Care  Training)  funding  which  improves  the  educational  infrastructure 
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Telemental  health  (TMH)  services  refer  to  the  use  of  telephone,  video  and  etbe^web^based 
technologies  for  providing  psychiatric  or  psychological  care  at  a  distance,  TMH  can  be  used  in  a  j 
wide  raneevahety  of  settings  (e.g.  Including  outpatient  clinics,  hospitals,  schools,  and  militafv  j 
treatment  facilities!  to_treat_a  wide  range  of  mfraHFHjmber  ef-mental  health  conditionsr'Sueh-as  i 
depression,  post-traumatic  stress  disorder,  ar^  evidence- based  psychotherapy.  TMH  can  j 
enhance- improve  access  to  care  for  patients  in  isolated  areas  as  well  as  reduce  travel  time  and  i 
expenses,  reduce  deiays  in  receiving  care,  and  improve  satisfaction  interacting  with  the  mental  \ 
health  care  system.  A  systematic  review  of  TMH  sorvicos  -foufidservices  found  that  ^eryices  j 
rated  as  high  or  good  quality  Ifewd-  tha^  there-  was-  evidef>ce  ofwere  associated  with ! 


effectiveness  %r-TMH  in  treating  mental  health  conditions  such  as  depression,  schizophrenia, 
postratumatic  stress,  pa fhc disorders,  substance  abuse,  and  suicide  (attempts?  Deaths?)  among 
other  outcomes  (Hailey,  Roine,  &  Ohinmaa,  2008).  Further,  Mohr  and  colleagues  (2008) 
conducted  a  meta-analysis  examining  the  effect  of  psychotherapy  delivered  specifically  via 
telephone  and  found  that  it  significantly  reduced  depressive  symptoms  m  comparison  to 
patients  enrolled  in  face-to-face  psychotherapy.  They  also  found  that  treatment  attrition  rates 
were  significantly  lower  among  patients  receiving  telephone-administered  psychotherapy 
patients  compared  to  patients  receivloR  face-to-face  therapy  patients.  Thus,  TMH  may  not  only 
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offer  improved  access  to  mental  health  care,  but  it  may  also  ensure  continuity  of  care,  and 
thereby  further  reduce+fvg  the  risk  for  suicide. 

Finally,  collaborative  care  models  deliver  mental  health  and  medical  care  to  patients  vi/ith  mental 
health  conditions  in  primary  care  settings.  The  VA  TIDES  {Veterans  Affairs  Translating  Initiatives 
for  Depression  into  Effective  Solutions}  pProject,  called  VA  TIDES,  is  an  example  of  a 
collaborative  care  model  that  uses  a  depression  care  liaison  to  link  primary  care  and  mental 
health  eafeservices.  The  depression  care  liaison  assesses  and  educates  patients^  and  follows  up 
with  both  patients  and  providers  between  primary  care  visits  to  optimize  treatment. 
Collaborative  care  increases  the  efficiency  of  providing  mental  health  care- services  and  also- by 
bringing  (?)bfmfi&  mental  health  eafe-care  to  the  primary  care  setting^  where  most  patients  are 
first  detected  and  subsequently  treated  for  many  mental  health  conditionsj-  including 
depression.  Meta-ana  lyses  have  demonstrated  that  collaborative  care  models  are  effective  in 
treating  mental  health  conditions-inc-iudHng  such  as  depression,  across  age,  sex,  and  racial/ 
ethnic  backgrounds  (Archer  et  al.,  2012;  Gilbody,  Bower,  Fletcher,  Richards,  &  Sutton,  2006).  A 
study  of  tThe  VA  TIDES  project  specifically,  found  significant  improvements  (decreases?)  in 
depression  severity  scores  among  70%  of  primary  care  patients.  TIDES  also  demonstrated  85% 
and  95%  compliance  with  medication  and  follow-up  visits,  respectively  (Rubenstein  et  al.,  2010). 
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Create  Protective  Environments 
Rationale 


Prevention  efforts  that  focus  not  only  on  Individual  behavior  change  (e.g.,  help-seeking,  treatment 
Interventions)  but  on  changes  to  the  environment  can  increase  the  likelihood  of  positive  behavioral  and 
health  outcomes  {Haddon,  1980).  Creating  environments  that  address  risk  and  protective  factors  where 
Individuals  live,  work,  and  play,  can  help  prevent  suicide  (Dahiberg  &  Krug,  2002;  U.S.  Office  of  the 
Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012),  For  example,  rates  of  suicide 
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high  among  middle-aged  adults  (who  comprise  42.6%  of  the  |vorkforc^ 

and 

are  also  elevated 

et  aL,  2016).  Thus,  workplaces  may  serve  as  an  Ideal  setting  for  reaching  certain  high-risk  groups  and 
Implementing  programs,  practices  and  policies  to  buffer  against  suicide,  Changes  to  organizational 
culture  through  the  implementation  of  supportive  policies,  for  instance,  can  change  social  norms, 
encourage  help-seeking,  and  demonstrate  that  good  health  and  mental  health  are  valued  and  that 
stigma  and  other  risk  factors  for  suicide  are  not  (Knox  et  aL,  2010;  National  Action  Alliance  for  Suicide 
Prevention  Workplace  Task  Force,  2015).  Similarly,  modifying  the  characteristics  of  the  environment  to 
prevent  harmful  behavior  such  as  access  to  lethal  means  can  reduce  suicide  rates,  particularly  in  times 
of  crisis  (Beautrais,  Gibb,  Fergusson,  Norwood,  &  Larkin,  2009;  A.E.  Crosby,  Espitla-Hardeman,  Ortega,  & 
Lozano,  2013;  Kaplan  et  at.,  2013;  Miller,  Warren,  Hemenway,  &  Azrael,  2015;  Runyan  et  aL,  2016). 


Approaches 

The  current  evidence  suggests  three  potential  approaches  for  creating  environments  that  protect  against 
suicide. 


«  Reducing  access  to  lethal  means  among  persons  at-risk  of  suicide.  Means  of  suicide  such  as 
firearms,  hanging/suffocation,  or  jumping  from  heights  provide  little  opportunity  for  rescue  and, 
as  such,  have  high  case  fatality  rates  (e.g.,  about  85%  of  people  who  use  a  firearm  in  a  suicide 
attempt  will  die  from  the  injury).  Research  also  Indicates  that  1)  the  interval  between  deciding 
to  act  and  attempting  suicide  can  be  as  short  as  5  or  10  minutes  (Deisenhammer  et  aL,  2009; 
Simon  et  at.,  2001)  and  2)  that  people  tend  not  to  substitute  a  different  method  when  a  highly 
lethal  method  is  unavailable  or  difficult  to  access  {Hawton,  2007;  Yip  et  at.,  2012).  Therefore, 
increasing  the  time  Interval  between  deciding  to  act  and  the  suicide  attempt,  for  example,  by 
making  It  more  difficult  to  access  lethal  means,  can  be  lifesaving.  The  following  are  examples  of 
approaches  reducing  access  to  lethal  means  for  persons  at-risk  of  suicide: 

o  Intervening  ot Suicide  Hotspots.  Suicide  hotspots,  or  places  where  suicides  may  take  place 
relatively  easily,  include  tall  structures  (e.g.,  bridges,  cliffs,  balconies,  and  rooftops), 
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railway  tracks,  and  isolated  locations  such  as  parks.  Efforts  to  prevent  suicide  at  these 
locations  include  erecting  barriers  or  limiting  access  to  prevent  jumping  and  installing 
signs  and  telephones  to  encourage  individuals  who  are  considering  suicide,  to  seek  help 
(Cox  etal.,  2013). 

o  Safe  Storage  Practices.  Safe  storage  of  medications,  firearms,  and  other  household 
products  can  reduce  the  risk  for  suicide  by  separating  vulnerable  individuals  from  easy 
access  to  lethal  means.  Such  practices  may  include  education  and  counseling  around 
storing  firearms-locked  in  a  secure  place  (e.g.,  in  a  gun  safe  or  lock  box),  unloaded  and 
separate  from  the  ammunition--and  keeping  medicines  in  a  locked  cabinet  or  other 
secure  location  away  from  people  who  may  be  at  risk  or  who  have  made  prior  attempts 
(Rowhani-Rahbar,  Simonetti,  &  Rivara,  2016;  Runyan  et  al.,  2016). 

•  Organizational  policies  and  culture  that  promote  protective  environments  may  be 
implemented  in  places  of  employment.  Such  policies  and  cultural  values  may  promote  prosocial 
behavior  (e.g.,  asking  for  help),  skill  building,  changing  social  norms,  referral  and  access  to 
helping  services  (e.g.  mental  health,  substance  abuse  treatment,  financial  counseling),  and 
encourage  leadership  support  from  the  top  down.  Such  policies  and  cultural  shifts  can  positively 
impact  organizational  climate  and  morale  and  help  prevent  suicide  and  its  related  risk  factors 
(e.g.  depression,  social  isolation)  (National  Action  Alliance  for  Suicide  Prevention  Workplace 
Task  Force,  2015). 

•  Community-based  policies  to  reduce  excessive  alcohol  use.  Research  studies  in  the  United 
States  have  found  that  greater  alcohol  availability  is  positively  associated  with  alcohol-involved 
suicides  (Escobedo  &  Ortiz,  2002;  Giesbrecht  et  al.,  2015),  Policies  to  reduce  excessive  alcohol 
use  broadly  include  zoning  to  limit  alcohol  outlet  locations  and  density,  taxes  on  alcohol,  and 
bans  on  the  sale  of  alcohol  for  individuals  under  the  legal  drinking  age.  These  policies  are 
important  because  acute  alcohol  use  has  been  found  to  be  associated  with  more  than  one-third 
of  suicides  and  approximately  40%  of  suicide  attempts  (Cherpitel,  Borges,  &  Wilcox,  2004), 


Potential  Outcomes 

•  Increases  in  safe  storage  of  means 

•  Reductions  in  suicide  attempts 

•  Reductions  in  suicide  deaths 

•  Increases  in  help-seeking 

•  Reductions  in  alcohol-related  suicide  deaths 
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Evidence 

The  evidence  suggests  that  creating  protective  environments  can  reduce  suicide  and  suicide  attempts 
and  increase  protective  behaviors. 


•  Reducing  access  to  lethal  means  among  persons  at-risk  of  suicide.  A  meta-analysis  examining 
the  impact  of  suicide  hotspot  interventions  implemented  in  combination  or  in  isolation,  both  in 
the  U.S,  and  abroad,  found  associated  reduced  rates  of  suicide  (Cox  et  al.,  2013j  Pirkis  et  al,, 
2015).  For  example,  after  erecting  a  barrier  on  the  Jacques-Cartier  bridge  in  Canada,  the  suicide 
rate  from  jumping  from  the  bridge  decreased  from  about  10  suicide  deaths  per  year  to  about  3 
deaths  per  year  (Perron,  Burrows,  Fournier,  Perron,  &  Ouellet,  2013).  Moreover,  the  reduction 
in  suicides  by  jumping  was  sustained  even  when  all  bridges  and  nearby  jumping  sites  were 
considered,  suggesting  little  to  no  displacement  of  suicides  to  other  jumping  sites  (Perron  et  al., 
2013).  Further  evidence  for  the  effectiveness  of  bridge  barriers  was  demonstrated  by  a  study 
examining  the  impact  of  the  removal  of  safety  barriers  from  the  Grafton  Bridge  in  Auckland, 
New  Zealand.  After  removal  of  the  barrier,  both  the  number  and  rate  of  suicide  increased 
fivefold  (Beautrais,  2001;  Beautrais  et  al.,  2009). 

Another  form  of  means  reduction  involves  implementation  of  so/e  storage  practices.  In  a  case- 
control  study  of  firearm-related  events  identified  from  37  counties  in  Washington,  Oregon,  and 
Missouri,  and  from  5  trauma  centers,  Grossman  et  al.  (2005)  found  that  storing  firearms 
unloaded,  separate  from  ammunition,  in  a  locked  place  or  secured  with  a  safety  device  was 
protective  of  suicide  attempts  among  adolescents.  Further,  a  recent  systematic  review  of  clinic 
and  community-based  education  and  counseling  interventions  suggested  that  the  provision  of 
safety  devices  significantly  increased  safe  firearm  storage  practices  compared  to  counseling 
alone  or  compared  to  the  provision  of  economic  incentives  to  acquire  safety  devices  on  one's 
own  (Rowhani-Rahbar  et  al.,  2016). 

Another  program,  The  Emergency  Department  Counseling  on  Access  to  Lethal  Means  (ED  CALM), 
trained  psychiatric  emergency  clinicians  in  a  large  children's  hospital  to  provide  lethal  means 
counseling  and  safe  storage  boxes  to  parents  of  patients  under  age  18  receiving  care  for  suicidal 
behavior.  In  a  pre-post  quality  improvement  project,  Runyan  et  al  (2016)  found  that  at  post-test 
76%  (of  the  55%  of  parents  followed  up,  n=114)  reported  that  all  medications  in  the  home  were 
locked  up  as  compared  to  fewer  than  10%  at  the  time  of  the  initial  emergency  department  visit. 
Among  parents  who  indicated  the  presence  of  guns  in  the  home  at  pre-test  (i.e.  67%),  all  (100%) 
reported  guns  were  currently  locked  up  at  post-test  (Runyan  et  al.,  2016). 


•  Organizational  policies  and  culture.  Together  for  Life  is  a  workplace  program  of  the  Montreal 

Police  Force  implemented  to  address  suicide  among  officers.  Policy  and  program  components 
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were  designed  to  foster  an  organizational  culture  that  pronnoted  mutual  support  and  solidarity 
among  all  members  of  the  Force.  The  program  included  training  of  supervisors,  managers  and 
all  units  to  improve  competencies  in  identifying  suicidal  risk  and  to  improve  use  and  awareness 
of  existing  resources.  The  program  also  included  an  education  campaign  to  improve  awareness 
and  help-seeking  (Mishara  &  Martin,  2012).  Police  suicides  were  tracked  over  12  years  and 
compared  to  rates  in  the  control  city  of  Quebec,  The  suicide  rate  in  the  intervention  group 
decreased  significantly  by  78.9%  to  a  rate  of  6.4  suicides  per  100,000  population  per  year 
compared  to  an  11%  increase  in  the  control  city  (29.0  per  100,000)  (Mishara  &  Martin,  2012), 

Another  example  of  this  approach  is  the  United  States  Air  Force  Suicide  Prevention  Program.  The 
program  included  11  policy  and  education  initiatives  and  was  designed  to  change  the  culture  of 
the  Air  Force  surrounding  suicide.  The  program  uses  leaders  as  role  models  and  agents  of 
change,  establishes  expectations  for  behavior  related  to  awareness  of  suicide  risk,  develops 
population  skills  and  knowledge  (i.e.,  education  and  training),  and  investigates  every  suicide 
(i.e.,  outcomes  measurement).  The  program  represents  a  fundamental  shift  from  viewing 
suicide  and  mental  illness  solely  as  medical  problem  and  instead  sees  them  as  larger  service¬ 
wide  problems  impacting  the  whole  community  (Knox,  Litts,  Talcott,  Feig,  &  Caine,  2003).  Using 
a  time-series  design  to  examine  the  impact  of  the  program  on  various  violence-related 
outcomes,  researchers  found  that  the  program  was  associated  with  a  33%  relative  risk  reduction 
in  suicide  (Knox  et  al.,  2003).The  program  was  also  associated  with  relative  risk  reductions  in 
related  outcomes  including  moderate  and  severe  family  violence  (30%  and  54%,  respectively), 
homicide  (51%),  and  accidental  death  (18%)  (Knox  et  al.,  2003).  A  longitudinal  assessment  of  the 
program  over  the  period  1981  to  2008  (16  years  before  the  1997  launch  of  the  program  and  11 
years  post-launch)  found  significantly  lower  rates  of  suicide  after  the  program  was  launched 
than  before  (Knox  et  al.,  2010).  These  effects  were  sustained  over  time,  except  in  2004,  which 
the  authors  found  was  associated  with  less  rigorous  implementation  in  that  year  than  in  the 
other  years  (Knox  et  al.,  2010). 

•  Comm  unity- based  policies  to  reduce  excessive  alcohol  use.  While  multiple  policies  to  limit 
excessive  use  of  alcohol  exist,  several  studies  on  alcohol  outlet  density,  specifically,  suggest  that 
measures  to  reduce  alcohol  outlet  density  can  potentially  reduce  alcohol-involved  suicides. 
Additionally,  a  longitudinal  analysis  of  alcohol  outlet  density,  suicide  mortality,  and 
hospitalizations  for  suicide  attempts  over  6  years  in  581  California  zip  codes  indicated  that  the 
density  of  bars,  specifically,  is  related  to  suicide  and  suicide  attempts,  particularly  in  rural  areas 
(Johnson,  Gruenewald,  &  Remer,  2009). 
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Promote  Connectedness 


Rationale 

Sociologist,  Emile  Durkheim  theorized  in  1897  that  weak  social  bonds,  i.e.  lack  of  connectedness,  are 
among  the  chief  causes  for  suicidality  (Durkheim,  1897/1951).  Connectedness  is  the  degree  to  which  an 
individual  or  group  of  individuals  are  socially  close,  interrelated,  or  share  resources  with  others  (Centers 
for  Disease  Control  and  Prevention,  2009).  Social  connections  can  be  formed  within  and  between 
multiple  levels  of  the  social  ecology  (Dahiberg  &  Krug,  2002),  for  instance  between  individuals  (e.g.  peers, 
neighbors,  co-workers),  families,  schools,  neighborhoods,  workplace,  faith  communities,  cultural  groups, 
and  society  as  a  whole.  Related  to  connectedness,  social  capital  refers  to  a  sense  of  trust  in  one's 
community  and  neighborhood,  social  integration,  and  also  the  availability  and  participation  in  social 
organizations  (Beyer,  Layde,  Hamberger,  &  Laud,  2015;  Muennig,  Cohen,  Palmer,  &  Zhu,  2013).  Many 
ecological  cross-sectional  and  longitudinal  studies  have  examined  the  impact  of  aspects  of  social  capital 
on  depression  symptoms,  depressive  disorder,  mental  health  more  generally,  and  suicide.  While  the 
evidence  is  limited,  existing  studies  suggest  the  pattern  is  towards  a  positive  association  between  social 
capital  measured  by  social  trust,  community/neighborhood  engagement,  and  improved  mental  health. 
Connectedness  and  social  capital  together  can  serve  to  protect  against  suicidal  behaviors  by  decreasing 
isolation,  encouraging  adaptive  coping  behaviors,  increasing  belongingness,  personal  value  and  worth 
all  of  which  helps  individuals  to  build  resilience  in  the  face  of  adversity.  Connectedness  can  also  provide 
individuals  with  better  access  to  formal  supports  and  resources,  mobilize  communities  to  meet  the 
needs  of  its  members  and  provide  collective  primary  prevention  activities  to  the  community  as  a  whole 
(Centers  for  Disease  Control  and  Prevention,  2009). 

Approaches 

Promoting  connectedness  among  individuals  and  within  communities  through  modeling  peer  norms  and 
enhancing  community  engagement  may  protect  against  suicide. 

•  Peer  norm  approaches  seek  to  normalize  protective  factors  for  suicide  such  as  help-seeking, 
reaching  out  and  talking  to  trusted  adults,  and  promote  peer  connectedness.  By  leveraging  the 
leadership  qualities  and  social  influence  of  peers,  these  approaches  can  be  used  to  shift  group- 
level  beliefs  and  promote  positive  social  and  behavioral  change.  These  approaches  typically 
target  youth  and  are  delivered  in  school  settings  but  can  also  be  implemented  in  community 
settings. 

•  Community  engagement  activities.  Community  engagement  is  an  aspect  of  social  capital. 
Community  engagement  approaches  may  involve  residents  participating  in  a  range  of  activities, 
including  religious  activities,  community  clean-up  and  greening  activities,  and  physical  exercise. 
These  activities  provide  opportunities  for  residents  to  become  more  involved  in  the  community 
and  to  connect  with  other  community  members,  organizations,  and  resources,  resulting  in 
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enhanced  overall  physical  health,  reduced  stress,  and  decreased  depressive  symptoms,  thereby 
reducing  risk  of  suicide. 

Potential  Outcomes 

•  Reductions  in  maladaptive  coping  attitudes  and  behaviors 

•  Increases  in  healthy  coping  attitudes  and  behaviors 

•  Increases  in  referrals  for  youth  in  distressed 

•  Increases  help-seeking  behaviors 

•  Increases  in  positive  perceptions  of  adult  support 

Evidence 

Current  evidence  suggests  a  number  of  positive  benefits  of  peer  norm  and  community  engagement 

activities,  although  more  evaluation  research  is  needed  to  examine  whether  these  improvements  in 

factors  that  protect  against  suicidal  behavior  translate  into  reduced  suicide  attempts  and  deaths. 

•  Peer  norm  approaches.  Evaluations  show  that  programs  such  as  Sources  of  Strength  can 
improve  school  norms  and  beliefs  about  suicide  that  are  created  and  disseminated  by  student 
peers.  In  a  randomized  controlled  trial  of  Sources  of  Strength  conducted  with  IS  high-schools  (6 
metropolitan,  12  rural),  Wyman  et  al.  (2010)  found  that  the  program  improved  adaptive  norms 
regarding  suicide  among  peer  leaders,  connectedness  to  adults,  and  school  engagement.  Peer 
leaders  were  also  more  likely  than  controls  to  refer  a  suicidal  friend  to  an  adult.  For  students, 
the  program  resulted  in  increased  perceptions  of  adult  support  for  suicidal  youths,  particularly 
among  those  with  a  history  of  suicidal  ideation,  and  the  acceptability  of  help-seeking  behaviors. 
Finally,  trained  peer  leaders  also  reported  a  greater  decrease  in  maladaptive  coping  attitudes 
compared  with  untrained  leaders  (Wyman  et  al.,  2010). 

•  Community  engagement  activities.  A  vacant  lot  greening  initiative  was  undertaken  in 
Philadelphia  between  1999  and  2008.  Local  residents  and  community  members  worked  together 
to  green  4,436  lots  (or  7.8  million  square  feet)  in  4  areas  of  the  city.  Researchers  found  significant 
reductions  in  community  residents'  self-reported  level  of  stress,  which  is  a  risk  factor  for  suicide, 
and  engagement  in  more  physical  exercise,  a  protective  factor  for  suicide,  than  residents  in 
control  vacant  lot  areas.  Other  benefits  included  reductions  in  firearm  assaults  and  vandalism 
(Branas  et  al.,  2011). 
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Teach  Coping  and  Problem-Solving  Skills 


Rationale 

Building  life  skills  prepares  individuals  to  successfully  tackle  every  day  challenges  and  adapt  to  stress  and 
adversity.  Life  skills  encompasses  many  concepts,  but  most  often  include  coping  and  problem-solving 
skills,  emotional  regulation,  conflict  resolution,  and  critical  thinking.  Life  skills  are  important  in  shielding 
individuals  from  suicidal  behaviors  (World  Health  Organization,  2014).  Suicide  prevention  programs  that 
focus  on  life  and  social  skills  training  are  drawn  from  social  cognitive  theories  (Bandura,  1986),  surmising 
that  suicidal  behavior  is  attributed  to  either  direct  learning  and  modeling  or  environmental  and 
individual  (e.g.  hopelessness)  characteristics.  The  inability  to  employ  adequate  strategies  to  cope  with 
immediate  stressors  or  identify  and  find  solutions  for  problems  has  been  characterized  among  suicide 
attempters  (Pollock  &  Williams,  2004).  Teaching  and  providing  youth  with  the  skills  to  tackle  every  day 
challenges  and  stressors  is,  therefore,  an  imjaortant  component  to  suicide  prevent  ion  j 


Approaches 

Social  emotional  learning  programs  and  parenting  skill  and  family  relationship  programs  are  two 
approaches  for  teaching  coping  and  problem-solving  skills. 

•  Social  emotional  learning  programs  focus  on  developing  and  strengthening  communication  and 
problem-solving  skills,  emotion  regulation,  conflict  resolution,  help  seeking  and  coping  skills. 
These  approaches  address  a  range  of  risk  and  protective  factors  for  suicidal  behavior.  They 
provide  children  and  youth  with  skills  to  resolve  problems  in  relationships,  school,  and  with 
peers,  and  help  youth  to  address  other  negative  influences  (e.g.,  substance  use)  associated  with 
suicide.  These  approaches  are  typically  delivered  to  all  students  in  a  particular  grade  or  school, 
although  some  programs  also  focus  on  groups  of  students  considered  to  be  at  high  risk  for 
suicide.  Opportunities  to  practice  and  reinforce  skills  are  an  important  part  of  programs  that  work 
(Herman,  Borden,  Reinke,  &  Webster-Stratton,  2011). 


•  Parenting  skill  and  family  relationship  programs  provide  caregivers  with  support  and  are 
designed  to  strengthen  parenting  skills,  enhance  positive  parent-child  interactions,  and  improve 
children's  behavioral  and  emotional  skills  and  abilities.  Programs  are  typically  designed  for 
parents  or  caregivers  with  children  in  a  specific  age  range  and  can  be  self-directed  or  delivered 
to  individual  or  groups  of  families.  Some  programs  have  sessions  primarily  with  parents  while 
others  include  sessions  for  parents,  youth,  and  the  family.  Specific  program  content  typically 
varies  by  the  age  of  the  child  but  often  has  consistent  themes  of  child  development,  parent-child 
communication  and  relationships,  and  youth's  interpersonal  and  problem-solving  skills. 
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Potential  Outcomes 

•  Reductions  in  suicide  attempts  and  suicide  ideation 

•  Reductions  in  suicide  risk  behaviors  (i.e.;  depression,  anKiety,  conduct  problems,  substance  abuse) 

•  Improvements  in  help-seeking  behavior 

•  Improvements  in  social  competence  and  emotionai  regulation  skills 

•  Improvements  in  problem-solving  and  conflict  management  skills 
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Evidence  j  j 

Several  social  emotional  learning  and  parenting  and  family  relationship  programs  have  been  shown  m  / 
rigorous  evaluations  to  improve  resilience  and  reduce  risk  factors  for  various  ^ehavior^  including  ones  /  ! 
lelosehf  related  to  suicide,  such  as  depression,  internalizing  behaviors,  and  substance  abuse  (M.  S.  Knox,  / 
Burkhart,  &  Hunter,  2010)*  / 

*  Social  emotional  learning  ^rogram^  The  Youth  Aware  of  Mental  Health  Program  (YAM)^  is  a  / 
program  developed  for  teenagers  aged  14-16  that  uses  interactive  dialogue  and  role-playing 
to  teach  adolescents  about  the  risk  and  protective  factors  associated  with  suicide  (including 
knowledge  about  depression  and  anxiety)  and  enhances  their  problem-solving  skills  for 
dealing  with  adverse  life  events,  stress,  school  and  other  problems  (Wasserman  et  al.,  2014)* 

In  a  cluster-randomized  controlled  trial  conducted  across  10  European  Union  countries  and 
168  schools,  students  In  schools  randomized  to  YAM  were  significantly  less  likely  to  attempt 
suicide  and  have  severe  suicidal  ideation  at  the  12-month  follow-up  compared  to  students  In 
control  schools  which  received  educational  materials  and  care  as  usual.  Overall,  the  relative 
risk  of  youth  suicide  attempts  among  the  YAM  group  was  reduced  by  over  50%  demonstrating 
that  out  of  1000  students,  five  attempted  suicide  in  the  YAM  group  compared  to  11  in  the 
control  group.  Additionally,  related  to  severe  suicide  ideation,  in  the  YAM  group  absolute  risk 
fell  by  0*50%  and  relative  risk  fell  by  49.6%  (Wasserman  et  al.,  2014). 


Another  example  is  the  Good  Behavior  Game  (GBGf  which  is  a  classroom-based  program  for 
elementary  school  children  aged  6-10.  The  program  uses  a  team-based  behavior 
management  strategy  that  promotes  good  behavior  by  setting  clear  expectations  for  good 
behavior  and  consequences  for  maladaptive  behavior.  The  goal  of  the  GBG  program  Is  to 
create  an  integrated  classroom  social  system  that  is  supportive  of  all  children  being  able  to 
learn  with  little  aggressive  or  disruptive  behavior  (Wilcox  et  al.,  2008).  Two  cohorts  of  youths 
participated  In  the  program  in  1985-86  and  1986-87  school  years  when  they  were  In  the  first 
and  second  grades.  A  number  of  proximal  and  distal  outcomes  were  assessed  among  the  two 
cohorts  overtime.  With  respect  to  distal  suicide- related  outcomes,  an  outcome  evaluation 
of  the  GBG  indicated  that  individuals  in  the  first  cohort  who  were  assigned  to  participate  in 


GBG  when  they  were  in  the  first  grade  reported  half  the  adjusted  odds  of  suicidal  ideation 
and  suicide  attempts  when  assessed  approxinnately  15  years  later,  between  the  ages  of  19  to 
21,  compared  to  peers  who  had  been  in  a  standard  classroom  setting.  The  beneficial  effect 
of  the  program  was  consistent  for  suicidal  ideation  regardless  of  whether  baseline  covariates 
were  included.  The  GBG  effect  on  attempts  was  less  robust  in  some  adjusted  models  including 
caregiver  mental  health.  In  the  second  cohort  of  GBG  students,  neither  suicidal  ideation  nor 
suicide  attempts  were  significantly  different  between  GBG  and  the  control  interventions 
(Wilcox  et  al.,  2008).  The  researchers  believed  this  may  have  been  due  to  a  lack  of 
implementation  fidelity.  GBG  was  also  found  to  be  associated  with  reduced  risk  of  later 
substance  abuse,  a  risk  factor  for  suicide  (Kellam  et  al.,  2008). 


•  Parenting  skill  and  family  relationship  programs.  Parenting  and  family  skills  training 
approaches  have  shown  promising  impacts  in  preventing  key  risk  factors  associated  with 
suicide.  For  example,  the  Incredible  Years  (lY)  is  a  comprehensive  group  training  program  for 
parents,  teachers  and  children  designed  to  reduce  conduct  and  substance  abuse  problems, 
two  important  suicide  risk  factors  in  youth  by  improving  protective  factors  such  as  responsive 
and  positive  parent-teacher-child  interactions  and  relationships,  emotion  self-regulation  and 
social  competence  (all  protective  factors  for  suicide)  (Herman  et  al.,  2011).  The  program 
includes  9-20  sessions  offered  in  community-based  settings  (e.g.,  religious,  recreation 
centers,  mental  health  treatment  centers,  and  hospitals).  Several  studies  have  demonstrated 
the  effect  of  the  lY  program  on  reducing  internalizing  symptoms,  such  as  anxiety  and 
depression,  and  child  conduct  problems  (C.  H.  Webster-Stratton,  Reid,  &  Beauchaine,  2011; 
Webster-Stratton,  Jamila  Reid,  &  Stoolmiller,  2008).  The  program  is  also  associated  with 
improved  problem-solving  and  conflict  management;  these  skills  were  maintained  at  1-year 
follow-up  (Reid,  Webster-Stratton,  &  Hammond,  2003;  C.  Webster-Stratton  &  Hammond, 
1997;  C.  Webster-Stratton,  Reid,  &  Hammond,  2001).  The  program  demonstrated  greater 
benefits  as  the  dosage  of  the  intervention  increased  (Herman  et  al.,  2011). 

Additionally,  Strengthening  Families  10-14  is  a  program  that  involves  sessions  between 
parents,  youth,  and  family  with  the  goal  of  improving  parents'  skills  for  disciplining,  managing 
emotions  and  conflict,  and  communicating  with  their  children;  promoting  youths' 
interpersonal  and  problem-solving  skills;  and  creating  family  activities  to  build  cohesion  and 
positive  parent-child  interactions.  The  premise  of  the  program  is  that  developing  these  skills 
for  both  parents  and  children  will  reduce  internalizing  behavior  and  adolescent  substance 
abuse,  two  important  risk  factors  for  suicide  (Spoth,  Guyll,  &  Day,  2002).  Strengthening 
Families  has  been  shown  to  significantly  decrease  externalizing  behaviors,  such  as  aggression, 
alcohol  use,  and  drug  use  among  youth  participants,  as  well  as  reduce  depression,  alcohol 
use,  and  drug  use  among  participating  families  (Spoth  et  al.,  2002). 
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Identify  and  Support  People  At-Risk 
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Rationale  / 

I 

In  order  to  decrease  suicide,  attention  to  people  at  increased  risk  is  necessary,  as  these  individuals  tend  / 
to  experience  suicidaf  behavior  at  higher  than  average  rates.  These  vulnerable  or  disadvantaged  / 
populations  include,  but  are  not  limited  to,  individuals  with  lower  socio-economic  status  or  who  are  / 
living  with  a  mental  health  problem;  people  who  have  attempted  suicide  previously;  Veterans  and  active  ; 
duty  military  personnel;  individuals  who  are  Institutionalized,  have  been  victims  of  violence,  or  are  / 
homefess;^ni:j  members  of  certain  racial  and  ethnic  minority  groups.  Supporting  these  vulnerable  groups  / 
requires  proactive  case  finding  along  with  access  to,  and  retention  in,  mental  health  services.  Finding 
effective  ways  of  identifying  at-risk  or  vulnerable  groups^  customizing  services  to  make  them  accessible 
and  engaged  in  care  remain  key  challenges.  For  example,  simply  improving  services  does  not  guarantee 
that  those  services  will  be  used  by  those  most  in  need  of  them,  nor  will  it  necessarily  increase  the  number 
of  people  who  follow  treatments  that  are  recommended.  People  who  are  disadvantaged  face  social  and 
economic  issues  that  may  adversely  affect  their  ability  to  access  care  and  treatment. 


Approaches 

The  following  three  approaches  focus  on  identifying  and  supporting  people  at  increased  risk. 

•  Gatekeeper  training  is  designed  to  train  teachers,  coaches,  clergy,  emergency  responders, 
primary  and  urgent  care  providers,  and  others  in  the  community  to  identify  people  who  may  be 
at  risk  of  suicide  and  to  respond  effectively,  including  facilitating  treatment  seeking  and  support 
services.  Gatekeeper  training  may  be  implemented  In  a  variety  of  settings  to  identify  and  support 
people  at  risk. 

•  Screening  combined  with  care  management  and  overall  continuity  of  care  has  been  used  in 
primary  care  and  behavioral  health  care  settings  to  assure  that  people  who  may  be  at  high-risk 
of  suicide  are  identified  and  receive  ongoing  treatment  as  needed,  particularly  after  inpatient 
discharge  and  other  transitions  within  the  healthcare  system  so  they  don't  'slip  through  the 
cracks'.  These  approaches  typically  employ  screening  for  depression  and/or  suicide  combined 
with  collaborative  treatment  planning  between  patients  and  their  providers  and  patient  follow¬ 
up. 

•  Crisis  intervention.  These  approaches  provide  support  and  referral  services,  typically  by 
connecting  a  person  in  crisis  (or  a  friend  or  family  member  of  someone  at-risk)  to  trained 
volunteers  or  professional  staff  via  telephone  hotline,  online  chat,  text  messaging,  or  in-person. 
Crists  intervention  approaches  are  intended  to  Impact  key  risk  factors  for  suicide,  including 
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feelings  of  depression,  hopelessness/ and  subsequent  mental  health  care  utilization.  Like  means 
reduction,  crisis  interventions  can  put  space  or  time  between  an  individual  who  may  be 
considering  suicide  and  harmful  behavior. 


Comment  |A|i  Moved  AS  1ST  here  per 
;  reviewers  comments. 

I 

I  Dropped  MHFA  -  consider  incorporating 
I  [that  program  in  another  category? _ 


Fotentiaf  Outcomes 

•  Reductions  in  suicide  attempts 

•  Reductions  in  suicide  deaths 

•  Increases  in  identification  of  Individuals  at-risk  for  suicidal  behavior 

•  Increases  in  at-risk  individuals  in  treatment 

•  Increases  in  community  members  trained  to  identify  at-risk  individuals 

•  Increases  in  referrals  for  health  care 


’.•'(K'li . 
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Evidence  ,  ,,  , 

I  '  f  ■ . 

The  current  evidence  suggests  that  identifying  people  at  risk  of  suicide-^rid  the  oontinued  provision  of 
support  for  these  individuals  can  positively  impact  suicide  and  its  assotlati;d.||sk  :flad!6rs. 


•  Gatekeeper  training.  Applied  Suicide  Inten/ention  Skills  Troining  is  a  widely  implemented  ( 

training  program  that  helps  hotline  counselors,  emergency  workers,  and  other  gatekeepers  to 
identify  and  connect  with  suicidal  individuals,  understand  their  reasoning  for  living  and  dying, 
and  assist  with  safely  connecting  those  in  need  to  available  resources.  In  a  study  employing  a 
randomized  controlled  trial,  Gould,  Cross,  Pisani,  Munfakh,  &  Kleinman  (2013)  evaluated  the 
training  across  the  National  Suicide  Prevention  Ufellne  network  of  hotlines  over  the  period  2008- 
2009.  Using  data  from  1,410  suicidal  Individuals  who  called  17  Lifeline  centers,  the  researchers 
found  that  compared  to  callers  who  spoke  to  counselors  that  received  the  usual  care  training, 
individuals  who  spoke  with  counselors  without  training  in  ASIST  were  significantly  more  likely  to 
feel  depressed,  suicidal,  more  overwhelmed,  and  less  hopeful  by  the  end  of  their  call  to  the 
hotline  compared  to  those  with  training  in  45/57.  Counselors  trained  in  45/57  were  also  more 
skilled  at  keeping  callers  on  the  phone  longer  and  establishing  a  connection  with  them.  However, 
training  in  45/57  did  not  result  in  more  comprehensive  suicide  risk  assessments  than  usual  care 
training  (Gould  et  al,  2013). 


Gatekeeper  training  has  also  been  a  primary  component  of  the  Garret  Lee  Smith  (GiS)  Suicide 
Prevention  Program^  which  is  in  place  in  49  states  and  48  tribes,  A  multi-site  evaluation  assessed 
the  Impact  of  community  gatekeeper  training  on  suicide  attempts  and  deaths  by  comparing  the 
change  in  suicide  rates  and  nonfatal  suicidal  behavior  among  young  people  aged  10-24  In 
counties  implementing  GLS  trainings,  with  the  trajectory  observed  In  similar  counties  that  did  not 
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implement  these  trainings.  Counties  that  implemented  Gi.5  trainings  had  significantly  lower 
youth  suicide  rates  one  year  following  the  training  implementation  (Walrath,  Garraza,  Reid, 
Goldston,  &  McKeon,  2015).  This  finding  equates  to  a  decrease  of  1  suicide  death  per  100,000 
among  youth  ages  10  to  24,  or  the  prevention  of  approximately  237  deaths  in  the  age  group, 
between  2007  and  2010.  Counties  implementing  GL5  program  activities  also  had  significantly 
lower  suicide  attempt  rates  among  youth  ages  16  to  23  in  the  year  following  implementation  of 
the  GLS  program  than  did  similar  counties  that  did  not  implement  GLS  activities  (4.9  fewer 
attempts  per  1000  youths;  Godoy  Garraza,  Walrath,  Goldston,  Reid,  &  McKeon,  2015).  More 
than  79,000  suicide  attempts  may  have  been  prevented  during  the  period  examined,  following 
implementation  of  the  GLS  program. 

•  Screening  combined  with  care  management  and  overall  continuity  of  care.  The  Henry  Ford 
healthcare  system  is  a  large  health  maintenance  organization  (HMO)  in  the  state  of  Michigan. 
Henry  Ford's  Perfect  Depression  Care  program  was  the  pre-cursor  to  what  is  now  called  Zero 
Suicide,  and  its  overall  goal  was  to  eliminate  suicide  among  its  members.  More  broadly,  the  goal 
of  the  program  was  to  redesign  delivery  of  depression  care  to  achieve  "breakthrough 
improvement"  in  quality  and  safety  by  focusing  on  effectiveness,  safety,  patient  centeredness, 
timeliness,  efficiency,  and  equity  among  patients.  The  program  screened  and  assessed  each 
patient  for  suicide  risk  and  implemented  coordinated  continuous  follow-up  care  system  wide  (C. 
E.  Coffey,  2006).  An  examination  of  the  impact  of  the  program  found  that  there  was  a  dramatic 
and  statistically  significant  decrease  in  the  rate  of  suicide  between  the  baseline  years,  1999  and 
2000,  prior  to  the  intervention  to  the  intervention  years,  2002-2009.  During  this  time  period,  the 
suicide  rate  fell  by  82%  (C.  E.  Coffey,  2006;  C.  E.  Coffey,  Coffey,  &  Ahmedani,  2013).  Further, 
among  HMO  members  who  received  mental  health  specialty  services,  the  suicide  rate 
significantly  decreased  over  time  from  1999  to  2010  (110.3  to  47.6  per  100,000;  p<.04)  with  a 
mean  of  36.2  per  100,000  over  the  period.  Additionally,  for  those  HMO  members  who  accessed 
only  general  medical  services  as  opposed  to  specialty  mental  health  services,  the  suicide  rate 
increased  from  2.7  to  5.6  per  100,000  (p<.01).  Similarly,  in  the  state  of  Michigan,  rates  of  suicide 
in  the  general  population  increased  over  the  period  from  9.8  to  12.5  per  100,000  (p<.001)  (M. 
Coffey,  Coffey,  &  Ahmedani,  2015). 

•  Crisis  intervention.  Suicide  prevention  hotlines  are  one  way  to  provide  crisis  intervention.  In  an 
evaluation  of  the  effectiveness  of  the  National  Suicide  Prevention  Lifeline  to  prevent  suicide, 
1,085  suicidal  individuals  who  called  the  hotline  completed  a  standard  risk  assessment  for 
suicide,  and  380  of  those  completed  a  follow-up  assessment  between  1  and  52  days  (mean=13.5 
days)  after  the  initial  assessment.  Researchers  found  that  over  half  of  the  initial  sample  were 
seriously  considering  suicide  when  they  called,  and  they  had  a  plan  for  their  suicide.  Researchers 
also  found  that  among  follow-up  participants,  there  was  a  significant  decrease  in  psychological 
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pain,  hopelessness,  and  intent  to  die  between  initiation  of  the  call  (time  1)  to  follow-up  (time  3). 
Between  time  2  (end  of  the  call)  to  time  3,  the  effect  remained  for  psychological  pain  and 
hopelessness,  but  was  not  significant  for  intent  to  die  (Gould,  Kalafat,  Harrismunfakh,  & 
Kleinman,  2007). 
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Intervene  to  Lessen  Harms  and  Prevent  Future  Risk 


Comment  |A|:  Wonder  if  Ft  would  ]u^ 

,  be  better  to  end  the  sentence  after  the 
I ,  word  ^dinicians'7 _ 

Rationale  I 

Individuals  who  have  experienced  mental  health  chailengeSy  suicidal  ideation^  who  have  made  suicide  ! 
attempts  or  engaged  in  non-suicidal  self-injury  are  at  increased  risk  of  suicide  (U.S.  Office  of  the  Surgeon  I 

General  &  National  Action  Alliance  for  Suicide  Prevention,  2012).  Risk  of  suicide  can  also  increase  among  f 

those  who  have  lost  a  friend,  family  member,  co-worker,  or  other  acquaintance  to  suicide  (Pitman,  f 

Osborn,  King,  St  Erlangsen,  2014)*  Exposure  to  sensationalized  or  uninformed  reporting  regarding  on  | 

suicide  may  heighten  the  risk  of  suicide  among  vulnerable  individuals  and  can  inadvertently  contribute  j 
to  suicide  contagion  (Etzersdorfer  &  Sonneck,  1998;  Niederkrotenthaier  &  Sonneck,  2007).  j 

Approaches  | 

There  are  a  number  of  approaches  that  can  be  used  to  lesson  harms  and  reduce  future  risk  of  suicide  . 
including  various  therapeutic  treatments  and  approaches  providing  continuity  of  care,  caring  for  the  J 
bereaved,  and  safe  reporting  following  a  suicide*  f 

i 

( 

•  Treatment  for  people  at-risk  of  suicide  typically  Includes  various  forms  of  psychotherapy  [ 
delivered  by  licensed  providers  to  help  individuals  with  mental  health  problems  and  other  risk  f 
factors  for  suicide  with  problem-solving,  impulsivlty  and  emotion  regulation*  Treatment  usually  ; 
takes  place  in  a  one  on  one  or  group  format  between  patients  and  clinician5|n  mental  healthcare  j 
settings,  but  may  also  involve  primary  care  providers. jj^ Treatment  can  vary  in  duration  from! 
several  weeks  to  ongoing  therapy  for  years  in  some  cases. 

•  Treatment  to  prevent  re-attempts.  These  approaches  typically  include  follow-up  contact  and  use 
diverse  modalities  (e.g.,  home  visits^  mail,  telephone,  e-mail)  to  engage  recent  suicide  attempt 
survivors  in  continued  treatment  to  prevent  re-attempts.  Treatment  may  focus  on  improved 
coping  skills,  mindfulness,  and  other  emotional  regulation  skills,  and  may  include  case 
management  home  visits  to  increase  adherence  to  treatment  and  continuity  of  care;  and  one- 
on-one  interpersonal  therapy  and/or  group  therapy.  Approaches  that  engage  and  connect 
attempters  to  peers  and  providers  are  especfallY  important  because  many  attempters  do  not 
present  to  aftercare;  12%-25%  reattempt  within  a  year,  and  3%-9%  of  attempt  survivors  die  by 
suicide  within  1  to  5  years  of  their  initial  attempt  (inagaki  et  al.,  2015) 

•  Postvention  approaches  are  implemented  after  a  suicide  has  taken  place  and  may  include 
debriefing  sessions,  counseling,  and/or  bereavement  support  groups  for  surviving  friends  and 
family  members/loved  ones*  These  programs  have  not  typically  been  evaluated  for  their  impact 
on  suicide  or  suicidal  behavior  but  may  reduce  survivors'  guilt,  feelings  of  depression,  and 
complicated  grief  (Szumilas  Sl  Kutcher,  2011). 
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•  Safe  reporting  following  a  suicide.  The  manner  in  which  information  on  a  recent  suicide  is 
communicated  to  the  public  (e.g.  school  assemblies,  mass  media,  social  media)  can  heighten  the 
risk  of  suicide  among  vulnerable  individuals  and  can  inadvertently  contribute  to  suicide 
contagion.  Therefore,  responsible  and  safe  reporting  may  help  prevent  suicide  and  suicide 
contagion. 

Potential  Outcomes 

•  Reductions  in  mental  health-related  sequelae 

•  Increases  in  connectedness 

•  Improvements  in  coping  skills 

•  Improvements  in  messaging  following  suicide 

•  Reductions  in  re-attempts 

•  Reductions  in  contagion  effects  related  to  suicide 


Evidence 

Current  evidence  suggests  that  therapeutic  treatments  and  other  approaches  for  lessening  harm  can 
impact  risk  and  protective  factors  for  suicide. 


•  Treatment  for  people  at-risk  of  suicide.  One  example  of  a  treatment  with  evidence  of  impact  on 
risk  and  protective  factors  for  suicide  is  the  Improving  Mood  -  Promoting  Access  to  Collaborative 
Treatment  (IMPACJ)  program.  IMPACT  aims  to  prevent  suicide  among  older  primary  care 
patients  by  reducing  suicide  ideation  and  depression  in  primary  care  settings.  It  facilitates  the 
development  of  a  therapeutic  alliance,  a  personalized  treatment  plan  that  includes  patient 
preferences,  as  well  as  proactive  follow-up  (biweekly  during  an  acute  phase  and  monthly  during 
continuation  phase)  by  a  depression  care  manager  (Hunkeler  et  al.,  2006).  The  program  has  been 
shown  to  significantly  improve  quality  of  life,  and  to  reduce  functional  impairment,  depression 
and  suicidal  ideation  over  24-months  of  follow-up  (Hunkeler  et  al.,  2006;  Unutzer  et qili,  2006) 
relative  to  patients  who  received  care  as  usual. 

Another  example  is  Collaborative  Assessment  and  Management  of  Suicidality  (CAMS),  which  is  a 
therapeutic  approach  for  suicide-specific  assessment  and  treatment  of  patient's  suicide  risk.  This 
flexible  approach  can  be  used  across  treatment  settings  and  clinician  theoretical  orientations  and 
involves  the  clinician  and  patient  working  together  in  an  interactive  assessment  process  to 
develop  patient-specific  treatment  plans.  CAMS  sessions  are  collaborative  and  involve  constant 
patient  input  about  what  is  and  is  not  working  with  the  ultimate  goal  of  enhancing  the 
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therapeutic  alliance  and  increasing  treatment  motivation  in  the  suicidal  patient.  CAMS  been 
tested  and  supported  in  6  correlational  studies  (Jobes,  2012),  in  a  variety  of  inpatient  and 
outpatient  settings  and  in  one  RCT  with  several  additional  RCTs  under  way.  CAMS  has  been 
associated  with  significant  improvements  in  suicidal  ideation,  overall  symptom  distress,  and 
feelings  of  hopelessness  at  12  month  follow-up  among  a  community-based  sample  of  suicidal 
outpatients.  (Comtois  et  al.,  2011). 

Other  examples  include  Dialectical  Behavioral  Therapy  (DBT)  and  Attachment-Based  Family 
Therapy  (ABFT).  DBTis  a  multicomponent  therapy  for  individuals  at  high  risk  for  suicide  and  who 
may  struggle  with  impulsivity  and  emotional  regulation.  The  components  of  DBT  include 
individual  therapy,  group  skills  training,  between-session  telephone  coaching  and  a  therapist 
consultation  team.  In  a  randomized  controlled  trial  of  women  with  recent  suicidal  or  self- 
injurious  behavior,  those  receiving  DBT  were  half  as  likely  to  make  a  suicide  attempt  at  two-year 
follow-up  than  women  receiving  community  treatment  (23%  vs  46%),  required  less 
hospitalization  for  suicide  ideation,  and  had  lower  medical  risk  across  all  suicide  attempts  and 
self-injurious  acts  combined  (Linehan  et  al.,  2006). 

ABFT  is  a  program  for  adolescents  aged  12-18  and  is  designed  to  treat  clinically  diagnosed  major 
depressive  disorder,  eliminate  suicidal  ideation,  and  reduce  dispositional  anxiety  (Diamond  et  al., 
2010).  A  randomized  controlled  trial  of  ABFT  found  that  suicidal  adolescents  assigned  to  ABFT 
experienced  significantly  greater  improvement  in  suicidal  ideation  over  24  weeks  of  follow-up 
than  did  adolescents  assigned  to  enhanced  usual  care.  Additionally,  a  significantly  higher 
percentage  oi  ABFT  participants  reported  no  suicidal  ideation  in  the  week  prior  to  assessment  at 
12  weeks  than  did  adolescents  receiving  enhanced  usual  care  (69.2%  vs.  34.6%)  and  at  24  weeks 
(82.1%  vs.  46.2%)  (Diamond  et  al.,  2010). 

•  Treatment  to  prevent  re-attempts.  Several  strategies  that  aim  to  prevent  re-attempts  have 
demonstrated  impact  on  reducing  suicidal  behavioij.  For  example.  Emergency  Department  Brief 
Intervention  with  Follow-up  Visits  is  a  program  that  involves  a  one-hour  discharge  information 
session  that  addresses  suicidal  behavio^,  distress,  risk  and  protective  factors,  alternatives  to 
suicidal  behavior,  and  referral  options,  combined  with  nine  follow-up  contacts  over  18  months 
(at  1,  2,  4,  7,  11  weeks  and  4,  6,  12,  18  months).  Follow-up  contacts  are  either  conducted  by 
phone  or  through  home  visits  according  to  a  specific  time  line  for  up  to  18-months.  A  randomized 
controlled  trial  that  enrolled  suicide  attempters  from  eight  hospital  emergency  departments  in 
five  countries  (Brazil,  India,  Sri  Lanka,  Iran,  and  China)  found  that  a  brief  intervention  combined 
with  9  follow-up  visits  over  18-months  was  associated  with  significantly  fewer  deaths  from 
suicide  relative  to  a  treatment-as-usual  group  (0.2%  versus  2.2%,  respectively)  (Fleischmann  et 
al.,  2008). 
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Another  example  of  treatment  to  prevent  re-attempts  involves  active  follow-up  contact 
approaches  such  as  postcards,  letters,  and  telephone  calls  intended  to  increase  a  patient's  sense 
of  connectedness  with  health  care  providers  and  decrease  isolation.  These  approaches  include 
expression  of  care  and  support  and  typically  invite  patients  to  reconnect  with  their  provider. 
Contacts  are  made  periodically  (e.g.,  monthly  or  every  few  months  in  the  first  12  months  post¬ 
discharge  with  some  programs  continuing  contact  for  two  or  more  years).  In  a  meta-analysis 
conducted  by  Inagaki  et  al.  (2015),  interventions  to  prevent  repeat  suicidal  behavior  in  patients 
admitted  to  an  emergency  department  for  suicide  attempt  were  found  to  reduce  reattempts  by 
approximately  17%  for  up  to  12  months  post-discharge;  however,  the  effects  of  these 
approaches  beyond  12  months  on  reattempts  has  not  yet  been  demonstrated.  Also,  because  the 
number  of  trials  and  associated  sample  sizes  included  in  this  meta-analysis  were  small,  it  was  not 
possible  to  determine  the  effect  of  active  contact  and  follow-up  approaches  on  death  by  suicide. 


In  a  randomized  controlled  trial  of  the  post-crisis  suicide  prevention  long-term  follow-up  contact 
approach,  Motto  and  Bostrom  (2001)  found  that  patients  who  refused  ongoing  care  but  who 
were  randomized  to  be  contacted  by  letter  four  times  per  year  had  a  tower  rate  of  suicide  over 
two  years  of  follow-up  than  did  patients  in  the  control  group  who  received  no  further  contact. 
Other  studies  have  also  shown  post-crisis  letters  and  coping  cards  to  be  protective  against  suicide 
ideation  and  attempts  (Hassanian-Moghaddam,  Sarjami,  Kolahi,  &  Carter,  2011;  Wang  et  al,, 
2016). 

Finally,  Cognitive  Behavior  Therapy  for  Suicide  Prevention  (CBT-SP)  is  an  example  of  a  therapeutic 
approach  to  prevent  re-attempts.  It  uses  a  risk-reduction,  relapse  prevention  approach  that 
includes  an  analysis  of  proximal  risk  factors  and  stressors  (e.g.,  relationship  problems,  school  or 
work-related  difficulties)  leading  up  to  and  followingthe  suicidal  event;  safety  plan  development; 
skill  building;  and  psychoeducation.  CBT-SP  also  has  family  skill  modules  focused  on  family 
support  and  communication  patterns  as  well  as  improving  the  family's  problem  solving  skills.  A 
randomized  controlled  trial  of  CBT-SP  found  that  10-session  outpatient  cognitive  therapy 
designed  to  prevent  repeat  suicide  attempts  resulted  in  a  50%  reduction  in  the  likelihood  of  a 
suicide  reattempt  among  adults  who  had  been  admitted  to  an  emergency  department  for  a 
suicide  attempt  relative  to  treatment  as  usual  (Brown  et  al.,  2005). 


•  Postvention  programs  are  implemented  with  the  goal  of  providing  support  to  survivors  of  others' 
suicide  to  reduce  their  own  risk  of  suicide.  One  example  of  a  postvention  program,  StandBy 
Response  Service  [StandBy),  provides  clients  with  face-to-face  outreach  and  telephone  support 
through  a  professional  crisis  response  team.  Site  coordinators  develop  customized  case 
management  plans,  referring  clients  to  other  existing  community  services  matched  to  their  needs 
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(Visser,  Comans,  &  Scuffham,  2014).  In  a  study  by  Visser  et  ai.  (2014),  StandBy  clients  were 
significantly  less  likely  to  be  at  high  risk  for  suicidality  than  a  suicide  bereaved  comparison  group 
who  had  not  had  contact  with  the  StandBy  program  (48%  and  64%  respectively).  Additionally, 
research  suggests  that  active  postvention  approaches  in  which  outreach  to  suicide  survivors 
occurs  at  the  scene  of  a  suicide  is  associated  with  intake  into  treatment  sooner,  greater 
attendance  at  support  group  meetings,  and  attendance  at  more  meetings  compared  to  passive 
postvention  (versus  passive  approaches  where  survivors  self-refer  for  services)  (J,  Cerel  & 
Campbell,  2008). 

•  Safe  reporting  following  a  suicide.  One  way  to  ensure  safe  reporting  following  a  suicide  is  to 
encourage  news  media  adhere  to  Recommendations  for  Reporting  on  Suicide 
(http://www.reportingonsuicide.org).  Reports  that  are  both  inclusive  of  suicide  prevention 
messages,  stories  of  hope  and  resilience,  risk  and  protective  factors,  and  links  to  helping 
resources  (e.g.,  hotline),  and  that  avoid  sensationalizing  events  or  reducing  suicide  to  one  cause, 
can  help  reduce  the  likelihood  of  suicide  contagion.  The  most  compelling  evidence  supporting 
these  recommendations  for  reporting  comes  from  Austria.  After  a  sharp  increase  in  suicides  on 
the  Viennese  subway,  media  guidelines  were  introduced  and  an  interrupted  time  series  design 
was  used  to  evaluate  the  national  impact  of  the  guidelines  on  subsequent  suicides.  Changes  in 
the  quality  and  quantity  of  media  reporting  resulted  in  a  nationwide  significant  reduction  of  81 
suicides  annually  (Niederkrotenthaler  &  Sonneck,  2007).  Finally,  research  suggests  that  not  only 
does  reporting  on  suicide  in  a  negative  way  (e.g.,  reporting  on  suicide  myths  and  repetition)  have 
harmful  effects  on  suicide,  but  reporting  on  positive  coping  skills  in  the  face  of  adversity  can  also 
demonstrate  protective  effects  against  suicide  (Niederkrotenthaler  et  al.,  2010).  Reports  of 
individual  suicidal  ideation  not  accompanied  by  reports  of  suicide  or  suicide  attempts,  along  with 
reports  describing  a  "mastery"  of  a  crisis  situation  where  adversities  were  overcome,  was 
associated  with  significant  decreases  in  suicide  rates  in  the  time  period  immediately  following 
such  reports  (Niederkrotenthaler  et  al.,  2010). 
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Sector  Involvement 


Public  health  can  play  an  innportant  and  unique  role  in  addressing  suicide.  Public  health  agencies,  which 
typically  place  prevention  at  the  forefront  of  efforts  and  work  to  create  broad  population-level  impact, 
can  bring  critical  leadership  and  resources  to  bear  on  this  problem.  For  example,  these  agencies  can 
serve  as  a  convener,  bringing  together  partners  and  stakeholders  to  plan,  prioritize,  and  coordinate 
suicide  prevention  efforts.  Public  health  agencies  are  also  well  positioned  to  collect  and  disseminate 
data,  implement  preventive  measures,  evaluate  programs,  and  track  progress.  Although  public  health 
can  play  a  leadership  role  in  preventing  suicide,  the  strategies  and  approaches  outlined  in  this  technical 
package  cannot  be  accomplished  by  the  public  health  sector  alone.  As  noted  in  the  National  Strategy  to 
Prevent  Suicide,  the  integration  and  coordination  of  prevention  activities  across  sectors  and  settings  is 
critical  for  expanding  the  reach  and  impact  of  suicide  prevention  efforts. 

Other  sectors  vital  to  implementing  this  package  include,  but  are  not  limited  to,  education,  government 
(local,  state,  and  federal),  social  services,  health  services,  business,  labor,  justice,  housing,  media,  and 
organizations  that  comprise  the  civil  society  sector  such  as  faith-based  organizations,  youth-serving 
organizations,  foundations,  and  other  non-governmental  organizations.  Collectively,  these  sectors  can 
make  a  difference  in  preventing  suicide  by  impacting  the  various  contexts  and  underlying  risks  that 
contribute  to  suicide. 

The  strategies  and  approaches  described  in  this  technical  package  are  summarized  in  Appendix  A  along 
with  the  relevant  sectors  that  are  well  positioned  to  lead  implementation  efforts.  For  example,  business 
and  labor,  health  care  insurers  and  providers,  and  government  entities  are  in  the  best  position  to 
implement  programs  and  policies  that  Strengthen  Economic  Supports  and  Access  to  Mental  Health  Care. 
These  types  of  supports  go  beyond  individual  behavior  change  and  require  commitment  and  support 
from  those  sectors  that  can  directly  address  some  of  the  underlying  risks  and  the  environmental  contexts 
that  increase  the  risk  for  suicide.  Public  health  entities  can  play  an  important  role  by  gathering  and 
synthesizing  information  to  inform  policy,  raise  awareness,  and  evaluate  the  effectiveness  of  various 
policies.  Moreover,  partnerships  with  non-governmental  and  community  organizations  can  be 
instrumental  in  increasing  awareness  of  and  garnering  support  for  policies  affecting  individuals  and 
families. 

The  public  health  sector  has  been  at  the  forefront  of  many  community-based  prevention  efforts,  working 
collaboratively  with  schools  and  community-based  organizations,  to  change  social  norms  and  positively 
impact  health  behavior.  Public  health  is  well  suited  to  take  on  a  similar  leadership  role  in  Promoting 
Connectedness  through  peer  norm  and  community  engagement  activities  and  supporting  the 
development,  evaluation,  and  adoption  of  effective  programs  that  Teach  Coping  and  Problem-Solving 
Skills  to  prevent  suicide  from  happening  in  the  first  place.  These  programs  are  often  delivered  in  school 
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and  connmunity  settings,  making  education  and  non-governmental  organizations  vital  partners  in 
prevention. 

Businesses,  workplaces,  and  local  and  state  government  entities,  on  the  other  hand,  are  in  the  best 
position  to  establish  policies  and  support  practices  that  Create  Protective  Environments  where  people 
live,  work,  and  play.  Public  health  entities  can  play  an  important  role  by  gathering  and  synthesizing 
information,  working  with  other  agencies  within  the  executive  branch  of  their  state  or  local  government 
in  support  of  policy  and  other  approaches,  and  evaluating  the  effectiveness  of  measures  taken.  In  a 
similar  fashion,  public  health  entities  can  partner  with  schools,  workplaces,  and  community 
organizations  to  implement  and  evaluate  prevention  programs,  policies  and  practices  geared  toward 
creating  safe,  healthy,  and  supportive  environments. 

Finally,  this  technical  package  includes  a  number  of  interventions  delivered  in  hospital,  primary  care, 
behavioral  health  care,  and  community  settings  designed  to  Identify  and  Support  People  At-Risk  and  to 
Lessen  Harms  and  Prevent  Future  Risk.  The  intensity  and  activities  of  these  interventions  require  the 
expertise  of  professionals  who  are  licensed  and  trained  to  deliver  critical  intervention  support.  The 
health  care,  social  services,  and  justice  sectors  can  work  collaboratively  to  support  individuals  at  high- 
risk  for  suicide  and  their  families.  These  activities  also  require  coordination  of  supports  across  various 
service  providers  and  community  organizations. 

Regardless  of  strategy,  action  by  many  sectors  will  be  necessary  for  the  successful  implementation  of 
this  package.  In  this  regard,  all  sectors  can  play  an  important  and  influential  role  in  preventing  suicide 
from  happening  in  the  first  place  and  lessening  the  immediate  and  long-term  harms  of  suicidal  behavior 
by  helping  those  in  times  of  crisis  get  the  services  and  support  they  need. 
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Monitoring  and  Evaluation 


Monitoring  and  evaluation  are  necessary  components  of  the  public  health  approach  to  prevention.  It  is 
important  to  have  timely  and  reliable  data  to  monitor  the  extent  of  the  problem  and  to  evaluate  the 
impact  of  prevention  efforts.  Data  are  also  necessary  for  prevention  planning  and  implementation. 


Gathering  ongoing  and  systematic  data  is  important  for  prevention  efforts.  However,  it  is  also  important 
to  gather  data  that  are  uniform  and  consistent  across  systems.  Consistent  data  allow  public  health  and 
other  entities  to  better  gauge  the  scope  of  the  problem,  identify  high-risk  groups,  and  monitor  the 


effects  of  prevention  programs  and  policies.  Currently,  it  is  common  ^or....add  ^|morel  CPC's  uniform 


definitions  and  recommended  data  elements  for  self-directed  violence  provide  a  useful  framework  to 


help  ensure  that  data  are  collected  In  a  consistent  manner  across  surveillance  systems  and  data 
collection  sites  (e.g.,  A.E.  Crosby,  Ortega,  et  al.,  2011). 


Surveillance  data  help  researchers  and  practitioners  track  changes  in  the  burden  of  suicide.  Surveillance 
systems  exist  at  the  federal,  state,  and  local  levels.  It  is  important  to  assess  the  availability  of  surveillance 
data  and  data  systems  across  these  levels  to  identify  and  address  gaps  in  the  systems.  CDC's  National 
Vital  Statistics  System  (NVSS)  and  the  National  Violent  Death  Reporting  System  (NVDRS)  are  examples 
of  surveillance  systems  that  provide  data  on  deaths  from  suicide.  NVSS  is  a  nationwide  surveillance 
system  that  collects  demographic,  geographic,  and  cause-of-death  data  from  death  certificates.  NVDRS 
is  a  state-based  surveillance  system  (currently  in  40  states,  DC  and  Puerto  Rico)  that  combines  data  from 
death  certificates,  law  enforcement  reports,  and  coroner  or  medical  examiner  reports  to  provide 
detailed  information  on  the  circumstances  of  violent  deaths,  including  suicide,  which  can  assist 
communities  in  guiding  prevention  approaches  (Blair,  Fowler,  Jack,  &  Crosby,  2016).  The  National 
Electronic  Injury  Surveillance  System-All  Injury  Program  (NEISS-AIP)  provides  nationally  representative 
data  about  all  types  and  causes  of  nonfatal  injuries  treated  in  U.S.  hospital  emergency  departments,  and 
can  be  used  to  assess  national  rates  of,  and  trends  in,  self-harm  injuries  by  cause  (e.g.,  falls,  poisoning, 
etc.),  age,  race/ethnicity,  sex,  disposition  (where  the  injured  person  goes  when  released  from  the 
Emergency  Department). 


In  addition  to  information  on  deaths  and  nonfatal  injuries,  there  are  also  surveillance  systems  that 
provide  national,  state,  and  some  local  estimates  of  suicidal  behavior.  The  Youth  Risk  Behavior 
Surveillance  System  (YRBSS)  collects  information  from  a  nationally  representative  sample  of  9-12  grade 
students  and  is  a  key  resource  in  monitoring  health-risk  behaviors  among  youth,  including  whetheryouth 
have  seriously  considered  attempting  suicide,  attempted  suicide,  made  a  plan,  or  required  treatment  by 
a  doctor  or  nurse  for  a  suicide  attempt  that  resulted  in  an  injury,  poisoning,  or  overdose  (Brener  et  al., 
2013).  The  YRBSS  data  are  obtained  from  a  national  school-based  survey  conducted  by  CDC  as  well  as 
from  state,  territorial,  tribal,  and  large  urban  school  district  surveys  conducted  by  education  and  health 
agencies.  The  National  Survey  on  Drug  Use  and  Health  (NSDUH)  is  an  annual  survey  of  the  civilian,  non- 
institutionalized  population  aged  12  years  and  older.  NSDUH  provides  both  national  and  state-level 
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estimates  of  substance  use  (alcohol,  tobacco,  illicit  drugs,  and  non-medical  use  of  prescription  drugs); 
mental  health  (past  year  mental  illness,  co-occurring  illnesses);  and  service  utilization,  along  with  suicide 
ideation,  suicide  plans,  and  suicide  attempts.  NSDUH  is  a  key  resource  to  track  trends  in  suicide-related 
risk  factors  in  the  population  and  to  help  identify  groups  at  increased  risk. 

It  is  also  important  at  all  levels  (local,  state,  and  federal)  to  address  gaps  in  responses,  track  progress  of 
prevention  efforts  and  evaluate  the  impact  of  those  efforts,  including  the  impact  of  this  technical 
package.  Evaluation  data,  produced  through  program  implementation  and  monitoring,  is  essential  to 
provide  information  on  what  does  and  does  not  work  to  reduce  rates  of  suicide  and  its  associated  risk 
and  protective  factors.  Theories  of  change  and  logic  models  that  identify  short,  intermediate,  and  long¬ 
term  outcomes  are  an  important  part  of  program  evaluation. 

The  evidence-base  for  suicide  prevention  has  advanced  greatly  over  the  last  few  decades,  However, 
additional  research  is  needed  to  understand  the  impact  of  programs,  policies,  and  practices  on  suicide 
(and  suicide  attempts,  at  a  minimum),  as  opposed  to  merely  examining  their  effectiveness  on  risk  factors. 
More  research  is  also  needed  to  examine  the  effectiveness  of  primary  prevention  strategies  (before  risk 
occurs)  and  community-level  strategies  to  prevent  suicide  at  the  population  level.  Lastly,  it  will  be 
important  for  researchers  to  test  the  effectiveness  of  combinations  of  the  strategies  and  approaches 
included  in  this  package.  Most  existing  evaluations  focus  on  approaches  implemented  in  isolation,  but 
there  is  potential  to  understand  the  synergistic  effects  within  a  comprehensive  prevention  approach. 


Conclusion 

Suicide  is  a  serious  public  health  problem  whose  rates  have  been  on  the  rise  for  more  than  a  decade  and 
whose  costs  stretch  well  into  the  billions  of  dollars  each  year.  While  suicide  is  a  rare  outcome  statistically, 
its  human  impact  has  a  ripple  effect  that  is  far-reaching.  Each  of  us  likely  interacts  with  suicide  survivors, 
those  with  lived  experience,  and  those  with  thoughts  of  suicide  on  a  daily  basis  -  at  home,  at  work,  and 
in  our  communities.  Suicide  and  suicide  attempts  are  public  health  issues  of  societal  concern.  There  are 
a  number  of  barriers  that  have  impeded  progress,  including,  for  example,  stigma  related  to  help-seeking, 
mental  illness,  being  a  survivor  and  fear  related  to  asking  someone  about  suicidal  thoughts.  Fortunately, 
like  many  public  health  problems,  suicide  is  preventable,  and  more  is  being  done  to  prevent  suicide  than 
ever  before,  as  evidenced  by  the  work  of  the  National  Action  Alliance  for  Suicide  Prevention,  the  release 
of  the  first  world  report  on  suicide,  and  more  timely  surveillance  data,  to  name  just  a  few  examples. 

In  an  effort  to  continue  pushing  the  field  and  society  further  towards  prevention,  this  technical  package 
includes  strategies  and  approaches  that  ideally  would  be  used  in  a  comprehensive,  multi-level  and  multi¬ 
sectoral  way.  It  includes  strategies  and  approaches  to  prevent  suicide  from  occurring  in  the  first  place, 
as  well  as  strategies  focused  on  lessening  the  immediate  and  long-term  harms  of  suicidal  behavior.  It 
includes  strategies  that  range  from  a  focus  on  the  whole  population  regardless  of  risk  to  strategies 
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designed  to  support  people  at  highest  risk.  Importantly,  this  technical  package  extends  the  bounds  of 
the  typical  prevention  strategies  to  consider  approaches  that  go  beyond  individual  behavior  change  to 
better  address  riskfactors  impacting  communities  and  populations  more  broadly  (e.g.,  economic  policies 
to  strengthen  housing  and  financial  security). 

While  the  evidence  base  continues  to  emerge,  the  collection  of  programs,  policies,  and  practices  laid  out 
here  are  available  for  implementation  now.  In  keeping  with  good  public  health  practice,  the  intent  is  that 
monitoring  and  evaluation  will  play  a  key  role  in  that  implementation.  Moreover,  as  new  evidence 
becomes  available,  this  technical  package  can  be  refined  to  reflect  the  current  state  of  the  science. 

In  closing,  and  in  keeping  with  a  message  of  resilience  as  spoken  by  those  with  lived  experience,  'hope, 
help,  and  healing  is  possible.' 
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Appendix  A:  Sunimaiy  of  Strategies  and  Approaches  to  Prevent  Suicide 


Best  Available  Evidence 

Strategy  Approach/Brogram,  Practice  or  Policy  Suicide  Suicide  Other  Lead  Sectors^ 

Attempts  or  Risk/Protective 
ideation  Factors  for 

Suicide 


Strengthen  household  financial  security 

Government  (local. 

Strengthen 

economic 

supports 

Unemployment  benefit  programs 

i 

state.  Federal) 

Other  income  supports 

Business/labor 

Housing  stabilization  policies 

Government  (local. 

The  Notional  Neighborhood  Stabilization 
Program 

1 

1 

state.  Federal) 

Coverage  of  mental  health  conditions  in  health  insurance  policies 

Health  care 

Strengthen 
access  to 

mental  health 

care 

Mental  Health  Parity  Laws 

1/ 

Government  (state. 
Federal) 

Reducing  access  to  lethal  means  among  persons  at-risk 

Government  (local. 

Intervening  ot suicide  hotspots 

1 

state) 

Create 

Safe  storage  practices 

! 

Public  Health 

protective 

environments 

Organizational  policies  and  culture 

Business/Labor 

Together  for  Life 

Government  (local, 

US  Air  Force  Suicide  Prevention  Program 

state.  Federal) 
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Best  Available  Evidence 


Community-based  policies  to  reduce  excessive  alcohol  use 

Government  {local, 
state) 

Alcohol  outlet  density 

yY 

Business/labor 

Peer  norm  approaches 

Public  Health 

Promote 

connectedness 

Sot/rces  of  Strength 

Education 

Community-engagement  activities 

Public  Health 

Greening  vacant  urban  spaces 

Government  (local) 

Social  emotional  learning 

Public  Health 

Youth  Aware  of  Mental  Health  Program 

Education 

Teach  coping 
and  problem- 
solving  skills 

Signs  of  Suicide 

/ 

Good  Behavior  Game 

Parenting  skill  and  family  relationship  approaches 

Public  Health 

The  Incredible  Years 

Education 

Strengthening  Families  10-14 

Gatekeeper  training 

Public  Health 

Healthcare 

Applied  Suicide  intervention  Skills  Training 
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Best  Available  Evidence 


Identify  and 
support  people 
at-risk 

Screening  combined  with  care  management 

Healthcare 

Henry  Ford  Perfect  Depression  Care  (Pre¬ 
cursor  to  Zero  Suicide) 

1/ 

Social  Services 

Crisis  Intervention 

Public  Health 

National  Suicide  Prevention  Lifeline 

1/ 

Social  Services 

Treatment  for  people  at  risk  of  suicide 

Healthcare 

Improving  Mood  -  Promoting  Access  to 

Social  Services 

Collaborative  Treatment  (IMPACT) 

Justice 

Intervene  to 

lessen  harms 
and  prevent 
future  risk 

Collaborative  Assessment  and  Management 
ofSuicidality  (CAMS) 

1 

1 

Dialectical  Behavioral  Therapy 

✓ 

Attachment-Based  Family  Therapy 

1 

Treatment  to  prevent  re-attempts 

Healthcare 

ED  Brief  Intervention  with  Follow-up  Visits 

Social  Services 

Active  follow-up  contact  approaches 

j 

CBT  for  Suicide  Prevention 

Postvention 

Healthcare 

StandBy  Response  Service 
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Best  Available  Evidence 


Safe  reporting  following  a  suicide 

Media  Guidelines 

Public  Health 


Media 


^This  column  refers  to  the  lead  sectors  well  positioned  to  bring  leadership  and  resources  to  implementation  efforts.  For  each  strategy,  there  are  many 
other  sectors  such  as  non-governmental  organizations  that  are  instrumental  to  prevention  planning  and  implementing  specific  activities. 
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Comment  |A|!  Additional  comments 
from  Jim: 

This  looks  great,  I  just  have  a  few 
suggestions/comments  which  111 
summarize  here: 

L  Page  7  or  somewhere:  Although 
it  is  mentioned  that  violent  victimization 
is  a  risk  factor  for  suicide  on  page  7  i  think 
that  somewhere  in  this  area  we  ought  to 
punch  up  that  fact.  That  is  the  prevention 
of  interpersonal  violence  is  a  strategy  for 
suicide  prevention  because  I  think  it  will 
be  useful  when  we  come  back  to  look  at 
cross-cutting  strategies.  So  l^d  suggest  in 
just  a  sentence  or  two  that  we  somehow 
put  5  little  emphasis  on  that  particular 
risk  factor, 

2 .  E  con  0  m  rc  tol  I  of  su  fci  de :  Across 
the  board  we  have  to  be  very  careful  of 
the  way  we  use  the  economic  estimates. 
There  methods  vary  to  such  a  great 
extent  its  tricky  to  compare  them.  On 
page  9  the  CDC/Florence  estimates  are 
compared  with  the  Shepard  study.  The 
suggestion  is  that  the  difference  is  due  to 
the  Shepard  study  adjusting  for  suicide 
underreporting.  However,  I  believe  that 
there  are  many  other  differences  in  the 
costs  included  in  these  two  methods  as 
well,  I  would  amend  to  briefly  mention 
how  the  Shepard  estimates  a  lso  includes 
other  domains  of  cost  as  compared  to  the 
CDC/Florence  estimate. 

3.  Page  17:  The  second  bit  of 
evidence  in  support  of  the  health 
insurance  policies  isn't  really  supportive 
as  it  is  just  limited  to  how  much  it  costs 
per  su  icide  prevented.  If  that  could  be 
compared  to  the  cost  of  a  suicide  to 
society  then  you  have  a  cost/benefit 
results.  As  is  it's  not  really  evidence  of 
effectiveness.  We  may  want  to  consider 
dropping  if  we  can't  reword  or  re- 
contextualize  this. 

4.  Page  40:  While  the  word 
upstream  Is  pretty  welJ  recognized  within 
public  health  circles  it  might  not  be 
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Overview 


This  technical  package  represents  a  select  group  of  strategies  based  on  the  best  available  evidence  to 
help  communities  and  states  sharpen  their  focus  on  prevention  activities  vwith  the  greatest  potential  to 
prevent  suicide.  These  strategies  include  strengthening  economic  supports;  strengthening  access  to 
mental  health  care;  creating  protective  environments;  promoting  connectedness;  teaching  coping  and 
problem-solving  skills;  identifying  and  supporting  people  at-risk;  and  intervening  to  lessen  harms  and 
prevent  future  risk.  The  strategies  represented  in  this  package  include  those  with  a  focus  on  preventing 
suicide  from  happening  in  the  first  place  as  well  as  approaches  to  lessen  the  immediate  and  long-term 
harms  of  suicidal  behavior  for  individuals,  families,  communities,  and  society.  The  strategies  in  the 
technical  package  support  the  goals  and  objectives  of  the  National  Strategy  for  Suicide  Prevention  and 
the  National  Action  Alliance  for  Suicide  Prevention's  priority  to  strengthen  community-based 
prevention.  Commitment,  cooperation,  and  leadership  from  numerous  sectors,  including  public  health, 
education.  Justice,  health  care,  social  services,  business,  labor,  and  government  can  bring  about  the 
successful  implementation  of  this  package. 


What  is  a  Technical  Package? 

A  technical  package  is  a  compilation  of  a  core  set  of  strategies  to  achieve  and  sustain  substantial 
reductions  in  a  specific  risk  factor  or  outcome  (Frieden,  2014),  Technical  packages  help  communities  and 
states  prioritize  prevention  activities  based  on  the  best  available  evidence.  This  technical  package  has 
three  components.  The  first  component  is  the  strategy  or  the  preventive  direction  or  actions  to  achieve 
the  goal  of  preventing  suicide.  The  second  component  is  the  approach.  The  approach  includes  the 
specific  ways  to  advance  the  strategy.  This  can  be  accomplished  through  programs,  policies,  and 
practices.  The  approaches  included  come  primarily  from  studies  based  in  the  United  States.  The  evidence 
for  each  of  the  approaches  in  preventing  suicide  or  its  associated  risk  factors  is  included  as  the  third 
component.  This  package  is  intended  as  a  resource  to  guide  and  inform  prevention  decision-making  in 
communities  and  states. 


Preventing  Suicide  is  a  Priority 

Suicide,  as  defined  by  the  Centers  for  Disease  Control  and  Prevention  (CDC),  is  part  of  a  broader  class  of 
behavior  called  self-directed  violence.  Self-directed  violence  refers  to  behavior  directed  at  oneself  that 
deliberately  results  in  injury  or  the  potential  for  injury  (A.E.  Crosby,  Ortega,  &  Melanson,  2011).  Self- 
directed  violence  may  be  suicidal  or  non-suicidal  \n  nature.  For  the  purposes  of  this  document,  we  refer 
only  to  behavior  where  suicide  is  intended: 

•  Suicide  is  a  death  caused  by  self-directed  injurious  behavior  with  any  intent  to  die  as  a  result  of 
the  behavior. 
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•  Suicide  attempt  is  defined  as  a  non-fatal  self-directed  and  potentially  injurious  behavior  with  any 
intent  to  die  as  a  result  of  the  behavior.  A  suicide  attempt  may  or  may  not  result  in  injury. 

Suicide  is  highiy  prevaient.  Suicide  presents  a  major  challenge  to  public  health  in  the  United  States  and 
worldwide.  It  contributes  to  premature  death,  morbidity,  lost  productivity,  and  health  care  costs  (U.S. 
Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012;  World  Health 
Organization,  2014).  In  2014  (the  most  recent  year  of  available  death  data),  suicide  was  responsible  for 
42,773  deaths  in  the  U.S.,  which  is  approximately  one  suicide  every  12  minutes  (Centers  for  Disease 
Control  and  Prevention,  2016c).  In  2014,  suicide  ranked  as  the  10th  leading  cause  of  death  and  has  been 
among  the  top  12  leading  causes  of  death  since  1975  in  the  U.S  (Centers  for  Disease  Control  and 
Prevention,  2016c).  Overall  suicide  rates  have  increased  24%  from  1999  to  2014  (Curtin,  Warner,  & 
Hedegaard,  2016).  Suicide  is  a  problem  throughout  the  life  span;  it  is  the  second  leading  cause  of  death 
among  those  aged  10-34  years;  it  is  the  fourth  leading  cause  among  persons  in  their  40s  and  seventh 
among  persons  in  their  50s.  Suicide  rates  vary  by  race/ethnicity  with  the  highest  rates,  across  the 
lifespan,  occurring  among  non-Hispanic  American  Indian/Alaska  Native  (AI/AN)  (rate:  17.8/100,000). 
Among  AI/AN,  young  people  are  disproportionately  at  increased  risk  of  suicide  with  young  males  aged 
25-29  experiencing  the  highest  rates  (rate:  56.9/100,000).  Moreover,  suicide  rates  among  non-Hispanic 
AI/AN  have  increased  by  48.7%  since  1999  (Centers  for  Disease  Control  and  Prevention,  2016c). 

Suicides  reflect  only  a  portion  of  the  problem  (A.E.  Crosby,  Han,  Ortega,  Parks,  &  Gfroerer,  2011). 
Substantially  more  people  are  hospitalized  as  a  result  of  nonfatal  suicidal  behavior  (i.e.  suicide  attempts) 
than  are  fatally  injured,  and  an  even  greater  number  are  either  treated  in  ambulatory  settings  (e.g., 
emergency  departments)  or  not  treated  at  all  (A.E.  Crosby,  Han,  et  al.,  2011).  For  example,  during  2014, 
among  adults  aged  18  years  and  older,  for  every  one  suicide  there  were  9  adults  treated  in  hospital 
emergency  departments  for  self-harm  injuries,  27  who  reported  making  a  suicide  attempt,  and  over  227 
who  reported  seriously  considering  suicide  (i.e.  ideation)  (Ferdon  et  al..  In  press). 

Suicide  is  associated  with  severai  risk  and  protective  factors.  Suicide,  like  other  human  behaviors,  has 
no  single  determining  cause.  Instead,  suicide  occurs  in  response  to  multiple  biological,  psychological, 
interpersonal,  environmental  and  societal  influences  that  interact  with  one  another,  often  over  time. 
The  social-ecological  model-  encompassing  multiple  levels  of  focus  from  the  individual,  relationship, 
community,  and  societal-  is  a  useful  framework  for  viewing  and  understanding  suicide  risk  factors 
identified  in  the  literature  (Dahiberg  &  Krug,  2002).  Risk  and  protective  factors  for  suicide  exist  at  each 
level.  For  example,  risk  factors  include: 

o  Individual  level:  History  of  depression  and  other  mental  illnesses,  hopelessness,  substance 
abuse,  certain  health  conditions,  previous  suicide  attempt,  violence  victimization  and 
perpetration,  and  genetic  and  biological  determinants 
o  Relationship  level:  High  conflict  or  violent  relationships,  sense  of  isolation  and  lack  of  social 
support,  family/loved  one's  history  of  suicide,  financial  and  work  stress 
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o  Communfty  level:  Inadequate  community  connectedness,  barriers  to  health  care  {e.g.,  lack  of 
access  to  providers  and  medications) 

o  Societal  level:  Availability  of  lethal  means  of  suicide,  unsafe  media  portrayals  of  suicide,  stigma 
associated  with  help-seeking  and  mental  illness  (U.S.  Office  of  the  Surgeon  General  &  Mational 
Action  Alliance  for  Suicide  Prevention,  2012;  World  Health  Organization,  2014). 

It  is  important  to  recognize  that  the  vast  majority  of  individuals  who  are  depressed  or  who  have  other 
risk  factors  noted,  do  not  die  by  suicide.  Furthermore,  the  relevance  of  each  risk  factor  can  vary  by  age, 
race,  gender,  sexual  orientation,  residential  geography,  and  socio-culturaf  and  economic  status  (U,S. 
Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012;  World  Health 
Organization,  2014), 

Protective  factors,  or  those  influences  that  guard  against  risk  for  suicide,  can  also  be  found  across 
the  different  levels  of  the  social-ecological  model  Protective  factors  identified  in  the  literature  include: 
effective  coping  and  problem  solving  skills,  moral  objections  to  suicide,  strong  and  supportive 
relationships  with  partners,  friends,  and  family;  connectedness  to  school,  community  and  other  social 
institutions;  availability  of  quality  and  ongoing  physical  and  mental  health  care,  and  reduced  access  to 
lethal  means  (U*5.  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012; 
World  Health  Organization,  2014).  These  protective  factors  can  either  counter  a  specific  risk  factor  or 
guard  against  a  number  of  risks  associated  with  suicide. 

Suicide  is  connected  to  other  forms  of  violence.  Suicide  and  other  forms  of  violence  often  share  some 
of  the  same  root  causes  (Butchart,  Phinney,  Check,  &  ViHaveces,  2004;  Klevens,  Simon,  &  Chen,  2012). 
For  example,  in  neighborhoods  where  there  is  low  social  cohesion,  or  where  residents  don't  support  and 
trust  each  other,  people  are  at  higher  risk  for  suicide  (Desai,  Dausey,  &  Rosenheck,  2005)  as  well  as 
perpetration  of  child  maltreatment  (Coulton,  Crampton,  Irwin,  Spilsbury,  Sl  Korbrn,  2007;  Freisthler, 
Merritt,  &  LaScala,  2006),  teen  dating  violence  (Capaldi,  Knoble,  Shortt,  &  Kim,  2012),  intimate  partner 
violence  (Pinchevsky  St  Wright,  2012),  and  youth  violence  {Sampson,  Morenoff,  Si  Gannon-Rowley, 
2002),  Additionally,  a  lack  of  economic  opportunities  and  unemployment  are  associated  with  suicide 
(Luo,  Florence,  Quispe-Agnoli,  Ouyang,  St  Crosby,  2011;  Reeves  et  al.,  2012),  as  well  as  perpetration  of 
child  maltreatment  {D.  Runyan,  Wattam,  Ikeda,  Hassan,  St  Ramiro,  2002),  intimate  partner  violence 
(Heise  St  Garda^Moreno,  2002;  Pinchevsky  &  Wright,  2012},  sexual  violence  (Centers  for  Disease  Control 
and  Prevention,  2016b}  and  youth  violence  (Wilson,  2011).  Other  shared  risk  factors  for  suicide  and 
violence  occur  at  the  individual  level  and  include  substance  abuse,  mental  health  problems,  witnessing 
violence,  and  a  lack  of  problem-solving  skills  (Centers  for  Disease  Control  and  Prevention,  2016a,  2016b, 
20l6d;  U.S.  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012). 
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Just  as  risk  factors  may  be  shared  across  suicide  and  violence,  so  too  may  protective  factors  overlap.  For  J 
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(Carter,  McGee,  Taylor,  &  Williams,  2007),  family  (Maimon,  Browning,  &  Brooks-Gunn,  2010),  caring 
adults  (Capaldi  et  al.,  2012;  Losel  &  Farrington,  2012),  and  pro-social  peers  (Wyman  et  al.,  2010) 
enhances  resilience  to  suicide  and  other  forms  of  violence. 

The  health  and  economic  consequences  of  suicide  are  substantial.  Suicide  and  suicide  attempts  have 
far  reaching  consequences  for  individuals,  families,  and  communities  (Dunne,  McIntosh,  &  Dunne- 
Maxim,  1987;  Mishara,  1995;  National  Action  Alliance  for  Suicide  Prevention:  Suicide  Attempt  Survivors 
Task  Force,  2014;  National  Action  Alliance  for  Suicide  Prevention:  Survivors  of  Suicide  Loss  Task  Force, 
2015).  In  an  early  study,  Crosby  and  Sacks  (2002)  estimated  that  7%  of  the  U.S.  adult  population,  or  13.2 
million  adults,  knew  someone  in  the  prior  12  months  who  had  died  by  suicide.  They  also  estimated  that 
for  each  suicide,  425  adults  were  exposed,  or  knew  about  the  death.  In  a  more  recent  study,  in  one  state, 
Cerel  et.  al  (2016)  found  that  48%  of  the  population  knew  at  least  one  person  who  died  by  suicide  in 
their  lifetimes.  Research  indicates  that  the  impact  of  knowing  someone  who  died  by  suicide  and/or 
having  lived  experience  (i.e.  having  attempted  suicide  oneself)  is  much  more  extensive  than  injury  and 
death.  People  with  lived  experience  may  suffer  long-term  health  and  mental  health  consequences 
ranging  from  anger,  guilt,  and  physical  impairment,  depending  on  the  means  and  severity  of  the  attempt 
(Chapman  &  Dixon-Gordon,  2007).  Similarly,  survivors  of  a  loved  one's  suicide  may  experience  ongoing 
pain  and  suffering  including  complicated  grief  (Mitchell,  Kim,  Prigerson,  &  Mortimer-Stephens,  2004), 
stigma,  depression,  anxiety,  post-traumatic  stress  disorder,  and  increased  risk  of  suicidal  ideation  and 
suicide  (Julie  Cerel,  McIntosh,  Neimeyer,  Maple,  &  Marshall,  2014;  Sudak,  Maxim,  &  Carpenter,  2008). 
Less  discussed  but  no  less  important,  are  the  financial  and  occupational  effects  for  those  left  behind 
(Florence,  Simon,  Haegerich,  Luo,  &  Zhou,  2015). 

The  economic  toll  of  suicide  is  immense  as  well.  According  to  conservative  estimates,  in  2013,  suicide 
cost  $50.8  billion  in  estimated  lifetime  medical  and  work-loss  costs  (Florence  et  al.,  2015).  By  another 
estimate,  the  total  lifetime  costs  associated  with  nonfatal  injuries  and  deaths  caused  by  self-directed 
violence  in  2013  were  approximately  $93.5  billion  after  adjusting  for  under-reporting  of  suicide 
(Shepard,  Gurewich,  Lwin,  Reed,  &  Silverman,  2016).  The  overwhelming  burden  of  these  costs  results 
from  lost  productivity  over  the  life  course,  with  the  average  cost  per  suicide  being  over  $1.3  million 
(Shepard  et  al.,  2016). 

Suicide  can  be  prevented.  Despite  the  myths  surrounding  suicide,  like  most  public  health  problems, 
suicide  is  preventable  (U.S.  Public  Health  Service,  1999).  And  while  progress  will  continue  to  be  made 
into  the  future,  evidence  for  numerous  programs,  practices,  and  policies  currently  exists,  and  many 
programs  are  ready  to  be  implemented  now.  Just  as  suicide  is  not  caused  by  a  single  factor,  research 
suggests  that  suicide  will  not  be  prevented  by  any  single  intervention  taking  place  in  any  single  setting 
(Silverman  &  Maris,  1995;  U.S.  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide 
Prevention,  2012).  Rather,  suicide  prevention  is  best  achieved  by  a  focus  across  the  individual, 
relationship,  family,  community,  and  societal-levels  and  across  all  sectors,  private  and  public  (e.g., 
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business,  public  health,  physical  and  behavioral  healthcare,  justice,  education,  labor)  (National  Action 
Alliance  for  Suicide  Prevention,  2014;  World  Health  Organization,  2014). 

Assessing  the  Evidence 

This  technical  package  includes  programs,  practices,  and  policies  with  evidence  of  impact  on  suicide  or 
risk  or  protective  factors  for  suicide.  To  be  considered  for  inclusion  in  the  technical  package,  the 
program,  practice,  or  policy  selected  had  to  meet  at  least  one  of  these  criteria:  a)  meta-analyses  or 
systematic  reviews  showing  impact  on  suicide;  b)  evidence  from  at  least  one  rigorous  (e.g.,  randomized 
controlled  trial  [RCT]  or  quasi-experimental  design)  evaluation  study  that  found  significant  preventive 
effects  on  suicide;  c)  meta-analyses  or  systematic  reviews  showing  impact  on  risk  or  protective  factors 
for  suicide,  or  d)  evidence  from  at  least  one  rigorous  (e.g.,  RCT  or  quasi-experimental  design)  evaluation 
study  that  found  significant  impacts  on  risk  or  protective  factors  for  suicide.  Finally,  consideration  was 
also  given  to  the  likelihood  of  achieving  beneficial  effects  on  multiple  forms  of  violence;  no  evidence  of 
harmful  effects  on  specific  outcomes  or  with  particular  subgroups;  and  feasibility  of  implementation  in 
a  U.S.  context  if  the  program,  policy,  or  practice  has  been  evaluated  in  another  country. 

Within  this  technical  package,  some  approaches  do  not  yet  have  research  evidence  demonstrating 
impact  on  rates  of  suicide  but  instead  are  supported  by  evidence  indicating  impacts  on  risk  or  protective 
factors  for  suicide  (e.g.,  help-seeking,  stigma  reduction,  depression,  connectedness).  In  terms  of  the 
strength  of  the  evidence,  programs  that  have  demonstrated  effects  on  suicidal  behavior  (e.g.,  reductions 
in  deaths,  attempts)  provide  a  higher-level  of  evidence,  but  the  evidence  base  is  not  that  strong  in  all 
areas.  For  instance,  there  has  been  less  evaluation  of  community  engagement  and  family  programs  on 
suicidal  behavior.  Thus,  approaches  in  this  package  that  have  effects  on  risk  or  protective  factors  reflect 
the  developing  nature  of  the  evidence  base  and  the  use  of  the  best  available  evidence  at  a  given  time. 

It  is  also  important  to  note  that  there  is  often  significant  heterogeneity  among  the  programs,  policies,  or 
practices  that  fall  within  one  approach  or  strategy  area  in  terms  of  the  nature  and  quality  of  the  available 
evidence.  Not  all  programs,  policies,  or  practices  that  utilize  the  same  approach  (e.g.,  gatekeeper 
training)  are  equally  effective,  and  even  those  that  are  effective  may  not  work  across  all  populations. 
Tailoring  programs  and  more  evaluation  may  be  necessary  to  address  different  population  groups.  The 
examples  provided  are  not  intended  to  be  a  comprehensive  list  of  evidence-based  programs,  policies,  or 
practices  for  each  approach,  but  rather  illustrate  models  that  have  been  shown  to  impact  suicide  or  have 
beneficial  effects  on  risk  or  protective  factors  for  suicide.  In  practice,  the  effectiveness  of  the  programs, 
policies  and  practices  identified  in  this  package  will  be  strongly  dependent  on  the  quality  of  their 
implementation  and  the  communities  in  which  they  are  implemented.  Implementation  guidance  to 
assist  practitioners,  organizations  and  communities  will  be  developed  separately. 
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Context  and  Cross-Cutting  Themes 

The  strategies  and  approaches  that  have  been  included  in  this  technical  package  represent  different 
levels  of  the  social  ecology,  with  efforts  intended  to  impact  the  community  and  societal  levels,  as  well 
individual  and  relationship  levels.  The  strategies  and  approaches  are  intended  to  work  in  combination 
and  reinforce  each  other  to  prevent  suicide  (see  box  below).  The  strategies  are  arranged  in  order  such 
that  those  strategies  hypothesized  to  have  the  greatest  potential  for  broad  public  health  impact  on 
suicide  are  included  first,  followed  by  those  that  might  impact  more  select  populations  (e.g.,  persons 
who  have  already  made  a  suicide  attempt). 


Preventing  Suicide 

strategy 

Approach 

Strengthen  economic  supports 

•  Strengthen  household  financial  security 

•  Housing  stabilization  policies 

Strengthen  access  to  mental  health  care 

•  Coverage  of  mental  health  conditions  in  health 
insurance  policies 

Create  protective  environments 

•  Reducing  access  to  lethal  means  among  persons 
at-risk  of  suicide 

•  Organizational  policies  and  culture 

•  Community-based  policies  to  reduce  excessive 
alcohol  use 

Promote  connectedness 

•  Peer  norm  approaches 

•  Community  engagement  activities 

Teach  coping  and  problem-solving  skills 

•  Social-emotional  learning 

*  Parenting  skill  and  family  relationship  approaches 

Identify  and  support  people  at  risk 

•  Gatekeeper  training 

•  Screening  combined  with  care  management 

•  Crisis  intervention 

Intervene  to  lessen  harms  and  prevent 
future  risk 

•  T reatment  for  people  at-risk  of  suicide 

•  T reatment  to  prevent  re-attempts 

•  Postvention 

•  Safe  messaging  following  a  suicide 

The  example  programs,  policies,  and  practices  have  been  implemented  within  particular  contexts.  The 
social  and  cultural  context  of  communities  is  critically  important  to  take  into  account  when  selecting 
strategies  and  approaches.  Practitioners  in  the  field  may  be  in  the  best  position  to  assess  the  needs  and 
strengths  of  their  communities  and  work  with  community  members  to  make  decisions  about  the 
combination  of  approaches  included  here  that  are  best  suited  to  their  context. 
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Suicide  ideation,  attempts,  morbidity  and  mortality  vary  by  gender,  race/ethnicity,  age,  occupation,  and 
other  important  population  characteristics.  Barriers  to  disclosure,  help  seeking,  timely  access  to  quality 
care,  and  ongoing  support  may  also  vary  by  population  and  community  characteristics.  Ideally,  the 
availability  of  multiple  approaches  tailored  to  the  economic,  cultural,  and  environmental  context  of 
individuals  and  communities  are  desirable  as  they  may  increase  the  likelihood  of  removing  barriers  to 
supportive  and  effective  care  and  provide  opportunities  to  develop  individual  and  community  resilience. 
These  culturally  appropriate  approaches  can  then  be  included  in  comprehensive  strategies  to  maximize 
the  public  health  impact  on  reducing  suicide-related  morbidity  and  mortality  among  individuals  and 
within  communities. 

This  package  includes  strategies  where  public  health  agencies  are  well  positioned  to  bring  leadership 
and  resources  to  implementation  efforts.  It  also  includes  strategies  where  public  health  can  serve  as  an 
important  collaborator  (e.g.,  strategies  addressing  community  and  societal  level  risks),  but  where 
leadership  and  commitment  from  other  sectors  such  as  business,  labor  or  health  care  is  critical  to 
implement  a  particular  policy  or  program  (e.g.,  workplace  policies;  screening  combined  with  care 
management).  The  role  of  various  sectors  in  the  implementation  of  a  strategy  or  approach  in  preventing 
suicide  is  described  further  in  the  section  on  Sector  Involvement. 

In  the  sections  thatfollow,  the  strategies  and  approaches  with  the  best  available  evidence  for  preventing 
suicide  are  described. 
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StrengUien  Economic  Supports 


Rationale 

Studies  from  the  U.S.  examining  historical  trends  indicate  that  suicide  rates  increase  during  economic 
recessions  marked  by  high  unemployment  rates,  job  losses,  and  economic  instability  and  decrease 
during  economic  expansions  and  periods  marked  by  low  unemployment  rates,  particularly  for  working- 
age  individuals  25  to  64  years  old  (Luo  et  al.,  2011;  Fowler  et  al,,  2015).  Economic  and  financial  strain, 
such  as  job  loss,  long  periods  of  unemployment,  reduced  income,  difficulty  covering  medical,  food,  and 
housing  expenses,  and  even  the  anticipation  of  such  financial  stress,  can  directly  increase  an  individual's 
risk  for  suicide  or  can  indirectly  increase  risk  by  exacerbating  related  physical  and  mental  health 
problems;  buffering  these  risks  can  therefore,  potentially  protect  against  suicide  (Stack  &  Wasserman, 
2007).  For  example,  strengthening  economic  support  systems  can  help  people  stay  in  their  homes  or 
obtain  affordable  housing  while  also  paying  for  necessities  such  as  food  and  medical  care.  Job  training, 
child  care,  among  other  expenses  required  for  daily  living.  In  providing  this  support,  stress  and  anxiety 
and  the  potential  for  a  crisis  situation  may  be  reduced,  thereby  preventing  suicide. 


Approaches 

Economic  supports  for  individuals  and  families  can  be  strengthened  by  targeting  household  financial 

security  and  ensuring  stability  in  housing  during  periods  of  economic  stress. 

•  Strengthening  household  financial  security  can  potentially  buffer  the  risk  of  suicide  by  providing 
individuals  with  the  financial  means  to  lessen  the  stress  and  hardship  associated  with  a  job  loss 
or  other  unanticipated  financial  problems.  The  provision  of  unemployment  benefits  and  other 
forms  of  temporary  assistance,  livable  wages,  medical  benefits,  and  retirement  and  disability 
insurance  to  help  cover  the  cost  of  necessities  or  to  offset  costs  in  the  event  of  disability,  are 
examples  of  ways  to  strengthen  household  financial  security. 

•  Housing  stabilization  policies  aim  to  keep  people  in  their  homes  and  provide  housing  options  for 
those  in  need  during  times  of  financial  insecurity.  This  may  occur  through  programs  that  provide 
affordable  housing  such  as  through  government  subsidies  or  through  other  options  available  to 
potential  homebuyers  such  as  loan  modification  programs,  move-out  planning,  or  financial 
counseling  services  that  help  minimize  the  risk  or  impact  of  foreclosures  and  eviction. 

Potential  Outcomes 

•  Reductions  in  suicide  rates 

•  Reductions  in  foreclosure  rates 

•  Reductions  in  eviction  rates 

•  Reductions  in  emotional  distress 
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Evidence 

There  is  evidence  suggesting  that  strengthening  household  financial  security  and  stabilizing  housing  can 

reduce  suicide  risk. 

•  Strengthen  household  financial  security.  An  examination  of  variations  in  U.S.  unemployment 
benefit  programs  across  states  demonstrated  that  the  impact  of  unemployment  on  suicide  was 
offset  in  those  states  that  provided  greater  than  average  unemployment  benefits  (Cylus, 
Glymour,  &  Avendano,  2014).  Another  U.S.  study  examining  the  link  between  unemployment 
and  suicide  risk  using  monthly  suicide  data,  length  of  unemployment,  and  job  losses  found  that 
the  duration  of  unemployment,  as  opposed  to  just  the  loss  of  Job,  predicted  suicide  risk  (Classen 
&  Dunn,  2012).  Together,  these  results  suggest  that  not  only  should  state  unemployment  benefit 
programs  be  generous  in  their  financial  allocations,  but  also  in  their  duration. 

Other  measures  to  strengthen  household  financial  security  (e.g.,  transfer  payments  related  to 
retirement  and  disability  insurance,  unemployment  insurance  compensation,  medical  benefits, 
and  other  forms  of  family  assistance)  have  also  shown  an  impact  on  suicide.  A  study  by  Flavin 
and  Radcliff  (2009)  examined  the  impact  of  states'  per  capita  spending  on  transfer  payments, 
medical  benefits,  and  family  assistance  (Temporary  Assistance  to  Needy  Families  -  TANF)  and 
total  state  spending  on  suicide  rates  between  1990-2000,  controlling  for  a  number  of  suicide  risk 
factors  (e.g.,  residential  mobility,  divorce  rate,  unemployment  rate)  at  the  state  level.  As  per 
capita  spending  on  total  transfer  payments,  medical  benefits,  and  family  assistance  increased 
there  was  an  associated  decrease  in  state  suicide  rates.  Moreover,  it  wasn't  spending  in  general 
that  was  associated  with  the  reduction  but  spending  on  these  types  of  assistance.  In  terms  of 
lives  saved.  Flavin  &  Radcliff  calculated  the  cost  of  reducing  a  state's  suicide  rate  by  a  full  point 
for  the  years  studied.  At  the  national  level,  they  estimated  that  3,000  fewer  suicides  would  occur 
per  year  nationwide  if  every  state  increased  its  per  capita  spending  on  these  types  of  assistance 
by  $45  per  year  (Flavin  &  Radcliff,  2009).  Although  this  was  a  correlational  study,  the  results 
demonstrate  the  potential  benefits  of  policies  that  reach  particularly  vulnerable  individuals 
during  periods  of  great  need  and  increased  risk  for  suicide.  More  evaluation  studies  are  needed 
to  further  understand  the  outcomes  impacted  by  programs  such  as  these. 

•  Housing  stabilization  policies.  The  National  Neighborhood  Stabilization  Program  was  designed  to 
help  neighborhoods  suffering  from  high  rates  of  foreclosure  and  abandonment  by  slowing  the 
deterioration  of  the  neighborhoods  and  providing  affordable  housing  options  for  low,  moderate, 
and  middle-income  homebuyers.  This  program  also  offers  financial  assistance  to  eligible 
individuals  for  the  purchase  of  a  new  home.  Although  this  program  has  not  been  rigorously 
evaluated  for  its  impact  on  suicide  outcomes,  it  addresses  foreclosure  and  eviction,  which  are 
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risk  factors  for  suicide.  A  longitudinal  analysis  of  annual  data  on  suicides  and  foreclosures 
demonstrated  that  as  the  proportion  of  foreclosed  properties  increased  in  U.S.  states,  so  did  the 
state  suicide  rate,  particularly  among  working-aged  adults  (Houle  &  Light,  2014}.  Another  study 
of  data  from  16  U.S.  states  participating  in  the  National  Violent  Death  Reporting  System  found 
that  suicides  precipitated  by  home  foreclosures  and  evictions  increased  more  than  100%  from 
2005  (before  the  housing  crisis  began)  to  2010  (after  it  had  peaked;  Fowler,  Gladden,  Vagi, 
Barnes,  and  Frazier  (2015)).  Most  of  these  suicides  occurred  prior  to  the  actual  loss  of  the 
decedent's  home.  These  findings  suggest  that  integrating  suicide  prevention  resources, 
messaging,  and  referrals  into  financial,  foreclosure,  and  move-out  planning  and  counseling 
services  may  help  to  prevent  suicide. 
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StrengUien  Access  to  Mental  Health  Care 

Rationale 

While  most  people  with  mental  health  problems  do  not  attempt  or  die  by  suicide  {Olfson,  Gerhard, 
Huang,  Crystal,  &  Stroup,  2015;  Owens,  2002),  and  the  level  of  risk  conferred  by  different  types  of  mental 
illness  varies  (Arsenault-Lapierre,  Kim,  &  Turecki,  2004;  E,  C.  Harris  &  Barraclough,  1997;  Tyrer,  Reed,  & 
Crawford,  2015),  previous  research  indicates  that  mental  illness  is  an  important  risk  factor  for  suicide  (E. 
C.  Harris  &  Barraclough,  1998;  World  Health  Organization,  2014).  Studies  suggest  that  up  to  90%  of 
people  who  die  by  suicide  may  have  had  a  mental  illness  or  substance  abuse  problem  at  the  time  of  their 
deaths  (Arsenault-Lapierre  et  al.,  2004;  Cavanagh,  Carson,  Sharpe,  &  Lawrie,  2003;  Isometsa,  2001), 
State-level  suicide  rates  have  also  been  found  to  be  correlated  with  general  mental  health  measures 
such  as  depression  (Lang,  2013;  Mark,  Shern,  Bagalman,  &  Cao,  2007).  Findings  from  the  National 
Comorbidity  Survey  indicate  that  relatively  few  people  in  the  U.S.  with  mental  health  disorders  receive 
treatment  for  those  conditions  (Kessler  et  al.,  2005).  Lack  of  access  to  mental  health  care  is  one  of  the 
contributing  factors  related  to  the  underuse  of  mental  health  services  (Cunningham,  2009).  Identifying 
ways  to  improve  access  to  timely,  affordable,  and  quality  mental  health  care  for  people  in  need  is  a 
critical  component  to  suicide  prevention  (World  Health  Organization,  2014),  Apart  from  the  treatment 
benefits,  it  can  also  serve  to  normalize  help-seeking  behavior  and  increase  the  use  of  such  services. 

Approaches 

One  approach  to  strengthening  access  to  mental  health  care  is  through  the  provision  of  mental  health 
coverage  in  health  insurance  policies. 

•  Coverage  of  mental  health  conditions  in  health  insurance  policies.  Federal  and  state  laws 
include  provisions  for  equal  coverage  of  mental  health  services  in  health  insurance  plans  that  is 
on  par  with  coverage  for  other  health  concerns  (i.e.,  mental  health  parity).  Benefits  and  services 
covered  include  such  things  as  the  number  of  visits,  co-pays,  deductibles,  inpatient/outpatient 
services,  prescription  drugs,  and  hospitalizations.  If  a  state  has  a  stronger  mental  health  parity 
taw  than  the  federal  parity  taw,  then  insurance  plans  regulated  by  the  state  must  follow  the 
state  parity  law.  If  a  state  has  a  weaker  parity  law  than  the  federal  parity  law  (e,g,,  includes 
coverage  for  some  mental  health  conditions  but  not  others),  then  the  federal  parity  law  will 
replace  the  state  law.  Equal  coverage  does  not  necessarily  imply  good  coverage  as  health 
insurance  plans  vary  in  the  extent  to  which  benefits  and  services  are  offered  to  address  various 
health  conditions.  Rather  it  helps  to  ensure  that  mental  health  services  are  covered  on  par  with 
other  health  concerns. 


Potential  Outcomes 

•  Increases  in  utilization  of  mental  health  services 
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•  Reductions  in  symptoms  of  mental  illnesses 

•  Reductions  in  rates  of  suicide  attempts 

•  Reductions  in  rates  of  suicide 

Evidence 

There  is  evidence  suggesting  that  coverage  of  mental  health  conditions  in  health  insurance  policies  can 

reduce  risk  factors  associated  with  suicide  and  may  directly  impact  suicide  rates. 

•  Coverage  of  mental  health  conditions  in  health  insurance  policies.  The  National  Survey  of  Drug 
Use  and  Health  is  a  nationally  representative  survey  of  the  U.S.  population  that  provides  data 
on  substance  use,  mental  health  conditions,  and  services  utilization.  Using  data  from  this  survey, 
K.  M.  Harris,  Carpenter,  and  Bao  (2006)  found  that  12  months  after  states  enacted  mental  health 
parity  laws,  self-reported  use  of  mental  healthcare  services  significantly  increased.  Moreover, 
subsequent  research  by  Lang  (2013)  examined  state  mental  health  laws  and  suicide  rates 
between  1990  and  2004  and  found  that  mental  health  parity  laws,  specifically,  were  associated 
with  an  approximate  5%  reduction  in  suicide  rates.  This  reduction,  in  the  29  states  with  parity 
laws,  equated  to  the  prevention  of  592  suicides  per  year  (Lang,  2013). 
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Create  Protective  Environments 


Rationale 

Prevention  efforts  that  focus  not  only  on  individual  behavior  change  (e.g.,  help-seeking,  treatment 
interventions)  but  on  changes  to  the  environment  can  increase  the  likelihood  of  positive  behavioral  and 
health  outcomes  (Haddon,  1980).  Creating  environments  that  address  risk  and  protective  factors  where 
individuals  live,  work,  and  play,  can  help  prevent  suicide  (Dahiberg  &  Krug,  2002;  U.S.  Office  of  the 
Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012).  For  example,  rates  of  suicide 
and  suicide  attempts  are  elevated  in  certain  occupational  groups  (Han  et  al.,  2016;  McIntosh  et  al.,  2016), 
therefore,  changes  to  the  organizational  culture  in  these  occupations,  by  way  of  implementation  of 
supportive  policies  or  even  physical  modifications  to  the  workplace  environment,  can  change  social 
norms,  encourage  help-seeking,  and  demonstrate  that  good  health  and  mental  health  are  valued  and 
that  stigma  and  other  risk  factors  for  suicide  are  not  (K.  L  Knox  et  al.,  2010;  National  Action  Alliance  for 
Suicide  Prevention  Workplace  Task  Force,  2015).  Similarly,  modifying  the  characteristics  of  the 
environment  to  prevent  harmful  behavior  such  as  access  to  lethal  means  can  reduce  suicide  rates, 
particularly  in  times  of  crisis  (Beautrais,  Gibb,  Fergusson,  Norwood,  &  Larkin,  2009;  A.E.  Crosby,  Espitia- 
Hardeman,  Ortega,  &  Lozano,  2013;  Kaplan  et  al.,  2013;  Miller,  Warren,  Hemenway,  &  Azrael,  2015;  C. 
W.  Runyan  et  al.,  2016). 


Approaches 

The  current  evidence  suggests  three  potential  approaches  for  creating  environments  that  protect  against 
suicide. 


•  Reducing  access  to  lethal  means  among  persons  at-risk  of  suicide.  Means  of  suicide  such  as 
firearms,  hanging/suffocation,  or  jumping  from  heights  provide  little  opportunity  for  rescue  and, 
as  such,  have  high  case  fatality  rates  (e.g.,  about  85%  of  people  who  use  a  firearm  in  a  suicide 
attempt  will  die  from  the  injury).  Research  also  indicates  that  1)  the  interval  between  thinking 
about  and  attempting  suicide  can  be  as  short  as  5  or  10  minutes  (Deisenhammer  et  al.,  2009; 
Simon  et  al.,  2001)  and  2)  that  people  tend  not  to  substitute  a  different  method  when  a  highly 
lethal  method  is  unavailable  or  difficult  to  access  (Hawton,  2007;  Yip  et  al.,  2012).  Therefore, 
increasing  the  time  interval  between  the  thought  and  the  suicide  attempt,  for  example,  by 
making  it  more  difficult  to  access  lethal  means,  can  be  lifesaving.  The  following  are  examples  of 
approaches  reducing  access  to  lethal  means  for  persons  at-risk  of  suicide: 

o  Intervening  at  Suicide  Hotspots,  Suicide  hotspots,  or  places  where  suicides  may  take  place 
relatively  easily,  include  tall  structures  (e.g.,  bridges  and  cliffs),  railway  tracks,  and 
isolated  locations  such  as  parks.  Efforts  to  prevent  suicide  at  these  locations  include 
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erecting  barriers  to  prevent  jumping  and  installing  signs  and  telephones  to  encourage 
individuals  who  are  considering  suicide,  to  seek  help  (Cox  et  al.,  2013), 

o  Safe  Storage  Practices.  Safe  storage  of  medications,  firearms,  and  other  household 
products  can  reduce  the  risk  for  suicide  by  separating  individuals  who  may  be  vulnerable 
and/or  impulsive  from  easy  access  to  lethal  means.  Such  practices  may  include  education 
and  counseling  around  storing  firearms-locked  in  a  secure  place  (e.g.,  in  a  gun  safe  or 
lock  box),  unloaded  and  separate  from  the  ammunition--and  keeping  medicines  in  a 
locked  cabinet  or  other  secure  location  away  from  people  who  may  be  at  risk  or  who  have 
made  prior  attempts  (Rowhani-Rahbar,  Simonetti,  &  Rivara,  2016;  C.  W.  Runyan  et  al., 
2016). 

•  Organizational  policies  and  culture  that  promote  protective  environments  may  be 
implemented  in  places  of  employment.  Such  policies  and  cultural  values  may  promote  prosocial 
behavior  {e.g.,  asking  for  help),  skill  building,  changing  social  norms,  referral  and  access  to 
helping  services  (e.g.  mental  health,  substance  abuse  treatment,  financial  counseling),  and 
encourage  leadership  support  from  the  top  down.  Such  policies  and  cultural  shifts  can  positively 
impact  organizational  climate  and  morale  and  help  prevent  suicide  and  its  related  risk  factors 
(e.g.  depression,  social  isolation)  (National  Action  Alliance  for  Suicide  Prevention  Workplace 
Task  Force,  2015). 

•  Community-based  policies  to  reduce  excessive  alcohol  use.  Research  studies  in  the  United 
States  have  found  that  greater  alcohol  availability  is  positively  associated  with  alcohol-involved 
suicides  (Escobedo  &  Ortiz,  2002;  Giesbrecht  et  al.,  2015).  Policies  to  reduce  excessive  alcohol 
use  broadly  include  zoning  to  limit  alcohol  outlet  locations  and  density,  taxes  on  alcohol,  and 
bans  on  the  sale  of  alcohol  for  individuals  under  the  legal  drinking  age.  These  policies  are 
important  because  acute  alcohol  use  has  been  found  to  be  associated  with  more  than  one-third 
of  suicides  and  approximately  40%  of  suicide  attempts  (Cherpitel,  Borges,  &  Wilcox,  2004). 

Potential  Outcomes 

•  Increases  in  safe  storage  of  means 

•  Reductions  in  suicide  attempts 

•  Reductions  in  suicide  deaths 

•  Increases  in  help-seeking 

•  Reductions  in  alcohol-related  suicide  deaths 

Evidence 

The  evidence  suggests  that  creating  protective  environments  can  reduce  suicide  and  suicide  attempts 

and  increase  protective  behaviors. 
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Reducing  access  to  lethal  means  among  persons  at-risk  of  suicide.  A  meta-analysis  exannining 
the  impact  of  suicide  hotspot  interventions  implemented  in  combination  or  in  isolation,  both  in 
the  U.S.  and  abroad,  found  associated  reduced  rates  of  suicide  (Cox  et  al.,  2013;  Pirkis  et  al., 
2015).  For  example,  after  erecting  a  barrier  on  the  Jacques-Cartier  bridge  in  Canada,  the  suicide 
rate  from  jumping  from  the  bridge  decreased  from  about  10  suicide  deaths  per  year  to  about  3 
deaths  per  year  (Perron,  Burrows,  Fournier,  Perron,  &  Ouellet,  2013).  Moreover,  the  reduction 
in  suicides  by  jumping  was  sustained  even  when  all  bridges  and  nearby  jumping  sites  were 
considered,  suggesting  little  to  no  displacement  of  suicides  to  other  jumping  sites  (Perron  et  al., 
2013).  Further  evidence  for  the  effectiveness  of  bridge  barriers  was  demonstrated  by  a  study 
examining  the  impact  of  the  removal  of  safety  barriers  from  the  Grafton  Bridge  in  Auckland, 
New  Zealand.  After  removal  of  the  barrier,  both  the  number  and  rate  of  suicide  increased 
fivefold  (Beautrais,  2001;  Beautrais  et  al.,  2009). 

Another  form  of  means  reduction  involves  implementation  of  safe  storage  practices.  In  a  case- 
control  study  of  firearm-related  events  identified  from  37  counties  in  Washington,  Oregon,  and 
Missouri,  and  from  5  trauma  centers,  Grossman  et  al.  (2005)  found  that  storing  firearms 
unloaded,  separate  from  ammunition,  in  a  locked  place  or  secured  with  a  safety  device  was 
protective  of  suicide  attempts  among  adolescents.  Further,  a  recent  systematic  review  of  clinic 
and  community-based  education  and  counseling  interventions  suggested  that  the  provision  of 
safety  devices  significantly  increased  safe  firearm  storage  practices  compared  to  counseling 
alone  or  compared  to  the  provision  of  economic  incentives  to  acquire  safety  devices  on  one's 
own  (Rowhani-Rahbar  et  al.,  2016). 

Another  program.  The  Emergency  Department  Counseling  on  Access  to  Lethal  Means  (ED  CALM), 
trained  psychiatric  emergency  clinicians  in  a  large  children's  hospital  to  provide  lethal  means 
counseling  and  safe  storage  boxes  to  parents  of  patients  under  age  18  receiving  care  for  suicidal 
behavior.  In  a  pre-post  quality  improvement  project,  Runyan  et  al  (2016)  found  that  at  post-test 
76%  (of  the  55%  of  parents  followed  up,  n=114)  reported  that  all  medications  in  the  home  were 
locked  up  as  compared  to  fewer  than  10%  at  the  time  of  the  initial  emergency  department  visit. 
Among  parents  who  indicated  the  presence  of  guns  in  the  home  at  pre-test  (i.e.  67%),  all  (100%) 
reported  guns  were  currently  locked  up  at  post-test  (C.  W.  Runyan  et  al.,  2016). 


Organizational  policies  and  culture.  Together  for  Life  is  a  workplace  program  of  the  Montreal 
Police  Force  implemented  to  address  suicide  among  officers.  Policy  and  program  components 
were  designed  to  foster  an  organizational  culture  that  promoted  mutual  support  and  solidarity 
among  all  members  of  the  Force.  The  program  included  training  of  supervisors,  managers  and 
all  units  to  improve  competencies  in  identifying  suicidal  risk  and  to  improve  use  and  awareness 
of  existing  resources.  The  program  also  included  an  education  campaign  to  improve  awareness 
and  help-seeking  (Mishara  &  Martin,  2012).  Police  suicides  were  tracked  over  12  years  and 
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compared  to  rates  in  the  control  city  of  Quebec.  The  suicide  rate  in  the  intervention  group 
decreased  significantly  by  78.9%  to  a  rate  of  6.4  suicides  per  100,000  population  per  year 
compared  to  an  11%  increase  in  the  control  city  (29.0  per  100,000)  (Mishara  &  Martin,  2012). 

,  .'lyi 

Another  example  of  this  approach  is  the  United  States  Air  Force  Suicide  Prevention  Program 
(AFSPP).  AFSPP  included  11  policy  and  education  initiatives  and  was  designed  to  change  the 
culture  of  the  Air  Force  surrounding  suicide.  The  program  uses  leaders  as  role  models  and  agents 
of  change,  establishes  expectations  for  behavior  related  to  awareness  of  suicide  risk,  develops 
population  skills  and  knowledge  (i.e.,  education  and  training),  and  investigates  every  suicide 
(i.e.,  outcomes  measurement).  The  program  represents  a  fundamental  shift  from  viewing 
suicide  and  mental  illness  solely  as  medical  problem  and  instead  sees  them  as  larger  service¬ 
wide  problems  impacting  the  whole  community  (K.  L.  Knox,  Litts,  Talcott,  Feig,  &  Caine,  2003). 
Using  a  time-series  design  to  examine  the  impact  of  the  AFSPP  program  on  various  violence- 
related  outcomes,  researchers  found  that  the  program  was  associated  with  a  33%  relative  risk 
reduction  in  suicide  (K.  L.  Knox  et  al.,  2003).The  program  was  also  associated  with  relative  risk 
reductions  in  related  outcomes  including  moderate  and  severe  family  violence  (30%  and  54%, 
respectively),  homicide  (51%),  and  accidental  death  (18%)  (K.  L.  Knox  et  al.,  2003).  A  longitudinal 
assessment  of  the  program  over  the  period  1981  to  2008  (16  years  before  the  1997  launch  of 
the  program  and  11  years  post-launch)  found  significantly  lower  rates  of  suicide  after  the 
program  was  launched  than  before  (K.  L.  Knox  et  al.,  2010).  These  effects  were  sustained  over 
time,  except  in  2004,  which  the  authors  found  was  associated  with  less  rigorous  implementation 
in  that  year  than  in  the  other  years  (K.  L.  Knox  et  al.,  2010). 


•  Community-based  policies  to  reduce  excessive  alcohol  use.  While  multiple  policies  to  limit 
excessive  use  of  alcohol  exist,  several  studies  on  alcohol  outlet  density,  specifically,  suggest  that 
measures  to  reduce  alcohol  outlet  density  can  potentially  reduce  alcohol-involved  suicides. 
Additionally,  a  longitudinal  analysis  of  alcohol  outlet  density,  suicide  mortality,  and 
hospitalizations  for  suicide  attempts  over  6  years  in  581  California  zip  codes  indicated  that  the 
density  of  bars,  specifically,  is  related  to  suicide  and  suicide  attempts,  particularly  in  rural  areas 
(Johnson,  Gruenewald,  &  Remer,  2009). 


Promote  Connectedness 
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Rationale 

Sociologist,  Emile  Durkheim  theorized  in  1897  that  weak  social  bonds,  i.e.  lack  of  connectedness,  are 
among  the  chief  causes  for  suicidality  (Durkheim,  1897/1951).  Connectedness  is  the  degree  to  which  an 
individual  or  group  of  individuals  are  socially  close,  interrelated,  or  share  resources  with  others  (Centers 
for  Disease  Control  and  Prevention,  2009).  Social  connections  can  be  formed  within  and  between 
multiple  levels  of  the  social  ecology  (Dahlberg  &  Krug,  2002),  for  instance  between  individuals  (e.g.  peers, 
neighbors,  co-workers),  families,  schools,  neighborhoods,  workplace,  faith  communities,  cultural  groups, 
and  society  as  a  whole.  Related  to  connectedness,  social  capital  refers  to  a  sense  of  trust  in  one's 
community  and  neighborhood,  social  integration,  and  also  the  availability  and  participation  in  social 
organizations  (Beyer,  Layde,  Hamberger,  &  Laud,  2015;  Muennig,  Cohen,  Palmer,  &  Zhu,  2013).  Many 
ecological  cross-sectional  and  longitudinal  studies  have  examined  the  impact  of  aspects  of  social  capital 
on  depression  symptoms,  depressive  disorder,  mental  health  more  generally,  and  suicide.  While  the 
evidence  is  limited,  existing  studies  suggest  the  pattern  is  towards  a  positive  association  between  social 
capital  measured  by  social  trust,  community/neighborhood  engagement,  and  improved  mental  health. 
Connectedness  and  social  capital  together  can  serve  to  protect  against  suicidal  behaviors  by  decreasing 
isolation,  encouraging  adaptive  coping  behaviors,  increasing  belongingness,  personal  value  and  worth 
all  of  which  helps  individuals  to  build  resilience  in  the  face  of  adversity.  Connectedness  can  also  provide 
individuals  with  better  access  to  formal  supports  and  resources,  mobilize  communities  to  meet  the 
needs  of  its  members  and  provide  collective  primary  prevention  activities  to  the  community  as  a  whole 
(Centers  for  Disease  Control  and  Prevention,  2009). 

Approaches 

Promoting  connectedness  among  individuals  and  within  communities  through  modeling  peer  norms  and 
enhancing  community  engagement  can  protect  against  suicide. 

•  Peer  norm  approaches  seek  to  normalize  protective  factors  for  suicide  such  as  help-seeking, 
reaching  out  and  talking  to  trusted  adults,  and  promote  peer  connectedness.  These  approaches 
typically  target  youth  and  are  delivered  in  school  settings  but  can  also  be  implemented  in 
community  settings. 

•  Community  engagement  activities.  Community  engagement  is  an  aspect  of  social  capital. 
Community  engagement  approaches  may  involve  residents  participating  in  a  range  of  activities, 
including  religious  activities,  community  clean-up  and  greening  activities,  and  physical  exercise. 
These  activities  provide  opportunities  for  residents  to  become  more  involved  in  the  community 
and  to  connect  with  other  community  members,  organizations,  and  resources,  resulting  in 
enhanced  overall  physical  health,  reduced  stress,  and  decreased  depressive  symptoms,  thereby 
reducing  risk  of  suicide. 
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Potential  Outcomes 

•  Reductions  in  maladaptive  coping  attitudes  and  behaviors 

•  Increases  in  healthy  coping  attitudes  and  behaviors 

•  Increases  in  referrals  for  youth  in  distressed 

•  Increases  help-seeking  behaviors 

•  Increases  in  positive  perceptions  of  adult  support 

Evidence 

Current  evidence  suggests  that  peer  norm  approaches  and  community  engagement  can  reduce  risk 

factors  associated  with  suicidal  behaviors. 

•  Peer  norm  approaches.  Evaluations  show  that  programs  such  as  Sources  of  Strength  can 
improve  school  norms  and  beliefs  about  suicide  that  are  created  and  disseminated  by  student 
peers.  In  a  randomized  controlled  trial  of  Sources  of  Strength  conducted  with  18  high-schools  (6 
metropolitan,  12  rural),  Wyman  et  al.  (2010)  found  that  the  program  improved  adaptive  norms 
regarding  suicide  among  peer  leaders,  connectedness  to  adults,  and  school  engagement.  Peer 
leaders  were  also  more  likely  than  controls  to  refer  a  suicidal  friend  to  an  adult.  For  students, 
the  program  resulted  in  increased  perceptions  of  adult  support  for  suicidal  youths,  particularly 
among  those  with  a  history  of  suicidal  ideation,  and  the  acceptability  of  help-seeking  behaviors. 
Finally,  trained  peer  leaders  also  reported  a  greater  decrease  in  maladaptive  coping  attitudes 
compared  with  untrained  leaders  (Wyman  et  al,,  2010).  More  evaluation  research  is  needed  to 
examine  whether  these  improvements  in  factors  that  protect  against  suicidal  behavior  translate 
into  reduced  suicidal  behavior  and  suicide. 

•  Community  engagement  activities.  A  vacant  lot  greening  initiative  was  undertaken  in 
Philadelphia  between  1999  and  2008.  Local  residents  and  community  members  worked  together 
to  green  4,436  lots  (or  7,8  million  square  feet)  in  4  areas  of  the  city.  Researchers  found  significant 
reductions  in  community  residents'  self-reported  level  of  stress,  which  is  a  risk  factor  for  suicide, 
and  engagement  in  more  physical  exercise,  a  protective  factor  for  suicide,  than  residents  in 
control  vacant  lot  areas.  Other  benefits  included  reductions  in  firearm  assaults  and  vandalism 
(Branas  et  al.,  2011). 
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Teach  Coping  and  Problem-Solving  Skills 


Rationale 

Building  life  skills  prepares  individuals  to  successfully  tackle  every  day  challenges  and  adapt  to  stress  and 
adversity.  Life  skills  encompasses  many  concepts,  but  most  often  include  coping  and  problem-solving 
skills,  conflict  resolution,  and  critical  thinking.  Life  skills  are  important  in  shielding  individuals  from 
suicidal  behaviors  (World  Health  Organization,  2014).  Suicide  prevention  programs  that  focus  on  life  and 
social  skills  training  are  drawn  from  social  cognitive  theories  (Bandura,  1986),  surmising  that  suicidal 
behavior  is  attributed  to  either  direct  learning  and  modeling  or  environmental  and  individual  (e.g. 
hopelessness)  characteristics.  The  literature  linking  life  skills  and  suicide  is  robust.  The  inability  to  employ 
adequate  strategies  to  cope  with  immediate  stressors  or  identify  and  find  solutions  for  problems  has 
been  characterized  among  suicide  attempters  (Pollock  &  Williams,  2004).  Treatments  that  include 
bolstering  skills  (Goldsmith,  Pellmar,  Kleinman,  &  Bunney,  2002)and  include  problem-solving  techniques 
(Ghahramanlou-Holloway,  Bhar,  Brown,  Olsen,  &  Beck,  2012;  Townsend  et  al.,  2001)  appear  to  reduce 
suicidal  ideation  and  attempts  more  effectively.  Prevention  programs  focused  on  teaching  these  skills 
target  youth,  parents  and  families  and  have  been  used  with  both  universal  and  at-risk  populations.  While 
many  do  not  target  suicidal  behaviors  directly,  these  programs  strive  to  train  youth  and  parents  in 
important  life  skills  to  offset  the  underlying  vulnerabilities  that  contribute  to  engaging  in  high-risk 
behaviors  early  in  life. 


Approaches 

Current  evidence  provides  support  for  the  following  two  approaches: 

•  Social  emotional  learning  programs  focus  on  developing  and  strengthening  communication  and 
problem-solving  skills,  emotion  regulation,  conflict  resolution,  help  seeking  and  coping  skills. 
These  approaches  address  a  range  of  risk  and  protective  factors  for  suicidal  behavior.  They 
provide  children  and  youth  with  skills  to  resolve  problems  in  relationships,  school,  and  with 
peers,  and  help  youth  to  address  other  negative  influences  (e.g.,  substance  use)  associated  with 
suicide.  These  approaches  are  typically  delivered  to  all  students  in  a  particular  grade  or  school, 
although  some  programs  also  focus  on  groups  of  students  considered  to  be  at  high  risk  for 
suicide.  Opportunities  to  practice  and  reinforce  skills  are  an  important  part  of  programs  that  work 
(Herman,  Borden,  Reinke,  &  Webster- Stratton,  2011). 


•  Parenting  skill  and  family  relationship  programs  are  designed  to  strengthen  parenting  skills, 
enhance  positive  parent-child  interactions,  and  improve  children's  behavioral  and  emotional 
skills  and  abilities.  Several  parenting  and  family  relationship  programs  have  been  shown  in 
rigorous  evaluations  to  improve  resilience  and  reduce  risk  factors  for  various  behaviors,  including 
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ones  closely  related  to  suicide,  such  as  depression,  internalizing  behaviors,  and  substance  abuse 
(M.  S.  Knox,  Burkhart,  &  Hunter,  2010). 


Potential  Outcomes 

•  Reductions  in  suicide  attempts  and  suicide  ideation 

•  Improvennents  in  knovwledge  of  risk  and  protective  factors  associated  with  suicide 

•  Reductions  in  suicide  risk  behaviors  (i.e.,  depression,  anxiety,  conduct  problems,  substance  abuse) 

•  Improvements  in  help-seeking  behavior 

•  Improvements  in  social  competence  and  emotional  regulation  skills 

•  Improvements  in  problem-solving  and  conflict  management  skills 


Evidence 

There  are  several  programs  with  evidence  that  support  teaching  social,  emotional  and  parenting  skills  to 
reduce  suicidal  behaviors  and  associated  risk  factors.  ,  ‘  ' 

1  .ij 

•  Social  emotional  learning  programs.  The  Youth  Aware  of  Mental  Health  Program  (YAM)  is  a 
program  developed  for  teenagers  aged  14-16  that  uses  interactive  dialogue  and  role-playing 
to  teach  adolescents  about  the  risk  and  protective  factors  associated  with  suicide  (including 
knowledge  about  depression  and  anxiety)  and  enhances  their  problem-solving  skills  for 
dealing  with  adverse  life  events,  stress,  school  and  other  problems.  The  program  includes 
three  hours  of  role-play  sessions  and  interactive  workshops  combined  with  a  booklet  that 
students  can  keep,  educational  posters  displayed  in  classroom,  and  interactive  lectures  about 
mental  health  at  the  beginning  and  end  of  the  program  (Wasserman  et  al.,  2014).  In  a  cluster- 
randomized  controlled  trial  conducted  across  10  European  Union  countries  and  168  schools, 
students  in  schools  randomized  to  VAM  were  significantly  less  likely  to  attempt  suicide  and 
have  severe  suicidal  ideation  at  the  12-month  follow-up  compared  to  students  in  control 
schools  which  received  educational  materials  and  care  as  usual.  Overall,  the  relative  risk  of 
youth  suicide  attempts  among  the  YAM  group  was  reduced  by  over  50%  demonstrating  that 
out  of  1000  students,  five  attempted  suicide  in  the  YAM  group  compared  to  11  in  the  control 
group.  Additionally,  related  to  severe  suicide  ideation,  in  the  YAM  group  absolute  risk  fell  by 
0.50%  and  relative  risk  fell  by  49.6%  (Wasserman  et  al.,  2014). 

Signs  of  Suicide  (SOS)  is  another  school-based  prevention  program  for  students  aged  13-17. 
The  program  includes  guided  classroom  discussions  about  suicide  and  depression.  As  part  of 
the  program,  students  are  screened  for  depression  and  suicide  risk  and  referred  for 
professional  help  as  indicated.  The  program  is  designed  to  increase  knowledge  about  suicide 
and  risk  factors  associated  with  suicidal  behavior  as  well  as  improve  and  normalize  help- 
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seeking  behavior  (Schilling,  Aseltine,  &  James,  2016).  In  a  randonnized  controlled  trial,  SOS 
was  shown  to  reduce  self-reported  suicide  attempts  at  3-months  post  intervention  among 
participating  students  compared  to  control  students.  The  SOS  program  also  increased 
students'  knowledge  of  how  to  get  help  for  themselves  or  friends  for  depression  and/or 
suicidal  thoughts,  and  favorable  attitudes  toward  help-seeking.  SOS  participants  with  a 
lifetime  history  of  suicide  attempt  were  also  less  likely  to  report  planning  a  suicide  in  the  3 
months  following  the  program  compared  to  lower-risk  participants  (Schilling  et  al.,  2016). 

Finally,  the  Good  Behavior  Game  (G8G)  is  a  classroom-based  program  for  elementary  school 
children  aged  6-10.  The  program  uses  a  team-based  behavior  management  strategy  that 
promotes  good  behavior  by  setting  clear  expectations  for  good  behavior  and  consequences 
for  maladaptive  behavior.  The  goal  of  the  GB6  is  to  create  an  integrated  classroom  social 
system  that  is  supportive  of  all  children  being  able  to  learn  with  little  aggressive  or  disruptive 
behavior  (Wilcox  et  al.,  2008).  Two  cohorts  of  youths  participated  in  the  program  in  1985-85 
and  1986-86  school  years  when  they  were  in  the  first  and  second  grades.  A  number  of 
proximal  and  distal  outcomes  were  assessed  among  the  two  cohorts  over  time.  With  respect 
to  distal  suicide-related  outcomes,  an  outcome  evaluation  of  the  GBG  indicated  that 
individuals  in  the  first  cohort  who  were  assigned  to  participate  in  GBG  when  they  were  in  the 
first  grade  reported  half  the  adjusted  odds  of  suicidal  ideation  and  suicide  attempts  when 
assessed  approximately  15  years  later,  between  the  ages  of  19  to  21,  compared  to  peers  who 
had  been  in  a  standard  classroom  setting.  The  beneficial  effectof  the  program  was  consistent 
for  suicidal  ideation  regardless  of  whether  baseline  covariates  were  included.  The  GBG  effect 
on  attempts  was  less  robust  in  some  adjusted  models  including  caregiver  mental  health.  In 
the  second  cohort  of  GBG  students,  neither  suicidal  ideation  nor  suicide  attempts  were 
significantly  different  between  GBG  and  the  control  interventions  (Wilcox  et  al.,  2008).  The 
researchers  believed  this  may  have  been  due  to  a  lack  of  implementation  fidelity  and  pointed 
to  the  need  for  GBG  to  be  delivered  with  precision,  consistency,  and  teacher  support.  GBG 
was  also  found  to  be  associated  with  reduced  risk  of  later  substance  abuse,  a  risk  factor  for 
suicide  (Kellam  et  al.,  2008). 


•  Parenting  skill  and  family  relationship  programs.  Parenting  and  family  skills  training 
approaches  have  shown  promising  impacts  in  preventing  key  risk  factors  associated  with 
suicide.  For  example,  the  Incredible  Years  (lY)  is  a  comprehensive  group  training  program  for 
parents,  teachers  and  children  designed  to  reduce  conduct  and  substance  abuse  problems, 
two  important  suicide  risk  factors,  in  youth  by  improving  protective  factors  such  as  responsive 
and  positive  parent-teacher-child  interactions  and  relationships,  emotion  self-regulation  and 
social  competence  (all  protective  factors  for  suicide)  (Flerman  et  al.,  2011).  The  program 
includes  9-  20  sessions  offered  in  community-based  settings  (e.g.,  religious,  recreation 


26 


centers,  nnental  health  treatment  centers,  and  hospitals).  Several  studies  have  demonstrated 
the  effect  of  the  lY  program  on  reducing  internalizing  symptoms,  such  as  anxiety  and 
depression,  and  child  conduct  problems  (C.  H.  Webster-Stratton,  Reid,  &  Beauchaine,  2011; 
Webster-Stratton,  Jamila  Reid,  &  Stoolmiller,  2008).  The  program  is  also  associated  with 
improved  problem-solving  and  conflict  management;  these  skills  were  maintained  at  1-year 
follow-up  (Reid,  Webster-Stratton,  &  Hammond,  2003;  C.  Webster-Stratton  &  Hammond, 
1997;  C.  Webster-Stratton,  Reid,  &  Hammond,  2001).  The  program  demonstrated  greater 
benefits  as  the  dosage  of  the  intervention  increased  (Herman  et  al.,  2011). 

Additionally,  Strengthening  Families  10-14  is  a  program  that  involves  sessions  between 
parents,  youth,  and  family  with  the  goal  of  improving  parents'  skills  for  disciplining,  managing 
emotions  and  conflict,  and  communicating  with  their  children;  promoting  youths' 
interpersonal  and  problem-solving  skills;  and  creating  family  activities  to  build  cohesion  and 
positive  parent-child  interactions.  The  premise  of  the  program  is  that  developing  these  skills 
for  both  parents  and  children  will  reduce  internalizing  behavior  and  adolescent  substance 
abuse,  two  important  risk  factors  for  suicide  (Spoth,  Guyll,  &  Day,  2002).  Strengthening 
Families  has  been  shown  to  significantly  decrease  externalizing  behaviors,  such  as  aggression, 
alcohol  use,  and  drug  use  among  youth  participants,  as  well  as  reduce  depression,  alcohol 
use,  and  drug  use  among  participating  families  (Spoth  et  al.,  2002). 
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Identify  and  Support  People  At-Risk 


Rationale 

In  order  to  decrease  suicide,  attention  to  people  at  increased  risk  is  necessary,  as  these  individuals  tend 
to  experience  suicidal  behavior  at  higher  than  average  rates.  These  vulnerable  or  disadvantaged 
populations  include,  but  are  not  limited  to,  individuals  with  lower  socio-economic  status  or  who  are 
living  with  a  mental  health  problem;  people  who  have  attempted  suicide  previously;  individuals  who  are 
institutionalized,  have  been  victims  of  violence,  or  are  homeless;  and  members  of  certain  racial  and 
ethnic  minority  groups.  Supporting  these  vulnerable  groups  requires  proactive  case  finding  along  with 
access  to,  and  retention  in,  mental  health  services.  Finding  effective  ways  of  identifying  at-risk  or 
vulnerable  groups,  customizing  services  to  make  them  accessible  and  engaged  in  care  remain  key 
challenges.  For  example,  simply  improving  services  does  not  guarantee  that  those  services  will  be  used 
by  those  most  in  need  of  them,  nor  will  it  necessarily  increase  the  number  of  people  who  follow 
treatments  that  are  recommended.  People  who  are  disadvantaged  face  social  and  economic  issues  that 
may  adversely  affect  their  ability  to  respond  to  the  treatments  or  advice  that  are  offered. 


Approaches 

The  following  three  approaches  focus  on  identifying  and  supporting  people  at  increased  risk, 

•  Gatekeeper  training  is  designed  to  train  teachers,  coaches,  providers  and  others  in  the 
community  to  identify  people  who  may  be  at  risk  of  suicide  and  to  respond  effectively,  including 
facilitating  treatment  seeking  and  support  services.  Gatekeeper  training  is  typically  implemented 

’  in.  Schools  to  identify  at-risk  youth  and  within  health  care  settings  to  identify  adults  (and  youth). 

•  Screening  combined  with  care  management  and  overall  continuity  of  care  has  been  used  in 
primary  care  and  behavioral  health  care  settings  to  assure  that  people  who  may  be  at  high-risk 
of  suicide  are  identified  and  receive  ongoing  treatment  as  needed,  particularly  after  inpatient 
discharge  and  other  transitions  within  the  healthcare  system  so  they  don't  'slip  through  the 
cracks'.  These  approaches  typically  employ  screening  for  depression  and/or  suicide  combined 
with  collaborative  treatment  planning  between  patients  and  their  providers  and  patient  follow¬ 
up. 

•  Crisis  intervention.  These  approaches  provide  support  and  referral  services,  typically  by 
connecting  a  person  in  crisis  (or  a  friend  or  family  member  of  someone  at-risk)  to  trained 
volunteers  or  professional  staff  via  telephone  hotline,  online  chat,  or  text  messaging.  Crisis 
intervention  approaches  are  intended  to  impact  key  risk  factors  for  suicide,  including  feelings  of 
depression,  hopelessness,  and  subsequent  mental  health  care  utilization.  Like  means  reduction. 
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crisis  interventions  can  put  space  or  time  between  an  individual  who  may  be  considering  suicide 
and  harmful  behavior. 


Potential  Outcomes 

•  Reductions  in  suicide  attempts 

•  Reductions  in  suicide  deaths 

•  Increases  in  identification  of  individuals  at-risk  for  suicidal  behavior 

•  Increases  in  at-risk  individuals  in  treatment 

•  Increases  in  community  members  trained'to  identify  at-risk  individuals 

•  Increases  in  referrals  for  health  care 


Evidence 

The  current  evidence  suggests  that  identifying  people  at  risk  of  suicide  and  the  continued  provision  of 
support  for  these  individuals  can  positively  impact  both  suicide  risk  factors  as  well  as  suicide  mortality. 


•  Gatekeeper  training.  One  example  of  gatekeeper  training  is  the  Mental  Health  First  Aid  (MHFA) 
program.  This  program  is  designed  for  the  lay  public  and  consists  of  three  weekly  sessions  of 
three  hours  each.  Participants  learn  the  symptoms  of  people  in  mental  health  crises  and/or  in 
the  early  stages  of  mental  health  problems  (i.e.,  those  experiencing  suicidal  thoughts  and 
behavior,  acute  stress  reaction,  panic  attacks  and  acute  psychotic  behavior,  and  depression, 
anxiety,  and  psychotic  disorders),  possible  risk  factors,  and  where  and  how  to  get  effective  help 
(Kitchener  &  Jorm,  2004).  In  a  randomized  controlled  trial  of  301  participants  of  MHFA,  the 
intervention  group,  compared  to  the  wait-listed  control  group,  reported  at  5  months  follow-up, 
significantly  greater  feelings  of  confidence  in  helping  someone  (74.5%  vs.  57.4%,  p<.001),  greater 
likelihood  of  encouraging  people  to  seek  professional  help  (29.4%  vs.  16.8%,  p<.01},  improved 
agreement  with  health  professionals  about  treatments  (p<.04),  and  decreased  stigmatizing 
attitudes  towards  mental  illness  {p<.02).  Additionally,  the  intervention  resulted  in  improved 
overall  mental  health  of  the  participants  themselves  (p<.04),  However,  the  percent  who  provided 
some  ora  lot  of  help  did  not  differ  between  groups  (Kitchener  &  Jorm,  2004).  Additional  research 
rigorously  evaluating  MHFA  for  its  impact  on  intervention  recipients'  suicidal  behavior  is  needed 
(Kitchener  &  Jorm,  2006). 

Gatekeeper  training  has  also  been  a  primary  part  of  all  Garret  Lee  Smith  (GLS)  Suicide  Prevention 
Program  which  is  in  place  in  49  states  and  48  tribes.  A  multi-site  evaluation  assessed  the  impact 
of  community  gatekeeper  training  on  suicide  attempts  and  deaths  by  comparing  the  change  in 
suicide  rates  and  nonfatal  suicidal  behavior  among  young  people  aged  10-24  in  counties 
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implementing  GLS  trainings,  with  the  trajectory  observed  in  similar  counties  that  did  not 
implement  these  trainings.  Counties  that  implemented  GLS  trainings  had  significantly  lower 
youth  suicide  rates  one  year  following  the  training  implementation  (Walrath,  Garraza,  Reid, 
Goldston,  Si  McKeon,  201S).  This  finding  equates  to  a  decrease  of  1  suicide  death  per  100,000  j 
among  youth  ages  10  to  24,  or  the  prevention  of  approximately  237  deaths  in  the  age  group,  j 
between  2007  and  2010.  Counties  implementing  GLS  program  activities,  including  gatekeeper  / ; 
training,  also  had  significantly  lower  suicide  attempt  rates  among  youth  ages  16  to  23  in  the  year  // 
following  implementation  of  the  GIS  program  than  did  similar  counties  that  did  not  implement  t/ 
GLS  activities  (4.9  fewer  attempts  per  1000  ^outh^  Godoy  Garraza,  Walrath,  Goldston,  Reid,  &  / 
McKeon,  2015).  More  than  79,000  suicide  attempts  may  have  been  prevented  during  the  period 
examined,  following  implementation  of  the  GLS  program. 
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»  Screening  combined  with  care  management  and  overall  continuity  of  care.  The  Henry  Ford 
healthcare  system  is  a  large  health  maintenance  organization  (HMO)  in  the  state  of  Michigan. 
Henry  Ford's  Perfect  Depression  Care  program  was  the  pre-cursor  to  what  is  now  called  Zero 
Suicide,  and  its  overall  goal  was  to  eliminate  suicide  among  its  members.  More  broadly,  the  goal 
of  the  program  was  to  redesign  delivery  of  depression  care  to  achieve  "breakthrough 
improvement"  in  quality  and  safety  by  focusing  on  effectiveness,  safety,  patient  centered  ness, 
timeliness,  efficiency,  and  equity  among  patients.  The  program  screened  and  assessed  each 
patient  for  suicide  risk  and  implemented  coordinated  continuous  follow-up  care  system  wide  (C. 
E.  Coffey,  2006).  An  examination  of  the  impact  of  the  program  found  that  there  was  a  dramatic 
and  statistically  significant  decrease  in  the  rate  of  suicide  between  the  baseline  years,  1999  and 
2000,  prior  to  the  intervention  to  the  intervention  years,  2002-2009,  During  this  time  period,  the 
suicide  rate  fell  by  82%  (C.  E.  Coffey,  2006;  C.  E.  Coffey,  Coffey,  &  Ahmedani,  2013).  Further, 
among  HMO  members  who  received  mental  health  specialty  services,  the  suicide  rate 
significantly  decreased  over  time  from  1999  to  2010  (110.3  to  47.6  per  100,000;  p<.04}  with  a 
mean  of  36.2  per  100,000  over  the  period.  Additionally,  for  those  HMO  members  who  accessed 
only  general  medical  services  as  opposed  to  specialty  mentaf  health  services,  the  suicide  rate 
increased  from  2.7  to  5.6  per  100,000  (p<,01).  Similarly,  in  the  state  of  Michigan,  rates  of  suicide 
in  the  general  population  increased  over  the  period  from  9.S  to  12,5  per  100,000  (p<.001}  (M. 
Coffey,  Coffey,  &  Ahmedani,  2015). 

•  Crisis  intervention.  Suicide  prevention  hotlines  are  one  way  to  provide  crisis  intervention.  In  an 
evaluation  of  the  effectiveness  of  the  National  Suicide  Prevention  Lifeline  (NSPL)  to  prevent 
suicide,  1,085  suicidal  individuals  who  called  the  hotline  completed  a  standard  risk  assessment 
for  suicide,  and  380  of  those  completed  a  follow-up  assessment  between  1  and  52  days 
(mean=13.5  days)  after  the  initial  assessment.  Researchers  found  that  over  half  of  the  initial 
sample  were  seriously  considering  suicide  when  they  called,  and  they  had  a  plan  for  their  suicide. 
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Researchers  also  found  that  among  follow-up  participants,  there  was  a  significant  decrease  in 
psychological  pain,  hopelessness,  and  intent  to  die  between  initiation  of  the  call  (time  1)  to 
follow-up  (time  3).  Between  time  2  (end  of  the  call)  to  time  3,  the  effect  remained  for 
psychological  pain  and  hopelessness,  but  was  not  significant  for  intent  to  die  (Gould,  Kalafat, 
Harrismunfakh,  &  Kleinman,  2007). 

In  another  study,  this  time  employing  a  randomized  controlled  trial,  Gould,  Cross,  Pisani, 
Munfakh,  and  Kleinman  (2013)  assessed  the  impact  of  the  Applied  Suicide  Intervention  Skills 
Training  (ASIST),  a  widely  implemented  training  program  that  helps  hotline  counselors, 
emergency  workers,  and  other  gatekeepers  to  identify  and  connect  with  suicidal  individuals, 
understand  their  reasoning  for  living  and  dying,  and  assist  with  safely  connecting  those  in  need 
to  available  resources.  The  training  was  evaluated  across  the  NSPL  network  of  hotlines  over  the 
period  2008-2009  (Gould  et  al.,  2013).  Using  data  from  1,410  suicidal  individuals  who  called  17 
Lifeline  centers,  the  researchers  found  that  compared  to  callers  who  spoke  to  counselors  that 
received  the  usual  care  training,  individuals  who  spoke  with  counselors  without  training  in  ASIST 
were  significantly  more  likely  to  feel  depressed,  suicidal,  more  overwhelmed,  and  less  hopeful  by 
the  end  of  their  call  to  the  hotline  compared  to  those  with  training  in  ASIST.  Counselors  trained 
in  ASIST  were  also  more  skilled  at  keeping  callers  on  the  phone  longer  and  establishing  a 
connection  with  them.  However,  training  in  ASIST  did  not  result  in  more  comprehensive  suicide 
risk  assessments  than  usual  care  training  (Gould  et  al.,  2013). 
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Intei'vene  to  Lessen  Harms  and  Prevent  Future  Risk 


Rationale 

Individuals  who  have  experienced  mental  health  challenges,  suicidal  ideation,  who  have  made  suicide 
attempts  or  engaged  in  non-suicidal  self-injury  are  at  Increased  risk  of  suicide  (U.S.  Office  of  the  Surgeon 
General  &  National  Action  Alliance  forSuicide  Prevention,  2012).  Risk  of  suicide  can  also  increase  among 
those  who  have  lost  a  friend,  family  member,  co-worker,  or  other  acquaintance  to  suicide  (Pitman, 
Osborn,  King,  &  Erlangsen,  2014).  Exposure  to  sensationalized  or  uninformed  reporting  regarding  on 
suicide  may  heighten  the  risk  of  suicide  among  vulnerable  individuals  and  can  inadvertently  contribute 
to  suicide  contagion  (Etzersdorfer  &  Sonneck,  1998;  Niederkrotenthaler  &  Sonneck,  2007). 

Approaches 

There  are  a  number  of  approaches  that  can  be  used  to  lesson  harms  and  reduce  future  risk  of  suicide 
including  various  therapeutic  treatments  and  approaches  providing  continuity  of  care,  caring  for  the 
bereaved,  and  safe  messaging  around  suicide. 

•  Treatment  for  people  at-risk  of  suicide  typically  includes  various  forms  of  psychotherapy 
delivered  by  licensed  providers  to  help  individuals  with  mental  health  problems  and  other  risk 
factors  for  suicide  with  problem-solving,  impulsivity  and  emotion  regulation.  Treatment  usually 
takes  place  in  a  one  on  one  or  group  format  between  patients  and  clinicians  in  mental  healthcare 
settings  and  can  vary  in  duration  from  several  weeks  to  ongoing  therapy  for  years  in  some  cases. 

•  Treatment  to  preventre-attempts.  These  approaches  typically  include  follow-up  contact  and  use 
diverse  modalities  (e.g.,  home  visits,  mail,  telephone,  e-mail)  to  engage  recent  suicide  attempt 
survivors  in  continued  treatment  to  prevent  re-attempts.  Treatment  may  focus  on  improved 
coping  skills,  mindfulness,  and  other  emotional  regulation  skills,  and  may  include  case 
management  home  visits  to  increase  adherence  to  treatment  and  continuity  of  care;  and  one- 
on-one  interpersonal  therapy  and/or  group  therapy.  Approaches  that  engage  and  connect 
attempters  to  peers  and  providers  are  especially  important  because  many  attempters  do  not 
present  to  aftercare;  12%-25%  reattempt  within  a  year,  and  3%-9%  of  attempt  survivors  die  by 
suicide  within  1  to  5  years  of  their  initial  attempt  (Inagaki  et  al.,  2015) 

•  Postvention  approaches  are  implemented  after  a  suicide  has  taken  place  and  may  include 
debriefing  sessions,  counseling,  and/or  bereavement  support  groups  for  surviving  friends  and 
family  members/loved  ones.  These  programs  have  not  typically  been  evaluated  for  their  impact 
on  suicide  or  suicidal  behavior  but  may  reduce  survivors'  guilt,  feelings  of  depression,  and 
complicated  grief  (Szumilas  &  Kutcher,  2011). 
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•  Safe  messaging  following  a  suicide.  The  manner  in  which  information  on  a  recent  suicide  is 
communicated  to  the  public  (e.g.  school  assemblies,  mass  media,  social  media)  can  heighten  the 
risk  of  suicide  among  vulnerable  individuals  and  can  inadvertently  contribute  to  suicide 
contagion.  Therefore,  responsible  and  safe  reporting  may  help  prevent  suicide  and  suicide 
contagion. 

Potential  Outcomes 

•  Reductions  in  mental  health-related  sequelae 

•  Increases  in  connectedness 

•  Improvements  in  coping  skills 

•  Improvements  in  messaging  following  suicide 

•  Reductions  in  re-attempts 

•  Reductions  in  contagion  effects  related  to  suicide 


Evidence 

Current  evidence  suggests  that  therapeutic  treatments  and  other  approaches  for  lessening  harm  can 
impact  risk  and  protective  factors  for  suicide. 


•  Treatmentfor  people  at-risk  of  suicide.  One  example  of  a  treatment  with  evidence  of  impact  on 
risk  and  protective  factors;  for  suicide  is  the  Improving  Mood  -  Promoting  Access  to  Collaborative 
Treatment  (IMPACT)  program.  IMPACT  aims  to  prevent  suicide  among  older  primary  care 
patients  by  reducing  suicide  ideation  and  depression  in  primary  care  settings.  It  facilitates  the 
development  of  a  therapeutic  alliance,  a  personalized  treatment  plan  that  includes  patient 
preferences,  as  well  as  proactive  follow-up  (biweekly  during  an  acute  phase  and  monthly  during 
continuation  phase)  by  a  depression  care  manager  (Hunketer  et  al.,  2006).  The  program  has  been 
shown  to  significantly  improve  quality  of  life,  and  to  reduce  functional  impairment,  depression 
and  suicidal  ideation  over  24-months  of  follow-up  (Hunkeler  et  al.,  2006;  Unutzer  et  qk,  2006) 
relative  to  patients  who  received  care  as  usual. 

Another  example  is  Collaborative  Assessment  and  Management  of  Suicidality  (CAMS),  which  is  a 
therapeutic  approach  for  suicide-specific  assessment  and  treatment  of  patient's  suicide  risk.  This 
flexible  approach  can  be  used  across  treatment  settings  and  clinician  theoretical  orientations  and 
involves  the  clinician  and  patient  working  together  in  an  interactive  assessment  process  to 
develop  patient-specific  treatment  plans.  CAMS  sessions  are  collaborative  and  involve  constant 
patient  input  about  what  is  and  is  not  working  with  the  ultimate  goal  of  enhancing  the 
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therapeutic  alliance  and  increasing  treatment  motivation  in  the  suicidal  patient.  CAMS  been 
tested  and  supported  in  6  correlational  studies  (Jobes,  2012),  in  a  variety  of  inpatient  and 
outpatient  settings  and  in  one  RCT  with  several  additional  RCTs  under  way.  CAMS  has  been 
associated  with  significant  improvements  in  suicidal  ideation,  overall  symptom  distress,  and 
feelings  of  hopelessness  at  12  month  follow-up  among  a  community-based  sample  of  suicidal 
outpatients.  (Comtois  et  al.,  2011). 

Other  examples  include  Dialectical  Behavioral  Therapy  (DBT)  and  Attachment-Based  Family 
Therapy  (ABFT).  DBT\s  a  multicomponent  therapy  for  individuals  at  high  risk  for  suicide  and  who 
may  struggle  with  impulsivity  and  emotional  regulation.  The  components  of  DBT  include 
individual  therapy,  group  skills  training,  between-session  telephone  coaching  and  a  therapist 
consultation  team.  In  a  randomized  controlled  trial  of  women  with  recent  suicidal  or  self- 
injurious  behavior,  those  receiving  DBT  were  half  as  likely  to  make  a  suicide  attempt  at  two-year 
follow-up  than  women  receiving  community  treatment  (23%  vs  46%),  required  less 
hospitalization  for  suicide  ideation,  and  had  lower  medical  risk  across  all  suicide  attempts  and 
self-injurious  acts  combined  (Linehan  et  al.,  2006). 

ABFT  is  a  program  for  adolescents  aged  12-18  and  is  designed  to  treat  clinically  diagnosed  major 
depressive  disorder,  eliminate  suicidal  ideation,  and  reduce  dispositional  anxiety  (Diamond  et  al., 
2010).  A  randomized  controlled  trial  of  ABFT  found  that  suicidal  adolescents  assigned  to  ABFT 
experienced  significantly  greater  improvement  in  suicidal  ideation  over  24  weeks  of  follow-up 
than  did  adolescents  assigned  to  enhanced  usual  care.  Additionally,  a  significantly  higher 
percentage  of  ABFT  participants  reported  no  suicidal  ideation  in  the  week  prior  to  assessment  at 
12  weeks  than  did  adolescents  receiving  enhanced  usual  care  (69.2%  vs.  34.6%)  and  at  24  weeks 
(82.1%  vs.  46.2%)  (Diamond  et  al.,  2010). 

•  Treatment  to  prevent  re-attempts.  Several  strategies  that  aim  to  prevent  re-attempts  have 
demonstrated  impact  on  reducing  suicidal  behavior.  For  example.  Emergency  Department  Brief 
Intervention  with  Follow-up  Visits  is  a  program  that  involves  a  one-hour  discharge  information 
session  that  addresses  suicidal  behavior,  distress,  risk  and  protective  factors,  alternatives  to 
suicidal  behavior,  and  referral  options,  combined  with  nine  follow-up  contacts  over  18  months 
(at  1,  2,  4,  7,  11  weeks  and  4,  6,  12,  18  months).  Follow-up  contacts  are  either  conducted  by 
phone  or  through  home  visits  according  to  a  specific  time  line  for  up  to  18-months.  A  randomized 
controlled  trial  that  enrolled  suicide  attempters  from  eight  hospital  emergency  departments  in 
five  countries  (Brazil,  India,  Sri  Lanka,  Iran,  and  China)  found  that  a  brief  intervention  combined 
with  9  follow-up  visits  over  18-months  was  associated  with  significantly  fewer  deaths  from 
suicide  relative  to  a  treatment-as-usual  group  (0.2%  versus  2.2%,  respectively)  (Fleischmann  et 
al.,  2008). 
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Another  exannple  of  treatnnent  to  prevent  re-attempts  involves  active  follow-up  contact 
approaches  such  as  postcards,  letters,  and  telephone  calls  intended  to  increase  a  patient's  sense 
of  connectedness  with  health  care  providers  and  decrease  isolation.  These  approaches  include 
expression  of  care  and  support  and  typically  invite  patients  to  reconnect  with  their  provider. 
Contacts  are  made  periodically  (e.g.,  monthly  or  every  few  months  in  the  first  12  months  post¬ 
discharge  with  some  programs  continuing  contact  for  two  or  more  years).  In  a  meta-analysis 
conducted  by  Inagaki  et  al.  (2015),  interventions  to  prevent  repeat  suicidal  behavior  in  patients 
admitted  to  an  emergency  department  for  suicide  attempt  were  found  to  reduce  reattempts  by 
approximately  17%  for  up  to  12  months  post-discharge;  however,  the  effects  of  these 
approaches  beyond  12  months  on  reattempts  has  not  yet  been  demonstrated.  Also,  because  the 
number  of  trials  and  associated  sample  sizes  included  in  this  meta-analysis  were  small,  it  was  not 
possible  to  determine  the  effect  of  active  contact  and  follow-up  approaches  on  death  by  suicide. 
In  a  randomized  controlled  trial  of  the  post-crisis  suicide  prevention  long-term  follow-up  contact 
approach.  Motto  and  Bostrom  (2001)  found  that  patients  who  refused  ongoing  care  but  who 
were  randomized  to  be  contacted  by  letter  four  times  per  year  had  a  lower  rate  of  suicide  over 
two  years  of  follow-up  than  did  patients  in  the  control  group  who  received  no  further  contact. 
Other  studies  have  also  shown  post-crisis  letters  and  coping  cards  to  be  protective  against  suicide 
ideation  and  attempts  (Hassanian-Moghaddam,  Sarjami,  Kolahi,  &  Carter,  2011;  Wang  et  al., 
2016). 

Finally,  Cognitive  Behavior  Therapy  for  Suicide  Prevention  (CBT-SP)  is  an  example  of  a  therapeutic 
approach  to  prevent  re-attempts.  It  uses  a  risk-reduction,  relapse  prevention  approach  that 
includes  an  analysis  of  proximal  risk  factors  and  stressors  (e.g.,  relationship  problems,  school  or 
work-related  difficulties)  leading  up  to  and  followingthe  suicidal  event;  safety  plan  development; 
skill  building;  and  psychoeducation.  CBT-SP  also  has  family  skill  modules  focused  on  family 
support  and  communication  patterns  as  well  as  improving  the  family's  problem  solving  skills.  A 
randomized  controlled  trial  of  CBT-SP  found  that  10-session  outpatient  cognitive  therapy 
designed  to  prevent  repeat  suicide  attempts  resulted  in  a  50%  reduction  in  the  likelihood  of  a 
suicide  reattempt  among  adults  who  had  been  admitted  to  an  emergency  department  for  a 
suicide  attempt  relative  to  treatment  as  usual  (Brown  et  al.,  2005). 


•  Postvention  programs  are  implemented  with  the  goal  of  providing  support  to  survivors  of  others' 
suicide  to  reduce  their  own  risk  of  suicide.  One  example  of  a  postvention  program,  StandBy 
Response  Service  [StandBy),  provides  clients  with  face-to-face  outreach  and  telephone  support 
through  a  professional  crisis  response  team.  Site  coordinators  develop  customized  case 
management  plans,  referring  clients  to  other  existing  community  services  matched  to  their  needs 
(Visser,  Comans,  &  Scuffham,  2014).  In  a  study  by  Visser  et  al.  (2014),  StandBy  clients  were 
significantly  less  likely  to  be  at  high  risk  for  suicidality  than  a  suicide  bereaved  comparison  group 
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who  had  not  had  contact  with  the  StandBy  progrann  (48%  and  64%  respectively).  Additionally, 
research  suggests  that  active  postvention  approaches  in  which  outreach  to  suicide  survivors 
occurs  at  the  scene  of  a  suicide  is  associated  with  intake  into  treatment  sooner,  greater 
attendance  at  support  group  meetings,  and  attendance  at  more  meetings  compared  to  passive 
postvention  (versus  passive  approaches  where  survivors  self-refer  for  services)  (J.  Cerel  & 
Campbell,  2008). 

•  Safe  messaging  following  a  suicide.  Safe  messaging  after  a  suicide  can  help  assure  that  reporting  of 
the  event  is  done  in  such  a  way  to  reduce  risk  to  consumers  of  news  media  and  other  messaging 
who  may  be  particularly  vulnerable.  One  way  to  ensure  safe  messaging  following  a  suicide  is  to 
encourage  that  reporters  adhere  to  Recommendations  for  Reporting  on  Suicide 
(http://www.reportingonsuicide.org}.  Reports  that  are  both  inclusive  of  suicide  prevention 
messages,  stories  of  hope  and  resilience,  risk  and  protective  factors,  and  links  to  helping 
resources  (e.g.,  hotline)  and  that  avoid  sensationalizing  events  or  reducing  suicide  to  one  cause 
can  help  reduce  the  likelihood  of  suicide  contagion.  The  most  compelling  evidence  supporting 
these  recommendations  for  reporting  comes  from  Austria.  After  a  sharp  increase  in  suicides  on 
the  Viennese  subway,  media  guidelines  were  introduced  and  an  interrupted  time  series  design 
was  used  to  evaluate  the  national  impact  of  the  guidelines  on  subsequent  suicides.  Changes  in 
the  quality  and  quantity  of  media  reporting  resulted  in  a  nationwide  significant  reduction  of  81 
suicides  annually  (Niederkrotenthaler  &  Sonneck,  2007).  Finally,  research  suggests  that  not  only 
does  reporting  on  suicide  in  a  negative  way  (e.g.,  reporting  on  suicide  myths  and  repetition)  have 
harmful  effects  on  suicide,  but  reporting  on  positive  coping  skills  in  the  face  of  adversity  can  also 
demonstrate  protective  effects  against  suicide  (Niederkrotenthaler  et  al.,  2010).  Reports  of 
individual  suicidal  ideation  not  accompanied  by  reports  of  suicide  or  suicide  attempts,  along  with 
reports  describing  a  "mastery"  of  a  crisis  situation  where  adversities  were  overcome,  was 
associated  with  significant  decreases  in  suicide  rates  in  the  time  period  immediately  following 
such  reports  (Niederkrotenthaler  et  al.,  2010). 
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Sector  Involvement 


Public  health  can  play  an  innportant  and  unique  role  in  addressing  suicide.  Public  health  agencies,  which 
typically  place  prevention  at  the  forefront  of  efforts  and  work  to  create  broad  population-level  impact, 
can  bring  critical  leadership  and  resources  to  bear  on  this  problem.  For  example,  these  agencies  can 
serve  as  a  convener,  bringing  together  partners  and  stakeholders  to  plan,  prioritize,  and  coordinate 
suicide  prevention  efforts.  Public  health  agencies  are  also  well  positioned  to  collect  and  disseminate 
data,  implement  preventive  measures,  evaluate  programs,  and  track  progress.  Although  public  health 
can  play  a  leadership  role  in  preventing  suicide,  the  strategies  and  approaches  outlined  in  this  technical 
package  cannot  be  accomplished  by  the  public  health  sector  alone.  As  noted  in  the  National  Strategy  to 
Prevent  Suicide,  the  integration  and  coordination  of  prevention  activities  across  sectors  and  settings  is 
critical  for  expanding  the  reach  and  impact  of  suicide  prevention  efforts. 

Other  sectors  vital  to  implementing  this  package  include,  but  are  not  limited  to,  education,  government 
(local,  state,  and  federal),  social  services,  health  services,  business,  labor,  justice,  housing,  media,  and 
organizations  that  comprise  the  civil  society  sector  such  as  faith-based  organizations,  youth-serving 
organizations,  foundations,  and  other  non-governmental  organizations.  Collectively,  these  sectors  can 
make  a  difference  in  preventing  suicide  by  impacting  the  various  contexts  and  underlying  risks  that 
contribute  to  suicide. 

The  strategies  and  approaches  described  in  this  technical  package  are  summarized  in  Appendix  A  along 
with  the  relevant  sectors  that  are  well  positioned  to  lead  implementation  efforts.  For  example,  business 
and  labor,  health  care  insurers  and  providers,  and  government  entities  are  in  the  best  position  to 
implement  programs  and  policies  that  Strengthen  Economic  Supports  and  Access  to  Mental  Health  Care. 
These  types  of  supports  go  beyond  individual  behavior  change  and  require  commitment  and  support 
from  those  sectors  that  can  directly  address  some  of  the  underlying  risks  and  the  environmental  contexts 
that  increase  the  risk  for  suicide.  Public  health  entities  can  play  an  important  role  by  gathering  and 
synthesizing  information  to  inform  policy,  raise  awareness,  and  evaluate  the  effectiveness  of  various 
policies.  Moreover,  partnerships  with  non-governmental  and  community  organizations  can  be 
instrumental  in  increasing  awareness  of  and  garnering  support  for  policies  affecting  individuals  and 
families. 

The  public  health  sector  has  been  at  the  forefront  of  many  community-based  prevention  efforts,  working 
collaboratively  with  schools  and  community-based  organizations,  to  change  social  norms  and  positively 
impact  health  behavior.  Public  health  is  well  suited  to  take  on  a  similar  leadership  role  in  Promoting 
Connectedness  through  peer  norm  and  community  engagement  activities  and  supporting  the 
development,  evaluation,  and  adoption  of  effective  programs  that  Teach  Coping  and  Problem-Solving 
Skills  to  prevent  suicide  from  happening  in  the  first  place.  These  programs  are  often  delivered  in  school 
and  community  settings,  making  education  and  non-governmental  organizations  vital  partners  in 
prevention. 
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Businesses,  workplaces,  and  local  and  state  governnnent  entities,  on  the  other  hand,  are  in  the  best 
position  to  establish  policies  and  support  practices  that  Create  Protective  Environments  where  people 
live,  work,  and  play.  Public  health  entities  can  play  an  important  role  by  gathering  and  synthesizing 
infornnation,  working  with  other  agencies  within  the  executive  branch  of  their  state  or  local  government 
in  support  of  policy  and  other  approaches,  and  evaluating  the  effectiveness  of  measures  taken.  In  a 
similar  fashion,  public  health  entities  can  partner  with  schools,  workplaces,  and  community 
organizations  to  implement  and  evaluate  prevention  programs,  policies  and  practices  geared  toward 
creating  safe,  healthy,  and  supportive  environments. 

Finally,  this  technical  package  includes  a  number  of  interventions  delivered  in  hospital,  primary  care, 
behavioral  health  care,  and  community  settings  designed  to  Identify  and  Support  People  At-Risk  and  to 
Lessen  Harms  and  Prevent  Future  Risk.  The  intensity  and  activities  of  these  interventions  require  the 
expertise  of  professionals  who  are  licensed  and  trained  to  deliver  critical  intervention  support.  The 
health  care,  social  services,  and  justice  sectors  can  work  collaboratively  to  support  individuals  at  high- 
risk  for  suicide  and  their  families.  These  activities  also  require  coordination  of  supports  across  various 
service  providers  and  community  organizations. 

Regardless  of  strategy,  action  by  many  sectors  will  be  necessary  for  the  successful  implementation  of 
this  package.  In  this  regard,  all  sectors  can  play  an  important  and  influential  role  in  preventing  suicide 
from  happening  in  the  first  place  and  lessening  the  immediate  and  long-term  harms  of  suicidal  behavior 
by  helping  those  in  times  of  crisis  get  the  services  and  support  they  need. 
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Monitoring  and  Evaluation 


Monitoring  and  evaluation  are  necessary  components  of  the  public  health  approach  to  prevention.  It  is 
important  to  have  timely  and  reliable  data  to  monitor  the  extent  of  the  problem  and  to  evaluate  the 
impact  of  prevention  efforts.  Data  are  necessary  for  program  implementation  as  planning, 
implementation,  and  assessment  all  rely  on  accurate  measurement  of  the  problem. 

Surveillance  data  helps  researchers  and  practitioners  track  changes  in  the  burden  of  suicide.  Surveillance 
systems  exist  at  the  federal,  state,  and  local  levels.  It  is  important  to  assess  the  availability  of  surveillance 
data  and  data  systems  across  these  levels  to  identify  and  address  gaps  in  the  systems.  CDC's  National 
Vital  Statistics  System  and  the  National  Violent  Death  Reporting  System  (NVDRS)  are  examples  of 
surveillance  systems  that  provide  data  on  deaths  from  suicide.  NVDRS,  for  example,  is  a  state-based 
surveillance  system  that  combines  data  from  death  certificates,  law  enforcement  reports,  and  coroner 
or  medical  examiner  reports  to  provide  detailed  information  on  the  circumstances  of  violent  deaths, 
including  suicide,  which  can  assist  communities  in  guiding  prevention  approaches  (Blair,  Fowler,  Jack,  &. 
Crosby,  2016}.  The  National  Electronic  Injury  Surveillance  System-All  injury  Program  (NEISS-AIP)  provides 
nationally  representative  data  about  all  types  and  causes  of  nonfatal  injuries  treated  in  U.S.  hospital 
emergency  departments,  and  can  be  used  to  assess  national  rates  of,  and  trends  in,  self-harm  injuries 
by  cause  (e.g.,  falls,  poisoning,  etc.},  age,  race/ethnicity,  sex,  disposition  (where  the  injured  person  goes 
when  released  from  the  Emergency  Department). 

In  addition  to  information  on  deaths  and  nonfatal  injuries,  there  are  also  surveillance  systems  that 
provide  national,  state,  and  some  local  estimates  of  suicidal  behavior.  The  Youth  Risk  Behavior 
Surveillance  System  (YRBSS)  collects  information  from  a  nationally  representative  sample  of  9-12  grade 
students  and  is  a  key  resource  in  monitoring  health-risk  behaviors  amongyouth,  including  whetheryouth 
have  seriously  considered  attempting  suicide,  attempted  suicide,  made  a  plan,  or  required  treatment  by 
a  doctor  or  nurse  for  a  suicide  attempt  that  resulted  in  an  injury,  poisoning,  or  overdose  (Brener  et  al., 
2013).  The  YRBSS  data  are  obtained  from  a  national  school-based  survey  conducted  by  CDC  as  well  as 
from  state,  territorial,  tribal,  and  large  urban  school  district  surveys  conducted  by  education  and  health 
agencies.  The  National  Survey  on  Drug  Use  and  Health  (NSDUH)  is  an  annual  survey  of  the  civilian,  non- 
institutionalized  population  aged  12  years  and  older.  NSDUH  provides  both  national  and  state-level 
estimates  of  substance  use  (alcohol,  tobacco,  illicit  drugs,  and  non-medical  use  of  prescription  drugs); 
mental  health  (past  year  mental  illness,  co-occurring  illnesses);  and  service  utilization,  along  with  suicide 
ideation,  suicide  plans,  and  suicide  attempts.  NSDUH  is  a  key  resource  to  track  trends  in  suicide-related 
risk  factors  in  the  population  and  to  help  identify  groups  at  increased  risk. 

It  is  also  important  at  all  levels  (local,  state,  and  federal)  to  address  gaps  in  responses,  track  progress  of 
prevention  efforts  and  evaluate  the  impact  of  those  efforts,  including  the  impact  of  this  technical 
package.  Evaluation  data,  produced  through  program  implementation  and  monitoring,  is  essential  to 
provide  information  on  what  does  and  does  not  work  to  reduce  rates  of  suicide  and  its  associated  risk 
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and  protective  factors.  Theories  of  change  and  logic  models  that  identify  short,  intermediate,  and  long¬ 
term  outcomes  are  an  important  part  of  program  evaluation. 

The  evidence-base  for  suicide  prevention  has  advanced  greatly  over  the  last  fev^  decades.  However, 
additional  research  is  needed  to  understand  the  Impact  of  programs,  policies,  and  practices  on  suicide 
(and  suicide  attennpts,  at  a  minimum),  as  opposed  to  merely  eKamining  their  effectiveness  on  risk  factors. 
More  research  is  also  needed  to  examine  the  effectiveness  of  primary  prevention  strategies  (before  risk 
occurs}  and  community-level  strategies  to  prevent  suicide  at  the  population  level.  Lastly,  it  will  be 
Important  for  researchers  to  test  the  effectiveness  of  combinations  of  the  strategies  and  approaches 
Included  in  this  package.  Most  existing  evaluations  focus  on  approaches  implemented  in  isolation,  but 
there  is  potential  to  understand  the  synergistic  effects  within  a  comprehensive  prevention  approach. 


Comment  |A|:  This  is  a  very  long 
sentence.  Suggest  breaking  it  up  a  bit.  I 
also  don't  believe  we  will  be  able  to  keep 
the  piece  about  funding  as  we  can't 
■[specifically  call  for  funding. 


ComiTirnt  |A|:  Tried  to  tighten  the 
sentence  up  further. _ 


Conclusion 


Suicide  is  a  serious  public  health  problem  whose  rates  have  been  on  the  rise  for  more  than  a  decade  and 
whose  costs  stretch  well  into  the  billions  of  dollars  each  year.  While  suicide  is  a  rare  outcome  statistically, 
its  human  impact  has  a  ripple  effect  that  Is  far-reaching.  Each  of  us  likely  interacts  with  suicide  survivors, 
those  with  lived  experience,  and  those  with  thoughts  of  suicide,  on  a  daily  basis-at  home,  at  work,  and 
in  our  communities.  Suicide  and  suicide  attempts  are  therefore  public  health  issues  of  societal  concern. 
Fortunately,  like  many  public  health  problems,  suicide  is  preventable,  and  more  is  being  done  to  prevent 
suicide  than  ever  before,  as  evidenced  by  the  work  of  the  National  Action  Alliance  for  Suicide  Prevention, 
the  release  of  the  first  world  report  on  suicide,  and  more  timely  surveillance  data,  to  name  just  a  few 
examples.  ^Unfortunately,  suicide  prevention  is  impeded  by  barriers  Including:  stigma  related  to  help- 
seeking,  mental  illness,  being  a  survivor,  or  someone  with  lived  experience;  fear  related  to  asking  about 
suicidal  thoughts,  hesitation  to  take  up  strategies  known  to  be  effective  but  perhaps  unpopular; 
misinformation  about  suicide  preventability,  harmful  messaging  about  suicide,  and  disproportionate 
funding  given  its  public  health  burden.j  j 


In  an  effort  to  continue  pushing  the  field  and  society  further  towards  prevention,  this  technical  package 
includes  strategies  and  approaches  that  ideally  would  be  used  in  a  comprehensive,  multi-level  and  multi¬ 
sectoral  way.  This  technical  package  includes  strategies  and  approaches  to  prevent  suicide  from 
occurring  in  the  first  place,  as  well  as  strategies  focused  on  lessening  the  immediate  and  long-term  harms 
of  suicidal  behavior.  It  includes  strategies  that  range  from  a  focus  on  the  whole  population  regardless  of 
risk  to  strategies  designed  to  support  people  at  highest  risk.  Importantly,  this  technical  package  extends 
the  bounds  of  the  typical  prevention  strategies  to  consider  approaches  that  go  beyond  individual 
behavior  change  to  better  address  risk  factors  impacting  communities  and  populations  more  broadly 
(e.g.,  policies  to  stabilize  housing  and  community  engagement  initiatives). 
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While  the  evidence  base  continues  to  emerge,  the  collection  of  programs,  policies,  and  practices  laid  out 
here  are  available  for  implementation  now.  And  in  keeping  with  good  public  health  practice,  the  intent 
is  that  monitoring  and  evaluation  will  play  a  key  role  in  that  implementation.  Moreover,  as  new  evidence 
becomes  available,  this  technical  package  can  be  refined  to  reflect  the  current  state  of  the  science. 

In  closing,  and  in  keeping  with  a  message  of  resilience  as  spoken  by  those  with  lived  experience,  'hope, 
help,  and  healing  is  possible.' 
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Appendix  A:  Summaiy  of  Strategies  and  Approaches  to  Prevent  Suicide 


Best  Available  Evidence 

Strategy  Approach/Pfogram^  f’ractice  or  Policy  Sukfde  Suicide  Other  Lead  Sectors^ 

Attempts  or  Rlsk/Protective 
ideation  Factors  for 

Suicide 


Strengthen  household  financial  security 

Government  (local. 

Strengthen 

economic 

supports 

Unemployment  benefit  programs 

state.  Federal) 

Other  income  supports 

Business/labor 

Housing  stabilization  policies 

Government  (local. 

The  Notional  Neighborhood  Stabilization 
Program 

1 

state.  Federal) 

Coverage  of  mental  health  conditions  in  health  insurance  policies 

Health  care 

Strengthen 
access  to 

mental  health 

care 

Mental  Health  Parity  Laws 

Government  (state. 
Federal) 

Reducing  access  to  lethal  means  among  persons  at-risk 

Government  (local. 

Intervening  ot  suicide  hot  spots 

( 

1 

state) 

Establish 

Safe  storage  practices 

Public  Health 

protective 

environments 

Organizational  policies  and  culture 

Business/Labor 

Together  for  Life 

Government  (local, 

US  Air  Force  Suicide  Prevention  Program 

state.  Federal) 
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Best  Available  Evidence 


Community-based  policies  to  reduce  excessive  alcohol  use 

Government  {locali 
state) 

Alcohol  outlet  density 

1/ 

Business/labor 

Peer  norm  approaches 

Public  Health 

Promote 

connectedness 

Sources  of  Strength 

Education 

Community-engagement  activities 

Public  Health 

Greening  vacant  urban  spaces 

Government  (local) 

Social  emotional  learning 

Public  Health 

Youth  Aware  of  Mental  Health  Program 

Education 

Teach  coping 
and  problem¬ 
solving  skills 

Signs  of  Suicide 

Good  Behavior  Game~  ~~~  ~ “ 

Parenting  skill  and  family  relationship  approaches 

Public  Health 

The  Incredible  Years 

Education 

Strengthening  Families  10-14 

Gatekeeper  training 

Public  Health 

Healthcare 

Mental  Health  First  Aid 

Identify  and 

Screening  combined  with  care  management 

Healthcare 

51 


Best  Available  Evidence 


support  people 
at-risk 

Henry  Ford  Perfect  Depression  Care  (Pre¬ 
cursor  to  Zero  Suicide) 

Social  Services 

Crisis  Intervention 

Public  Health 

National  Suicide  Prevention  Lifeline 

1 

Social  Services 

Applied  Suicide  Intervention  Skills  Training 

v" 

Treatment  for  people  at  risk  of  suicide 

Healthcare 

Improving  Mood  -  Promoting  Access  to 
Collaborative  Treatment  (IMPACT) 

Social  Services 

Justice 

Intervene  to 

lessen  harms 
and  prevent 

Collaborative  Assessment  and  Management 
of  Suiddality  (CAMS) 

j 

v/ 

Dialectical  Behavioral  Therapy 

future  risk 

Attachment-Based  Family  Therapy 

Treatment  to  prevent  re-attempts 

Healthcare 

ED  Brief  Intervention  with  Follow-up  Visits 

Social  Services 

- 1 

Active  follow-up  contact  approaches 

CBT  for  Suicide  Prevention 

Postvention 

Healthcare 

52 


Best  Available  Evidence 


Stand&y  Response  Service 

Safe  messaging  following  a  suicide 

Public  Health 

Media 

Media  Guidelines 

1 

^This  column  refers  to  the  lead  sectors  well  positioned  to  bring  leadership  and  resources  to  implementation  efforts.  For  each  strategy,  there  are  rrianv 
other  sectors  such  as  non-governmental  organizations  that  are  instrumental  to  prevention  planning  and  implementing  the  specific  programmatic 
activities. 
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Overview 


This  technical  package  represents  a  select  group  of  strategies  based  on  the  best  available  evidence  to 
help  communities  and  states  sharpen  their  focus  on  prevention  activities  vwith  the  greatest  potential  to 
prevent  suicide.  These  strategies  include  strengthening  economic  supports;  strengthening  access  to 
mental  health  care;  creating  protective  environments;  promoting  connectedness;  teaching  coping  and 
problem-solving  skills;  identifying  and  supporting  people  at-risk;  and  intervening  to  lessen  harms  and 
prevent  future  risk.  The  strategies  represented  in  this  package  include  those  with  a  focus  on  preventing 
suicide  from  happening  in  the  first  place  as  well  as  approaches  to  lessen  the  immediate  and  long-term 
harms  of  suicidal  behavior  for  individuals,  families,  communities,  and  society.  The  strategies  in  the 
technical  package  support  the  goals  and  objectives  of  the  National  Strategy  for  Suicide  Prevention  and 
the  National  Action  Alliance  for  Suicide  Prevention's  priority  to  strengthen  community-based 
prevention.  Commitment,  cooperation,  and  leadership  from  numerous  sectors,  including  public  health, 
education.  Justice,  health  care,  social  services,  business,  labor,  and  government  can  bring  about  the 
successful  implementation  of  this  package. 


What  is  a  Technical  Package? 

A  technical  package  is  a  compilation  of  a  core  set  of  strategies  to  achieve  and  sustain  substantial 
reductions  in  a  specific  risk  factor  or  outcome  (Frieden,  2014),  Technical  packages  help  communities  and 
states  prioritize  prevention  activities  based  on  the  best  available  evidence.  This  technical  package  has 
three  components.  The  first  component  is  the  strategy  or  the  preventive  direction  or  actions  to  achieve 
the  goal  of  preventing  suicide.  The  second  component  is  the  approach.  The  approach  includes  the 
specific  ways  to  advance  the  strategy.  This  can  be  accomplished  through  programs,  policies,  and 
practices.  The  approaches  included  come  primarily  from  studies  based  in  the  United  States.  The  evidence 
for  each  of  the  approaches  in  preventing  suicide  or  its  associated  risk  factors  is  included  as  the  third 
component.  This  package  is  intended  as  a  resource  to  guide  and  inform  prevention  decision-making  in 
communities  and  states. 


Preventing  Suicide  is  a  Priority 

Suicide,  as  defined  by  the  Centers  for  Disease  Control  and  Prevention  (CDC),  is  part  of  a  broader  class  of 
behavior  called  self-directed  violence.  Self-directed  violence  refers  to  behavior  directed  at  oneself  that 
deliberately  results  in  injury  or  the  potential  for  injury  (A.E.  Crosby,  Ortega,  &  Melanson,  2011).  Self- 
directed  violence  may  be  suicidal  or  non-suicidal  \n  nature.  For  the  purposes  of  this  document,  we  refer 
only  to  behavior  where  suicide  is  intended: 

•  Suicide  is  a  death  caused  by  self-directed  injurious  behavior  with  any  intent  to  die  as  a  result  of 
the  behavior. 
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•  Suicide  attempt  is  defined  as  a  non-fatal  self-directed  and  potentially  injurious  behavior  with  any 
intent  to  die  as  a  result  of  the  behavior.  A  suicide  attempt  may  or  may  not  result  in  injury. 

Suicide  is  highiy  prevaient.  Suicide  presents  a  major  challenge  to  public  health  in  the  United  States  and 
worldwide.  It  contributes  to  premature  death,  morbidity,  lost  productivity,  and  health  care  costs  (U.S. 
Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012;  World  Health 
Organization,  2014).  In  2014  (the  most  recent  year  of  available  death  data),  suicide  was  responsible  for 
42,773  deaths  in  the  U.S.,  which  is  approximately  one  suicide  every  12  minutes  (Centers  for  Disease 
Control  and  Prevention,  2016d).  In  2014,  suicide  ranked  as  the  10th  leading  cause  of  death  and  has  been 
among  the  top  12  leading  causes  of  death  since  1975  in  the  U.S  (Centers  for  Disease  Control  and 
Prevention,  2016d).  Overall  suicide  rates  have  increased  24%  from  1999  to  2014  (Curtin,  Warner,  & 
Hedegaard,  2016).  Suicide  is  a  problem  throughout  the  life  span;  it  is  the  second  leading  cause  of  death 
among  those  aged  10-34  years;  it  is  the  fourth  leading  cause  among  persons  in  their  40s  and  seventh 
among  persons  in  their  50s.  Suicide  rates  vary  by  race/ethnicity  with  the  highest  rates,  across  the 
lifespan,  occurring  among  non-Hispanic  American  Indian/Alaska  Native  (AI/AN)  (rate:  17.8/100,000). 
Among  AI/AN,  young  people  are  disproportionately  at  increased  risk  of  suicide  with  young  males  aged 
25-29  experiencing  the  highest  rates  (rate:  56.9/100,000).  Moreover,  suicide  rates  among  non-Hispanic 
AI/AN  have  increased  by  48.7%  since  1999  (Centers  for  Disease  Control  and  Prevention,  2016d). 

Suicides  reflect  only  a  portion  of  the  problem  (A.E.  Crosby,  Han,  Ortega,  Parks,  &  Gfroerer,  2011). 
Substantially  more  people  are  hospitalized  as  a  result  of  nonfatal  suicidal  behavior  (i.e.  suicide  attempts) 
than  are  fatally  injured,  and  an  even  greater  number  are  either  treated  in  ambulatory  settings  (e.g., 
emergency  departments)  or  not  treated  at  all  (A.E.  Crosby,  Han,  et  al.,  2011).  For  example,  during  2014, 
among  adults  aged  18  years  and  older,  for  every  one  suicide  there  were  9  adults  treated  in  hospital 
emergency  departments  for  self-harm  injuries,  27  who  reported  making  a  suicide  attempt,  and  over  227 
who  reported  seriously  considering  suicide  (i.e.  ideation)  (Ferdon  et  al..  In  press). 

Suicide  is  associated  with  severai  risk  and  protective  factors.  Suicide,  like  other  human  behaviors,  has 
no  single  determining  cause.  Instead,  suicide  occurs  in  response  to  multiple  biological,  psychological, 
interpersonal,  environmental  and  societal  influences  that  interact  with  one  another,  often  over  time. 
The  social-ecological  model-  encompassing  multiple  levels  of  focus  from  the  individual,  relationship, 
community,  and  societal-  is  a  useful  framework  for  viewing  and  understanding  suicide  risk  factors 
identified  in  the  literature  (Dahiberg  &  Krug,  2002).  Risk  and  protective  factors  for  suicide  exist  at  each 
level.  For  example,  risk  factors  include: 

o  Individual  level:  History  of  depression  and  other  mental  illnesses,  hopelessness,  substance 
abuse,  certain  health  conditions,  previous  suicide  attempt,  violence  victimization  and 
perpetration,  and  genetic  and  biological  determinants 
o  Relationship  level:  High  conflict  or  violent  relationships,  sense  of  isolation  and  lack  of  social 
support,  family/loved  one's  history  of  suicide,  financial  and  work  stress 
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o  Community  level:  Inadequate  community  connectedness,  barriers  to  health  care  (e.g.,  lack  of 
access  to  providers  and  medications) 

o  Societal  level:  Availability  of  lethal  means  of  suicide,  unsafe  media  portrayals  of  suicide,  stigma 
associated  with  help-seeking  and  mental  illness  (U.S.  Office  of  the  Surgeon  General  &  National 
Action  Alliance  for  Suicide  Prevention,  2012;  World  Health  Organization,  2014). 

It  is  important  to  recognize  that  the  vast  majority  of  individuals  who  are  depressed  or  who  have  other 
risk  factors  noted,  do  not  die  by  suicide.  Furthermore,  the  relevance  of  each  risk  factor  can  vary  by  age, 
race,  gender,  sexual  orientation,  residential  geography,  and  socio-cultural  and  economic  status  (U.S. 
Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012;  World  Health 
Organization,  2014). 

Protective  factors,  or  those  influences  that  guard  against  the  risk  for  suicide,  can  also  be  found  across 
the  different  levels  of  the  social-ecological  model.  Protective  factors  identified  in  the  literature  include: 
effective  coping  and  problem  solving  skills,  moral  objections  to  suicide,  strong  and  supportive 
relationships  with  partners,  friends,  and  family;  connectedness  to  school,  community  and  other  social 
institutions;  availability  of  quality  and  ongoing  physical  and  mental  health  care,  and  reduced  access  to 
lethal  means  (U.S.  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012; 
World  Health  Organization,  2014).  These  protective  factors  can  either  counter  a  specific  risk  factor  or 
guard  against  a  number  of  risks  associated  with  suicide. 

Suicide  is  connected  to  other  forms  of  violence.  Suicide  and  other  forms  of  violence  often  share  some 
of  the  same  root  causes  (Butchart,  Phinney,  Check,  &  Villaveces,  2004;  Klevens,  Simon,  &  Chen,  2012). 
For  example,  in  neighborhoods  where  there  is  low  social  cohesion,  or  where  residents  don't  support  and 
trust  each  other,  people  are  at  higher  risk  for  suicide  (Desai,  Dausey,  &  Rosenheck,  2005)  as  well  as 
perpetration  of  child  maltreatment  (Coulton,  Crampton,  Irwin,  Spilsbury,  &  Korbin,  2007;  Freisthler, 
Merritt,  &  LaScala,  2006),  teen  dating  violence  (Capaldi,  Knoble,  Shortt,  &  Kim,  2012),  intimate  partner 
violence  (Pinchevsky  &  Wright,  2012),  and  youth  violence  (Sampson,  Morenoff,  &  Gannon-Rowley, 
2002).  Additionally,  a  lack  of  economic  opportunities  and  unemployment  are  associated  with  suicide 
(Luo,  Florence,  Quispe-Agnoli,  Ouyang,  &  Crosby,  2011;  Reeves  et  al.,  2012),  as  well  as  perpetration  of 
child  maltreatment  (D.  Runyan,  Wattam,  Ikeda,  Hassan,  &  Ramiro,  2002),  intimate  partner  violence 
(Heise  &  Garcia-Moreno,  2002;  Pinchevsky  &  Wright,  2012),  sexual  violence  (Centers  for  Disease  Control 
and  Prevention,  2016c)  and  youth  violence  (Wilson,  2011).  Other  shared  risk  factors  for  suicide  and 
violence  occur  at  the  individual  level  and  include  substance  abuse,  mental  health  problems,  witnessing 
violence,  and  a  lack  of  problem-solving  skills  (Centers  for  Disease  Control  and  Prevention,  2016a,  2016c, 
2016e;  U.S.  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012). 

Just  as  risk  factors  may  be  shared  across  suicide  and  violence,  so  too  may  protective  factors  overlap.  For 
example,  connectedness  to  one's  community  (Basile,  Hamburger,  Swahn,  &  Choi,  2013;  Borowsky, 
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Hogan,  &  Ireland,  1997;  Centers  for  Disease  Control  and  Prevention,  2016b;  Coulton  et  al.,  2007; 
Kleiman,  Riskind,  Schaefer,  &  Weingarden,  2012;  Pinchevsky  &  Wright,  2012;  Widome,  Sieving,  Harpin, 
&  Hearst,  2008),  school  (Basile,  Espelage,  Rivers,  McMahon,  &  Simon,  2009;  Capaldi  et  al.,  2012;  Carter, 
McGee,  Taylor,  &  Williams,  2007;  DeGue  et  al.,  2013;  Hong,  Krai,  Espelage,  &  Allen-Meares,  2012;  Losel 
&  Farrington,  2012),  family  (Capaldi  et  al.,  2012;  Centers  for  Disease  Control  and  Prevention,  2016a; 
Elgar,  Craig,  Boyce,  Morgan,  &  Vella-Zarb,  2009;  Maimon,  Browning,  &  Brooks-Gunn,  2010;  Resnick, 
Ireland,  &  Borowsky,  2004),  caring  adults  (Capaldi  et  al.,  2012;  Losel  &  Farrington,  2012;  Maimon  et  al., 
2010),  and  pro-social  peers  (Capaldi  et  al.,  2012;  Losel  &  Farrington,  2012)  enhances  resilience  to  suicide 
and  other  forms  of  violence. 

The  health  and  economic  consequences  of  suicide  are  substantial.  Suicide  and  suicide  attempts  have 
far-reaching  consequences  for  individuals,  families,  and  communities  (Dunne,  McIntosh,  &  Dunne- 
Maxim,  1987;  Mishara,  1995;  National  Action  Alliance  for  Suicide  Prevention:  Suicide  Attempt  Survivors 
Task  Force,  2014;  National  Action  Alliance  for  Suicide  Prevention:  Survivors  of  Suicide  Loss  Task  Force, 
2015).  In  an  early  study,  Crosby  and  Sacks  (2002)  estimated  that  7%  of  the  U.S.  adult  population,  or  13.2 
million  adults,  knew  someone  in  the  prior  12  months  who  had  died  by  suicide.  They  also  estimated  that 
for  each  suicide,  425  adults  were  exposed,  or  knew  about  the  death.  In  a  more  recent  study,  in  one  state, 
Cerel  et.  al  (2016)  found  that  48%  of  the  weighted  survey  population  knew  at  least  one  person  who  died 
by  suicide  in  their  lifetimes.  Research  indicates  that  the  impact  of  knowing  someone  who  died  by  suicide 
and/or  having  lived  experience  (i.e.  having  attempted  suicide  oneself)  is  much  more  extensive  than  injury 
and  death.  People  with  lived  experience  may  suffer  long-term  health  and  mental  health  consequences 
ranging  from  anger,  guilt,  and  physical  impairment,  depending  on  the  means  and  severity  of  the  attempt 
(Chapman  &  Dixon-Gordon,  2007).  Similarly,  survivors  of  a  loved  one's  suicide  may  experience  ongoing 
pain  and  suffering  including  complicated  grief  (Mitchell,  Kim,  Prigerson,  &  Mortimer-Stephens,  2004), 
stigma,  depression,  anxiety,  post-traumatic  stress  disorder,  and  increased  risk  of  suicidal  ideation  and 
suicide  (Julie  Cerel,  McIntosh,  Neimeyer,  Maple,  &  Marshall,  2014;  Sudak,  Maxim,  &  Carpenter,  2008). 
Less  discussed  but  no  less  important,  are  the  financial  and  occupational  effects  for  those  left  behind 
(Florence,  Simon,  Haegerich,  Luo,  &  Zhou,  2015). 

The  economic  toll  of  suicide  is  immense  as  well.  According  to  conservative  estimates,  in  2013,  suicide 
cost  $50.8  billion  in  estimated  lifetime  medical  and  work-loss  costs  (Florence  et  al.,  2015).  By  another 
estimate,  the  total  lifetime  costs  associated  with  nonfatal  injuries  and  deaths  caused  by  self-directed 
violence  in  2013  were  approximately  $93.5  billion  after  adjusting  for  under-reporting  of  suicide 
(Shepard,  Gurewich,  Lwin,  Reed,  &  Silverman,  2016).  The  overwhelming  burden  of  these  costs  results 
from  lost  productivity  over  the  life  course,  with  the  average  cost  per  suicide  being  over  $1.3  million 
(Shepard  et  al.,  2016). 

Suicide  can  be  prevented.  Despite  the  myths  surrounding  suicide,  like  most  public  health  problems, 
suicide  is  preventable  (U.S.  Public  Health  Service,  1999).  And  while  progress  will  continue  to  be  made 
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into  the  future,  evidence  for  nunnerous  programs,  practices,  and  policies  currently  exists,  and  many 
programs  are  ready  to  be  implemented  now.  Just  as  suicide  is  not  caused  by  a  single  factor,  research 
suggests  that  suicide  will  not  be  prevented  by  any  single  intervention  taking  place  in  any  single  setting 
(Silverman  &  Maris,  1995;  U.S.  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide 
Prevention,  2012).  Rather,  suicide  prevention  is  best  achieved  by  a  focus  across  the  individual, 
relationship,  family,  community,  and  societal-levels  and  across  all  sectors,  private  and  public  (e.g., 
business,  public  health,  physical  and  behavioral  healthcare,  justice,  education,  labor)  (National  Action 
Alliance  for  Suicide  Prevention,  2014;  World  Health  Organization,  2014). 

Assessing  the  Evidence 

This  technical  package  includes  programs,  practices,  and  policies  with  evidence  of  impact  on  suicide  or 
risk  or  protective  factors  for  suicide.  To  be  considered  for  inclusion  in  the  technical  package,  the 
program,  practice,  or  policy  selected  had  to  meet  at  least  one  of  these  criteria:  a)  meta-analyses  or 
systematic  reviews  showing  impact  on  suicide;  b)  evidence  from  at  least  one  rigorous  (e.g.,  randomized 
controlled  trial  [RCT]  or  quasi-experimental  design)  evaluation  study  that  found  significant  preventive 
effects  on  suicide;  c)  meta-analyses  or  systematic  reviews  showing  impact  on  risk  or  protective  factors 
for  suicide,  or  d)  evidence  from  at  least  one  rigorous  (e.g.,  RCT  or  quasi-experimental  design)  evaluation 
study  that  found  significant  impacts  on  risk  or  protective  factors  for  suicide.  Finally,  consideration  was 
also  given  to  the  likelihood  of  achieving  beneficial  effects  on  multiple  forms  of  violence;  no  evidence  of 
harmful  effects  on  specific  outcomes  or  with  particular  subgroups;  and  feasibility  of  implementation  in 
a  U.S.  context  if  the  program,  policy,  or  practice  has  been  evaluated  in  another  country. 

Within  this  technical  package,  some  approaches  do  not  yet  have  research  evidence  demonstrating 
impact  on  rates  of  suicide  but  instead  are  supported  by  evidence  indicating  impacts  on  risk  or  protective 
factors  for  suicide  (e.g.,  help-seeking,  stigma  reduction,  depression,  connectedness).  In  terms  of  the 
strength  of  the  evidence,  programs  that  have  demonstrated  effects  on  suicidal  behavior  (e.g.,  reductions 
in  deaths,  attempts)  provide  a  higher-level  of  evidence,  but  the  evidence  base  is  not  that  strong  in  all 
areas.  For  instance,  there  has  been  less  evaluation  of  community  engagement  and  family  programs  on 
suicidal  behavior.  Thus,  approaches  in  this  package  that  have  effects  on  risk  or  protective  factors  reflect 
the  developing  nature  of  the  evidence  base  and  the  use  of  the  best  available  evidence  at  a  given  time. 

It  is  also  important  to  note  that  there  is  often  significant  heterogeneity  among  the  programs,  policies,  or 
practices  that  fall  within  one  approach  or  strategy  area  in  terms  of  the  nature  and  quality  of  the  available 
evidence.  Not  all  programs,  policies,  or  practices  that  utilize  the  same  approach  (e.g.,  gatekeeper 
training)  are  equally  effective,  and  even  those  that  are  effective  may  not  work  across  all  populations. 
Tailoring  programs  and  more  evaluation  may  be  necessary  to  address  different  population  groups.  The 
examples  provided  are  not  intended  to  be  a  comprehensive  list  of  evidence-based  programs,  policies,  or 
practices  for  each  approach,  but  rather  illustrate  models  that  have  been  shown  to  impact  suicide  or  have 
beneficial  effects  on  risk  or  protective  factors  for  suicide.  In  practice,  the  effectiveness  of  the  programs, 
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policies  and  practices  identified  in  this  package  will  be  strongly  dependent  on  the  quality  of  their 
innplementation  and  the  communities  in  which  they  are  implemented.  Implementation  guidance  to 
assist  practitioners,  organizations  and  communities  will  be  developed  separately. 


Context  and  Cross-Cutting  Themes 

The  strategies  and  approaches  that  have  been  included  in  this  technical  package  represent  different 
levels  of  the  social  ecology,  with  efforts  intended  to  impact  the  community  and  societal  levels,  as  well 
individual  and  relationship  levels.  The  strategies  and  approaches  are  intended  to  work  in  combination 
and  reinforce  each  other  to  prevent  suicide  (see  box  below).  The  strategies  are  arranged  in  order  such 
that  those  strategies  hypothesized  to  have  the  greatest  potential  for  broad  public  health  impact  on 
suicide  are  included  first,  followed  by  those  that  might  impact  more  select  populations  {e.g.,  persons 
who  have  already  made  a  suicide  attempt). 


Preventing  Suicide 

strategy 

Approach 

Strengthen  econonnic  supports 

■  Strengthen  household  financial  security 
•  Housing  stabilization  policies 

Strengthen  access  to  mental  health  care 

•  Coverage  of  mental  health  conditions  in  health 
insurance  policies 

Create  protective  environments 

•  Reducing  access  to  lethal  means  among  persons 
at-risk  of  suicide 

•  Organizational  policies  and  culture 

•  Community-based  policies  to  reduce  excessive 
alcohol  use 

Promote  connectedness 

•  Peer  norm  approaches 

•  Community  engagement  activities 

Teach  coping  and  problem-solving  skills 

•  Social-emotional  learning 

•  Parenting  skill  and  family  relationship  approaches 

Identify  and  support  people  at  risk 

•  Gatekeeper  training 

»  Screening  combined  with  care  management 

•  Crisis  intervention 

Intervene  to  lessen  harms  and  prevent 
future  risk 

•  Treatment  for  people  at-risk  of  suicide 

•  T reatment  to  prevent  re-attempts 

•  Postvention 

•  Safe  messaging  following  a  suicide 
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The  example  programs,  policies,  and  practices  have  been  implemented  vwithin  particular  contexts.  The 
social  and  cultural  context  of  communities  is  critically  important  to  take  into  account  when  selecting 
strategies  and  approaches.  Practitioners  in  the  field  may  be  in  the  best  position  to  assess  the  needs  and 
strengths  of  their  communities  and  work  with  community  members  to  make  decisions  about  the 
combination  of  approaches  included  here  that  are  best  suited  to  their  context. 

Suicide  ideation,  attempts,  morbidity  and  mortality  vary  by  gender,  race/ethnicity,  age,  occupation,  and 
other  important  population  characteristics.  Barriers  to  disclosure,  help  seeking,  timely  access  to  quality 
care,  and  ongoing  support  may  also  vary  by  population  and  community  characteristics.  Ideally,  the 
availability  of  multiple  approaches  tailored  to  the  economic,  cultural,  and  environmental  context  of 
individuals  and  communities  are  desirable  as  they  may  increase  the  likelihood  of  removing  barriers  to 
supportive  and  effective  care  and  provide  opportunities  to  develop  individual  and  community  resilience. 
These  culturally  appropriate  approaches  can  then  be  included  in  comprehensive  strategies  to  maximize 
the  public  health  impact  on  reducing  suicide-related  morbidity  and  mortality  among  individuals  and 
within  communities. 

This  package  includes  strategies  where  public  health  agencies  are  well  positioned  to  bring  leadership 
and  resources  to  implementation  efforts.  It  also  includes  strategies  where  public  health  can  serve  as  an 
important  collaborator  (e.g.,  strategies  addressing  community  and  societal  level  risks),  but  where 
leadership  and  commitment  from  other  sectors  such  as  business,  labor  or  health  care  is  critical  to 
implement  a  particular  policy  or  program  (e.g.,  workplace  policies;  screening  combined  with  care 
management).  The  role  of  various  sectors  in  the  implementation  of  a  strategy  or  approach  in  preventing 
suicide  is  described  further  in  the  section  on  Sector  Involvement 

In  the  sections  that  follow,  the  strategies  and  approaches  with  the  best  available  evidence  for  preventing 
suicide  are  described. 
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StrengUien  Economic  Supports 


Rationale 

Studies  from  the  U.S.  examining  historical  trends  indicate  that  suicide  rates  increase  during  economic 
recessions  marked  by  high  unemployment  rates,  job  losses,  and  economic  instability  and  decrease 
during  economic  expansions  and  periods  marked  by  low  unemployment  rates,  particularly  for  working- 
age  individuals  25  to  64  years  old  (Luo  et  al.,  2011;  Fowler  et  al,,  2015).  Economic  and  financial  strain, 
such  as  job  loss,  long  periods  of  unemployment,  reduced  income,  difficulty  covering  medical,  food,  and 
housing  expenses,  and  even  the  anticipation  of  such  financial  stress,  can  directly  increase  an  individual's 
risk  for  suicide  or  indirectly  increase  risk  by  exacerbating  related  physical  and  mental  health  problems; 
buffering  these  risks  can  therefore,  potentially  protect  against  suicide  (Stack  &  Wasserman,  2007).  For 
example,  strengthening  economic  support  systems  can  help  people  stay  in  their  homes  or  obtain 
affordable  housing  while  also  paying  for  necessities  such  as  food  and  medical  care,  job  training,  child 
care,  among  other  expenses  required  for  daily  living.  In  providing  this  support,  stress  and  anxiety  and 
the  potential  for  a  crisis  situation  may  be  reduced,  thereby  preventing  suicide. 


Approaches 

Economic  supports  for  individuals  and  families  can  be  strengthened  by  targeting  household  financial 

security  and  ensuring  stability  in  housing  during  periods  of  economic  stress. 

•  Strengthening  household  financial  security  can  potentially  buffer  the  risk  of  suicide  by  providing 
individuals  with  the  financial  means  to  lessen  the  stress  and  hardship  associated  with  a  job  loss 
or  other  unanticipated  financial  problems.  The  provision  of  unemployment  benefits  and  other 
forms  of  temporary  assistance,  livable  wages,  medical  benefits,  and  retirement  and  disability 
insurance  to  help  cover  the  cost  of  necessities  or  to  offset  costs  in  the  event  of  disability,  are 
examples  of  ways  to  strengthen  household  financial  security. 

•  Housing  stabilization  policies  aim  to  keep  people  in  their  homes  and  provide  housing  options  for 
those  in  need  during  times  of  financial  insecurity.  This  may  occur  through  programs  that  provide 
affordable  housing  such  as  through  government  subsidies  or  through  other  options  available  to 
potential  homebuyers  such  as  loan  modification  programs,  move-out  planning,  or  financial 
counseling  services  that  help  minimize  the  risk  or  impact  of  foreclosures  and  eviction. 

Potential  Outcomes 

•  Reductions  in  suicide  rates 

•  Reductions  in  foreclosure  rates 

•  Reductions  in  eviction  rates 

•  Reductions  in  emotional  distress 
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Evidence 

There  is  evidence  suggesting  that  strengthening  household  financial  security  and  stabilizing  housing  can 

reduce  suicide  risk. 

•  Strengthen  household  financial  security.  An  examination  of  variations  in  U.S.  unemployment 
benefit  programs  across  states  demonstrated  that  the  impact  of  unemployment  on  suicide  was 
offset  in  those  states  that  provided  greater  than  average  unemployment  benefits  (Cylus, 
Glymour,  &  Avendano,  2014).  Another  U.S.  study  examining  the  link  between  unemployment 
and  suicide  risk  using  monthly  suicide  data,  length  of  unemployment,  and  job  losses  found  that 
the  duration  of  unemployment,  as  opposed  to  just  the  loss  of  Job,  predicted  suicide  risk  (Classen 
&  Dunn,  2012).  Together,  these  results  suggest  that  not  only  should  state  unemployment  benefit 
programs  be  generous  in  their  financial  allocations,  but  also  in  their  duration. 

Other  measures  to  strengthen  household  financial  security  (e.g.,  transfer  payments  related  to 
retirement  and  disability  insurance,  unemployment  insurance  compensation,  medical  benefits, 
and  other  forms  of  family  assistance)  have  also  shown  an  impact  on  suicide.  A  study  by  Flavin 
and  Radcliff  (2009)  examined  the  impact  of  states'  per  capita  spending  on  transfer  payments, 
medical  benefits,  and  family  assistance  (Temporary  Assistance  to  Needy  Families  -  TANF)  and 
total  state  spending  on  suicide  rates  between  1990-2000,  controlling  for  a  number  of  suicide  risk 
factors  (e.g.,  residential  mobility,  divorce  rate,  unemployment  rate)  at  the  state  level.  As  per 
capita  spending  on  total  transfer  payments,  medical  benefits,  and  family  assistance  increased 
there  was  an  associated  decrease  in  state  suicide  rates.  Moreover,  it  wasn't  spending  in  general 
that  was  associated  with  the  reduction  but  spending  on  these  types  of  assistance.  In  terms  of 
lives  saved.  Flavin  &  Radcliff  calculated  the  cost  of  reducing  a  state's  suicide  rate  by  a  full  point 
for  the  years  studied.  At  the  national  level,  they  estimated  that  3,000  fewer  suicides  would  occur 
per  year  nationwide  if  every  state  increased  its  per  capita  spending  on  these  types  of  assistance 
by  $45  per  year  (Flavin  &  Radcliff,  2009).  Although  this  was  a  correlational  study,  the  results 
demonstrate  the  potential  benefits  of  policies  that  reach  particularly  vulnerable  individuals 
during  periods  of  great  need  and  increased  risk  for  suicide.  More  evaluation  studies  are  needed 
to  further  understand  the  outcomes  impacted  by  programs  such  as  these. 

•  Housing  stabilization  policies.  The  National  Neighborhood  Stabilization  Program  was  designed  to 
help  neighborhoods  suffering  from  high  rates  of  foreclosure  and  abandonment  by  slowing  the 
deterioration  of  the  neighborhoods  and  providing  affordable  housing  options  for  low,  moderate, 
and  middle-income  homebuyers.  This  program  also  offers  financial  assistance  to  eligible 
individuals  for  the  purchase  of  a  new  home.  Although  this  program  has  not  been  rigorously 
evaluated  for  its  impact  on  suicide  outcomes,  it  addresses  foreclosure  and  eviction,  which  are 
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risk  factors  for  suicide.  A  longitudinal  analysis  of  annual  data  on  suicides  and  foreclosures 
demonstrated  that  as  the  proportion  of  foreclosed  properties  increased  in  U.S.  states,  so  did  the 
state  suicide  rate,  particularly  among  working-aged  adults  (Houle  &  Light,  2014}.  Another  study 
of  data  from  16  U.S.  states  participating  in  the  National  Violent  Death  Reporting  System  found 
that  suicides  precipitated  by  home  foreclosures  and  evictions  increased  more  than  100%  from 
2005  (before  the  housing  crisis  began)  to  2010  (after  it  had  peaked;  Fowler,  Gladden,  Vagi, 
Barnes,  and  Frazier  (2015)).  Most  of  these  suicides  occurred  prior  to  the  actual  loss  of  the 
decedent's  home.  These  findings  suggest  that  integrating  suicide  prevention  resources, 
messaging,  and  referrals  into  financial,  foreclosure,  and  move-out  planning  and  counseling 
services  may  help  to  prevent  suicide. 
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StrengUien  Access  to  Mental  Health  Care 

Rationale 

While  most  people  with  mental  health  problems  do  not  attempt  or  die  by  suicide  {Olfson,  Gerhard, 
Huang,  Crystal,  &  Stroup,  2015;  Owens,  2002),  and  the  level  of  risk  conferred  by  different  types  of  mental 
illness  varies  (Arsenault-Lapierre,  Kim,  &  Turecki,  2004;  E,  C.  Harris  &  Barraclough,  1997;  Tyrer,  Reed,  & 
Crawford,  2015),  previous  research  indicates  that  mental  illness  is  an  important  risk  factor  for  suicide  (E. 
C.  Harris  &  Barraclough,  1998;  World  Health  Organization,  2014).  Studies  suggest  that  up  to  90%  of 
people  who  die  by  suicide  may  have  had  a  mental  illness  or  substance  abuse  problems  at  the  time  of 
their  deaths  (Arsenault-Lapierre  et  al.,  2004;  Cavanagh,  Carson,  Sharpe,  &  Lawrie,  2003;  Isometsa,  2001), 
State-level  suicide  rates  have  also  been  found  to  be  correlated  with  general  mental  health  measures 
such  as  depression  (Lang,  2013;  Mark,  Shern,  Bagalman,  &  Cao,  2007).  Findings  from  the  National 
Comorbidity  Survey  indicate  that  relatively  few  people  in  the  U.S.  with  mental  health  disorders  receive 
treatment  for  those  conditions  (Kessler  et  al.,  2005).  Lack  of  access  to  mental  health  care  is  one  of  the 
contributing  factors  related  to  the  underuse  of  mental  health  services  (Cunningham,  2009).  Identifying 
ways  to  improve  access  to  timely,  affordable,  and  quality  mental  health  care  for  people  in  need  is  a 
critical  component  to  suicide  prevention  (World  Health  Organization,  2014),  Apart  from  the  treatment 
benefits,  it  can  also  serve  to  normalize  help-seeking  behavior  and  increase  the  use  of  such  services. 

Approaches 

One  approach  to  strengthening  access  to  mental  health  care  is  through  the  provision  of  mental  health 
coverage  in  health  insurance  policies. 

•  Coverage  of  mental  health  conditions  in  health  insurance  policies.  Federal  and  state  laws 
include  provisions  for  equal  coverage  of  mental  health  services  in  health  insurance  plans  that  is 
on  par  with  coverage  for  other  health  concerns  (i.e.,  mental  health  parity).  Benefits  and  services 
covered  include  such  things  as  the  number  of  visits,  co-pays,  deductibles,  inpatient/outpatient 
services,  prescription  drugs,  and  hospitalizations.  If  a  state  has  a  stronger  mental  health  parity 
taw  than  the  federal  parity  taw,  then  insurance  plans  regulated  by  the  state  must  follow  the 
state  parity  law.  If  a  state  has  a  weaker  parity  law  than  the  federal  parity  law  (e,g,,  includes 
coverage  for  some  mental  health  conditions  but  not  others),  then  the  federal  parity  law  will 
replace  the  state  law.  Equal  coverage  does  not  necessarily  imply  good  coverage  as  health 
insurance  plans  vary  in  the  extent  to  which  benefits  and  services  are  offered  to  address  various 
health  conditions.  Rather  it  helps  to  ensure  that  mental  health  services  are  covered  on  par  with 
other  health  concerns. 


Potential  Outcomes 

•  Increases  in  utilization  of  mental  health  services 
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•  Reductions  in  symptoms  of  mental  illnesses 

•  Reductions  in  rates  of  suicide  attempts 

•  Reductions  in  rates  of  suicide 

Evidence 

There  is  evidence  suggesting  that  coverage  of  mental  health  conditions  in  health  insurance  policies  can 

reduce  risk  factors  associated  with  suicide  and  may  directly  impact  suicide  rates. 

•  Coverage  of  mental  health  conditions  in  health  insurance  policies.  The  National  Survey  of  Drug 
Use  and  Health  is  a  nationally  representative  survey  of  the  U.S.  population  that  provides  data 
on  substance  use,  mental  health  conditions,  and  services  utilization.  Using  data  from  this  survey, 
K.  M.  Harris,  Carpenter,  and  Bao  (2006)  found  that  12  months  after  states  enacted  mental  health 
parity  laws,  self-reported  use  of  mental  healthcare  services  significantly  increased.  Moreover, 
subsequent  research  by  Lang  (2013)  examined  state  mental  health  laws  and  suicide  rates 
between  1990  and  2004  and  found  that  mental  health  parity  laws,  specifically,  were  associated 
with  an  approximate  5%  reduction  in  suicide  rates.  This  reduction,  in  the  29  states  with  parity 
laws,  equated  to  the  prevention  of  592  suicides  per  year.  Lang  et  al.  (2013)  estimated  the  cost 
of  saving  a  life  through  such  mandates  as  mental  health  parity  by  comparing  the  loss  in  wages 
attributable  to  the  policy,  via  increased  premiums,  to  the  number  of  lives  saved.  Based  on  these 
calculations,  the  cost  of  saving  one  life  was  between  $1-3-3. 1  million  per  suicide  prevented. 
However,  this  calculation  did  not  take  into  account  the  saving  associated  with  improved  mental 
health  among  non-suicidal  individuals,  increases  in  productivity,  or  quality  of  life  associated  with 
increased  mental  health  care.  As  such,  this  figure  is  considered  the  upper  bounds  on  costs 
incurred  and  should  be  interpreted  with  caution  (Lang,  2013). 
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Create  Protective  Environments 


Rationale 

Prevention  efforts  that  focus  not  only  on  individual  behavior  change  (e.g.,  help-seeking,  treatment 
interventions)  but  on  changes  to  the  environment  can  increase  the  likelihood  of  positive  behavioral  and 
health  outcomes  (Haddon,  1980).  Creating  environments  that  address  risk  and  protective  factors  where 
individuals  live,  work,  and  play,  can  help  prevent  suicide  (Dahiberg  &  Krug,  2002;  U.S.  Office  of  the 
Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012).  For  example,  rates  of  suicide 
and  suicide  attempts  are  elevated  in  certain  occupational  groups  (Han  et  al.,  2016;  McIntosh  et  al.,  2016), 
therefore,  changes  to  the  organizational  culture  in  these  occupations,  by  way  of  implementation  of 
supportive  policies  or  even  physical  modifications  to  the  workplace  environment,  can  change  social 
norms,  encourage  help-seeking,  and  demonstrate  that  good  health  and  mental  health  are  valued  and 
that  stigma  and  other  risk  factors  for  suicide  are  not  (K.  L  Knox  et  al.,  2010;  National  Action  Alliance  for 
Suicide  Prevention  Workplace  Task  Force,  2015).  Similarly,  modifying  the  characteristics  of  the 
environment  to  prevent  harmful  behavior  such  as  access  to  lethal  means  can  reduce  suicide  rates, 
particularly  in  times  of  crisis  (Beautrais,  Gibb,  Fergusson,  Norwood,  &  Larkin,  2009;  A.E.  Crosby,  Espitia- 
Hardeman,  Ortega,  &  Lozano,  2013;  Kaplan  et  al.,  2013;  Miller,  Warren,  Hemenway,  &  Azrael,  2015;  C. 
W.  Runyan  et  al.,  2016). 


Approaches 

The  current  evidence  suggests  three  potential  approaches  for  creating  environments  that  protect  against 
suicide. 


•  Reducing  access  to  lethal  means  among  persons  at-risk  of  suicide.  Means  of  suicide  such  as 
firearms,  hanging/suffocation,  or  jumping  from  heights  provide  little  opportunity  for  rescue  and, 
as  such,  have  high  case  fatality  rates  (e.g.,  about  85%  of  people  who  use  a  firearm  in  a  suicide 
attempt  will  die  from  the  injury).  Research  also  indicates  that  1)  the  interval  between  thinking 
about  and  attempting  suicide  can  be  as  short  as  5  or  10  minutes  (Deisenhammer  et  al.,  2009; 
Simon  et  al.,  2001)  and  2)  that  people  tend  not  to  substitute  a  different  method  when  a  highly 
lethal  method  is  unavailable  or  difficult  to  access  (Hawton,  2007;  Yip  et  al.,  2012).  Therefore, 
increasing  the  time  interval  between  the  thought  and  the  suicide  attempt,  for  example,  by 
making  it  more  difficult  to  access  lethal  means,  can  be  lifesaving.  The  following  are  examples  of 
approaches  reducing  access  to  lethal  means  for  persons  at-risk  of  suicide: 

o  Intervening  at  Suicide  Hotspots,  Suicide  hotspots,  or  places  where  suicides  may  take  place 
relatively  easily,  include  tall  structures  (e.g.,  bridges  and  cliffs),  railway  tracks,  and 
isolated  locations  such  as  parks.  Efforts  to  prevent  suicide  at  these  locations  include 
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erecting  barriers  to  prevent  jumping  and  installing  signs  and  telephones  to  encourage 
individuals  who  are  considering  suicide,  to  seek  help  (Cox  et  al.,  2013), 

o  Safe  Storage  Practices.  Safe  storage  of  medications,  firearms,  and  other  household 
products  can  reduce  the  risk  for  suicide  by  separating  individuals  who  may  be  vulnerable 
and/or  impulsive  from  easy  access  to  lethal  means.  Such  practices  may  include  education 
and  counseling  around  storing  firearms-locked  in  a  secure  place  (e.g.,  in  a  gun  safe  or 
lock  box),  unloaded  and  separate  from  the  ammunition--and  keeping  medicines  in  a 
locked  cabinet  or  other  secure  location  away  from  people  who  may  be  at  risk  or  who  have 
made  prior  attempts  (Rowhani-Rahbar,  Simonetti,  &  Rivara,  2016;  C.  W.  Runyan  et  al., 
2016). 

•  Organizational  policies  and  culture  that  promote  protective  environments  may  be 
implemented  in  places  of  employment.  Such  policies  and  cultural  values  may  promote  prosocial 
behavior  {e.g.,  asking  for  help),  skill  building,  changing  social  norms,  referral  and  access  to 
helping  services  (e.g.  mental  health,  substance  abuse  treatment,  financial  counseling),  and 
encourage  leadership  support  from  the  top  down.  Such  policies  and  cultural  shifts  can  positively 
impact  organizational  climate  and  morale  and  help  prevent  suicide  and  its  related  risk  factors 
(e.g.  depression,  social  isolation)  (National  Action  Alliance  for  Suicide  Prevention  Workplace 
Task  Force,  2015). 

•  Community-based  policies  to  reduce  excessive  alcohol  use.  Research  studies  in  the  United 
States  have  found  that  greater  alcohol  availability  is  positively  associated  with  alcohol-involved 
suicides  (Escobedo  &  Ortiz,  2002;  Giesbrecht  et  al.,  2015).  Policies  to  reduce  excessive  alcohol 
use  broadly  include  zoning  to  limit  alcohol  outlet  locations  and  density,  taxes  on  alcohol,  and 
bans  on  the  sale  of  alcohol  for  individuals  under  the  legal  drinking  age.  These  policies  are 
important  because  acute  alcohol  use  has  been  found  to  be  associated  with  more  than  one-third 
of  suicides  and  approximately  40%  of  suicide  attempts  (Cherpitel,  Borges,  &  Wilcox,  2004). 

Potential  Outcomes 

•  Increases  in  safe  storage  of  means 

•  Reductions  in  suicide  attempts 

•  Reductions  in  suicide  deaths 

•  Increases  in  help-seeking 

•  Reductions  in  alcohol-related  suicide  deaths 
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Evidence 

The  evidence  for  the  effectiveness  of  preventing  suicide  by  reducing  access  to  lethal  means  and 
otherwise  establishing  protective  environments  for  individuals  at  risk  of  suicide  is  strong,  particularly 
compared  to  existing  evidence  for  other  prevention  strategies  (Zalsman  et  al.,  2016). 

•  Reducing  access  to  lethal  means  among  persons  at-risk  of  suicide.  A  meta-analysis  examining 
the  impact  of  suicide  hotspot  interventions  implemented  in  combination  or  in  isolation,  both  in 
the  U.S.  and  abroad,  found  associated  reduced  rates  of  suicide  (Cox  et  al.,  2013;  Pirkis  et  al,, 
2015).  For  example,  after  erecting  a  barrier  on  the  Jacques-Cartier  bridge  in  Canada,  the  suicide 
rate  from  jumping  from  the  bridge  decreased  from  about  10  suicide  deaths  per  year  to  about  3 
deaths  per  year  (Perron,  Burrows,  Fournier,  Perron,  &  Ouellet,  2013).  Moreover,  the  reduction 
in  suicides  by  Jumping  was  sustained  even  when  all  bridges  and  nearby  jumping  sites  were 
considered,  suggesting  little  to  no  displacement  of  suicides  to  other  jumping  sites  (Perron  et  al., 
2013).  Further  evidence  for  the  effectiveness  of  bridge  barriers  was  demonstrated  by  a  study 
examining  the  impact  of  the  removal  of  safety  barriers  from  the  Grafton  Bridge  in  Auckland, 
New  Zealand.  After  removal  of  the  barrier,  both  the  number  and  rate  of  suicide  increased 
fivefold  (Beautrais,  2001;  Beautrais  et  al.,  2009). 

Another  form  of  means  reduction  involves  implementation  of  so/e  storage  practices.  In  a  case- 
control  study  of  firearm-related  events  identified  from  37  counties  in  Washington,  Oregon,  and 
Missouri,  and  from  5  trauma  centers,  Grossman  et  al.  (2005)  found  that  storing  firearms 
unloaded,  separate  from  ammunition,  in  a  locked  place  or  secured  with  a  safety  device  was 
protective  of  suicide  attempts  among  adolescents.  Further,  a  recent  systematic  review  of  clinic 
and  community-based  education  and  counseling  interventions  suggested  that  the  provision  of 
safety  devices  significantly  increased  safe  firearm  storage  practices  compared  to  counseling 
alone  or  compared  to  the  provision  of  economic  incentives  to  acquire  safety  devices  on  one's 
own  (Rowhani-Rahbar  et  al.,  2016). 

Another  program.  The  Emergency  Department  Counseling  on  Access  to  Lethal  Means  (ED  CALM), 
trained  psychiatric  emergency  clinicians  in  a  large  children's  hospital  to  provide  lethal  means 
counseling  and  safe  storage  boxes  to  parents  of  patients  underage  18  receiving  care  for  suicidal 
behavior.  In  a  pre-post  quality  improvement  project,  Runyan  et  al  (2016)  found  that  at  post-test 
76%  (of  the  55%  of  parents  followed  up,  n=114)  reported  that  all  medications  in  the  home  were 
locked  up  as  compared  to  fewer  than  10%  at  the  time  of  the  initial  emergency  department  visit. 
Among  parents  who  indicated  the  presence  of  guns  in  the  home  at  pre-test  (i.e.  67%),  all  (100%) 
reported  guns  were  currently  locked  up  at  post-test  (C.  W.  Runyan  et  al.,  2016). 


•  Organizational  policies  and  culture.  Together  for  Life  is  a  workplace  program  of  the  Montreal 
Police  Force  implemented  to  address  suicide  among  officers.  Policy  and  program  components 
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were  designed  to  foster  an  organizational  culture  that  pronnoted  mutual  support  and  solidarity 
among  all  members  of  the  Force.  The  program  included  training  of  supervisors,  managers  and 
all  units  to  improve  competencies  in  identifying  suicidal  risk  and  to  improve  use  and  awareness 
of  existing  resources.  The  program  also  included  an  education  campaign  to  improve  awareness 
and  help-seeking  (Mishara  &  Martin,  2012).  Police  suicides  were  tracked  over  12  years  and 
compared  to  rates  in  the  control  city  of  Quebec,  The  suicide  rate  in  the  intervention  group 
decreased  significantly  by  78.9%  to  a  rate  of  6.4  suicides  per  100,000  population  per  year 
compared  to  an  11%  increase  in  the  control  city  (29.0  per  100,000)  (Mishara  &  Martin,  2012), 

Another  example  of  this  approach  is  the  United  States  Air  Force  Suicide  Prevention  Program 
(AFSPP).  AFSPP  included  11  policy  and  education  initiatives  and  was  designed  to  change  the 
culture  of  the  Air  Force  surrounding  suicide.  The  program  uses  leaders  as  role  models  and  agents 
of  change,  establishes  expectations  for  behavior  related  to  awareness  of  suicide  risk,  develops 
population  skills  and  knowledge  (i.e.,  education  and  training),  and  investigates  every  suicide 
(i.e.,  outcomes  measurement).  The  program  represents  a  fundamental  shift  from  viewing 
suicide  and  mental  illness  solely  as  medical  problem  and  instead  sees  them  as  larger  service¬ 
wide  problems  impacting  the  whole  community  (K.  L.  Knox,  Litts,  Talcott,  Feig,  &  Caine,  2003). 
Using  a  time-series  design  to  examine  the  impact  of  the  AFSPP  program  on  various  violence- 
related  outcomes,  researchers  found  that  the  program  was  associated  with  a  33%  relative  risk 
reduction  in  suicide  (K.  L.  Knox  et  ak,  2003).The  program  was  also  associated  with  relative  risk 
reductions  in  related  outcomes  including  moderate  and  severe  family  violence  (30%  and  54%, 
respectively),  homicide  (51%),  and  accidental  death  (18%)  (K.  L.  Knox  et  al.,  2003).  A  longitudinal 
assessment  of  the  program  over  the  period  1981  to  2008  (16  years  before  the  1997  launch  of 
the  program  and  11  years  post-launch)  found  significantly  lower  rates  of  suicide  after  the 
program  was  launched  than  before  (K.  L.  Knox  et  al.,  2010).  These  effects  were  sustained  over 
time,  except  in  2004,  which  the  authors  found  was  associated  with  less  rigorous  implementation 
in  that  year  than  in  the  other  years  (K.  L.  Knox  et  al.,  2010). 


•  Comm  unity- based  policies  to  reduce  excessive  alcohol  use.  While  multiple  policies  to  limit 
excessive  use  of  alcohol  exist,  several  studies  on  alcohol  outlet  density,  specifically,  suggest  that 
measures  to  reduce  alcohol  outlet  density  can  potentially  reduce  alcohol-involved  suicides. 
Additionally,  a  longitudinal  analysis  of  alcohol  outlet  density,  suicide  mortality,  and 
hospitalizations  for  suicide  attempts  over  6  years  in  581  California  zip  codes  indicated  that  the 
density  of  bars,  specifically,  is  related  to  suicide  and  suicide  attempts,  particularly  in  rural  areas 
(Johnson,  Gruenewald,  &  Remer,  2009). 
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Promote  Connectedness 


Rationale 

Sociologist,  Emile  Durkheim  theorized  in  1897  that  weak  social  bonds,  i.e.  lack  of  connectedness,  are 
among  the  chief  causes  for  suicidality  (Durkheim,  1897/1951).  Connectedness  is  the  degree  to  which  an 
individual  or  group  of  individuals  are  sociallv  close,  interrelated,  or  share  resources  with  others  (Centers 
for  Disease  Control  and  Prevention,  2009).  Social  connections  can  be  formed  within  and  between 
multiple  levels  of  the  social  ecologv  (Dahiberg  &  Krug,  2002),  for  instance  between  individuals  (e.g.  peers, 
neighbors,  co-workers),  families,  schools,  neighborhoods,  workplace,  faith  communities,  cultural  groups, 
and  society  as  a  whole.  Related  to  connectedness,  social  capital  refers  to  a  sense  of  trust  in  one's 
community  and  neighborhood,  social  integration,  and  also  the  availability  and  participation  in  social 
organizations  (Beyer,  Layde,  Hamberger,  &  Laud,  2015;  Muennig,  Cohen,  Palmer,  &  Zhu,  2013).  Many 
ecological  cross-sectional  and  longitudinal  studies  have  examined  the  impact  of  aspects  of  social  capital 
on  depression  symptoms,  depressive  disorder,  mental  health  more  generally,  and  suicide.  While  the 
evidence  is  limited,  existing  studies  suggest  the  pattern  is  towards  a  positive  association  between  social 
capital  measured  by  social  trust,  community/  neighborhood  engagement,  and  improved  mental  health. 
Connectedness  and  social  capital  together  can  serve  to  protect  against  suicidal  behaviors  by  decreasing 
isolation,  encouraging  adaptive  coping  behaviors,  increasing  belongingness,  personal  value  and  worth 
all  of  which  helps  individuals  to  build  resilience  in  the  face  of  adversity.  Connectedness  can  also  provide 
individuals  with  better  access  to  formal  supports  and  resources,  mobilize  communities  to  meet  the 
needs  of  its  members  and  provide  collective  primary  prevention  activities  to  the  community  as  a  whole 
(Centers  for  Disease  Control  and  Prevention,  2009). 

Approaches 

Promoting  connectedness  among  individuals  and  within  communities  through  modeling  peer  norms  and 
enhancing  community  engagement  can  protect  against  suicide, 

•  Peer  norm  approaches  seek  to  normalize  protective  factors  for  suicide  such  as  help-seeking, 
reaching  out  and  talking  to  trusted  adults,  and  promote  peer  connectedness.  These  approaches 
typically  target  youth  and  are  delivered  in  school  settings  but  can  also  be  implemented  in 
community  settings. 
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•  Community  engagement  activities.  Community  engagement  is  an  aspect  of  social  capital. 
Community  engagement  approaches  may  involve  residents  participating  in  a  range  of  activities, 
including  religious  activities,  community  clean-up  and  greening  activities,  and  physical  exercise. 
These  activities  provide  opportunities  for  residents  to  become  more  involved  in  the  community 
and  to  connect  with  other  community  members,  organizations,  and  resources,  resulting  in 
enhanced  overall  physical  health,  reduced  stress,  and  decreased  depressive  symptoms,  thereby 
reducing  risk  of  suicide, 

Potential  Outcomes 

•  Reductions  in  maladaptive  coping  attitudes  and  behaviors 

•  Increases  in  healthy  coping  attitudes  and  behaviors 

•  Increases  in  referrals  for  youth  in  distressed 

•  Increases  help-seeking  behaviors 

•  Increases  in  positive  perceptions  of  adult  support 

Evidence 

Current  evidence  suggests  that  peer  norm  approaches  and  community  engagement  can  reduce  risk 

factors  associated  with  suicidal  behaviors. 

•  Peer  norm  approaches.  Evaluations  show  that  programs  such  as  Sources  of  Strength  can 
improve  school  norms  and  beliefs  about  suicide  that  are  created  and  disseminated  by  student 
peers.  In  a  randomized  controlled  trial  of  Sources  of  Strength  conducted  with  18  high-schools  (6 
metropolitan,  12  rural),  Wyman  et  al.  (2010)  found  that  the  program  improved  adaptive  norms 
regarding  suicide  among  peer  leaders,  connectedness  to  adults,  and  school  engagement.  Peer 
leaders  were  also  more  likely  than  controls  to  refer  a  suicidal  friend  to  an  adult.  For  students, 
the  program  resulted  in  increased  perceptions  of  adult  support  for  suicidal  youths,  particularly 
among  those  with  a  history  of  suicidal  ideation,  and  the  acceptability  of  help-seeking  behaviors. 
Finally,  trained  peer  leaders  also  reported  a  greater  decrease  in  maladaptive  coping  attitudes 
compared  with  untrained  leaders  {Wyman  et  al.,  2010).  More  evaluation  research  is  needed  to 
examine  whether  these  improvements  in  factors  that  protect  against  suicidal  behavior  translate 
into  reduced  suicidal  behavior  and  suicide. 

•  Community  engagement  activities.  A  vacant  lot  greening  initiative  was  undertaken  in 
Philadelphia  between  1999  and  2008.  Local  residents  and  community  members  worked  together 
to  green  4,436  lots  (or  7.8  million  square  feet)  in  4  areas  of  the  city.  Researchers  found  significant 
reductions  in  community  residents'  self-reported  level  of  stress,  which  is  a  risk  factor  for  suicide, 
and  engagement  in  more  physical  exercise,  a  protective  factor  for  suicide,  than  residents  in 
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control  vacant  lot  areas.  Other  benefits  included  reductions  in  firearnn  assaults  and  vandalism 
(Branas  et  al.,  2011). 


Teach  Coping  and  Problem-Solving  Skills 

Rationale 

Building  life  skills  prepares  individuals  to  successfully  tackle  every  day  challenges  and  adapt  to  stress  and 
adversity.  Life  skills  encompasses  many  concepts,  but  most  often  include  coping  and  problem-solving 
skills,  conflict  resolution,  and  critical  thinking.  Life  skills  are  important  in  shielding  individuals  from 
suicidal  behaviors  (World  Health  Organization,  2014).  Suicide  prevention  programs  that  focus  on  life  and 
social  skills  training  are  drawn  from  social  cognitive  theories  (Bandura,  1986),  surmising  that  suicidal 
behavior  is  attributed  to  either  direct  learning,  modeling,  or  environmental  and  individual  (e.g. 
hopelessness)  characteristics.  The  literature  linking  life  skills  and  suicide  is  robust.  The  inability  to  employ 
adequate  strategies  to  cope  with  immediate  stressors  or  identify  and  find  solutions  for  problems  has 
been  characterized  among  suicide  attempters  (Pollock  &  Williams,  2004).  Treatments  that  include 
bolstering  skills  (Goldsmith,  Pellmar,  Kleinman,  &  Bunney,  2002)and  include  problem-solving  techniques 
(Ghahramanlou-Holloway,  Bhar,  Brown,  Olsen,  &  Beck,  2012;  Townsend  et  al.,  2001}  appear  to  reduce 
suicidal  ideation  and  attempts  more  effectively.  Prevention  programs  focused  on  teaching  these  skills 
target  youth,  parents  and  families  and  have  been  used  with  both  universal  and  at-risk  populations.  While 
many  do  not  target  suicidal  behaviors  directly,  these  programs  strive  to  train  youth  and  parents  in 
important  life  skills  to  offset  the  underlying  vulnerabilities  that  contribute  to  engaging  in  high-risk 
behaviors  early  in  life. 


Approaches 

Current  evidence  provides  support  for  the  following  two  approaches: 

•  Social  emotional  learning  programs  focus  on  developing  and  strengthening  communication  and 
problem-solving  skills,  emotion  regulation,  conflict  resolution,  help  seeking  and  coping  skills. 
These  approaches  address  a  range  of  risk  and  protective  factors  for  suicidal  behavior.  They 
provide  children  and  youth  with  skills  to  resolve  problems  in  relationships,  school,  and  with 
peers,  and  help  youth  to  address  other  negative  influences  (e.g.,  substance  use)  associated  with 
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suicide.  These  approaches  are  typically  delivered  to  all  students  in  a  particular  grade  or  school, 
although  some  programs  also  focus  on  groups  of  students  considered  to  be  at  high  risk  for 
suicide.  Opportunities  to  practice  and  reinforce  skills  are  an  important  part  of  programs  that  work 
(Herman,  Borden,  Reinke,  &  Webster-Stratton,  2011). 
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•  Parenting  skill  and  family  relationship  programs  are  designed  to  strengthen  parenting  skills, 
enhance  positive  parent-child  interactions,  and  improve  children's  behavioral  and  emotional 
skills  and  abilities.  Several  parenting  and  family  relationship  programs  have  been  shown  in 
rigorous  evaluations  to  improve  resilience  and  reduce  risk  factors  for  various  behaviors,  including 
ones  closely  related  to  suicide,  such  as  depression,  internalizing  behaviors,  and  substance  abuse 
(M.  S.  Knox,  Burkhart,  &  Hunter,  2010). 


Potential  Outcomes 

•  Reductions  in  suicide  attempts  and  suicide  ideation 

•  Improvements  in  knowledge  of  risk  and  protective  factors  associated  with  suicide 

•  Reductions  in  suicide  risk  behaviors  (i.e.,  depression,  anxiety,  conduct  problems,  substance  abuse) 

•  Improvements  in  help-seeking  behavior 

•  Improvements  in  social  competence  and  emotional  regulation  skills 

•  Improvements  in  problem-solving  and  conflict  management  skills 


Evidence 

There  are  several  programs  with  evidence  that  support  teaching  social,  emotional  and  parenting  skills  to 
reduce  suicidal  behaviors  and  associated  risk  factors. 

•  Social  emotional  learning  programs.  The  Youth  Aware  of  Mental  Health  Program  (YAM)  is  a 
program  developed  for  teenagers  that  uses  interactive  dialogue  and  role-playing  to  teach 
adolescents  about  the  risk  and  protective  factors  associated  with  suicide  (including 
knowledge  about  depression  and  anxiety)  and  enhances  their  problem-solving  skills  for 
dealing  with  adverse  life  events,  stress,  school  and  other  problems.  The  program  includes  3 
hours  of  role-play  sessions  and  interactive  workshops  combined  with  a  booklet  that  students 
can  keep,  educational  posters  displayed  in  classroom,  and  interactive  lectures  about  mental 
health  at  the  beginning  and  end  of  the  program  (Wasserman  et  al.,  2014).  In  a  cluster- 
randomized  controlled  trial  of  YAM  conducted  across  10  European  Union  countries  and  168 
schools,  students  aged  14-16  participating  in  the  YAM  program  were  significantly  less  likely 
to  attempt  suicide  and  have  severe  suicidal  ideation  at  the  12-month  follow-up  compared  to 
the  control  group  which  did  not  participate  in  an  intervention.  Overall,  the  relative  risk  of 
youth  suicide  attempts  among  the  YAM  group  was  reduced  by  over  50%demonstrating  that 
out  of  1000  students,  five  attempted  suicide  in  the  YAM  group  compared  to  11  in  the  control 
group.  Additionally,  related  to  severe  suicide  ideation,  in  the  YAM  group  absolute  risk  fell  by 
0.50%  and  relative  risk  fell  by  49.6%  (Wasserman  et  al.,  2014). 
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Signs  of  Suicide  (SOS)  is  another  school-based  prevention  program  for  students  aged  13-17. 
The  program  includes  guided  classroom  discussions  about  suicide  and  depression.  As  part  of 
the  program,  students  are  screened  for  depression  and  suicide  risk  and  referred  for 
professional  help  as  indicated.  The  program  is  designed  to  increase  knowledge  about  suicide 
and  risk  factors  associated  with  suicidal  behavior  as  well  as  improve  and  normalize  help¬ 
seeking  behavior  (Schilling,  Aseltine,  &  James,  2016),  In  a  randomized  controlled  trial,  SOS 
was  shown  to  reduce  self-reported  suicide  attempts  at  3-months  post  intervention  among 
participating  students  compared  to  control  students.  The  SOS  program  also  increased 
students'  knowledge  of  how  to  get  help  for  themselves  or  friends  for  depression  and/or 
suicidal  thoughts,  and  favorable  attitudes  toward  help-seeking.  SOS  participants  with  a 
lifetime  history  of  suicide  attempt  were  also  less  likely  to  report  planning  a  suicide  in  the  3 
months  following  the  program  compared  to  lower-risk  participants  (Schilling  et  al.,  2016). 

Finally,  the  Good  Behavior  Game  (G8G)  is  a  classroom-based  program  for  elementary  school 
children  aged  6-10.  The  program  uses  a  team-based  behavior  management  strategy  that 
promotes  good  behavior  by  setting  clear  expectations  for  good  behavior  and  consequences 
for  maladaptive  behavior.  The  goal  of  the  GBG  is  to  create  an  integrated  classroom  social 
system  that  is  supportive  of  all  children  being  able  to  learn  with  little  aggressive  or  disruptive 
behavior  (Wilcox  et  al.,  2008).  Two  cohorts  of  youths  participated  in  the  program  in  1985-85 
and  1986-86  school  years  when  they  were  in  the  first  and  second  grades.  A  number  of 
proximal  and  distal  outcomes  were  assessed  among  the  two  cohorts  over  time.  With  respect 
to  distal  suicide-related  outcomes,  an  outcome  evaluation  of  the  GBG  indicated  that 
individuals  in  the  first  cohort  who  were  assigned  to  participate  in  GBG  when  they  were  in  the 
first  grade  reported  half  the  adjusted  odds  of  suicidal  ideation  and  suicide  attempts  when 
assessed  approximately  15  years  later,  between  the  ages  of  19  to  21,  compared  to  peers  who 
had  been  in  a  standard  classroom  setting.  The  beneficial  effect  of  the  program  was  consistent 
for  suicidal  ideation  regardless  of  whether  baseline  covariates  were  included.  The  GBG  effect 
on  attempts  was  less  robust  in  some  adjusted  models  including  caregiver  mental  health.  In 
the  second  cohort  of  GBG  students,  neither  suicidal  ideation  nor  suicide  attempts  were 
significantly  different  between  GBG  and  the  control  interventions  (Wilcox  et  al.,  2008).  The 
authors  surmise  this  finding  likely  arose  due  to  the  lack  of  implementation  fidelity  and 
pointed  to  the  need  for  GBG  to  be  delivered  with  precision,  consistency,  and  teacher  support, 
GBG  was  also  found  to  be  associated  with  reduced  risk  of  later  substance  abuse,  a  risk  factor 
for  suicide  (Kellam  et  al.,  2008), 


•  Parenting  skill  and  family  relationship  programs.  Parenting  and  family  skills  training 
approaches  have  shown  promising  impacts  in  preventing  key  risk  factors  associated  with 
suicide.  For  example,  the  Incredible  Years  (lY)  is  a  comprehensive  group  training  program  for 
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parents,  teachers  and  children  designed  to  reduce  conduct  and  substance  abuse  problems, 
two  important  suicide  risk  factors,  in  youth  by  improving  protective  factors  such  as  responsive 
and  positive  parent-teacher-child  interactions  and  relationships,  emotion  self-regulation  and 
social  competence  (all  protective  factors  for  suicide)  (Herman  et  ak,  2011).  The  program 
includes  9-  20  sessions  offered  in  community-based  settings  (e.g.,  religious,  recreation 
centers,  mental  health  treatment  centers,  and  hospitals).  Several  studies  have  demonstrated 
the  effect  of  the  lY  program  on  reducing  internalizing  symptoms,  such  as  anxiety  and 
depression,  and  child  conduct  problems  (C.  H.  Webster-Stratton,  Reid,  &  Beauchaine,  2011; 
Webster-Stratton,  Jamila  Reid,  &  Stoolmiller,  2008).  The  program  is  also  associated  with 
improved  problem-solving  and  conflict  management;  these  skills  were  maintained  at  1-year 
follow-up  (Reid,  Webster-Stratton,  &  Hammond,  2003;  C.  Webster-Stratton  &  Hammond, 
1997;  C.  Webster-Stratton,  Reid,  &  Hammond,  2001).  The  program  demonstrated  greater 
benefits  as  the  dosage  of  the  intervention  increased  (Herman  et  al.,  2011). 

Additionally,  Strengthening  Families  10-14  is  a  program  that  involves  sessions  between 
parents,  youth,  and  family  with  the  goal  of  improving  parents'  skills  for  disciplining,  managing 
emotions  and  conflict,  and  communicating  with  their  children;  promoting  youths' 
interpersonal  and  problem-solving  skills;  and  creating  family  activities  to  build  cohesion  and 
positive  parent-child  interactions.  The  premise  of  the  program  is  that  developing  these  skills 
for  both  parents  and  children  will  reduce  internalizing  behavior  and  adolescent  substance 
abuse,  two  important  risk  factors  for  suicide  (Spoth,  Guyll,  &  Day,  2002).  Strengthening 
Families  has  been  shown  to  significantly  decrease  externalizing  behaviors,  such  as  aggression, 
alcohol  use,  and  drug  use  among  youth  participants,  as  well  as  reductions  in  depression, 
alcohol  use,  and  drug  use  among  participating  families  (Spoth  et  al.,  2002). 
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Identiiy  and  Support  People  At-Risk 

Rationale 

In  order  to  decrease  suicide,  attention  to  people  at  increased  risk,  for  example  people  with  prior  suicide 
attempts,  is  necessary,  as  these  individuals  tend  to  experience  suicidal  behavior  at  higher  than  average 
rates.  These  vulnerable  or  disadvantaged  populations  include,  but  are  not  limited  to,  individuals  with 
lower  socio-economic  status  or  who  are  living  with  a  mental  health  problem;  people  who  have 
attempted  suicide  previously;  individuals  who  are  institutionalized,  have  been  victims  of  violence,  or  are 
homeless;  and  members  of  certain  racial  and  ethnic  minority  groups.  Supportingthese  vulnerable  groups 
requires  proactive  case  finding  along  with  access  to,  and  retention  in,  mental  health  services.  Finding 
effective  ways  of  identifying  at-risk  or  vulnerable  groups,  customizing  services  to  make  them  accessible 
and  engaged  in  care  remain  key  challenges.  For  example,  simply  improving  services  does  not  guarantee 
that  those  services  will  be  used  by  those  most  in  need  of  them,  nor  will  it  necessarily  increase  the  number 
of  people  who  follow  treatments  that  are  recommended.  People  who  are  disadvantaged  face  social  and 
economic  issues  that  may  adversely  affect  their  ability  to  respond  to  the  treatments  or  advice  that  are 
offered. 


Approaches 

The  following  three  approaches  focus  on  identifying  and  supporting  people  at  increased  risk. 

•  Gatekeeper  training  is  designed  to  train  teachers,  coaches,  providers  and  others  in  the 
community  to  identify  people  who  may  be  at  risk  of  suicide  and  to  respond  effectively,  including 
facilitating  treatment  seeking  and  support  services.  Gatekeeper  training  is  typically  implemented 
in  schools  to  identify  at-risk  youth  and  within  health  care  settings  to  identify  adults  (and  youth), 

•  Screening  combined  with  care  management  and  overall  continuity  of  care  has  been  used  in 
primary  care  and  behavioral  health  care  settings  to  assure  that  people  who  may  be  at  high-risk 
of  suicide  are  identified  and  receive  ongoing  treatment  as  needed,  particularly  after  inpatient 
discharge  and  other  transitions  within  the  healthcare  system  so  they  don't  'slip  through  the 
cracks'.  These  approaches  typically  employ  screening  for  depression  and/or  suicide  combined 
with  collaborative  treatment  planning  between  patients  and  their  providers  and  patient  follow¬ 
up. 


•  Crisis  intervention.  These  approaches  provide  support  and  referral  services,  typically  by 
connecting  a  person  in  crisis  (or  a  friend  or  family  member  of  someone  at-risk)  to  trained 
volunteers  or  professional  staff  via  telephone  hotline,  online  chat,  or  text  messaging.  Crisis 
intervention  approaches  are  intended  to  impact  key  risk  factors  for  suicide,  including  feelings  of 
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depression,  hopelessness,  and  subsequent  mental  health  care  utilization.  Like  means  reduction, 
crisis  interventions  can  put  space  or  time  between  an  individual  who  may  be  considering  suicide 
and  harmful  behavior. 


Potential  Outcomes 

•  Reductions  in  suicide  attempts 

•  Reductions  in  suicide  deaths 

•  Increases  in  identification  of  individuals  at-risk  for  suicidal  behavior 

•  Increases  in  at-risk  individuals  in  treatment 

•  Increases  in  community  members  trained  to  identify  at-risk  individuals 

•  Increases  in  referrals  for  health  care 


Evidence 

Identifying  people  at  risk  of  suicide  can  positively  impact  both  suicide  risk  factors  as  well  as  suicide 
mortality,  however  sustained  implementation  of  programs  and  practices  appears  critical.  Among  people 
who  identify  tfremse/ves  through  calls  to  suicide  hotlines,  preliminary  evidence  finds  reductions  in  suicide 
risk  factors. 


•  Gatekeeper  training.  One  example  of  gatekeeper  training  is  the  Mental  Health  First  Aid  (MHFA) 
program.  This  program  is  designed  for  the  lay  public  and  consists  of  three  weekly  sessions  of 
three  hours  each.  Participants  learn  the  symptoms  of  people  in  mental  health  crises  and/or  in 
the  early  stages  of  mental  health  problems  (i.e.,  those  experiencing  suicidal  thoughts  and 
behavior,  acute  stress  reaction,  panic  attacks  and  acute  psychotic  behavior,  and  depression, 
anxiety,  and  psychotic  disorders),  possible  risk  factors,  and  where  and  how  to  get  effective  help 
(Kitchener  &  Jorm,  2004).  In  a  randomized  controlled  trial  of  301  participants  of  MHFA,  the 
intervention  group,  compared  to  the  wait-listed  control  group,  reported  at  5  months  follow-up, 
significantly  greater  feelings  of  confidence  in  helping  someone  (74.5%  vs.  57.4%,  p<.001),  greater 
likelihood  of  encouraging  people  to  seek  professional  help  (29.4%  vs.  16.8%,  p<.007),  improved 
agreement  with  health  professionals  about  treatments  (p<.036),  and  decreased  stigmatizing 
attitudes  towards  mental  illness  {p<.02).  Additionally,  the  intervention  resulted  in  improved 
overall  mental  health  of  the  participants  themselves  (p<.035).  However,  the  percent  who 
provided  some  or  a  lot  of  help  did  not  differ  between  groups  (Kitchener  &  Jorm,  2004).  Additional 
research  rigorously  evaluating  MHFA  for  its  impact  on  intervention  recipients'  suicidal  behavior 
is  needed  (Kitchener  &  Jorm,  2006), 
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Gatekeeper  training  has  also  been  a  prinnary  part  of  all  Garret  Lee  Smith  (GLS)  Suicide  Prevention 
Program  which  is  in  place  in  49  states  and  48  tribes.  A  multi-site  evaluation  assessed  the  impact 
of  community  gatekeeper  training  on  suicide  attempts  and  deaths  by  comparing  the  change  in 
suicide  rates  and  nonfatal  suicidal  behavior  among  young  people  aged  10-24  in  counties 
implementing  GLS  trainings,  with  the  trajectory  observed  in  similar  counties  that  did  not 
implement  these  trainings.  Counties  that  implemented  6/.S  trainings  had  significantly  lower 
youth  suicide  rates  one  year  following  the  training  implementation  (Walrath,  Garraza,  Reid, 
Goldston,  &  McKeon,  2015).  This  finding  equates  to  a  decrease  of  1  suicide  death  per  100,000 
among  youth  ages  10  to  24,  or  the  prevention  of  approximately  237  deaths  in  the  age  group, 
between  2007  and  2010.  Counties  implementing  GLS  program  activities,  including  gatekeeper 
training,  also  had  significantly  lower  suicide  attempt  rates  among  youth  ages  16  to  23  in  the  year 
following  implementation  of  the  GLS  program  than  did  similar  counties  that  did  not  implement 
GLS  activities  (4.9  fewer  attempts  per  1000  youths;  (Godoy  Garraza,  Walrath,  Goldston,  Reid,  & 
McKeon,  2015)).  More  than  79,000  suicide  attempts  may  have  been  prevented  during  the  period 
examined,  following  implementation  of  the  GLS  program. 

•  Screening  combined  with  care  management  and  overall  continuity  of  care.  The  Henry  Ford 
healthcare  system  is  a  large  health  maintenance  organization  (HMO)  in  the  state  of  Michigan. 
Henry  Ford's  Perfect  Depression  Care  program  was  the  pre-cursor  to  what  is  now  called  Zero 
Suicide,  and  its  overall  goal  was  to  eliminate  suicide  among  its  members.  More  broadly,  the  aim 
was  to  redesign  delivery  of  depression  care  to  achieve  "breakthrough  improvement"  in  quality 
and  safety  by  focusing  on  six  aims:  effectiveness,  safety,  patient  centeredness,  timeliness, 
efficiency,  and  equity  among  patients.  The  program  screened  and  assessed  each  patient  for 
suicide  risk  and  implemented  coordinated  continuous  follow-up  care  system  wide  (C.  E.  Coffey, 
2006).  An  examination  of  the  impact  of  the  program  found  that  there  was  a  dramatic  and 
statistically  significant  decrease  in  the  rate  of  suicide  between  the  baseline  years,  1999  and  2000, 
prior  to  the  intervention  to  the  intervention  years,  2002-2009.  During  this  time  period,  the 
suicide  rate  fell  by  82%  (C.  E,  Coffey,  2006;  C.  E.  Coffey,  Coffey,  &  Ahmedani,  2013).  Further, 
among  HMO  members  who  received  mental  health  specialty  services,  the  suicide  rate  decreased 
from  110.3/100,000  in  1999  to  47.6/100,000  in  2010  (p<.04)  with  a  mean  of  36.2/100,000  over 
the  time  period.  Additionally,  for  those  HMO  members  who  accessed  only  general  medical 
services  as  opposed  to  specialty  mental  health  services,  the  suicide  rate  increased,  from 
2.7/100,000  to  5.6/100,000  (p<.01).  Similarly,  in  the  state  of  Michigan,  rates  of  suicide  in  the 
general  population  increased  over  the  period  from  9.8/100,000  to  12.5/100,000  (p<.001)  (M. 
Coffey,  Coffey,  &  Ahmedani,  2015). 

•  Crisis  intervention.  Suicide  prevention  hotlines  are  one  way  to  provide  crisis  intervention.  In  an 
evaluation  of  the  effectiveness  of  the  National  Suicide  Prevention  Lifeline  (NSPL)  to  prevent 
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suicide,  1,085  suicidal  individuals  who  called  the  hotline  completed  a  standard  risk  assessment 
for  suicide,  and  380  of  those  completed  a  follow-up  assessment  between  1  and  52  days 
(mean=13.5  days}  after  the  initial  assessment.  Researchers  found  that  over  half  of  the  initial 
sample  were  seriously  considering  suicide  when  they  called,  and  they  had  a  plan  for  their  suicide. 
Researchers  also  found  that  among  follow-up  participants,  there  was  a  significant  decrease  in 
psychological  pain  (F=52.8,  p<.001),  hopelessness  (F=47.8,  p<.001)  and  intent  to  die  {F=7.57, 
p<,01}  between  initiation  of  the  call  (time  1}  to  follow-up  (time  3).  Between  time  2  (end  of  the 
call)  to  time  3,  the  effect  remained  for  psychological  pain  (F=14.1,  p<,001)  and  hopelessness 
(F=17.03,  p<.001)  but  was  not  significant  for  intent  to  die.  (Gould,  Kalafat,  Harrismunfakh,  & 
Kleinman,  2007). 

In  another  study,  this  time  employing  a  randomized  controlled  trial,  Gould,  Cross,  Pisani, 
Munfakh,  and  Kleinman  (2013)  assessed  the  impact  of  the  Applied  Suicide  Intervention  Skills 
Training  (ASIST),  a  widely  implemented  training  program  that  helps  hotline  counselors, 
emergency  workers,  and  other  gatekeepers  to  identify  and  connect  with  suicidal  individuals, 
understand  their  reasoning  for  living  and  dying,  and  assist  with  safely  connecting  those  in  need 
to  available  resources.  The  training  was  evaluated  across  the  NSPL  network  of  hotlines  over  the 
period  2008-2009.  Using  data  from  1,410  suicidal  individuals  who  called  17  Lifeline  centers, 
researchers  found  that  compared  to  callers  who  spoke  to  counselors  that  received  the  usual  care 
training,  individuals  who  spoke  with  counselors  without  training  in  ASIST  were  significantly  more 
likely  to  feel  depressed  (OR=1.31  (1.01,  1.71)),  suicidal  {OR=1.74  (1.39,  2.18)),  more 
overwhelmed  (OR=1.46  (1.18,  1.82),  and  less  hopeful  (1.35  (1.04,  1.77))  by  the  end  of  their  call 
to  the  hotline  compared  to  those  with  training  in  ASIST.  Counselors  trained  in  ASIST  were  also 
more  skilled  at  keeping  callers  on  the  phone  longer  and  establishing  a  connection  with  them. 
Flowever,  training  in  ASIST  did  not  result  in  more  comprehensive  suicide  risk  assessments  than 
usual  care  training  (Gould  et  al.,  2013). 
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Intei'vene  to  Lessen  Harms  and  Prevent  Future  Risk 


Rationale 

Individuals  who  have  experienced  mental  health  challenges,  suicidal  ideation,  who  have  made  suicide 
attempts  or  engaged  in  non-suicidal  self-injury  are  at  Increased  risk  of  suicide  (U.S.  Office  of  the  Surgeon 
General  &  National  Action  Alliance  forSuicide  Prevention,  2012).  Risk  of  suicide  can  also  increase  among 
those  who  have  lost  a  friend,  family  member,  co-worker,  or  other  acquaintance  to  suicide  (Pitman, 
Osborn,  King,  &  Erlangsen,  2014).  Exposure  to  sensationalized  or  uninformed  reporting  regarding  on 
suicide  may  heighten  the  risk  of  suicide  among  vulnerable  individuals  and  can  inadvertently  contribute 
to  suicide  contagion  (Etzersdorfer  &  Sonneck,  1998;  Niederkrotenthaler  &  Sonneck,  2007). 

Approaches 

The  four  approaches  included  here  to  lesson  harms  and  reduce  future  risk  of  suicide  among  those  at 
increased  risk  focus  on  providing  appropriate  mental  healthcare,  continuity  of  care,  caring  for  the 
bereaved,  and  providing  safe  messaging  around  suicide. 

•  Treatment  for  people  at-risk  of  suicide  typically  includes  various  forms  of  psychotherapy 
delivered  by  licensed  providers  to  help  individuals  with  mental  health  problems  and  other  risk 
factors  for  suicide  with  problem-solving,  impulsivity  and  emotion  regulation.  Treatment  usually 
takes  place  in  a  one  on  one  or  group  format  between  patients  and  clinicians  in  mental  healthcare 
settings  and  can  vary  in  duration  from  several  weeks  to  ongoing  therapy  for  years  in  some  cases. 

•  Treatment  to  preventre-attempts.  These  approaches  typically  include  follow-up  contact  and  use 
diverse  modalities  (e.g.,  home  visits,  mail,  telephone,  e-mail)  to  engage  recent  suicide  attempt 
survivors  in  continued  treatment  to  prevent  re-attempts.  Treatment  may  focus  on  improved 
coping  skills,  mindfulness,  and  other  emotional  regulation  skills,  and  may  include  case 
management  home  visits  to  increase  adherence  to  treatment  and  continuity  of  care;  and  one- 
on-one  interpersonal  therapy  and/or  group  therapy.  Approaches  that  engage  and  connect 
attempters  to  peers  and  providers  are  especially  important  because  many  attempters  do  not 
present  to  aftercare;  12%-25%  reattempt  within  a  year,  and  3%-9%  of  attempt  survivors  die  by 
suicide  within  1  to  5  years  of  their  initial  attempt  (Inagaki  et  al.,  2015) 

•  Postvention  approaches  are  implemented  after  a  suicide  has  taken  place  and  may  include 
debriefing  sessions,  counseling,  and/or  bereavement  support  groups  for  surviving  friends  and 
family  members/loved  ones.  These  programs  have  not  typically  been  evaluated  for  their  impact 
on  suicide  or  suicidal  behavior  but  may  reduce  survivors'  guilt,  feelings  of  depression,  and 
complicated  grief  (Szumilas  &  Kutcher,  2011). 
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•  Safe  messaging  following  a  suicide.  The  manner  in  which  information  on  a  recent  suicide  is 
communicated  to  the  public  (e.g.  school  assemblies,  mass  media,  social  media)  can  heighten  the 
risk  of  suicide  among  vulnerable  individuals  and  can  inadvertently  contribute  to  suicide 
contagion.  Therefore,  responsible  and  safe  reporting  may  help  prevent  suicide  and  suicide 
contagion. 

Potential  Outcomes 

•  Reductions  in  mental  health-related  sequelae 

•  Increases  in  connectedness 

•  Improvements  in  coping  skills 

•  Improvements  in  messaging  following  suicide 

•  Reductions  in  re-attempts 

•  Reductions  in  contagion  effects  related  to  suicide 


Evidence 

The  evidence  addressing  strategies  to  lesson  harm  and  prevent  future  risk  of  suicide  includes  the 
evaluation  of  effects  of  specific  approaches  on  risk  and  protective  factors  as  well  as  suicide-related 
mortality.  However,  because  the  evaluation  of  suicide-related  mortality  requires  large  sample  sizes  and 
extended  follow-up,  much  of  the  evidence  in  this  area  primarily  focuses  on  risk  and  protective  factors. 


•  Treatment  for  people  at-risk  of  suicide.  There  are  a  number  of  treatments  with  evidence  of 
impact  on  risk  and  protective  factors  for  suicide.  One  example  is  the  Improving  Mood  -  Promoting 
Access  to  Collaborative  Treatment  (IMPACT)  program.  IMPACT  aims  to  prevent  suicide  among 
older  primary  care  patients  by  reducing  suicide  ideation  and  depression  in  primary  care  settings. 
It  facilitates  the  development  of  a  therapeutic  alliance,  a  personalized  treatment  plan  that 
includes  patient  preferences,  as  well  as  proactive  follow-up  (biweekly  during  an  acute  phase  and 
monthly  during  continuation  phase)  by  a  depression  care  manager  (Hunkeler  et  al.,  2006).  The 
program  has  been  shown  to  significantly  improve  quality  of  life,  and  to  reduce  functional 
impairment,  depression  and  suicidal  ideation  over  24-months  of  follow-up  (Hunkeler  etal.,  2006; 
Unutzer  et  al.,  2006)  relative  to  patients  who  received  care  as  usual. 

Another  example  is  Collaborative  Assessment  and  Management  of  Suicidality  (CAMS),  which  is  a 
therapeutic  approach  for  suicide-specific  assessment  and  treatment  of  patient's  suicide  risk.  This 
flexible  approach  can  be  used  across  treatment  settings  and  clinician  theoretical  orientations  and 
involves  the  clinician  and  patient  working  together  in  an  interactive  assessment  process  to 
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develop  patient-specific  treatnnent  plans.  CAM5  sessions  are  collaborative  and  involve  constant 
patient  input  about  what  is  and  is  not  working  with  the  ultimate  goal  of  enhancing  the 
therapeutic  alliance  and  increasing  treatment  motivation  in  the  suicidal  patient.  CAMS  been 
tested  and  supported  in  6  correlational  studies  (Jobes,  2012),  in  a  variety  of  inpatient  and 
outpatient  settings  and  in  one  RCT  with  several  additional  RCTs  under  way.  CAMS  has  been 
associated  with  significant  improvements  in  suicidal  ideation,  overall  symptom  distress,  and 
feelings  of  hopelessness  at  12  month  follow-up  among  a  community-based  sample  of  suicidal 
outpatients.  (Comtois  et  al.,  2011). 

Other  examples  include  Dialectical  Behavioral  Therapy  (DBT)  and  Attachment-Based  Family 
Therapy  (ABFT).  DBT\s  a  multicomponent  therapy  for  individuals  at  high  risk  for  suicide  and  who 
may  struggle  with  impulsivity  and  emotional  regulation.  The  components  of  DBT  include 
individual  therapy,  group  skills  training,  between-session  telephone  coaching  and  a  therapist 
consultation  team.  In  a  randomized  controlled  trial  of  women  with  recent  suicidal  or  self- 
injurious  behavior,  those  receiving  DBT  were  half  as  likely  to  make  a  suicide  attempt  at  two-year 
follow-up  than  women  receiving  community  treatment  (23%  vs  46%),  required  less 
hospitalization  for  suicide  ideation,  and  had  lower  medical  risk  across  all  suicide  attempts  and 
self-injurious  acts  combined  (Linehan  et  al.,  2006). 

ABFT  is  a  program  for  adolescents  aged  12-18  and  is  designed  to  treat  clinically  diagnosed  major 
depressive  disorder,  eliminate  suicidal  ideation,  and  reduce  dispositional  anxiety  (Diamond  et  al., 
2010).  A  randomized  controlled  trial  of  ABFT  found  that  suicidal  adolescents  assigned  to  ABFT 
experienced  significantly  greater  improvement  in  suicidal  ideation  over  24  weeks  of  follow-up 
than  did  adolescents  assigned  to  enhanced  usual  care.  Additionally,  a  significantly  higher 
percentage  of  ABFT  participants  reported  no  suicidal  ideation  in  the  week  prior  to  assessment  at 
12  weeks  than  did  adolescents  receiving  enhanced  usual  care  (69.2%  vs.  34.6%)  and  at  24  weeks 
(82.1%  vs.  46.2%)  (Diamond  et  al.,  2010). 

•  Treatment  to  prevent  re-attempts.  Several  strategies  that  aim  to  prevent  re-attempts  have 
demonstrated  impact  on  reducing  suicidal  behavior.  For  example.  Emergency  Department  Brief 
Intervention  with  Follow-up  Visits  is  a  program  that  involves  a  one-hour  discharge  information 
session  that  addresses  suicidal  behavior,  distress,  risk  and  protective  factors,  alternatives  to 
suicidal  behavior,  and  referral  options,  combined  with  nine  follow-up  contacts  over  18  months 
(at  1,  2,  4,  7,  11  weeks  and  4,  6,  12,  18  months).  Follow-up  contacts  are  either  conducted  by 
phone  or  through  home  visits  according  to  a  specific  time  line  for  up  to  18-months.  A  randomized 
controlled  trial  that  enrolled  suicide  attempters  from  eight  hospital  emergency  departments  in 
five  culturally  different  countries  (Brazil,  India,  Sri  Lanka,  Iran,  and  China)  found  that  a  brief 
intervention  combined  with  9  follow-up  visits  over  18-months  was  associated  with  significantly 


34 


fewer  deaths  from  suicide  relative  to  a  treatment-as-usual  group  (0.2%  versus  2.2%,  respectively) 
(Fleischmann  et  al.,  2008). 


Another  example  of  treatment  to  prevent  re-attempts  involves  active  follow-up  contact 
approaches  such  as  postcards,  letters,  and  telephone  calls  intended  to  increase  a  patient's  sense 
of  connectedness  with  health  care  providers  and  decrease  isolation.  These  approaches  include 
expression  of  care  and  support  and  typically  invite  patients  to  reconnect  with  their  provider. 
Contacts  are  made  periodically  (e.g.,  monthly  or  every  few  months  in  the  first  12  months  post¬ 
discharge  with  some  programs  continuing  contact  for  two  or  more  years).  In  a  meta-analysis 
conducted  by  Inagaki  et  al.  (2015),  interventions  to  prevent  repeat  suicidal  behavior  in  patients 
admitted  to  an  emergency  department  for  suicide  attempt  were  found  to  reduce  reattempts  by 
approximately  17%  for  up  to  12  months  post-discharge;  however,  the  effects  of  these 
approaches  over  periods  of  time  longer  than  one  year  on  reattempts  has  not  yet  been 
demonstrated.  Also,  because  the  number  of  trials  and  associated  sample  sizes  included  in  this 
meta-analysis  were  small,  it  was  not  possible  to  determine  the  effect  of  active  contact  and  follow¬ 
up  approaches  on  death  by  suicide.  In  a  randomized  controlled  trial  of  the  post-crisis  suicide 
prevention  long-term  follow-up  contact  approach.  Motto  and  Bostrom  (2001)  found  that 
patients  who  refused  ongoing  care  but  who  were  randomized  to  be  contacted  by  letter  four  times 
per  year  had  a  lower  rate  of  suicide  over  two  years  of  follow-up  than  did  patients  in  the  control 
group  who  received  no  further  contact.  Other  studies  have  also  shown  post-crisis  letters  and 
coping  cards  to  be  protective  against  suicide  ideation  and  attempts  (Hassanian-Moghaddam, 
Sarjami,  Kolahi,  &  Carter,  2011;  Wang  et  al.,  2016). 

Finally,  Cognitive  Behavior  Therapy  for  Suicide  Prevention  (CBT-SP)  is  an  example  of  a  therapeutic 
approach  to  prevent  re-attempts.  It  uses  a  risk-reduction,  relapse  prevention  approach  that 
includes  an  analysis  of  proximal  risk  factors  and  stressors  (e.g.,  relationship  problems,  school  or 
work-related  difficulties)  leading  up  to  and  followingthe  suicidal  event;  safety  plan  development; 
skill  building;  and  psychoeducation.  CBT-SP  also  has  family  skill  modules  focused  on  family 
support  and  communication  patterns  as  well  as  improving  the  family's  problem  solving  skills.  A 
randomized  controlled  trial  of  CBT-SP  found  that  10-session  outpatient  cognitive  therapy 
designed  to  prevent  repeat  suicide  attempts  resulted  in  a  50%  reduction  in  the  likelihood  of  a 
suicide  reattempt  among  adults  who  had  been  admitted  to  an  emergency  department  for  a 
suicide  attempt  relative  to  treatment  as  usual  (Brown  et  al.,  2005). 


•  Postvention  programs  are  implemented  with  the  goal  of  providing  support  to  survivors  of  others' 
suicide  to  reduce  their  own  risk  of  suicide.  One  example  of  a  postvention  program,  StandBy 
Response  Service  (StandBy),  provides  clients  with  face-to-face  outreach  and  telephone  support 
through  a  professional  crisis  response  team.  Site  coordinators  develop  customized  case 
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management  plans,  referring  clients  to  other  existing  community  services  matched  to  their  needs 
(Visser,  Comans,  &  Scuffham,  2014).  In  a  study  by  Visser  et  al.  (2014),  StandBy  clients  were 
significantly  less  likely  to  be  at  high  risk  for  suicidality  than  a  suicide  bereaved  comparison  group 
who  had  not  had  contact  with  the  StandBy  program  (48%  and  64%  respectively).  Additionally, 
research  suggests  that  active  postvention  approaches  in  which  outreach  to  suicide  survivors 
occurs  at  the  scene  of  a  suicide  is  associated  with  intake  into  treatment  sooner,  greater 
attendance  at  support  group  meetings,  and  attendance  at  more  meetings  compared  to  passive 
postvention  (versus  passive  approaches  where  survivors  self-refer  for  services)  (J.  Cerel  & 
Campbell,  2008). 

•  Safe  messaging  following  a  suicide.  Safe  messaging  after  a  suicide  can  help  assure  that  reporting  of 
the  event  is  done  in  such  a  way  to  reduce  risk  to  consumers  of  news  media  and  other  messaging 
who  may  be  particularly  vulnerable.  One  way  to  ensure  safe  messaging  following  a  suicide  is  to 
encourage  that  reporters  adhere  to  Recommendations  for  Reporting  on  Suicide 
{http://www.reportingonsuicide.org).  Reports  that  are  both  inclusive  of  suicide  prevention 
messages,  stories  of  hope  and  resilience,  risk  and  protective  factors,  and  links  to  helping 
resources  (e.g.,  hotline)  and  that  avoid  sensationalizing  events  or  reducing  suicide  to  one  cause 
can  help  reduce  the  likelihood  of  suicide  contagion.  The  most  compelling  evidence  supporting 
the  effect  of  recommendations  for  reporting  on  suicide  on  reduction  in  suicides  comes  from 
Austria.  After  a  sharp  increase  in  suicides  on  the  Viennese  subway,  media  guidelines  were 
introduced  and  an  interrupted  time  series  design  was  used  to  evaluate  the  national  impact  of  the 
guidelines  on  subsequent  suicides.  Changes  in  the  quality  and  quantity  of  media  reporting 
resulted  in  a  nationwide  significant  reduction  of  81  suicides  annually  (Niederkrotenthaler  & 
Sonneck,  2007).  Finally,  research  suggests  that  not  only  does  reporting  on  suicide  in  a  negative 
way  (e.g.,  reporting  on  suicide  myths  and  repetition)  have  harmful  effects  on  suicide,  but 
reporting  on  positive  coping  skills  in  the  face  of  adversity  can  also  demonstrate  protective  effects 
against  suicide  (Niederkrotenthaler  et  al.,  2010).  Reports  of  individual  suicidal  ideation  not 
accompanied  by  reports  of  suicide  or  suicide  attempts,  along  with  reports  describing  a  "mastery" 
of  a  crisis  situation  where  adversities  were  overcome,  associated  with  significant  decreases  in 
suicide  rates  in  the  time  period  immediately  following  such  reports  (Niederkrotenthaler  et  al., 
2010). 
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Sector  Involvement 


Public  health  can  play  an  innportant  and  unique  role  in  addressing  suicide.  Public  health  agencies,  which 
typically  place  prevention  at  the  forefront  of  efforts  and  work  to  create  broad  population-level  impact, 
can  bring  critical  leadership  and  resources  to  bear  on  this  problem.  For  example,  these  agencies  can 
serve  as  a  convener,  bringing  together  partners  and  stakeholders  to  plan,  prioritize,  and  coordinate 
suicide  prevention  efforts.  Public  health  agencies  are  also  well  positioned  to  collect  and  disseminate 
data,  implement  preventive  measures,  evaluate  programs,  and  track  progress.  Although  public  health 
can  play  a  leadership  role  in  preventing  suicide,  the  strategies  and  approaches  outlined  in  this  technical 
package  cannot  be  accomplished  by  the  public  health  sector  alone.  As  noted  in  the  National  Strategy  to 
Prevent  Suicide,  the  integration  and  coordination  of  prevention  activities  across  sectors  and  settings  is 
critical  for  expanding  the  reach  and  impact  of  suicide  prevention  efforts. 

Other  sectors  vital  to  implementing  this  package  include,  but  are  not  limited  to,  education,  government 
(local,  state,  and  federal),  social  services,  health  services,  business,  labor,  justice,  housing,  media,  and 
organizations  that  comprise  the  civil  society  sector  such  as  faith-based  organizations,  youth-serving 
organizations,  foundations,  and  other  non-governmental  organizations.  Collectively,  these  sectors  can 
make  a  difference  in  preventing  suicide  by  impacting  the  various  contexts  and  underlying  risks  that 
contribute  to  suicide. 

The  strategies  and  approaches  described  in  this  technical  package  are  summarized  in  Appendix  A  along 
with  the  relevant  sectors  that  are  well  positioned  to  lead  implementation  efforts.  For  example,  business 
and  labor,  health  care  insurers  and  providers,  and  government  entities  are  in  the  best  position  to 
implement  programs  and  policies  that  Strengthen  Economic  Supports  and  Access  to  Mental  Health  Care. 
These  types  of  supports  go  beyond  individual  behavior  change  and  require  commitment  and  support 
from  those  sectors  that  can  directly  address  some  of  the  underlying  risks  and  the  environmental  contexts 
that  increase  the  risk  for  suicide.  Public  health  entities  can  play  an  important  role  by  gathering  and 
synthesizing  information  to  inform  policy,  raise  awareness,  and  evaluate  the  effectiveness  of  various 
policies.  Moreover,  partnerships  with  non-governmental  and  community  organizations  can  be 
instrumental  in  increasing  awareness  of  and  garnering  support  for  policies  affecting  individuals  and 
families. 

The  public  health  sector  has  been  at  the  forefront  of  many  community-based  prevention  efforts,  working 
collaboratively  with  schools  and  community-based  organizations,  to  change  social  norms  and  positively 
impact  health  behavior.  Public  health  is  well  suited  to  take  on  a  similar  leadership  role  in  Promoting 
Connectedness  through  peer  norm  and  community  engagement  activities  and  supporting  the 
development,  evaluation,  and  adoption  of  effective  programs  that  Teach  Coping  and  Problem-Solving 
Skills  to  prevent  suicide  from  happening  in  the  first  place.  These  programs  are  often  delivered  in  school 
and  community  settings,  making  education  and  non-governmental  organizations  vital  partners  in 
prevention. 
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Businesses,  workplaces,  and  local  and  state  governnnent  entities,  on  the  other  hand,  are  in  the  best 
position  to  establish  policies  and  support  practices  that  Create  Protective  Environments  where  people 
live,  work,  and  play.  Public  health  entities  can  play  an  important  role  by  gathering  and  synthesizing 
infornnation,  working  with  other  agencies  within  the  executive  branch  of  their  state  or  local  government 
in  support  of  policy  and  other  approaches,  and  evaluating  the  effectiveness  of  measures  taken.  In  a 
similar  fashion,  public  health  entities  can  partner  with  schools,  workplaces,  and  community 
organizations  to  implement  and  evaluate  prevention  programs,  policies  and  practices  geared  toward 
creating  safe,  healthy,  and  supportive  environments. 

Finally,  this  technical  package  includes  a  number  of  interventions  delivered  in  hospital,  primary  care, 
behavioral  health  care,  and  community  settings  designed  to  Identify  and  Support  People  At-Risk  and  to 
Lessen  Harms  and  Prevent  Future  Risk.  The  intensity  and  activities  of  these  interventions  require  the 
expertise  of  professionals  who  are  licensed  and  trained  to  deliver  critical  intervention  support.  The 
health  care,  social  services,  and  justice  sectors  can  work  collaboratively  to  support  individuals  at  high- 
risk  for  suicide  and  their  families.  These  activities  also  require  coordination  of  supports  across  various 
service  providers  and  community  organizations. 

Regardless  of  strategy,  action  by  many  sectors  will  be  necessary  for  the  successful  implementation  of 
this  package.  In  this  regard,  all  sectors  can  play  an  important  and  influential  role  in  preventing  suicide 
from  happening  in  the  first  place  and  lessening  the  immediate  and  long-term  harms  of  suicidal  behavior 
by  helping  those  in  times  of  crisis  get  the  services  and  support  they  need. 
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Monitoring  and  Evaluation 


Monitoring  and  evaluation  are  necessary  components  of  the  public  health  approach  to  prevention.  It  is 
important  to  have  timely  and  reliable  data  to  monitor  the  extent  of  the  problem  and  to  evaluate  the 
impact  of  prevention  efforts.  Data  are  necessary  for  program  implementation  as  planning, 
implementation,  and  assessment  all  rely  on  accurate  measurement  of  the  problem. 

Surveillance  data  helps  researchers  and  practitioners  track  changes  in  the  burden  of  suicide.  Surveillance 
systems  exist  at  the  federal,  state,  and  local  levels.  It  is  important  to  assess  the  availability  of  surveillance 
data  and  data  systems  across  these  levels  to  identify  and  address  gaps  in  the  systems.  CDC's  National 
Vital  Statistics  System  and  the  National  Violent  Death  Reporting  System  (NVDRS)  are  examples  of 
surveillance  systems  that  provide  data  on  deaths  from  suicide.  NVDRS,  for  example,  is  a  state-based 
surveillance  system  that  combines  data  from  death  certificates,  law  enforcement  reports,  and  coroner 
or  medical  examiner  reports  to  provide  detailed  information  on  the  circumstances  of  violent  deaths, 
including  suicide,  which  can  assist  communities  in  guiding  prevention  approaches  (Blair,  Fowler,  Jack,  &. 
Crosby,  2016}.  The  National  Electronic  Injury  Surveillance  System-All  injury  Program  (NEISS-AIP)  provides 
nationally  representative  data  about  all  types  and  causes  of  nonfatal  injuries  treated  in  U.S.  hospital 
emergency  departments,  and  can  be  used  to  assess  national  rates  of,  and  trends  in,  self-harm  injuries 
by  cause  (e.g.,  falls,  poisoning,  etc.},  age,  race/ethnicity,  sex,  disposition  (where  the  injured  person  goes 
when  released  from  the  Emergency  Department). 

In  addition  to  information  on  deaths  and  nonfatal  injuries,  there  are  also  surveillance  systems  that 
provide  national,  state,  and  some  local  estimates  of  suicidal  behavior.  The  Youth  Risk  Behavior 
Surveillance  System  (YRBSS)  collects  information  from  a  nationally  representative  sample  of  9-12  grade 
students  and  is  a  key  resource  in  monitoring  health-risk  behaviors  amongyouth,  including  whetheryouth 
have  seriously  considered  attempting  suicide,  attempted  suicide,  made  a  plan,  or  required  treatment  by 
a  doctor  or  nurse  for  a  suicide  attempt  that  resulted  in  an  injury,  poisoning,  or  overdose  (Brener  et  al., 
2013).  The  YRBSS  data  are  obtained  from  a  national  school-based  survey  conducted  by  CDC  as  well  as 
from  state,  territorial,  tribal,  and  large  urban  school  district  surveys  conducted  by  education  and  health 
agencies.  The  National  Survey  on  Drug  Use  and  Health  (NSDUH)  is  an  annual  survey  of  the  civilian,  non- 
institutionalized  population  aged  12  years  and  older.  NSDUH  provides  both  national  and  state-level 
estimates  of  substance  use,  including  alcohol,  tobacco,  illicit  drugs,  and  non-medical  use  of  prescription 
drugs;  and  mental  health,  including  past  year  mental  illness,  co-occurring  illnesses,  service  utilization, 
along  with  suicide  ideation,  suicide  plans,  and  suicide  attempts.  NSDUH  is  a  key  resource  to  track  trends 
in  suicide-related  risk  factors  in  the  population  and  to  help  identify  groups  at  increased  risk. 

It  is  also  important  at  all  levels  (local,  state,  and  federal)  to  address  gaps  in  responses,  track  progress  of 
prevention  efforts  and  evaluate  the  impact  of  those  efforts,  including  the  impact  of  this  technical 
package.  Evaluation  data,  produced  through  program  implementation  and  monitoring,  is  essential  to 
provide  information  on  what  does  and  does  not  work  to  reduce  rates  of  suicide  and  its  associated  risk 
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and  protective  factors.  Theories  of  change  and  logic  models  that  identify  short,  intermediate,  and  long¬ 
term  outcomes  are  an  important  part  of  program  evaluation. 

The  evidence-base  for  suicide  prevention  has  advanced  greatly  over  the  last  few  decades.  However, 
additional  research  is  needed  to  understand  the  impact  of  programs,  policies,  and  practices  on  suicide 
(and  suicide  attempts,  at  a  minimum),  as  opposed  to  merely  examining  their  effectiveness  on  risk  factors. 
More  research  is  also  needed  to  examine  the  effectiveness  of  upstream  (before  risk  occurs)  and 
community-level  strategies  to  prevent  suicide  at  the  population  level.  Lastly,  it  will  be  important  for 
researchers  to  test  the  effectiveness  of  combinations  of  the  strategies  and  approaches  included  in  this 
package.  Most  existing  evaluations  focus  on  approaches  implemented  in  isolation,  but  there  is  potential 
to  understand  the  synergistic  effects  within  a  comprehensive  prevention  approach. 


Conclusion 

Suicide  is  a  serious  public  health  problem  whose  rates  have  been  on  the  rise  for  more  than  a  decade  and 
whose  costs  stretch  well  into  the  billions  of  dollars  each  year.  While  suicide  is  a  rare  outcome  statistically, 
its  human  impact  has  a  ripple  effect  that  is  far-reaching.  Each  of  us  likely  interacts  with  suicide  survivors, 
those  with  lived  experience,  and  those  with  thoughts  of  suicide,  on  a  daily  basis-at  home,  at  work,  and 
in  our  communities.  Suicide  and  suicide  attempts  are  therefore  public  health  issues  of  societal  concern. 
Fortunately,  like  many  public  health  problems,  suicide  is  preventable,  and  fortunately  more  is  being  done 
to  prevent  suicide  than  ever  before,  as  evidenced  by  the  work  of  the  National  Action  Alliance  for  Suicide 
Prevention,  the  release  of  the  first  world  report  on  suicide,  and  more  timely  surveillance  data,  to  name 
just  a  few  examples.  Unfortunately  and  unlike  most  other  public  health  problems,  suicide  prevention 
must  still  overcome  the:  stigma,  shame,  and  secrecy  related  to  help-seeking,  mental  illness,  being  a 
survivor,  or  someone  with  lived  experience;  misplaced  fear  related  to  asking  someone  about  their  risk 
of  suicide  (versus  the  fear  and  consequence  of  not  asking),  fear  of  taking  up  strategies  known  to  be 
effective  but  perhaps  unpopular;  misinformation  about  suicide  preventability,  misplaced  emphasis  by 
the  media  and  others  on  sensational  aspects  of  suicide,  and  disproportionate  funding  given  its  public 
health  burden. 

In  an  effort  to  continue  pushing  the  field  and  society  further  towards  prevention,  this  technical  package 
includes  strategies  and  approaches  that  ideally  would  be  used  in  a  comprehensive  fashion,  in 
combination-in  a  multi-level,  multi-sectoral  way.  This  technical  package  includes  strategies  and 
approaches  targeting  upstream  prevention  (e.g.,  social  emotional  learning  for  children  and  youth),  as 
well  as  strategies  focused  more  downstream  (e.g.,  cognitive  behavioral  treatment  to  prevent  re¬ 
attempts).  It  includes  strategies  that  range  from  a  focus  on  the  whole  population  regardless  of  risk  to 
strategies  designed  to  support  people  at  highest  risk.  Importantly,  this  technical  package  extends  the 
bounds  of  the  typical  prevention  strategies  to  consider  approaches  that  go  beyond  individual  behavior 
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change  to  better  address  risk  factors  innpacting  connnnunities  and  populations  nnore  broadly  e.g.,  policies 
to  stabilize  housing  and  comnnunity  engagement  initiatives. 

While  the  evidence  base  continues  to  emerge,  the  collection  of  programs,  policies,  and  practices  laid  out 
here  are  available  for  implementation  now.  And  in  keeping  with  good  public  health  practice,  the  intent 
is  that  monitoring  and  evaluation  will  play  a  key  role  in  that  implementation.  Moreover,  as  new  evidence 
becomes  available,  this  technical  package  can  be  refined  to  reflect  the  current  state  of  the  science. 

In  closing,  and  in  keeping  with  a  message  of  resilience  as  spoken  by  those  with  lived  experience,  'hope, 
help,  and  healing  is  possible.' 
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Appendix  A:  Summaiy  of  Strategies  and  Approaches  to  Prevent  Suicide 


Best  Available  Evidence 

Strategy  Approach/Pfogram^  f’ractice  or  Policy  Sukfde  Suicide  Other  Lead  Sectors^ 

Attempts  or  Rlsk/Protective 
ideation  Factors  for 

Suicide 


Strengthen  household  financial  security 

Government  (local. 

Strengthen 

economic 

supports 

Unemployment  benefit  programs 

state.  Federal) 

Other  income  supports 

Business/labor 

Housing  stabilization  policies 

Government  (local. 

The  Notional  Neighborhood  Stabilization 
Program 

1 

state.  Federal) 

Coverage  of  mental  health  conditions  in  health  insurance  policies 

Health  care 

Strengthen 
access  to 

mental  health 

care 

Mental  Health  Parity  Laws 

Government  (state. 
Federal) 

Reducing  access  to  lethal  means  among  persons  at-risk 

Government  (local. 

Intervening  ot  suicide  hot  spots 

( 

1 

state) 

Establish 

Safe  storage  practices 

Public  Health 

protective 

environments 

Organizational  policies  and  culture 

Business/Labor 

Together  for  Life 

Government  (local, 

US  Air  Force  Suicide  Prevention  Program 

state.  Federal) 

50 


Best  Available  Evidence 


Community-based  policies  to  reduce  excessive  alcohol  use 

Government  {locali 
state) 

Alcohol  outlet  density 

1/ 

Business/labor 

Peer  norm  approaches 

Public  Health 

Promote 

connectedness 

Sources  of  Strength 

Education 

Community-engagement  activities 

Public  Health 

Greening  vacant  urban  spaces 

Government  (local) 

Social  emotional  learning 

Public  Health 

Youth  Aware  of  Mental  Health  Program 

Education 

Teach  coping 
and  problem¬ 
solving  skills 

Signs  of  Suicide 

Good  Behavior  Game~  ~~~  ~ “ 

Parenting  skill  and  family  relationship  approaches 

Public  Health 

The  Incredible  Years 

Education 

Strengthening  Families  10-14 

Gatekeeper  training 

Public  Health 

Healthcare 

Mental  Health  First  Aid 

Identify  and 

Screening  combined  with  care  management 

Healthcare 

51 


Best  Available  Evidence 


support  people 
at-risk 

Henry  Ford  Perfect  Depression  Care  (Pre¬ 
cursor  to  Zero  Suicide) 

Social  Services 

Crisis  Intervention 

Public  Health 

National  Suicide  Prevention  Lifeline 

1 

Social  Services 

Applied  Suicide  Intervention  Skills  Training 

v" 

Treatment  for  people  at  risk  of  suicide 

Healthcare 

Improving  Mood  -  Promoting  Access  to 
Collaborative  Treatment  (IMPACT) 

Social  Services 

Justice 

Intervene  to 

lessen  harms 
and  prevent 

Collaborative  Assessment  and  Management 
of  Suiddality  (CAMS) 

j 

v/ 

Dialectical  Behavioral  Therapy 

future  risk 

Attachment-Based  Family  Therapy 

Treatment  to  prevent  re-attempts 

Healthcare 

ED  Brief  Intervention  with  Follow-up  Visits 

Social  Services 

- 1 

Active  follow-up  contact  approaches 

CBT  for  Suicide  Prevention 

Postvention 

Healthcare 

52 


Best  Available  Evidence 


Stand&y  Response  Service 

Safe  messaging  following  a  suicide 

Public  Health 

Media 

Media  Guidelines 

1 

^This  column  refers  to  the  lead  sectors  well  positioned  to  bring  leadership  and  resources  to  implementation  efforts.  For  each  strategy,  there  are  rrianv 
other  sectors  such  as  non-governmental  organizations  that  are  instrumental  to  prevention  planning  and  implementing  the  specific  programmatic 
activities. 
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Overview 


This  technical  package  represents  a  select  group  of  strategies  based  on  the  best  available  evidence  to 
help  communities  and  states  sharpen  their  focus  on  prevention  activities  vwith  the  greatest  potential  to 
prevent  suicide.  These  strategies  include  strengthening  economic  supports;  strengthening  access  to 
mental  health  care;  creating  protective  environments;  promoting  connectedness;  teaching  coping  and 
problem-solving  skills;  identifying  and  supporting  people  at-risk;  and  intervening  to  lessen  harms  and 
prevent  future  risk.  The  strategies  represented  in  this  package  include  those  with  a  focus  on  preventing 
suicide  from  happening  in  the  first  place  as  well  as  approaches  to  lessen  the  immediate  and  long-term 
harms  of  suicidal  behavior  for  individuals,  families,  communities,  and  society.  The  strategies  in  the 
technical  package  support  the  goals  and  objectives  of  the  National  Strategy  for  Suicide  Prevention  and 
the  National  Action  Alliance  for  Suicide  Prevention's  priority  to  strengthen  community-based 
prevention.  Commitment,  cooperation,  and  leadership  from  numerous  sectors,  including  public  health, 
education.  Justice,  health  care,  social  services,  business,  labor,  and  government  can  bring  about  the 
successful  implementation  of  this  package. 


What  is  a  Technical  Package? 

A  technical  package  is  a  compilation  of  a  core  set  of  strategies  to  achieve  and  sustain  substantial 
reductions  in  a  specific  risk  factor  or  outcome  (Frieden,  2014),  Technical  packages  help  communities  and 
states  prioritize  prevention  activities  based  on  the  best  available  evidence.  This  technical  package  has 
three  components.  The  first  component  is  the  strategy  or  the  preventive  direction  or  actions  to  achieve 
the  goal  of  preventing  suicide.  The  second  component  is  the  approach.  The  approach  includes  the 
specific  ways  to  advance  the  strategy.  This  can  be  accomplished  through  programs,  policies,  and 
practices.  The  approaches  included  come  primarily  from  studies  based  in  the  United  States.  The  evidence 
for  each  of  the  approaches  in  preventing  suicide  or  its  associated  risk  factors  is  included  as  the  third 
component.  This  package  is  intended  as  a  resource  to  guide  and  inform  prevention  decision-making  in 
communities  and  states. 


Preventing  Suicide  is  a  Priority 

Suicide,  as  defined  by  the  Centers  for  Disease  Control  and  Prevention  (CDC),  is  part  of  a  broader  class  of 
behavior  called  self-directed  violence.  Self-directed  violence  refers  to  behavior  directed  at  oneself  that 
deliberately  results  in  injury  or  the  potential  for  injury  (A.E.  Crosby,  Ortega,  &  Melanson,  2011).  Self- 
directed  violence  may  be  suicidal  or  non-suicidal  \n  nature.  For  the  purposes  of  this  document,  we  refer 
only  to  behavior  where  suicide  is  intended: 

•  Suicide  is  a  death  caused  by  self-directed  injurious  behavior  with  any  intent  to  die  as  a  result  of 
the  behavior. 
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•  Suicide  attempt  is  defined  as  a  non-fatal  self-directed  and  potentially  injurious  behavior  with  any 
intent  to  die  as  a  result  of  the  behavior.  A  suicide  attempt  may  or  may  not  result  in  injury. 

Suicide  is  highly  prevalent.  Suicide  presents  a  major  challenge  to  public  health  in  the  United  States  and 
worldwide.  It  contributes  to  premature  death,  morbidity,  lost  productivity,  and  health  care  costs  (U.S. 
Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012;  World  Health 
Organization,  2014).  In  2014  (the  most  recent  year  of  available  death  data),  suicide  was  responsible  for 
42,773  deaths  in  the  U.S.,  which  is  approximately  one  suicide  every  12  minutes  (Centers  for  Disease 
Control  and  Prevention,  2016d).  In  2014,  suicide  ranked  as  the  10th  leading  cause  of  death  and  has  been 
among  the  top  12  leading  causes  of  death  since  1975  in  the  U.S  (Centers  for  Disease  Control  and 
Prevention,  2016d).  Overall  suicide  rates  have  increased  24%  from  1999  to  2014  (Curtin,  Warner,  & 
Hedegaard,  2016).  Suicide  is  a  problem  throughout  the  life  span;  it  is  the  second  leading  cause  of  death 
among  those  aged  10-34  years;  it  is  the  fourth  leading  cause  among  persons  in  their  40s  and  seventh 
among  persons  in  their  50s.  Suicide  rates  vary  by  race/ethnicity  with  the  highest  rates,  across  the 
lifespan,  occurring  among  non-Hispanic  American  Indian/Alaska  Native  (AI/AN)  (rate:  17.8/100,000). 

Among  AI/AN,  vounR  people  are  disproportionately  at  increased  risk  of  suicide  with  young  males  aged 

25-29  experiencing  the  highest  rates  (rate:  56.9/100.000).  Moreover,  suicide  rates  among  non-Hispanic 

AI/AN  have  increased  by  48.7%  since  1999  (Centers  for  Disease  Control  and  Prevention,  2016d). 

Suicides  reflect  only  a  portion  of  the  problem  (A.E.  Crosby,  Han,  Ortega,  Parks,  &  Gfroerer,  2011). 
Substantially  more  people  are  hospitalized  as  a  result  of  nonfatal  suicidal  behavior  (i.e.  suicide  attempts) 
than  are  fatally  injured,  and  an  even  greater  number  are  either  treated  in  ambulatory  settings  (e.g., 
emergency  departments)  or  not  treated  at  all  (A.E.  Crosby,  Han,  et  al.,  2011).  For  example,  during  2014, 
among  adults  aged  IS  years  and  older,  for  every  one  suicide  there  were  9  adults  treated  in  hospital 
emergency  departments  for  self-harm  injuries,  27  who  reported  making  a  suicide  attempt,  and  over  227 
who  reported  seriously  considering  suicide  (i.e.  ideation)  (Ferdon  et  al..  In  press). 

Suicide  is  associated  with  severai  risk  and  protective  factors.  Suicide,  iike  other  human  behaviors,  has 
no  single  determining  cause.  Instead,  suicide  occurs  in  response  to  multiple  biological,  psychological, 
interpersonal,  environmental  and  societal  influences  that  interact  with  one  another,  often  over  time. 
The  social-ecological  model-  encompassing  multiple  levels  of  focus  from  the  individual,  relationship, 
community,  and  societal-  is  a  useful  framework  for  viewing  and  understanding  suicide  risk  factors 
identified  in  the  literature  (Dahiberg  &  Krug,  2002).  Risk  and  protective  factors  for  suicide  exist  at  each 
level.  For  example,  risk  factors  include: 

o  Individual  level:  History  of  depression  and  other  mental  illnesses,  hopelessness,  substance 
abuse,  certain  health  conditions,  previous  suicide  attempt,  violence  victimization  and 
perpetration,  and  genetic  and  biological  determinants 
o  Relationship  level:  High  conflict  or  violent  relationships,  sense  of  isolation  and  lack  of  social 
support,  family/loved  one's  history  of  suicide,  financial  and  work  stress 
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o  Community  level:  Inadequate  community  connectedness,  barriers  to  health  care  (e.g.,  lack  of 
access  to  providers  and  medications) 

o  Societal  level:  Availability  of  lethal  means  of  suicide,  unsafe  media  portrayals  of  suicide,  stigma 
associated  with  help-seeking  and  mental  illness  (U.S.  Office  of  the  Surgeon  General  &  National 
Action  Alliance  for  Suicide  Prevention,  2012;  World  Health  Organization,  2014). 

It  is  important  to  recognize  that  the  vast  majority  of  individuals  who  are  depressed  or  who  have  other 
risk  factors  noted,  do  not  die  by  suicide.  Furthermore,  the  relevance  of  each  risk  factor  can  vary  by  age, 
race,  gender,  sexual  orientation,  residential  geography,  and  socio-cultural  and  economic  status  (U.S. 
Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012;  World  Health 
Organization,  2014). 

Protective  factors,  or  those  influences  that  guard  against  the  risk  for  suicide,  can  also  be  found  across 
the  different  levels  of  the  social-ecological  model.  Protective  factors  identified  in  the  literature  include: 
effective  coping  and  problem  solving  skills,  moral  objections  to  suicide,  strong  and  supportive 
relationships  with  partners,  friends,  and  family;  connectedness  to  school,  community  and  other  social 
institutions;  availability  of  quality  and  ongoing  physical  and  mental  health  care,  and  reduced  access  to 
lethal  means  (U.S.  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012; 
World  Health  Organization,  2014),  These  protective  factors  can  either  counter  a  specific  risk  factor  or 
guard  against  a  number  of  risks  associated  with  suicide. 

Suicide  is  connected  to  other  forms  of  violence.  Suicide  and  other  forms  of  vioience  often  share  some 
of  the  same  root  causes  (Butchart,  Phinney,  Check,  &  Villaveces,  2004;  Klevens,  Simon,  &  Chen,  2012). 
For  example,  in  neighborhoods  where  there  is  low  social  cohesion,  or  where  residents  don't  support  and 
trust  each  other,  people  are  at  higher  risk  for  suicide  (Desai,  Dausey,  &  Rosenheck,  2005)  as  well  as 
perpetration  of  child  maltreatment  (Coulton,  Crampton,  Irwin,  Spilsbury,  &  Korbin,  2007;  Freisthler, 
Merritt,  &  LaScala,  2006),  teen  dating  violence  (Capaldi,  Knoble,  Shortt,  &  Kim,  2012),  intimate  partner 
violence  (Pinchevsky  &  Wright,  2012),  and  youth  violence  (Sampson,  Morenoff,  &  Gannon-Rowley, 
2002).  Additionally,  a  lack  of  economic  opportunities  and  unemployment  are  associated  with  suicide 
(Luo,  Florence,  Quispe-Agnoli,  Ouyang,  &  Crosby,  2011;  Reeves  et  al.,  2012),  as  well  as  perpetration  of 
child  maltreatment  (D.  Runyan,  Wattam,  Ikeda,  Hassan,  &  Ramiro,  2002),  intimate  partner  violence 
(Heise  &  Garcia-Moreno,  2002;  Pinchevsky  &  Wright,  2012),  sexual  violence  (Centers  for  Disease  Control 
and  Prevention,  2016c)  and  youth  violence  (Wilson,  2011).  Other  shared  risk  factors  for  suicide  and 
violence  occur  at  the  individual  level  and  include  substance  abuse,  mental  health  problems,  witnessing 
violence,  and  a  lack  of  problem-solving  skills  (Centers  for  Disease  Control  and  Prevention,  2016a,  2016c, 
2016e;  U.S,  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide  Prevention,  2012). 

Just  as  risk  factors  may  be  shared  across  suicide  and  violence,  so  too  may  protective  factors  overlap.  For 
example,  cormoctednoss-mereases  individual  and  communities'  resilience  to  suicide  and  other  forms 
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Comment  |A|:  From  TS:  I  found  this 

wording  somewhat  awkward, _ ^ 

- - - - ^ 

Comment  |A|;  From  LLD:  The  Crosby  & 
Sacks  reference  is  missing  frona  the 
reference  iist.  I  looked  it  up  online  and 
noticed  that  the  13  million  estimate  is 
based  on  knowing  a  suicide  decedent  in 
the  past  year.  Knowing  someone  who 
died  by  suicide  seems  potentially  broader 

to  me  than  being  directly  Impacted. _ ^ 

■ - ^ 

Comment  |A[i  From  TS:  Has  anyone 

updated  this?  It  would  be  good  to  check.  , 

- - ^ 

Comment  \  \\i  From  LLD:  they  may  also 
be  impacted  in  other  ways  {e.g.,  loss  of 

family  incorne,  etc.) _ ^ 

■  "  1 

Comment  |Af:  From  TS:  It  seems  like  it 
would  be  appropriate  to  acknowledge  the 
CDC  estimate  too.  Consider  using  that  as 
a  minimum  and  then  say  that  others  have 
estimated  that  the  costs  could  be 
considerably  higher  after  adjusting  for 
under  reporting  of  suicide, _ ^ 

- - - ^  I  j 

that  the  health  consequences  of  suicide,  are  also  much  more  extensive  than  if>iiirv  and  death.  In  an  early  /  ■ 
study-  Crosby  and  Sacks  (2002}  estimated  that  7%  of  the  U.S.  adult  population,  or  13.2  million  adults.  !  ; 

I  ! 

knew  someone  in  the  prior  12  months  who  had  died  by  suicide.  They  also  estimated  that  for  each  suicide,  j 

425  adults  were  exposed,  or  knew  about  the  death.  In  a  more  recent  study,  in  one  state.  Cerel  eL  al  f  ■ 

(2016)  found  that  48%  of  the  weighted  survey  population  knew  at  least  one  person  who  died  by  suicide  f  j 

in  their  lifetimes.  Research  indicates  that  the  impact  of  knovylng  someone  who  died  by  suicide  and/or  /  ■ 

having  lived  experience  (i.e.  having  attempted  suicide  oneself)  is  much  more  extensive  than  injury  and  J  I 

death.  People  with  lived  experience  may  suffer  long-term  health  and  mental  health  consequences  i  S 

I  I 

ranging  from  anger,  guilt,  and  physical  impairment,  depending  on  the  means  and  severity  of  the  attempt  r  j 
{Chapman  &  Dixon-Gordon,  2007).  Similarly,  survivors  of  a  loved  one's  suicide  may  ^xperienc^ongoing  f  ■ 
pain  and  suffering  including  complicated  grief  {Mitchell,  Kim,  Prigerson,  8t  Mortimer-Stephens,  2004),  I 
stigma,  depression,  anxiety,  post-traumatic  stress  disorder,  and  increased  risk  of  suicidal  ideation  and  I 
suicide  (Julie  Cerel,  McIntosh,  Neimeyer,  Maple,  &  Marshall,  2014;  Sudak,  Maxim,  &  Carpenter,  2008).  J 
Less  discussed  but  no  less  important,  are  the  financial  and  occupational  effects  for  those  left  behind  J 

I 

(Florence,  Simon,  Haegerich,  Luo,  &  Zhou,  201S).  ! 

I 

I 

The  economic  toll  of  suicide  is  immense  as  well.  According  to  conservative  estimates,  in  2013,  suicide  I 
cost  $50.8  billion  in  estimated  lifetime  medical  and  work-loss  costs  (Florence  et  aL,  2015).  By  another  j 

estimate,  ^he  total  lifetime  costs  associated  with  nonfatal  injuries  and  deaths  caused  by  self-directed  J 
violence  in  2013  were  approximately  $93.5  billion  after  adjusting  for  under-reporting  of  suicide  i 
{Shepard,  Gurewich,  Lwin,  Reed,  &  Silverman,  2016)]  The  overwhelming  burden  of  these  costs  results  j 


^ vtolenc-e-,- mcludiog- connectedness  to  one's  community  j(Basile,  Hamburger,  Swahn,  &  Choi,  2013; 
Borowsky,  Hogan,  &  Ireland,  1997;  Centers  for  Disease  Control  and  Prevention,  2016b;  Coulton  et  al., 
2007;  Kleiman,  Riskind,  Schaefer,  St  Weingarden,  2012;  Pinchevsky  &  Wright,  2012;  Widome,  Sieving, 
Harpin,  &  Hearst,  2008),  school  (Basile,  Espelage,  Rivers,  McMahon,  Si.  Simon,  2009;  Capaldi  et  al.,  2012; 
Carter,  McGee,  Taylor,  &  Williams,  2007;  OeGueet  al.,  2013;  Hong,  Krai,  Espelage,  St  Allen-Meares,  2012; 
Losel  Sl  Farrington,  2012),  family  (Capaldi  et  al.,  2012;  Centers  for  Disease  Control  and  Prevention,  2016a; 
Elgar,  Craig,  Boyce,  Morgan,  St  Vella-Zarb,  2009;  Maimon,  Browning,  St  Brooks-Gunn,  2010;  Resnick, 
Ireland,  &  Borowsky,  2004),  caring  adults  (Capaldi  et  al.,  2012;  Losel  &  Farrington,  2012;  Maimon  et  al., 
2010),  and  pro-social  peers  (Capaldi  et  al.,  2012;  Losel  &  Farrington,  2012)  enhances  resilience  to  suicide 
and  other  forms  of  violence. 

The  health  and  economic  consequences  of  suicide  are  substantial.  Suicide  and  suicide  attempts  have 
far-reaching  consequences  for  individuals,  families,  and  communities  (Dunne,  McIntosh,  &  Dunne- 
Maxim,  1987;  Mishara,  1995;  National  Action  Alliance  for  Suicide  Prevention:  Suicide  Attempt  Survivors 
Task  Force,  2014;  National  Action  Alliance  for  Suicide  Prevention:  Survivors  of  Suicide  Loss  Task  Force, 
2015). 
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This  technical  package  includes  programs,  practices,  and  policies  with  evidence  of  impact  on  suicide  or  j 

risk  or  protective  factors  for  suicide.  To  be  considered  for  inclusion  in  the  technical  package,  the  j 

program,  practice,  or  policy  selected  had  to  meet  at  least  one  of  these  criteria:  a)  meta-analyses  or 
systematic  reviews  showing  impact  on  suicide;  b)  evidence  from  at  least  one  rigorous  (e.g.,  randomized 
controlled  trial  [RCT]  or  quasl-experimental  design)  evaluation  study  that  found  significant  preventive 
effects  on  suicide;  c)  meta-analyses  or  systematic  reviews  showing  impact  on  risk  or  protective  factors  | 
for  suicide,  or  d)  evidence  from  at  least  one  rigorous  {e.g,,  RCT  or  quasi-experimental  design)  evaluation  \ 
study  that  found  significant  impacts  on  risk  or  protective  factors  for  suicide.  Finally,  consideration  was  [ 
also  given  to  the  likelihood  of  achieving  beneficial  effects  on  multiple  forms  of  violence;  no  evidence  of  i 
harmful  effects  on  specific  outcomes  or  with  particular  subgroups;  and  feasibility  of  implementation  in  i 
a  U.S.  context  if  the  program,  policy,  or  practice  has  been  evaluated  in  another  country.  j 

Within  this  technical  package,  some  approaches  do  not  yet  have  research  evidence  demonstrating 
impact  on  rates  of  suicide  but  instead  are  supported  by  evidence  indicating  impacts  on  risk  or  protective 
factors  for  suicide  (e.g.,  help-seeking,  stigma  reduction,  depression,  connectedness).  In  terms  of  the  j 
strength  of  the  evidence,  programs  that  have  demonstrated  effects  on  suicidal  behavior  (e.g.,  reductions  | 
in  deaths,  attempts)  provide  a  higher-level  of  evidence,  but  the  evidence  base  is  not  that  strong  in  all  I 
areas.  For  instance,  there  has  been  less  evaluation  of  community  engagement  and  family  programs  on  j 
suicidal  behavior.  Thus,  approaches  in  this  package  that  have  effects  on  risk  or  protective  factors  reflect  | 
the  developing  mentai|^nature  of  the  evidence  base  and  the  use  of  the  best  available  evidence  at  a  given  ! 
time. 

It  is  also  important  to  note  that  there  is  often  significant  heterogeneity  among  the  programs,  policies,  or 
practices  thatfall  within  one  approach  or  strategy  area  in  terms  of  the  nature  and  quality  of  the  available 


from  lost  productivity  over  the  life  course,  with  the  average  cost  per  suicide  being  over  $1.3  miltion 
{Shepard  et  al.,  2016), 

Suicide  can  be  prevented.  Despite  the  myths  surrounding  suicide,  like  most  public  health  problems, 
suicide  is  preventable  (U.S.  Public  Health  Service,  1999).  And  while  progress  will  continue  to  be  made 
into  the  future,  evidence  for  numerous  programs,  practices,  and  policies  currently  exists,  and  many 
programs  are  ready  to  be  Implemented  now.  Just  as  suicide  is  not  caused  by  a  single  factor,  research 
suggests  that  suicide  will  not  be  prevented  by  any  single  intervention  taking  place  in  any  single  setting 
{Silverman  &  Maris,  1995;  U.S.  Office  of  the  Surgeon  General  &  National  Action  Alliance  for  Suicide 
Prevention,  2012).  Rather,  suicide  prevention  Is  best  achieved  by  a  focus  across  the  individual, 
relationship,  family,  community,  and  societal-levels  and  across  ail  sectors,  private  and  public  {e.g., 
business,  public  health,  physical  and  behavioral  healthcare,  justice,  education,  labor)  {National  Action 
Alliance  for  Suicide  Prevention,  2014;  World  Health  Organization,  2014). 

Asse^kSing  the  Evidence 
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evidence.  Not  all  programs,  policies,  or  practices  that  utilize  the  same  approach  (e.g.,  gatekeeper 
training)  are  equally  effective,  and  even  those  that  are  effective  may  not  work  across  all  populations. 
Tailoring  programs  and  more  evaluation  may  be  necessary  to  address  different  population  groups.  The 
examples  provided  are  not  intended  to  be  a  comprehensive  list  of  evidence-based  programs,  policies,  or 
practices  for  each  approach,  but  rather  illustrate  models  that  have  been  shown  to  impact  suicide  or  have 
beneficial  effects  on  risk  or  protective  factors  for  suicide.  In  practice,  the  effectiveness  of  the  programs, 
policies  and  practices  identified  in  this  package  will  be  strongly  dependent  on  the  quality  of  their 
implementation  and  the  communities  in  which  they  are  implemented.  Implementation  guidance  to 
assist  practitioners,  organizations  and  communities  will  be  developed  separately. 


Context  and  Cross-Cutting  Themes 

The  strategies  and  approaches  that  have  been  included  in  this  technical  package  represent  different 
levels  of  the  social  ecology,  with  efforts  intended  to  impact  the  community  and  societal  levels,  as  well 
individual  and  relationship  levels.  The  strategies  and  approaches  are  intended  to  work  in  combination 
and  reinforce  each  other  to  prevent  suicide  (see  box  below).  The  strategies  are  arranged  in  ord^r  sych 
that  those  strategies  hypothesized  to  have  the  greatest  potential  for  broad  public  health  impact  on 
suicide  are  included  first,  followed  by  those  that  might  impact  more  select  populations  (e.g.,  persons 
who  have  already  made  a  suicide  attempt). 


Preventing  Suicide 

Strategy 

Approach 

Strengthen  economic  supports 

•  Strengthen  household  ffnancial  security 

•  Housing  stabilization  policies 

Strengthen  access  to  mental  health  care 

•  Coverage  of  mental  health  conditions  in  health 
insurance  policies 

Create  protective  environments 

•  Reducing  access  to  lethal  means  among  persons 
at-risk  of  suicide 

•  Organizational  policies  and  culture 

•  Community-based  policies  to  reduce  excessive 
alcohol  use 

Promote  connectedness 

•  Peer  norm  approaches 

•  Community  engagement  activities 

Teach  coping  and  problem-solving  skills 

•  Social-emotional  learning 

•  Parenting  skill  and  family  relationship  approaches 

Identify  and  support  people  at  risk 

•  Gatekeeper  training 

•  Screening  combined  with  care  management 
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♦  Crisis  intervention 

Intervene  to  lessen  harms  and  prevent 
future  risk 

•  T reatment  for  people  at-risk  of  suicide 

•  Treatment  to  prevent  re-attempts 

•  Postvention 

•  Safe  messaging  following  a  suicide 

The  example  programs,  policies,  and  practices  have  been  implemented  within  particular  contexts.  The 
social  and  cultural  context  of  communities  is  critically  important  to  take  into  account  when  selecting 
strategies  and  approaches.  Practitioners  in  the  field  may  be  in  the  best  position  to  assess  the  needs  and 
strengths  of  their  communities  and  work  with  community  members  to  make  decisions  about  the 
combination  of  approaches  included  here  that  are  best  suited  to  their  context. 

Suicide  ideation,  attempts,  morbidity  and  mortality  vary  by  gender,  race/ethnicity,  age,  occupation,  and 
other  important  population  characteristics.  Barriers  to  disclosure,  help  seeking,  timely  access  to  quality 
care,  and  ongoing  support  may  also  vary  by  population  and  community  characteristics.  Ideally,  the 
availability  of  multiple  approaches  tailored  to  the  economic,  cultural,  and  environmental  context  of 
individuals  and  communities  are  desirable  as  they  may  increase  the  likelihood  of  removing  barriers  to 
supportive  and  effective  care  and  provide  opportunities  to  develop  individual  and  community  resilience. 
These  culturally  appropriate  approaches  can  then  be  included  in  comprehensive  strategies  to  maximize 
the  public  health  impact  on  reducing  suicide-related  morbidity  and  mortality  among  individuals  and 
within  communities. 

This  package  includes  strategies  where  public  health  agencies  are  well  positioned  to  bring  leadership 
and  resources  to  implementation  efforts.  It  also  includes  strategies  where  public  health  can  serve  as  an 
important  collaborator  (e.g.,  strategies  addressing  community  and  societal  level  risks),  but  where 
leadership  and  commitment  from  other  sectors  such  as  business,  labor  or  health  care  is  critical  to 
implement  a  particular  policy  or  program  (e.g.,  workplace  policies;  screening  combined  with  care 
management).  The  role  of  various  sectors  in  the  implementation  of  a  strategy  or  approach  in  preventing 
suicide  is  described  further  in  the  section  on  Sector  Involvement. 

In  the  sections  that  follow,  the  strategies  and  approaches  with  the  best  available  evidence  for  preventing 
suicide  are  described. 
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Strengthen  Economic  Suppoiiis 

Rationale 

Studies  from  the  U.S.  examining  historical  trends  indicate  that  suicide  rates  increase  during  economic 
recessions  marked  by  high  unemployment  rates,  job  losses,  and  economic  instability  and  decrease 
during  economic  expansions  and  periods  marked  by  low  unemployment  rates,  particularly  for  working- 
age  individuals  25  to  64  years  old  (Luo  et  a1.,  2011;  Fowler  et  al.,  2015).  Economic  and  financial  strain,  , 

j 

such  as  job  loss,  long  periods  of  unemployment,  reduced  income,  difficulty  covering  medical,  food,  and  / 
housing  expenses,  and  even  the  anticipation  of  such  financial  stress,  can  directly  ar^nd  i  r  ect  I  i  n  c  re  a  s  e  j 
an  individuars  risk  for  suicide  or  indirectly  increase  risk  by  exacerbating  related  physical  and  mental 
health  problems:  buffering  these  risks  can  therefore,  potentially  protect  against  suicide  (Stack  &. 
Wasserman,  2007).  For  example,  strengthening  economic  support  systems  can  help  people  stay  In  their 
homes  or  obtain  affordable  housing  while  also  paying  for  necessities  such  as  food  and  medical  care,  job 
training,  child  care,  among  other  expenses  required  for  daily  living.  In  providing  this  support,  stress  and 
anxiety  and  the  potential  for  a  crisis  situation  may  be  reduced,  thereby  preventing  suicide. 


Approaches 

Economic  supports  for  individuals  and  families  can  be  strengthened  by  targeting  household  financial 
security  and  ensuring  stability  in  housing  during  periods  of  economic  stress. 

•  Strengthening  household  financial  security  can  potentially  buffer  the  risk  of  suicide  by  providing 
individuals  with  the  financial  means  to  lessen  the  stress  and  hardship  associated  with  a  job  loss 
or  other  unanticipated  financial  problems.  The  provision  of  unemployment  benefits  and  other 
forms  of  temporary  assistance,  livable  wages,  medical  benefits,  and  retirement  and  disability 
insurance  to  help  cover  the  cost  of  necessities  or  to  offset  costs  in  the  event  of  disability,  are 
examples  of  ways  to  strengthen  household  financial  security. 

*  Housing  stabilization  policies  aim  to  keep  people  in  their  homes  and  provide  housing  options  for 
those  in  need  during  times  of  financial  insecurity.  This  may  occur  through  programs  that  provide 
affordable  housing  such  as  through  government  subsidies  or  through  other  options  available  to 
potential  homebuyers  such  as  loan  modification  programs,  move-out  planning,  or  financial 
counseling  services  that  help  minimize  the  risk  or  impact  of  foreclosures  and  eviction. 


Potential  Outcome^ 

N  A _ _ _ 

•  Re#ueed'Reductions  in  suicide  rates 

•  Lower  Reductions  in  foreclosure  rates 

•  Reductions  InLowef  eviction  rates 

•  Reduced  Reductions  In  emotional  distress 
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Evidence 

There  is  evidence  suggesting  that  strengthening  household  financial  security  and  stabilizing  housing  can 

reduce  suicide  risk. 

♦  Strengthen  household  financial  security.  An  examination  of  variations  in  U.S.  unemployment 
benefit  programs  across  states  demonstrated  that  the  innpact  of  unemployment  on  suicide  was 
offset  in  those  states  that  provided  greater  than  average  unemployment  benefits  (Cylus, 
GJymour,  &  Avendano,  2014).  Another  U.S.  study  examining  the  link  between  unemployment 
and  suicide  risk  using  monthly  suicide  data,  length  of  unemployment,  and  job  losses  found  that 
the  duration  of  unemployment,  as  opposed  to  just  the  loss  of  job,  predicted  suicide  risk  (Classen 
&  Dunn,  2012).  Together,  these  results  suggest  that  not  only  should  state  unemployment  benefit 
programs  be  generous  in  their  financial  allocations,  but  also  in  their  duration. 

Other  measures  to  strengthen  household  financial  security  (e.g.,  transfer  payments  related  to 
retirement  and  disability  Insurance,  unemployment  insurance  compensation,  medical  benefits, 
and  other  forms  of  family  assistance)  have  also  shown  an  impact  on  suicide.  A  study  by  Flavin 
and  Radcliff  (2009)  examined  the  impact  of  states'  per  capita  spending  on  transfer  payments, 
medical  benefits,  and  family  assistance  (Temporary  Assistance  to  Needy  Families  —  TANF)  and 
total  state  spending  on  suicide  rates  between  1990-2000,  controlling  for  a  number  of  suicide  risk 
factors  (e.g.,  residential  mobility,  divorce  rate,  unemployment  rate)  at  the  state  level.  As  per 
capita  spending  on  total  transfer  payments,  medical  benefits,  and  family  assistance  increased 
there  was  an  associated  decrease  in  state  suicide  rates.  Moreover,  it  wasn't  spending  in  general 
that  was  associated  with  the  reduction  but  spending  on  these  types  of  assistance.  In  terms  of  , 
lives  saved.  Flavin  &  Radcliff  calculated  the  cost  of  reducing  a  state's  suicide  rate  by  a  full  point  j 
for  the  years  studied.  At  the  national  level,  they  estimated  that  3,000  fewer  suicides  would  occur  i 
per  year  nationwide  if  every  state  increased  theifits  per  capita  spending  on  these  types  of  I 
assistance  by  $45  per  yea r| Flavin  &  Radcliff,  2009|  Although  this  was  a  correlational  study^  the! 
results  demonstrate  the  potential  benefits  of  policies  that  reach  particularly  vulnerable 

individuals  during  periods  of  great  need  and  increased  risk  for  suicide.  More  evaluation  studies 

are  needed  to  further  understand  the  outcomes  impacted  by  programs  such  as  these. 

•  Housing  stabilization  policies.  The  Notional  Neighborhood  Stabilization  Program  was  designed  to 
help  neighborhoods  suffering  from  high  rates  of  foreclosure  and  abandonment  by  slowing  the 
deterioration  of  the  neighborhoods  and  providing  affordable  housing  options  for  low,  moderate, 
and  middle-income  homebuyers.  This  program  also  offers  financial  assistance  to  eligible 
individuals  for  the  purchase  of  a  new  home.  Although  this  program  has  not  been  rigorously 
evaluated  for  its  impact  on  suicide  outcomes,  it  addresses  foreclosure  and  eviction,  which  are 
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risk  factors  for  suicide.  A  longitudinal  analysis  of  annual  data  on  suicides  and  foreclosures 
demonstrated  that  as  the  proportion  of  foreclosed  properties  increased  in  U.S.  states,  so  did  the 
state  suicide  rate,  particularly  among  working-aged  adults  (Houle  &  Light,  2014}.  Another  study 
of  data  from  16  U.S.  states  participating  in  the  National  Violent  Death  Reporting  System  found 
that  suicides  precipitated  by  home  foreclosures  and  evictions  increased  more  than  100%  from 
2005  (before  the  housing  crisis  began)  to  2010  (after  it  had  peaked;  Fowler,  Gladden,  Vagi, 
Barnes,  and  Frazier  (2015)).  Most  of  these  suicides  occurred  prior  to  the  actual  loss  of  the 
decedent's  home.  These  findings  suggest  that  integrating  suicide  prevention  resources, 
messaging,  and  referrals  into  financial,  foreclosure,  and  move-out  planning  and  counseling 
services  may  help  to  prevent  suicide. 
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Strengthen  Access  to  Mental  Health  Care 

Rationale 

While  most  people  with  mental  health  problems  do  not  attempt  or  die  by  suicide  (Olfson,  Gerhard^ 
Huang,  Crystal,  &  Stroup,  2015;  Owens,  2002),  ^nd  the  feve!  of  riskH^  conferred  by  different  types  of 
mental  illnesses  differjuaries  (Arsenault-Lapierre,  Kim,  StTurecki,  2004;  E.  C.  Harris  St  Barraclough,  1997;  . 
Tyrer,  Reed,  &  Crawford,  2015),  previous  research  indicates  that  mental  illness  is  an  important  risk  factor 
for  suicide  (E.  C.  Harris  &  Barraclough,  199S;  World  Health  Organization,  2014).  Studies  suggest  that  up 
to  90%  of  people  who  die  by  suicide  may  have  had  a  mental  jllnes^or  substance  abuse  problems  at  the 
time  of  their  deaths  (Arsenault-Lapierre  et  al,,  2004;  Cavanagh,  Carson,  Sharpe,  St  Lawrie,  2003; 
Isometsa,  2001}.  State-level  suicide  rates  have  also  been  found  to  be  correlated  with  general  mental 
health  measures  such  as  depression  (Lang,  2013;  Mark,  Shern,  Bagalman,  St  Cao,  2007).  Findings  from 
the  National  Comorbidity  Survey  indicate  that  reiatively  few  people  in  the  U.S.  with  mental  health 
disorders  receive  treatment  for  those  conditions  (Kessier  et  al.,  2005).  Lack  of  access  to  mental  health 
care  is  one  of  the  contributing  factors  related  to  the  underuse  of  mental  health  services  {Cunningham, 
2009).  Identifying  ways  to  improve  access  to  timely,  affordable,  and  quality  mental  health  care  for  people 
in  need  is  a  critical  component  to  suicide  prevention  (World  Health  Organization,  2014).  Apart  from  the 
treatment  benefits,  it  can  also  serve  to  normalize  help-seeking  behavior  and  increase  the  use  of  such 
services. 

Approaches 

One  approach  to  strengthening  access  to  mental  health  care  is  through  the  provision  of  mental  health 
coverage  in  health  insurance  policies. 


Comment  |A|:  From  J  M;  I  assume  this 
means  that  different  types  of  mental 
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Coverage  of  mental  health  conditions  In  health  insurance  policies.  Federal  and  state  laws 
include  provisions  for  equal  coverage  of  mental  health  services  in  health  insurance  plans  that  is 
on  par  with  coverage  for  other  health  concerns  (i.e.,  mental  health  parity).  Benefits  and  services 
covered  include  such  things  as  the  number  of  visits,  co-pays,  deductibles,  inpatient/outpatient 
services,  prescription  drugs,  and  hospitalizations.  If  a  state  has  a  stronger  mental  health  parity 
law  than  the  federal  parity  law,  then  insurance  plans  regulated  by  the  state  must  follow  the 

~t~rHCL  ryr  -i-Pvfv  rgifilirtn  I  l-nriJi.i  t  rs.  rr  tMirkr  ijrk  fnr  ca.n.l-'-s  I  ri  ri  t  li- rs. 
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If  a  state  has  a  weaker  parity  law  than  the  federal  parity  law  (e  g., 
includes  coverage  for  some  mental  health  conditions  but  not  others),  then  the  federal  parity  law 

will  replace  the  state  law.  Equal  coverage  does  not  necessarily  imply  good  coverage  as  health 
insurance  plans  vary  in  the  extent  to  which  benefits  and  services  are  offered  to  address  various 
health  conditions.  Rather  it  helps  to  ensure  that  mental  health  services  are  covered  on  par  with 
other  health  concerns. 
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Potential  Outcomes 
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and  checkecf  out  the  paper.  ( think  they 
are  saying  that  this  is  the  cost  incurred 
per  suicide  prevented.  They  go  on  to 
explain  that  this  is  the  upper  bound  and 
does  not  reflect  the  benefits  to  non- 
suicidal  individuals.  Piease  confirm  this,  if 
you  are  going  to  include  this  then  it  will 
>e  important  to  explain  it  further. _ 


•  Increased  Increases  in  utilization  of  mental  health  services 


•  Decreesed  Reductions  in  symptoms  of  mental  Illnesses 


in  rates  of  suicide  attempts 
in  rates  of  suicide 


Evidence 


There  is  evidence  suggesting  that  coverage  of  mental  health  conditions  In  health  insurance  policies  can 
reduce  risk  factors  associated  with  suicide  and  may  directly  impact  suicide  rates, 

«  Coverage  of  mental  health  conditions  in  health  insurance  policies.  The  National  Survey  of  Drug 
Use  and  Health  Is  a  nationally  representative  survey  of  the  U.S.  population  that  provides  data 
on  substance  use,  mental  health  conditions^  and  services  utilization.  Using  data  from  this  survey, 

K.  M.  Harris,  Carpenter^  and  Bao  (2006)  found  that  12  months  after  states  enacted  mental  health  i 
parity  laws,  self-reported  use  of  mental  healthcare  services  significantly  increased.  Moreover,  ( 

r 

subsequent  research  by  Lang  (2013)  examined  state  mental  health  laws  and  suicide  rates  J 

j 

between  1990  and  2004  and  found  that  mental  health  parity  laws,  specifically,  were  associated  I 
with  an  approximate  5%  reduction  In  suicide  rates.  This  reduction,  in  the  29  states  with  parity  i 
laws,  equated  to  the  prevention  of  592  suicides  per  year.  Lang  et.  al  (2013)  estimated  the  cost  J 

I 

of  saving  a  life  throueh  such  mandates  as  mental  health  parity  by  comparing  the  loss  in  wages  J 
attributable  to  the  policy,  via  Increased  premiums,  to  the  number  of  liyes  saved.  Based  on  these  J 

calculations,  the  cost  of  saving  one  life  was  between  ^  cost  savings  of  $1.3-3. 1  millionjper  suicidej 
prevented.  However,  this  calculation  did  not  take  into  account  the  saving  associated  with 
Improved  mental  health  among  non-suicidal  individuals,  increases  in  productivity,  or  quality  of 

life  associated  with  Increased  mental  health  care.  As  such,  this  figure  is  considered  the  upper 

bounds  on  costs  incurred  and  should  be  interpreted  with  caution  (Lang,  2013). 
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Create  Protective  Environments 

RationaJe 

Prevention  efforts  that  focus  not  only  on  Individual  behavior  change  (e.g.,  help-seeking,  treatment 
Interventions)  but  on  changes  to  the  environment  can  increase  the  likelihood  of  positive  behavioral  and 
health  outcomes  {Haddon,  1980)-  Creating  environments  that  address  risk  and  protective  factors  where 
Individuals  live,  work,  and  play,  can  help  prevent  suicide  (Dahiberg  &  Krug,  2002;  U.S.  Office  of  the 
Surgeon  General  St  National  Action  Alliance  for  Suicide  Prevention,  2012).  For  example,  rates  of  suicide 
and  suicide  attempts  are  elevated  in  certain  occupational  groups  (Han  etal.,  2016;  McIntosh  etal.,  2016), 
therefore,  changes  to  the  organizational  culture  in  these  occupations,  by  way  of  implementation  of 
supportive  policies  or  even  physical  modifications  to  the  workplace  environment,  can  change  social 
norms,  encourage  help-seeking,  and  demonstrate  that  good  health  and  mental  health  are  valued  and 
that  stigma  and  other  risk  factors  for  suicide  are  not  {K.  L  Knox  et  aL,  2010;  National  Action  Alliance  for 
Suicide  Prevention  Workplace  Task  Force,  2015).  Similarly,  modifying  the  characteristics  of  the 
environment  to  prevent  harmful  behavior  such  as  access  to  lethal  means  can  reduce  suicide  rates, 
particularly  in  times  of  crisis  (Beautrais,  Gibb,  Fergusson,  Horwood,  St  Larkin,  2009;  A.E-  Crosby,  Espitia- 
Hardeman,  Ortega,  &  Lozano,  2013;  Kaplan  et  a!.,  2013;  Miller,  Warren,  Hemenway,  &  Azrael,  2013;  C. 
W.  Runyan  et  at,,  2016), 

I 

I 

Approaches  j 

The  current  evidence  suggests  three  potential  approaches  for  creating  environments  that; 

protect  against  suicide. 


Comment  |A|:  From  JM;  The  word 
promising  has  certain  connotations  when 
using  it  around  evidence.  You  say  later 
that  the  evidence  around  this  strategy  is 
some  of  the  strongest  for  suicide.  These 
two  statements  seem  somewhat 
inconsistent.  \  would  use  a  different  word 
here  then  promtsing  if  you  truly  believe 
there  is  strong  evidence. 

From  JH:  suggest  deleting  the  word 
"promising” 

From  LLD:  since  we  don't  want  to  infer 
that  these  are  the  only  approaches  for 
creating  protective  environments,  I  might 
be  Inclined  to  change  the  word 
''"promising”  to  Votential”  or  "possible” 
or  something  along  those  lines. 

KH:  Tha  n k  you  for  the  suggestions. _ 


•  Reducing  access  to  lethal  means  among  persons  at-risk  of  suicide.  Means  of  suicide  such  as 
firearms,  hanging/suffocation,  or  jumping  from  heights  provide  little  opportunity  for  rescue  and, 
as  such,  have  high  case  fatality  rates  {e  g.,  about  85%  of  people  who  use  a  firearm  In  a  suicide 
attempt  will  die  from  the  injury).  Research  also  indicates  that  1)  the  iriterval  between  thinking 
about  and  attempting  suicide  can  be  as  short  as  5  or  10  minutes  (Deisenhammer  et  al.,  2009; 
Simon  et  at.,  2001)  and  2)  that  people  tend  not  to  substitute  a  different  method  when  a  highly 
lethal  method  is  unavailable  or  difficult  to  access  {Hawton,  2007;  Yip  et  at,,  2012).  Therefore, 
increasing  the  time  interval  between  the  thought  and  the  suicide  attempt,  for  example,  by 
making  It  more  difficult  to  access  lethal  means,  can  be  lifesaving.  The  following  are  examples  of 
approaches  reducing  access  to  lethal  means  for  persons  at-risk  of  suicide: 

o  Intervening  at  Suicide  Hotspots.  Suicide  hotspots,  or  places  where  suicides  may  take  place 
relatively  easily,  include  tall  structures  (e-g„  bridges  and  cliffs),  railway  tracks,  and 
isolated  locations  such  as  parks.  Efforts  to  prevent  suicide  at  these  locations  include 


IS 


erecting  barriers  to  prevent  jumping  and  installing  signs  and  telephones  to  encourage 
individuals  who  are  considering  suicide,  to  seek  help  (Cox  et  al.,  2013), 

o  Safe  Storage  Practices.  Safe  storage  of  medications,  firearms,  and  other  household 
products  can  reduce  the  risk  for  suicide  bv  separating  individuals  who  may  be  vulnerable 
and/or  impulsive  from  easy  access  to  lethal  means.  Such  practices  may  include  education 
and  counseling  around  storing  firearms-locked  in  a  secure  place  (e.g.,  in  a  gun  safe  or 
lock  box),  unloaded  and  separate  from  the  ammunition--and  keeping  medicines  in  a 
locked  cabinet  or  other  secure  location  away  from  people  who  may  be  at  risk  or  who  have 
made  prior  attempts  (Rowhani-Rahbar,  Simonetti,  &  Rivara,  2016;  C.  W.  Runyan  et  al., 
2016). 

•  Organizational  policies  and  cuiture  that  promote  protective  environments  may  be 
implemented  in  places  of  employment.  Such  policies  and  cultural  values  may  promote  prosocial 
behavior  (e.g.,  asking  for  help),  skill  building,  changing  social  norms,  referral  and  access  to 
helping  services  (e.g.  mental  health,  substance  abuse  treatment,  financial  counseling),  and 
encourage  leadership  support  from  the  top  down.  Such  policies  and  cultural  shifts  can  positively 
impact  organizational  climate  and  morale  and  help  prevent  suicide  and  its  related  risk  factors 
(e.g.  depression,  social  isolation)  (National  Action  Alliance  for  Suicide  Prevention  Workplace 
Task  Force,  2015). 

•  Community-based  policies  to  reduce  excessive  alcohol  use.  Research  studies  in  the  United 
States  have  found  that  greater  alcohol  availability  is  positively  associated  with  alcohol-involved 
suicides  (Escobedo  &  Ortiz,  2002;  Giesbrecht  et  al.,  2015).  Policies  to  reduce  excessive  alcohol 
use  broadly  include  zoning  to  limit  alcohol  outlet  locations  and  density,  taxes  on  alcohol,  and 
bans  on  the  sale  of  alcohol  for  individuals  under  the  legal  drinking  age.  These  policies  are 
important  because  acute  alcohol  use  has  been  found  to  be  associated  with  more  than  one-third 
of  suicides  and  approximately  40%  of  suicide  attempts  (Cherpitel,  Borges,  &  Wilcox,  2004). 

Potential  Outcomes 

•  Increases  in  safe  storage  of  means 

•  Reductions  in  suicide  attempts 

•  Reductions  in  suicide  deaths 

•  Increases  in  help-seeking 

•  Reductions  in  alcohol-related  suicide  deaths 

Evidence 

The  evidence  for  the  effectiveness  of  preventing  suicide  by  reducing  access  to  lethal  means  for  person 

at-risk  of  suicide  and  other  ways  to  otherwise  establishing  protective  environments  for  individuals  at 
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f*] suicide  is  strong,  particularly  compared  to  existinR  evidence  for  other  prevention  strategies- js 
some  of  the  stfongestjin  the  field  (Zalsman  et  af.,  2016).  / 

«  Reducing  access  to  tethal  means  among  persons  at-rlsk  of  suicide.  A  meta'analysis  ej{am.inmg 
the  impact  of  5uidde  hotspot  interventions  Implemented  in  combination  or  in  isolation,  both  in 
the  U.S.  and  abroad,  found  associated  reduced  rates  of  suicide  (Cox  et  al.,  2013;  Pirkis  et  al, 
2015).  For  example,  after  erecting  a  barrier  on  the  Jacques-Cartier  bridge  in  Canada;  the  suicide 
rate  from  jumping  from  the  bridge  decreased  from  about  10  suicide  deaths  pen  yfear  to  about  3 
deaths  per  year  {Perron,  Burrows,  Fournier,  Perron,  Si  Ouellet,  2013).  Moreover,  the  reduction 
In  suicides  by  jumping  was  sustained  even  when  all  bridges  and  nearby  jumping  sites  were 
considered,  suggesting  little  to  no  displacement  of  suicides  to  other  jumping  sites  (Perron  et  aL, 
2013).  Further  evidence  for  the  effectiveness  of  bridge  barriers  was  demonstrated  by  a  study 
examining  the  Impact  of  the  remove/  of  safety  barriers  from  the  Grafton  Bridge  in  Auckland, 
New  Zealand,  After  removal  of  the  barrier,  both  the  number  and  rate  of  suicide  Increased 
fivefold  (Beautrals,  2001;  Beautrals  et  al.,  2009). 

Another  form  of  means  reduction  involves  implementation  of  safe  storage  practices.  In  a  case- 
control  study  of  firearm-related  events  identified  from  37  counties  in  Washington,  Oregon,  and 
Missouri,  and  from  5  trauma  centers,  Grossman  et  al.  (200S)  found  that  storing  firearms 
unloaded,  separate  from  ammunition,  In  a  locked  place  or  secured  with  a  safety  device  was 
protective  of  suicide  attempts  among  adolescents.  Further,  a  recent  systematic  review  of  clinic 
and  community-based  education  and  counseling  interventions  suggested  that  the  provision  of 
safety  devices  significantly  increased  safe  firearm  storage  practices  compared  to  counseling 
alone  or  compared  to  the  provision  of  economic  incentives  to  acquire  safety  devices  on  one's 
own  {Rowhanl-Rahbar  et  al.,  2016). 

Another  program,  The  Emergency  Department  Counseling  on  Access  to  Lethal  Means  (ED  CALM), 
trained  psychiatric  emergency  clinicians  In  a  large  children's  hospital  to  provide  lethal  means 
counseling  and  safe  storage  boxes  to  parents  of  patients  under  age  IS  receiving  care  for  suicidal 
behavior.  In  a  pre-post  quality  improvement  project,  Runyan  et  al  (2016)  found  that  at  post-test 
7S%  {of  the  559^  of  parents  followed  up,  n=114)  reported  that  all  medications  in  the  home  were 
locked  up  as  compared  to  fewer  than  10%  at  the  time  of  the  initial  emergency  department  visit. 
Among  parents  who  Indicated  the  presence  of  guns  In  the  honne  at  ptie:t€st  (i.e,  67%),  all  {100%) 
reported  guns  were  currently  locked  up  at  post-test  {C,  W.  RMnya'h‘'e)l3l4V2Qttj5). 

•  Organiiational  policies  and  culture.  Together  for  Life  is  a  workpfati^  program  of  the  Montreal 

,  ji 

Police  Force  implemented  to  address  suicide  among  officers.  Policy  and  program  components 
were  designed  to  foster  an  organizational  culture  that  promoted  mutual  support  and  solidarity 
among  all  members  of  the  Force.  The  program  included  training  of  supervisors,  managers  and 


/  Comment  |A|:  From  JM;  Consistent  with 
'  promising  used  earlier?  is  it  the 
strongest? 

I  think  It  Is  consistent  with  promising,  but 
we  changed  that  to  potential.  The 
interpretation  from  the  paper  states  "  HO 
single  strategy  dearly  stands 
above  the  others'\  so  I  would  be 
hesitant  to  cal!  it  out  as  the 
strongest  evidence,  but  it 
definitely  may  be  for  certain 
populetions.  Modified  to  simply 
i c aiE.  that  It  js  ^£1^; _ 
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all  units  to  improve  competencies  in  identifying  suicidal  risk  and  to  improve  use  and  awareness 
of  existing  resources.  The  program  also  included  an  education  campaign  to  improve  awareness 
and  help-seeking  (Mishara  &  Martin,  2012).  Police  suicides  were  tracked  over  12  years  and 
compared  to  rates  in  the  control  city  of  Quebec.  The  suicide  rate  in  the  intervention  group 
decreased  significantly  by  78.9%  to  a  rate  of  6.4  suicides  per  100,000  population  per  year 
compared  to  an  11%  increase  in  the  control  city  (29.0  per  100,000)  (Mishara  &  Martin,  2012). 

Another  example  of  this  approach  is  the  United  States  Air  Force  Suicide  Prevention  Program 
(AFSPP).  AFSPP  included  11  policy  and  education  initiatives  and  was  designed  to  change  the 
culture  of  the  Air  Force  surrounding  suicide.  The  program  uses  leaders  as  role  models  and  agents 
of  change,  establishes  expectations  for  behavior  related  to  awareness  of  suicide  risk,  develops 
population  skills  and  knowledge  (i.e.,  education  and  training),  and  investigates  every  suicide 
(i.e.,  outcomes  measurement).  The  program  represents  a  fundamental  shift  from  viewing 
suicide  and  mental  illness  solely  as  medical  problem  and  instead  sees  them  as  larger  service¬ 
wide  problems  impacting  the  whole  community  (K.  L.  Knox,  Litts,  Talcott,  Feig,  &  Caine,  2003), 
Using  a  time-series  design  to  examine  the  impact  of  the  AFSPP  program  on  various  violence- 
related  outcomes,  researchers  found  that  the  program  was  associated  with  a  33%  relative  risk 
reduction  in  suicide  (K.  L.  Knox  et  al.,  2003).The  program  was  also  associated  with  relative  risk 
reductions  in  related  outcomes  including  moderate  and  severe  family  violence  (30%  and  54%, 
respectively),  homicide  (51%),  and  accidental  death  (18%)  (K.  L  Knox  et  al,,  2003).  A  longitudinal 
assessment  of  the  program  over  the  period  1981  to  2008  (16  years  before  the  1997  launch  of 
the  program  and  11  years  post-launch)  found  significantly  lower  rates  of  suicide  after  the 
program  was  launched  than  before  (K.  L.  Knox  et  al.,  2010).  These  effects  were  sustained  over 
time,  except  in  2004,  which  the  authors  found  was  associated  with  less  rigorous  implementation 
in  that  year  than  in  the  other  years  (K.  L.  Knox  et  al.,  2010). 


»  Community-based  policies  to  reduce  excessive  alcohol  use.  While  multiple  policies  to  limit 
excessive  use  of  alcohol  exist,  several  studies  on  alcohol  outlet  density,  specifically,  suggest  that 
measures  to  reduce  alcohol  outlet  density  can  potentially  reduce  alcohol-involved  suicides. 
Additionally,  a  longitudinal  analysis  of  alcohol  outlet  density,  suicide  mortality,  and 
hospitalizations  for  suicide  attempts  over  6  years  in  581  California  zip  codes  indicated  that  the 
density  of  bars,  specifically,  is  related  to  suicide  and  suicide  attempts,  particularly  in  rural  areas 
(Johnson,  Gruenewald,  &  Remer,  2009). 


Promote  Connectedness 
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Rationale 

Sociologist,  Emile  Durkheim  theorized  in  1897  that  weak  social  bonds,  i.e.  lack  of  connectedness,  are 
among  the  chief  causes  for  suicidaljty  (Durkheim,  1897/1951).  Connectedness  is  the  degree  to  which  an 
individual  or  group  of  individuals  are  socially  close,  interrelated,  or  share  resources  with  others  (Centers 
for  Disease  Control  and  Prevention,  2009).  ^ocial  connections  can  be  formed  within  and  between 
multiple  levels  of  the  social  ecology  (Oahiberg  &  Krug,  2002),  for  instance  between  individuals  (e.g.  peers, 
neighbors,  co-workers),  families,  schools,  neighborhoods,  workplace,  faith  communities,  cultural  groups, 
and  society  as  a  whole j  Related  to  connectedness,  social  capital  refers  to  a  sense  of  trust  in  one's 
community  and  neighborhood,  social  integration,  and  also  the  availability  and  participation  in  social 
organizations  (Beyer,  Layde,  Hamberger,  &  Laud,  2015;  Muennig,  Cohen,  Palmer,  &  Zhu,  2013)^  Many 
ecological  cross-sectional  and  longitudinal  studies  have  examined  the  impact  of  aspects  of  social  capital 
on  depression  symptoms,  depressive  disorder,  mental  health  more  generally,  and  suicide,  ^hile  the 
evidence  is  stlH-bemfrb^jifelimited,  existing  studli^s  ,$^pgeest jthe  pattern  Is  towards  a  positive  n- inverse 
association  between  social  capital  measured  by  spdal  trust,  community/  neighborhood  engagement, 
and  improved  mental  health.  Connectedness  and  social  capital  together  can  serve  to  protect  against 
suicidal  behaviors  by  decreasing  isolation,  encouraging  adaptive  coping  behaviors,  increasing 
belongingness,  personal  value  and  worth  all  of  which  helps  individuals  to  build  resilience  in  the  face  of 
adversity.  Connectedness  can  also  provide  individuals  with  better  access  to  formal  supports  and 
resources,  mobilize  communities  to  meet  the  needs  of  Its  members  and  provide  collective  primary 
prevention  activities  to  the  community  as  a  whole  (Centers  for  Disease  Control  and  Prevention,  2009). 
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Comment  |A|:  From  JM;  Seems  like  a 
nuance  you  can  delete  from  this 
paragraph.  You  don't  really  pick  up  on 
this  later  and  it  probably  requires  more 
.explanation 
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Comment  |  A|:  From  JHi  Awkward 
wording.  Consider,  while  the  evidence  is 
limited,  existing  studies  suggest...  ^ 

/  f 

!  ■  1 

'  /  ! 
/  j 

/  t 

i  1 

Comment  |Af:  From  JM:  This  implies 
that  prosocial  behavior  is  currently 
abnormal.  Maybe  promote  is  a  better 
word? 
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From  JH:  suggest  deleting  "seek  to 
normalise"  and  say  "Peer  norm 
approaches  encourage  prosocial 
behavior,. " 
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Comment  |AJ:  1  prefer  to  keep  It  as 
normalize  and  took  out  prosocial 
behavior.  We  want  to  normalize  help' 
seeking  versus  making  it  seem  like  a 
.personal  weakness. 

Approaches 

Promoting  connectedness  among  individuals  and  within  communities  through  modeling  peer  norms  and  f/ 
enhancing  community  engagement  can  protect  against  suicide.  j/ 


•  Peer  norm  approaches  seek^o  normalizej  prosocial  behoviors/protective  factors  for  suicide  such  f 
as  help-seeking,  reaching  out  and  talking  to  trusted  adults,  and  promote  peer  connectedness. 
These  approaches  typically  target  youth  and  are  delivered  in  school  settings  but  can  also  be 
implemented  in  community  settings. 
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#  CommutiFty  engagement  activities.  Communitv  engagement  is  an  aspect  of  social  capital 
Community  engagement  approaches  may  involve  residents  participating  In  a  range  of  activities, 
including  religious  activities,  community  clean-up  and  greening  activities,  and  physical  exercise. 
These  activities  provide  opportunities  for  residents  to  become  more  Involved  in  the  community 
and  to  connect  with  other  community  members,  organizations,  and  resources,  resulting  in 
enhanced  overall  physical  health,  reduced  stress,  and  decreased  depressive  symptoms,  thereby 
reducing  risk  of  suicide. 

Potential  Outcomes 

•  Reductions  in  maladaptive  coping  attitudes  and  behaviors 

•  Increases  in  healthy  coping  attitudes  and  behaviors 

•  Increases  in  referrals  for  youth  in  distressed 

•  Increases  help-seeking  behaviors 

•  Increases  in  pftositlve  perceptions  of  adult  support 

Evidence 

Current  evidence  suggests  that  peer  norm  approaches  and  community  engagement  can  reduce  risk 

factors  associated  with  suicidal  behaviors.  ■ 

•  Peer  norm  ^pproache^  Evaluations  show  that  programs  such  as  Sources  of  Strength  can  - 
improve  school  norms  and  beliefs  about  suicide  that  are  created  and  disseminated  by  student 
peers.  In  a  randomized  controlled  trial  of  Sources  of  Strength  conducted  with  18  high-schools  (6 
metropolitan,  12  rural),  Wyman  et  al.  (2010)  found  that  the  program  improved  peer  leaders^ 
adaptive  norms  regarding  suicide  among  peer  leaders,  theieconnectedness  to  adults,  and  school 
engagement.  Peer  leaders  were  also  more  likely  than  controls  to  refer  a  suicidal  friend  to  an 
adult.  Amoee-  students,  the-  intervention  For  students,  the  program  resulted  in  Increased 
perceptions  of  adult  support  for  suicidal  youths,  particularly  among  those  with  a  history  of 
suicidal  ideation,  and  the  acceptability  of  help-seeking  behaviors-soeking  hete.  Perception  ef 
adkik-suppert  increased  most  in  students  with  a  hlstory^^f  suicidal  kfeadon.  Finally,  trained  peer  i 
leaders  also  reported  a  greater  decrease  in  maladaptive  coping  attitudes  compared  with  J 
untrained  leaders |Wy man  etal.,  2Q10|.  More  evaluation  research  is  needed  to  examine  whether  i 
these  Improvements  m  factors  that  protect  against  suicidal  behavior  translate  Into  reduced 
suicidal  behavior  and  suicide. 


Comment  |Ah  From  JH:  Cite  findings 
from  Let's  Connect  intervention  program? 
While  the  Interventfcm  didn't  significantly 
reduce  suicidal  behavior,  there  were 
significant  improvements  in 
connectedness  (a  protective  factor  for 
suicide). 

KHiThis  is  a  great  thought.  We  have  quite 
a  few  programs  that  didn't  reduce  suitidai 
behavior,  but  do  impact  related  RFs,  so 
we're  trying  to  stray  from  them  and  focus 
on  those  that  impacted  suicide  and 
attempts  or  have  a  greater  amount  of 
^ evidence/more  evaluations  behind  them.  ^ 


Comment  \\\:  From  TS:  Is  there  any 
evidence  on  outcomes  more  proximal  to 
suicide?  Did  they  look  for  any  and  not  find 
them?  It  is  important  to  describe  relevant 
null  effects  when  they  were  found. 

KH:  They  did  not  look  at  more  proximaJ 
outcomes,  but  SOS  is  currently 
undergoing  a  G-year  evaluation  funded  by 
WIMH  to  examine  impact,  hopeful ly  with 
suicidal  behaviors  being  one  of  the 
^outcomes  they're  measuring. _ 


•  Community  engagement  activities.  A  vacant  lot  greening  Initiative  was  undertaken  In 
Philadelphia  between  1999  and  2008.  Local  residents  and  community  members  worked  together 
to  green  4,436  lots  (or  7.8  million  square  feet)  in  4  areas  of  the  city.  Researchers  found  significant 
a  s  sod  at  cd-f  e  d  u  ctl  o  n  s  in  community  residents'  self-reported  level  of  stress,  which  is  a  risk  factor 
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^or  5uicide.5tres5"{evels  and  engagement  fn  more  physical  exercise,  a  protective  factor  for  suicide. 
Jthan  residents  in  control  vacant  lot  areas.  Other  benefits  included  reductions  in  firearm  assaults 
and  vandalismfBranaset  al.,  20Xl]j- 


Teach  Coping  and  Problem-Solving  Skills 

Rationale 

Building  life  skills  prepares  individuals  to  successfully  tackle  every  day  challenges  and  adapt  to  stress  and 
adversity.  Life  skills  encompasses  many  concepts,  but  most  often  Include  coping  and  problem-solving 
skills,  conflict  resolution,  and  critical  thinking.  Life  skills  are  important  in  shielding  individuals  from 
suicidal  behaviors  (World  Health  Organization,  2014).  Suicide  prevention  programs  that  focus  on  life  and 
social  skills  training  are  dra\A^n  from  social  cognitive  theories  (Bandura,  1986),  surmising  that  suicidal 
behavior  is  attributed  to  ^ither  Jdirect  learning,  modeling,  af»d-or  environmental  and  individual  {e.g. 
hopelessness)  characteristics.  The  literature  linking  life  skills  and  suicide  is  robust.  The  inability  to  employ 
adequate  strategies  to  cope  with  immediate  stressors  or  identify  and  find  solutions  for  problems  has 
been  characterized  among  suicide  attempters  (Pollack  &  Williams,  2004).  Treatments  that  include 
bolstering  skills  (Goldsmith,  Pellmar,  Kleinman,  &  Bunney,  2002)  and  include  problem-solving  techniques 
(Gbahramanlou-Holloway,  Bhar,  Brown,  Olsen,  &  Beck,  2012;  Townsend  et  af.,  2001)  appear  to  reduce 
suicidal  ideation  and  attempts  more  effectively.  Prevention  programs  focused  on  teaching  these  skills 
target  youth,  parents  and  families  and  have  been  used  with  both  universal  and  at-risk  populations.  While 
many  do  not  target  suicidal  behaviors  directly,  these  programs  strive  to  train  youth  and  parents  in 
important  life  skills  to  offset  the  underlying  vulnerabilities  that  contribute  to  engaging  in  high-risk 


f ^ 

y"  Comment  |A|:  From  JM;  Not  seeing 
^  strong  evidence  here.  Are  you  suggesting 
that  this  affects  documented  risk  factors 
for  suicide  by  reducing  stress  and 
increasing  physical  exercise?  i  would  like 
to  see  a  stronger  evidence  statement 
here. 

I  F  ro  m  LL  D :  y 0  u  m  ight  wa  nt  to  i  nco  r  po  rate 

\  a  phrase  In  the  statement  along  the  lines 
\  of  "which  are  risk  factors  for  suicide'' 

\  KH:  Added  the  qualifier  you  suggested, 
\(j_inda^ _ , 

'f" - - - - — - ^ 

Comment  |A[:  From  TS:  They  had  a 
follow  up  paper  in  2013  that  showed 
intervention  sites  felt  significantly  safer. 
The  effects  on  crimes  was  encouraging 
but  not  significant,  it  seems  important  to 
mention  this  too. 

^  From  LLD:  not  sure  I  agree  with  Tom^s  last 
\  point  about  mentioning  the  nonsignificant 
\  [effect  on  crime. _ ^ 

y  ' 

Comment  |A|:  From  LLD:  the  word 
"either^'  here  implies  another 
comparative  clause;  should  the  word  "or" 
be  inserted  before  the  word  "modeling"? 
May  want  to  just  delete  the  word  ''either^ 

^KH:  Added _ , 


behaviors  early  in  life. 


Approaches 

Current  evidence  provides  support  for  the  foiiowing  two  approaches: 

■  Social  emotional  learning  programs  focus  on  developing  and  strengthening  communication  and 
problem-solving  skills,  emotion  regulation,  conflict  resolution,  help  seeking  and  coping  skills. 
These  approaches  address  a  range  of  risk  and  protective  factors  for  suicidal  behavior.  They 
provide  children  and  youth  with  skills  to  resolve  problems  in  relationships,  school,  and  with 
peers,  and  help  youth  to  address  other  negative  influences  (e.g.,  substance  use)  associated  with 
suicide.  These  approaches  are  typically  delivered  to  all  students  in  a  particular  grade  or  school, 
although  some  programs  also  focus  on  groups  of  students  considered  to  be  at  high  risk  for 
suicide.  Opportunities  to  practice  and  reinforce  skills  are  an  Important  part  of  programs  that  work 
(Herman,  Borden,  Reinke,  Sl  Webster-St ration,  2011). 
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Parenting  skill  and  familv  relationship  programs  are  designed  to  strengthen  parenting  skills, 
enhance  positive  parent-child  interactions,  and  improve  children's  behavioral  and  emotional 
skills  and  abilities.  Several  parenting  and  family  relationship  programs  have  been  shown  in 
rigorous  evaluations  to  improve  resilience  and  reduce  risk  factors  for  various  behaviors,  including 
ones  closely  related  to  suicide,  such  as  depression,  Internalizing  behaviors,  and  substance  abuse 
(M.  S.  Knox,  Burkhart,  &  Hunter,  2010}. 


Potential  Outcomes 

•  Reductions  in  suicide  attempts  and  suicide  ideation 

•  Improvennents  in  Enhanced  knowledge  of  risk  and  protective  factors  associated  with  suicide 

•  Reductions  in  suicide  risk  behaviors  (i.e.,  depression,  anxiety,  conduct  problems,  substance  abuse) 

•  Improvements  in-arrd  normalize  help-seekinR  behavior 

•  lmprovements§Fhh8B€e  in  social  competence  and  emotional  regulation  skills 

•  ImprovementsEnhanco  in  problem-solving  and  conflict  management  skills 


Evidence 

There  are  several  programs  with  evidence  that  support  teaching  social,  emotional  and  parenting  skills  to 
reduce  suicidal  behaviors  and  associated  risk  factors. 

•  Social  emotional  learning  programs.  The  Youth  Aware  of  Mental  Health  Program  (YAM)  is  a 
program  developed  for  teenagers  that  uses  interactive  dialogue  and  role-playing  to  teach 
adolescents  about  the  risk  and  protective  factors  associated  with  suicide  (including 
knowledge  about  depression  and  anxiety}  and  enhances  their  problem-solving  skills  for 
dealing  with  adverse  life  events,  stress,  school  and  other  problems.  The  program  Includes  3 
hours  of  role-play  sessions  and  Interactive  workshops  combined  with  a  booklet  that  students 
can  keep,  educational  posters  displayed  in  classroom,  and  interactive  lectures  about  mental 
health  at  the  beginning  and  end  of  the  program  |^A/asserman  a  cluster- 

randomized  controlled  trial  of  YAM  conducted  across  10  European  Union  countries  and  168 
schools,  ^tudent^aged  14-16  participating  in  the  YAM  program  were  significantly  less  likely  j 
to4^V€  an  jee4^FHt-5ulGide-attempt|0R  0.45,  95%C1  Q.34-0.8S;  p=Q,014)  attempt  suicide  and  . 
-have  severe  suicidal  ideation  (Q.5Q,  0.27-0.92;  p=Q.02S}jatthe  12-month  folJow-up  compared  ! 
to  the^ontrol  Rroui:^  which  did  not  participate  in  an  Intervention.  Overall,  the  reiatlve  risk  of  ■ 
youth  suicide  attempts  among  the  YAM  group  was  reduced  by  over  50%7 

md^catlnRdemonstratlng  that  out  of  1000  students,  five  attempted  suicide  in  the  YAM  group 

compared  to  11  in  the  control  group.  Additionally,  related  to  severe  suicide  ideation.  In  the 
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Comment  |A[:  From  JH:  Suggest 
translating  OR  and  9S%  Cl  for  wider 
audience. 

From  LLD:  agree;  this  is  too  technical  for  a 
wider  audience.  See  Tom's  suggestion 
below. 
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YAfVl  group  absolute  risk  fell  byf}.50%|^nd  relative  risk  fell  by  49.6%iwasserm3n  et  al.,  2014^^  |A|:  From  jh:  signmcant? 


Signs  of  Suicide  (SOS)  is  another  schoohbased  prevention  program  for  students  aged  13- 17. 

The  program  includes  guided  classroom  discussions  about  suicide  and  depression.  As  part  of 
the  progrann,  students  are  screened  for  depression  and  suicide  risk  and  referred  for 
professional  help  as  indicated.  The  program  is  designed  to  Increase  knowledge  about  suicide 
and  risk  factors  associated  with  suicidal  behavior  as  well  as  improve  and  normalize  help- 
seeking  behavior  (Schilling,  Aseltine,  &  James,  2016),  In  a  randomized  controlled  trial,  SOS 
was  shown  to  Reduce  jself-reported  suicide  attempts  at  3-months  post  intervention  among 
participating  students  compared  to  ^ontr^  students.  The  SOS  program  also  |ncrease^"\ 
students'  knowledge  of  how  to  get  help  for  themselves  or  friends  for  depression  and/or  \ 
suicidal  thoughts,  and  favorable  attitudes  toward  help-seeking.  SOS  participants  with  a  \\ 
lifetime  history  of  suicide  attempt  were  also  less  likely  to  report  planning  a  suicide  in  the  3 
months  following  the  program  compared  to^ower-risk  participantsj(Schllling  et  al.,  2016), 

Finally,  the  Good  Behavior  Game  (GBG)  is  a  classroom-based  program  for  elementary  school 

The  program  uses  a  team-based  behavior  management  strategy  that  promotes  good  \ 
behavior  by  setting  clear  expectations  for  good  behavior  and  consequences  for  maladaptive 
behavior.  The  goal  of  the  GBG  is  to  create  an  integrated  classroom  social  system  that  is 
supportive  of  all  children  being  able  to  learn  with  little  aggressive  or  disruptive  behavior 
{Wilcox  et  al.,  2008).  Two  cohorts  of  youths  participated  in  the  program  in  1985-85  and  1986- 
86  school  years  when  they  were  in  the  first  and  second  grades.  A  number  of  proximal  and 

distal  outcomes  were  assessed  amone  the  two  cohorts  over  time.  With  respect  to  distal 

suicide-related  outCQmesH|fi-aan  outcome  evaluation  of  the  GBG  -indicated  that  first  graders  ; 
assjgnedindividuals  in  the  first  cohort  who  were  assigned  to  participate  in  ^-GBG  when  they  / 
were  in  the  first  ^rade  reported  half  the  adjusted  odds  of  suicidal  ideation  and  suicide  / 
^ttempt^  when  assessed  approximately  15  years  later,  between  the  ages  of  19  to  21,  /  j 
compared  to  peers  who  had  been  in  a  standard  classroom  setting.  The  be  n  ef  i  ci  a  I  effect  of  t  h  e  / 
program  was  consistent  for  suicidal  ideation  regardless  of  whether  baseline  covariates  were  / 

I 

included.  The  G6G  effect  on  attempts  was  less  robust  in  some  adjusted  models  including  /  / 
caregiver  mental  health.  In  the^econd  cohort Jof  OTG  students,  neither  suicidal  ideation  nor  /  / 
suicide  attempts  were  significantly  different  between  GBG  and  the  control  interventions  / 
(Wilcox  et  a!.,  2Q08|^f^The  authors  surmise  this  finding  likely  arose  due  to  the  lack  of  /  / 
implementation  fidelity  and  pointed  to  the  need  for  GBG  to  "be  "delivered  with  precision,  / 
consistency,  and  teacher  support.  GBG  was  also  found  to  be  associated  with  reduced  risk  of 
later  substance  abuse,  a  risk  factor  for  suicide  (Kellam  et  al.,  2008). 


Coniment  |A|:  From  TS:  The  Lancet 
paper  has  a  2015  publication  date. 

The  authors  provide  the  absolute  and  RR 
for  suicide  attempts  too  and  they  give  a 
clear  way  of  thinking  about  this  -  i.e,,  for 
HR  "Of  1000  pupils,  11  attempted  surdde 
in  the  control  group  vs  five  attempts  in 
VAM" 

it  might  be  worth  using  the  attempt 
example  so  you  can  provide  this 
explanation. 

Revised. 


Ctiitimcnt  |A|:  From  JH^  significant? 
Effect  siie/magnitude  of  reduction? 


Comment  |A|:  From  JH:  define  control 
condition 


t  Comment  I  Ah  From  JH^  significant?  ) 


Comment  I  A|:  Frorn  JH:  Lower-risk?  Do 
you  mean  students  with  no  prior  reported 
history  of  suicide  attempts? 


Comment  [Ah  From  LLD:  Jeff  had 
questions  about  what  is  meant  by 
upstream.  You  are  referring  to  primary 
prevention  but  some  of  the  other 


Comment  |Aj:  From  JHr  compared  to? 


Added. 


Comment  |A|:  From  JH:  Suggest  stating 
clearly  there  are  two  separate  cohorts  of 
students  receiving  the  intervention.  How 
do  these  cohorts  differ  (time,  location)? 


Comment  lAj:  From  TS^  It  is  important 
to  help  the  reader  to  understand  that  this 
study  looked  at  the  suicidai  ideation  when 
the  first  graders  were  age  19-21.  This  is 


Comment  [Ah  From  JH:  Is  this  the 
authors'  comment  or  your  interpretation 
of  the  data?  Please  clarify. 
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Parenting  skill  and  familv  relatianship  programs.  Parenting  and  family  skills  training 
approaches  have  shown  promising  impacts  in  preventing  key  risk  factors  associated  with 
suicide.  For  example,  the  Incredible  Years  (lY)  is  a  comprehensive  group  training  program  for 
parents,  teachers  and  children  designed  to  reduce  conduct  and  substance  abuse  problems, 
two  important  suicide  risk  factors,  in  youth  by  improving  protective  factors  such  as  responsive 
and  positive  parent-teacher-child  interactions  and  relationships,  emotion  self-regulation  and 
social  competence  (all  protective  factors  for  suicide)  (Herman  et  aL,  2011},  The  program 
includes  9-  20  sessions  offered  in  community-based  settings  (e.g.,  religious,  recreation 
centers,  mental  health  treatment  centers,  and  hospitals).  Several  studies  have  demonstrated 
the  effect  of  the  lY  program  on  reducing  internalizing  symptoms,  such  as  anxiety  and 
depression,  and  child  conduct  problems  (C.  H,  Webster-Stratton,  Reid,  &  Beauchaine,  2011; 
Webster-Stratton,  Jamila  Reid,  &  Stoolmiller,  2008).  The  program  is  also  associated  with 
improved  problem-solving  and  conflict  management;  these  skills  were  maintained  at  l-year 
follow-up  (Reid,  Webster-StratCon,  Hammond,  2003;  C  Webster-Stratton  &  Hammond, 
1997;  C.  Webster- Stratton,  Reid,  &  Hammond,  2001).  The  program  demonstrated  greater 
benefits  as  the  dosage  of  the  intervention  increased  (Herman  et  ah,  2011). 

Additionally,  Strengthening  Fomilies  10-14  is  a  program  that  involves  sessions  between 
parents,  youth,  and  family  with  the  goal  of  improving  parents'  skills  for  disciplining,  managing 
emotions  and  conflict,  and  communicating  with  their  children;  promoting  youths' 
interpersonal  and  problem-solving  skills;  and  creating  family  activities  to  build  cohesion  and 
positive  parent-child  interactions.  The  premise  of  the  program  is  that  developing  these  skills  jj 
for  both  parents  and  children  wilt  reduce  internalizing  behavior  and  adolescent  substance 
abuse,  two  important  risk  factors  for  suicide  (Spoth,  Guyll,  &  Day,  2002}.  Strengthening  | 
Families  has  been  shown  to  sienificantly^ecrease  externalizing  behavior^such  as  aggression,  | 
alcohol  use,  and  drug  use  among  youth  participants^hF^-,  as  well  as  reductions  in  depression,  j 
alcohol  use,  and  drug  use  among  participating  famflies  (Spoth  et  al,  2002). 


Comment  |AR  From  JHi  significant? 
Also  p  lease  define  externa  I  i  ling 
behaviors. 

,1CH  Added _ 
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Comment  |A[i  From  TS:  This  seems 
awkward  as  written,  it  might  be  better  to 
say  attention  to  people  with  specific 
ViilnerabHities.-.^ 

Comment  |Al:  I'm  not  sure  about 
^specific  vulnerabilities'  terminology.  I 
think  people  are  much  more  familiar  with 
something  like  this. _ _ 

with  lower  socio-economic  status  or  who  are  living  with  a  mental  health  problem;  people  who  have 
attempted  suicide  previously;  individuals  who  are  institutionaiized,  have  been  victims  of  violence,  or  are 
homeless;  and  members  of  certain  racial  and  ethnic  minority  groups.  Supporting  these  vulnerable  groups 
requires  proactive  case  finding  along  with  access  to,  and  retention  in,  mental  health  services.  Finding 
effective  ways  of  identifying  at-risk  or  vulnerable  groups,  customizing  services  to  make  them  accessible 
and  engaged  in  care  remain  key  challenges.  For  example,  simply  improving  services  does  not  guarantee 
that  those  services  will  be  used  by  those  most  in  need  of  them,  nor  will  it  necessarily  increase  the  number 
of  people  who  follow  treatments  that  are  recommended.  People  who  are  disadvantaged  face  social  and 
economic  issues  that  may  adversely  affect  their  ability  to  respond  to  the  treatments  or  advice  that  are 
offered. 


Identify  and  Support  People  At-Risk 


Rationale 


/ 


In  order  to  decrease  suicide,  Attention  to  people  at  increased  eH^igh-risk.  for  example  people  with  prior  / 
suicide  attempts.  Is  necessary,  as  these  individuals  tend  to  experience  suicidal  behavior  at  higher  than  / , 
average  rates.|rhese  vulnerable  or  disadvantaged  populations  include,  but  are  not  limited  to,  individuals 


Approaches 

The  following  three  approaches  focus  on  identifying  and  supporting  people  at  increased  risk. 

•  Gatekeeper  training  is  designed  to  train  teachers,  coaches,  providers  and  others  in  the 
community  to  identify  people  who  may  be  at  risk  of  suicide  and  to  respond  effectively,  including 
facilitating  treatment  seeking  and  support  services.  Gatekeeper  training  is  typically  implemented 
in  schools  to  identify  at-risk  youth  and  within  health  care  settings  to  identify  adults  {and  youth}. 

•  Screening  combined  with  care  management  and  overall  continuity  of  care  has  been  used  In 
primary  care  and  behavioral  health  care  settings  to  assure  that  people  who  may  be  at  high-risk 
of  suicide  are  Identified  and  receive  ongoing  treatment  as  needed,  particularly  after  inpatient 
discharge  and  other  transitions  within  the  healthcare  system  so  they  don't  'slip  through  the 
cracks'*  These  approaches  typically  employ  screening  for  depression  and/or  suicide  combined 
with  collaborative  treatment  planning  between  patients  and  their  providers  and  patient  follow¬ 
up. 

•  Crisis  intervention.  These  approaches  provide  support  and  referral  services,  typically  by 
connecting  a  person  in  crisis  (or  a  friend  or  family  member  of  someone  at-risk)  to  trained 
volunteers  or  professional  staff  via  telephone  hotline,  online  chat,  or  text  messaging.  Crisis 
intervention  approaches  are  intended  to  impact  key  risk  factors  for  suicide,  including  feelings  of 


depression,  hopelessness,  and  subsequent  mental  health  care  utilization.  Like  means  reduction, 
crisis  interventions  can  put  space  or  time  between  an  individual  who  may  be  considering  suicide 
and  harmful  behavior 


Potential  Outcomes 

Reductions  in  suicide  attempts 
Reductions  in  suicide  deaths 

Increased  Increases  in  identification  of  individuals  at-risk  for  suicidal  behavior 
Increased  Increases  in  at-risk  individuals  in  treatment 

Increased  Increases  in  community  members  trained  to  identify  at-risk  individuals 
Increased  Increases  in  referrals  for  health  care 


Evidence  j 

Identifying  people  at  risk  of  suicide  can  positively  impact  both  suicide  risk  factors  as  well  as  suicide 

mortality,  however  sustained  implementation  of  programs  and  practices  appears  critical.  Among  people  /; 

who  identify  themse/ves  thro  ugh  cal  Is  to  suicide  hotlines,  preliminary  evidence  finds  reductions  in  suicide  j/ 

risk  factors,  that-ggtokec^r-  suec-essftd-ln  feducH^  suicides  but  the  efforts  must  be  j’ 

The  number  of  stu dies- evaluating  £f4sis  mtefventffln  sefwces  4&limlt€d,-but-  decreased  suicidal  thoughts  / 


Comment  |A|:  From  LLD:  suggest 
shortening  this  introductory  statement 
about  the  evidence  and  making  it 
consistent  with  the  other  sections,  if  you 
need  to  provide  caveats,  then  you  might 
want  to  take  a  look  at  the  YV  TP  for 
example  wording. 

Comment  lAp  From  TS:  Add  cites  here. 
Also  this  wording  is  awkward  because  it 
could  be  read  as  suggesting  that  those 
who  chose  to  use  the  hotline  are  different 
from  others  at  risk  who  did  not.  Maybe 
you  could  add  the  foNow  up  period  to  the 
end  “they  have  decrease  suicidal 
thoughts  and  behavior  at  xx 
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dJ^Dhavio^ 


Gatekeeper  training.  One  example  of  gatekeeper  training  is  the  Amenta/  Health  First  Aid  (MHFA)  *1*  i 

''i  ^ 

program.  This  program  is  designed  for  the  lay  public  and  consists  of  three  weekly  sessions  of  (jj  ■ 

<r*  t 

three  hours  each.  Participants  learn  the  symptoms  of  people  in  mental  health  crises  and/or  in  J 
the  early  stages  of  mental  health  problems  {i.e.,  those  experiencing  suicidal  thoughts  and  :i'i ; 
behavior,  acute  stress  reaction,  panic  attacks  and  acute  psychotic  behavior,  and  depression,  !if  I 
anxiety,  and  psychotic  disorders),  possible  risk  factors,  and  where  and  how  to  get^vidence-based  /fj  / 
effectrv^help  (Kitchener  &  Jorm,  2004),  In  a  randomized  controlled  trial  of  301  participants  of  j 
MHFA,  the  pitervention  group,  compared  to  the  walt-fisted  control  group^pe ported  at  5  months  |  i 
follow-up,  significantly  greater  feelings  of  confidence  |n  helping  someone  (74^5%  vs,  57.4%,  f  | 
p<.QQl).  greater  likelihood  of  encouraging  people  to  seek  professional  help  (29.4%  vs.  16.8%,  J 

I 

p<.0Q7),  Improved  agreement  with  health  professionals  about  treatments  (p<,036),  and  ; 
decreased  stigmatizing  attitudes  towards  mental  illness  (p<.02).  Additionally,  the  intervention  | 
resulted  In  improved  overall  |nental  healthjpf  the  participants  themselves  (p<.035).  However,  the ! 
percent  who  provided  some  or  a  lot  of  help  did  not  differ  between  groups  (  (Kitchener  &  Jorm, 
2004).  Additional  research  rigorously  evaluating  MHFA  for  its  impact  on  intervention  recipients" 
suicidal  behavior  is  needed  (Kitchener  &  Jorm,  2006), 
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Gatekeeper  training  has  also  been  a  primary  part  of  all  Gorret  Lee  Smith  (GLS)  Suicide  Prevention 
Program  which  is  in  place  in  49  states  and  48  tribes.  A  multi-site  evaluation  assessed  the  impact 
of  comnnunity  gatekeeper  training  on  suicide  attempts  and  deaths  by  comparing  the  change  in 
suicide  rates  and  nonfatal  suicidal  behavior  among  young  people  aged  10-24  in  counties 
implementing  GLS  trainings,  with  the  trajectory  observed  in  sinnilar  counties  that  did  not 
implement  these  trainings.  Counties  that  implemented  GLS  trainings  had  significantly  lower 
youth  suicide  rates  one  year  following  the  training  implementation  (Walrath,  Garraza,  Reid, 
Goldston,  &  McKeon,  2015).  This  finding  equates  to  a  decrease  of  1  suicide  death  per  100,000 
among  youth  ages  10  to  24,  or  the  prevention  of  approximately  237  deaths  in  the  age  group, 
between  2007  and  2010.  Counties  implementing  GLS  program  activities,  including  gatekeeper 
training,  also  had  significantly  lower  suicide  attempt  rates  among  youth  ages  16  to  23  in  the  year 
following  implementation  of  the  GLS  program  than  did  similar  counties  that  did  not  implement 
GLS  activities  (4.9  fewer  attempts  per  1000  youths;  (Godoy  Garraza,  Walrath,  Goldston,  Reid,  St 
fVlcKeon,  2015)).  More  than  79,000  suicide  attempts  may  have  been  prevented  during  the  period 
examined,  following  implementation  of  the  GLS  program, 

•  Screening  combined  with  care  management  and  overall  continuity  of  care,  ^he  Henry  Ford  1 1 
healthcare  system  is  a  large  health  maintenance  organization  (HMO)  in  the  state  of  Michigan,  j  i 

Henry  Ford^s  Perfect  Depression  Core  program  was  the  pre-cursor  to  what  is  now  called  Zero  ji 

Suicide,  and  its  overall  goal  was  to  eliminate  suicide  among  its  members.  More  broad iy,  the  aim  j  | 

1 1 

was  to  redesign  delivery  of  depression  care  to  achieve  '^breakthrough  improvement"  In  quality  j  j 
and  safety  by  focusing  on  six  aims:  effectiveness,  safety,  patient  centeredness,  timeliness,  !  f 
efficiency,  and  equity  among  patients.  The  program  screened  and  assessed  each  patient  for  ij 
suicide  risk  and  implemented  coordinated  continuous  follow-up  care  system  wide  (C  E.  Coffey,  ij 
2006).  An  examination  of  the  impact  of  the  program  found  that  there  was  a  dramatic  and  jf 
statistical  fy  significant  decrease  in  the  rate  of  suicide  between  the  baseline  years,  1999  and  2000,  ;; 

^  I 

prior  to  the  intervention  to  the  intervention  years,  2002-2009.  During  this  time  period,  the  i; 
suicide  rate  fell  by  82?^j|(C.  E.  Coffey,  2006;  C.  E.  Coffey,  Coffey,  &  Ahmedani,  2013).  Further,!! 
among  HMO  members  who  received  mental  health  specialty  services,  the  suicide  rate  decreased  j 
from  110.3/100,000  in  1999  to  47.6/100,000  in  2010  fp<.04)  with  a  mean  of  36.2/100,000  over  j 

the  time  period.  Additionally,  for  those  HMO  members  who  accessed  only  general  medical  j 
services  as  opposed  to  specialty  mental  health  services,  the  suicide  rate  jncreasetjj^  fromj 
2.7/100,000  to  5.6/100,000  (p<.01).  Similariy,  in  the  state  of  Michigan,  rates  of  suicide  in  the 

generai  population  increased  over  the  period  from  9.8/100,000  to  12.5/100,000  (p<,001)  {M. 

Coffey,  Coffey,  &  Ahmedani,  2015). 


Comment  I A|:  From  JMH  think  you 
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Crisis  intervention.  Suicide  prevention  hotlines  are  one  \A/ay  to  provide  crisis  intervention.  In  an 
evaluation  of  the  effectiveness  of  the  Notional  Suicide  Prevention  Lifeline  (NSPL)  to  prevent 
suicide,  1,085  suicidal  individuats  who  called  the  hotline  completed  a  standard  risk  assessment 
for  suicide,  and  380  of  those  completed  a  follow-up  assessment  between  1  and  52  days 
(mean=13.5  days)  after  the  initial  assessment.  Researchers  found  that  over  half  of  the  initial  , 
sample  were  seriously  considering  suicide  when  they  called,  and  they  had  a  plan  for  their  suicide,  if 
Researchers  also  found  that  among  follow-up  participants,  there  was  a  significant  |jecreas^iny 
psychological  pain  (F-SZ.S,  p<.0Qll,  hopeiessness  (F=47.8.  p<.001)  and  intent  to  die  (F-7.57, 

p<,01)  between  initiation  of  the  call  (time  1)  to  foljow-up  (time  3).  Between  time  2  (end  of  the 

call)  to  time  3,  the  effect  remained  for  psychological  pain  (F-14.1,  p<.QQll  and  hopelessness 

(F-17.03,  p<.0011  but  was  not  significant  for  intent  to  die.  (Gould,  Kalafat,  Harrismunfakh,  & 

Kle Inman,  2007). 


Coninient  |A|:  From  JH:  Report 
magnitude  of  decrease? 


Comment  |Ah  This  fs  realty  the  best  I 
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Comment  [A]:  To  be  consistent  with 
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In  another  study,  this  time  employing  a  randomized  controlled  trial,  Gould,  Cross,  Pisani, 
Munfakh,  and  Klein  man  (2013)  assessed  the  impact  of  the  Applied  Suicide  Intervention  Skills 
Training  (ASIST),  a  widely  implemented  training  program  that  helps  hotline  counselors, 
emergency  workers,  and  other  gatekeepers  to  identify  and  connect  with  suicidal  individuals, 
understand  their  reasoning  for  living  and  dying,  and  assist  with  safely  connecting  those  in  need 
to  available  resources.  The  training  was  evaluated  across  the  NSPL  network  of  hotlines  over  the 
period  2008-2009.  Using  data  from  1,410  suicidal  individuals  who  called  17  Lifeline  centers, 
researchers  found  that  compared  to  callers  who  spoke  to  counselors  that  received  the  usual  care 
training,  individuals  who  spoke  with  counselors  ^ithout  training  in  ASiST  were  significantly  more 
likely  to  feel  depressed  (0R=131  (1.01,  1.71)),  suicidal  (OR=1.74  (139,  2.18)),  more 
overwhelmed  (OR=1.46  (1.18,  1.8Z1.  and  less  hopeful  (1.35  (1.04,  1.77))  by  the  end  of  their  call  1 
to  the  hotline  compared  to  those  with  training  in  A5/5r. jjCounselors  trained  in  AS/Sf  were  also/ 
more  skilled  at  keeping  callers  on  the  phone  longer  and  establishing  a  connection  with  them. 
However,  training  in  AS/ST  did  not  result  In  more  comprehensive  suicide  risk  assessments  than 
usual  care  training  (Gould  et  aL,  2013). 
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Intervene  to  Lessen  Harms  and  Prevent  Future  Risk 


Rationale 


Individuals  who  have  experienced  mental  health  challenges^  suicidal  ideation^  who  have  made  suicide 
attempts  or  engaged  in  non-suicidal  self-injury  are  at  increased  risk  of  suicide  (U.S.  Office  of  the  Surgeon 
General  &  National  Action  Alliance  for  Suicide  Prevention;  2012).  Risk  of  suicide  can  also  increase  among 
those  who  have  lost  a  friend,  family  member,  co-worker,  or  other  acquaintance  to  suicide  (Pitman, 

i 

Osborn,  King,  fit  Erlangsen,  2014)*  Exposure  to  sensationalized  or  uninformed  reporting  regarding  on  } 
suicide  may  heighten  the  risk  of  suicide  among  vulnerable  individuals  and  can  inadvertently  contribute  / 
to  suicide  contagion  (Etzersdorfer  fit  Sonneck,  1998;  Niederkrotenthaler  &  Sonneck,  2007).  j 


Approaches 

^hread-affay-ef-aThe  four  approaches  included  here  to  lesson  harms  and  reduce  future  risk  of  suicide 


among  those  at  increased  risk  focus  on  providing  appropriate  mental  healthcare,  continuity  of  care, 
caring  for  the  bereaved,  and  providing  safe  messaging  around  suicide,  men4aj 


filannk^-  a-nd-  tHat-  deereases-  damefs-  eneemg-  thefapeutle  sappoftr  mcfeasi'ng 


connectedness  to-  supportive  others,  addressing  bereavement,  aed-  framing  communications  to 
emphas^e  resfiierK-e, “decrease  negative  affect,  and  to  prevent  cootagienj^ 


t  I 
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a 


a 
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;  Comment  lAp  Fronn  LLD:  Suggest 
j  fleshing  this  description  out  a  bit.  Vou 
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Included  some  of  this  info.  I  don't  think 
there's  a  "typical"  number  of  sessions,  as 
it  seems  to  vary  across  treatment 


*  treatment  for  people  at-nsk  of  suicide Jtypically  Includes  various  forms  of  psychotherapy/ 
deiivered  by  iicensed  providers  to  help  indivtduais  with  mental  heaith  probiems  and  other  risk 
factors  for  suicide  with  problem-soivlng,  tmpulslvity  and  emotion  regulation.  Treatment  usuaity 


takes  place  in  a  one  on  one  or  group  format  between  patients  and  ciinicians  in  mental  healthcare 

settings  and  can  vary  in  duration  from  several  weeks  to  ongoing  therapy  for  years  in  some  cases. 


•  Treatment  to  prevent  re-attempts.  These  approaches  typically  include  follow-up  contact  and  use 
diverse  modalities  (e.g.,  home  visits,  mail,  telephone,  e-mail)  to  engage  recent  suicide  attempt 
survivors  in  continued  treatment  to  prevent  re-attempts.  Treatment  may  focus  on  improved 
coping  skills,  mindfulness,  and  other  emotional  regulation  skills,  and  may  include  case 
management  home  visits  to  increase  adherence  to  treatment  and  continuity  of  care;  and  one- 
on-one  interpersonal  therapy  and/or  group  therapy.  Approaches  that  engage  and  connect 
attempters  to  peers  and  providers  are  especially  important  because  many  attempters  do  not 
present  to  aftercare;  12%-25%  reattempt  within  a  year,  and  3%-9%  of  attempt  survivors  die  by 
suicide  within  1  to  5  years  of  their  initial  attempt  (Inagaki  et  al.,  2015) 

•  Postventlon  approaches  are  implemented  after  a  suicide  has  taken  place  and  may  include 
debriefing  sessions,  counseling,  and/or  bereavement  support  groups  for  surviving  friends  and 
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family  members/loved  ones.  These  programs  have  not  typically  been  evaluated  for  their  impact 
on  suicide  or  suicidal  behavior  but  may  reduce  survivors'  guilt,  feelings  of  depression,  and 
complicated  grief  (Szumilas  &  Kutcher,  2011). 

■  Safe  messaging  following  a  suicide.  The  manner  in  v^hich  infornnation  on  a  recent  suicide  is 
communicated  to  the  public  (e.g.  school  assemblies,  mass  media,  social  media)  can  heighten  the 
risk  of  suicide  among  vulnerable  Individuals  and  can  inadvertently  contribute  to  suicide 
contagion.  Therefore,  responsible  and  safe  reporting  may  help  prevent  suicide  and  suicide 
contagion. 


Potential  p  II  tcom 


^uteomej  __ 


Reductions  in  mental  health-related  sequelae 

Increasesjn  connectedness 

Improvements  in  coping  skills 

Improvements  in  messaging  following  suicide 

Reductions  in  re-attempts 

Reductions  In  contagion  effects  related  to  suicide 


j  Comment  |A|:  From  JH.  add  something 
/  about  contagion? 
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Evidence 

The  evidence  addressing  strategies  to  lesson  harm  and  prevent  future  risk  of  suicide  includes  the 
evaluation  of  effects  of  specific  approaches  on  risk  and  protective  factors  as  well  as  suicide-related 
mortality.  However,  because  the  evaluation  of  suicide-related  mortality  requires  large  sample  sizes  and 
extended  follow-up,  much  of  the  evidence  in  this  area  primarily  focuses  on  risk  and  protective  factors. 


•  Treatment  for  people  at-risk  of  suicide.  There  are  a  number  of  treatments  with  evidence  of 
i  mpa  cE  on  risk  and  protective  factors  for  suicide.  One  exam  pie  is  the  fmpmving  Mood  -  Promoting 
Access  to  Colhborotfve  Treatment  (IMPACT)  program.  IMPACT  aims  to  prevent  suicide  among 
older  primary  care  patients  by  reducing  suicide  ideation  and  depression  in  primary  care  settings, 
it  facilitates  the  development  of  a  therapeutic  alliance,  a  personalized  treatment  plan  that 
includes  patient  preferences,  as  well  as  proactive  follow-up  (biweekly  during  an  acute  phase  and 
monthly  during  continuation  phase)  by  a  depression  care  manager  {Hunkeler  et  al.,  2006}.  The 
program  has  been  shown  to  significantly  improve  quality  of  life,  and  to  reduce  functional 
impairment,  depression  and  suicidal  ideation  over  24-months  of  follow-up  (Hunkeler  et  al.,  2006; 
Unutzer  et  al.,  2006)  relative  to  patients  who  received  care  as  usual. 
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Another  example  is  Collaborative  Assessment  and  Management  ofSaiddaiity  (CAMS),  which  is  a 
therapeutic  approach  for  suicide-specific  assessment  and  treatment  of  patients  suicide  risk.  This 
flexible  approach  can  be  used  across  treatment  settings  and  cfinician  theoretical  orientations  and 
involves  the  clinician  and  patient  working  together  in  an  interactive  assessment  process  to  / 
develop  patient-specific  treatment  plans.  CAMS  sessions  are  collaborative  and^involve  constant  / 
patient  j^nput  about  what  is  and  Is  not  working  with  the  ultimate  goal  of  enhancing  the  / 
therapeutic  alliance  and  Increasing  treatment  motivation  in  the  suicidal  patient.  CAMS  been 
tested  and  supported  in  6  correlational  studies  (Jobes^  2012),  in  a  variety  of  inpatient  and 
outpatient  settings  and  in  one  RCT  with  several  additional  RCTs  under  way.  CAMS  has  been 
associated  with  significant  improvements  in  suicidal  Ideation,  overall  symptom  distress,  and 
feelings  of  hopelessness  at  12  month  folfow-up  among  a  community-based  sample  of  suicidal 
outpatients.  (Comtois  et  aL,  2011). 

Other  examples  Include  D/o/ect/co/  Behoviorai  Therapy  (DBT)  and  Attachmer^t-Based  family 
Therapy  {ABFf},  OBTis  a  multicomponent  therapy  for  individuals  at  high  risk  for  suicide  and  who 
may  struggle  with  impulsivity  and  emotional  regulation.  The  components  of  DBT  include 
individual  therapy,  group  skills  training,  between-session  telephone  coaching  and  a  therapist 
consultation  team.  In  a  randomized  controlled  trial  of  women  with  recent  suicidal  or  self- 
injurious  behavior,  those  receiving  DBT  were  half  as  likely  to  make  a  suicide  attempt  at  two-year 
follow-up  than  women  receiving  community  treatment  (23%  vs  46%),  required  less 
hospitalization  for  suicide  ideation,  and  had  lower  medical  risk  across  all  suicide  attempts  and 
self-injurious  acts  combined  (Linehan  etal.,  2006). 

ABFT\s  a  program  for  adolescents  aged  12-18  and  is  designed  to  treat  clinically  diagnosed  major 
depressive  disorder,  ellrntnate  suicidal  ideation,  and  reduce  dispositional  anxiety  (Diamond  et  aL, 
2010).  A  randomized  controlled  trial  of  ABFT  found  that  suicidal  adolescents  assigned  to  ABfT 
experienced  significantly  greater  improvement  in  suicidal  ideation  over  24  weeks  of  follow-up 
than  did  adolescents  assigned  to  enhanced  usual  care.  Additionally,  a  significantly  higher 
percentage  of  ABFT  participants  reported  no  suicidal  ideation  In  the  week  prior  to  assessment  at 
12  weeks  than  did  adolescents  receiving  enhanced  usual  care  (69.2%  vs.  34.6%}  and  at  24  weeks 
(82.1%  vs.  46.2%)  (Diamond  et  ak,  2010). 

*  Treatment  to  prevent  re-attempts.  Several  strategies  that  aim  to  prevent  re-attempts  have 
demonstrated  impact  on  reducing  suicidal  behavior.  For  example.  Emergency  Department  Brief 
intervention  with  FoHow-up  Visits  is  a  program  that  involves  a  one-hour  discharge  information 
session  that  addresses  suicidal  behavior,  distress,  risk  and  protective  factors,  alternatives  to 
suicidal  behavior,  and  referral  options,  combined  with  nine  follow-up  contacts  over  18  months 
(at  2,  4,  7,  11  weeks  and  4,  6,  12,  IS  months).  Follow-up  contacts  are  either  conducted  by 
phone  or  through  home  visits  according  to  a  specific  time  line  for  up  to  IS-months.  A  randomized 
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controlled  trial  that  enrolled  suicide  attempters  from  eight  hospital  emergency  departments  In 
jfive  culturally  different  countries  (Brazil,  Ihdta.  Sri  Lanka.  Iran,  and  China Isfte&jfound  that  a  brief 
intervention  combined  with  9  follow-up  visits  over  IS-months  was  associated  with  significantly 
fewer  deaths  from  suicide  relative  to  a  treatment-as-usual  group  {0,2%  versus  2,2%,  respectively) 
(Fleischmann  et  al.,  ZOOS). 

Another  example  of  treatment  to  prevent  re-attempts  involves  active  foflow-up  contact 
approaches  such  as  postcards,  letters,  and  telephone  calls  intended  to  increase  a  patient's  sense 
of  connectedness  with  health  care  providers  and  decrease  isolation.  These  approaches  include 
expression  of  care  and  support  and  typically  invite  patients  to  reconnect  with  their  provider. 
Contacts  are  made  periodically  (e.g.,  monthly  or  every  few  months  In  the  first  12  months  post¬ 
discharge  with  some  programs  continuing  contact  for  two  or  more  years).  In  a  meta-analysis 
conducted  by  Inagaki  et  ah  (2015),  interventions  to  prevent  repeat  suicidal  behavior  In  patients 
admitted  to  an  emergency  department  for  suicide  attempt  were  found  to  reduce  reattempts  by 
approximately  17%  for  up  to  12  months  post-discharge;  however^  the  ^eng-term  effects|of  these 
approaches  over  periods  of  time  longer  than  one  year  on  reattempts  has  not  yet  been 
demonstrated.  Also,  because  the  number  of  trials  and  associated  sample  sizes  Included  in  this 
meta-analysis  were  small,  it  was  not  possible  to  determine  the  effect  of  active  contact  and  follow- 
up  approaches  on  death  by  suicide.  In  a  randomized  controlled  trial  of  the  post-crisis  suicide 
prevention  jong-terrr^  follow-up  contact  approach,  Motto  and  Bostrom  (2001)  found  that 
patients  who  refused  ongoing  care  but  who  were  randomized  to  be  contacted  by  letter  four  times 
per  year  had  a  lower  rate  of  suicide  over  two  years  of  follow-up  than  did  patients  in  the  control 
group  who  received  no  further  contact.  Other  studies  have  also  shown  post-crisis  letters  and 
coping  cards  to  be  protective  against  suicide  ideation  and  attempts  (Hassanlan-Moghaddam, 
Sarjami,  Kolahl,  &  Carter,  2011;  Wang  et  al.,  2016). 

Finally,  Cognitive  Behavior  Therapy  for  Suicide  Prevention  (C8T-SP)  is  an  example  of  a  therapeutic 
approach  to  prevent  re-attempts.  It  uses  a  risk-reduction,  relapse  prevention  approach  that 
ir^dudes  an  analysis  of  proximal  risk  factors  and  stressors  (e.g.,  relationship  problems,  school  or 
work-related  difficulties)  leading  up  to  and  following  the  suicidal  event;  safety  plan  development; 
skill  building;  and  psychoeducatlon.  CBT-SP  also  has  family  skill  modules  focused  on  family 
support  and  communication  patterns  as  well  as  Improving  the  family's  problem  solving  skills.  A 
randomized  controlled  trial  of  CBT-SP  found  that  10-session  outpatient  cognitive  therapy 
designed  to  prevent  repeat  suicide  attempts  resulted  in  a  50%  reduction  in  the  likelihood  of  a 
suicide  reattempt  among  adults  who  had  been  admitted  to  an  emergency  department  for  a 
suicide  attempt  relative  to  treatment  as  usual  (Brown  et  al.,  2005). 


Comment  lAp  From  JH;  Unclear. 

According  to  the  article,  this  program  was 
evaluated  in  five  countries.  Please  state 
the  countries.  ThnK, 

^Added. 

Cninvni'nt  |A|;  From  JHi  DefinE  {follow¬ 
ups  greater  than  1  year) 

Revised. 

Comment  |.4[r  From  JHi  Define 

KH:  Defined  later  in  the  sentence  - 
contact  4x/yr,  2  years  of  follow  up. _ 

i 

/  ' 


I 

i 

! 

i 


35 


Postvention  programs  are  implemented  with  the  goal  of  providing  support  to  survivors  of  others' 
suicide  to  reduce  their  own  risk  of  suicide.  One  example  of  a  postvention  program,  StondBy 
Response  Service  {StandBy),  provides  clients  with  face-to-face  outreach  and  telephone  support 
through  a  professional  crisis  response  team.  Site  coordinators  develop  customized  case 
management  plans,  referring  clients  to  other  existing  community  services  matched  to  their  needs 
(Visser,  Comans,  &  Scuffham,  2014).  In  a  study  by  Visser  et  al.  (2014),  StandBy  clients  were 
significantly  less  likely  to  be  at  high  risk  for  suicidality  than  a  suicide  bereaved  comparison  group 
who  had  not  had  contact  with  the  StondBy  program  (48%  and  64%  respectively).  Additionally, 
research  suggests  that  active  postvention  approaches  in  which  outreach  to  suicide  survivors 
occurs  at  the  scene  of  a  suicide  is  associated  with  intake  into  treatment  sooner,  greater 
attendance  at  support  group  meetings,  and  attendance  at  more  meetings  compared  to  passive 
postvention  (versus  passive  approaches  where  survivors  self-refer  for  services)  (J.  Cerel  &  j 
Campbell,  2008).  / 

Safe  messaging  following  a  suicide.  Safe  messaging  after  a  suicide  can  help  assure  that  reporting  of  ; 
the  event  is  done  in  such  a  way  to  reduce  risk  to  consumers  of  news  media  and  other  messaging  /  i 
who  may  be  particularly  vulnerable.  One  way  to  ensure  safe  messaging  following  a  suicide  is  to  ■/ 
encourage  that  reporters  adhere  to  R  ecomm  en  da  tio  ns  for  Reporting  on 
(http://www, reportingonsuicide.org).  Reports  that  are  both  inclusive  of  suicide  prevention 
messages,  stones  of  hope  and  resilience,  risk  and  protective  factors,  and  links  to  helping 
resources  (e.g.,  hotline)  and  that  avoid  sensationalizing  events  or  reducing  suicide  to  one  cause 
can  help  reduce  the  likelihood  of  suicide  contagion.  The  most  compelling  evidence  supporting 
the  effect  of  recommendations  for  reporting  on  suicide  on  reduction  in  suicides  comes  from  i 
Austria.  After  a  sharp  increase  In  suicides  on  the  Viennese  subway,  media  guidelines  were  j 
introduced  and  an  interrupted  time  series  design  was  used  to  evaluate  the  national  impact  of  the  j  / 
guidelines  on  subsequent  suicides.  Changes  in  the  quality  and  quantity  of  media  reporting  f/ 
resulted  in  a  nationwide  significant  reduction  of  SI  suicides  ^nnuall^  (Niederkrotenthaler  &// 
Son  neck,  2QQ7|^  Finally,  research  suggests  that  not  only  does  reporting  on  suicide  in  a  negative  / 
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way  (e.g.,  reporting  on  suicide  myths  and  repetition)  have  harmful  effects  on  suicide,  but 

reporting  on  positive  coping  skills  in  the  face  of  adversity  can  also  demonstrate  protective  effects 

against  suicide  (Niederkrotenthaler  et  ah,  2010).  Reports  of  individual  suicidal  ideation  not 
accompanied  by  reports  of  suicide  or  suicide  attempts,  along  with  reports  describing  a  "mastery'' 

of  a  crisis  situation  where  adversities  were  overcome,  associated  with  significant  decreases  in 

suicide  rates  in  the  time  period  immediately  following  such  reports  (Niederkrotenthaler  et  at, 
2010). 
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Sector  Involvement 


Public  health  can  play  an  important  and  unique  role  in  addressing  suicide.  Public  health  agencies,  which 
typically  place  prevention  at  the  forefront  of  efforts  and  work  to  create  broad  population-level  iimpact, 
can  bring  critical  leadership  and  resources  to  bear  on  this  problem.  For  example,  these  agencies  can 
serve  as  a  convener,  bringing  together  partners  and  stakeholders  to  plan,  prioritize,  and  cbordinate 
suicide  prevention  efforts.  Public  health  agencies  are  also  well  positioned  to  collect  and  disseminate 
data,  implement  preventive  measures,  evaluate  programs,  and  track  progress.  Although  public  health 
can  play  a  leadership  role  in  preventing  suicide,  the  strategies  and  approaches  outlined  in  this  technical 
package  cannot  be  accomplished  by  the  public  health  sector  alone.  As  noted  in  the  National  Strategy  to 
Prevent  Suicide,  the  integration  and  coordination  of  prevention  activities  across  sectors  and  settings  is 
critical  for  expanding  the  reach  and  impact  of  suicide  prevention  efforts. 

Other  sectors  vital  to  implementing  this  package  include,  but  are  not  limited  to,  education,  government 
(local,  state,  and  federal),  social  services,  health  services,  business,  labor,  justice,  housing,  media,  and 
organizations  that  comprise  the  civil  society  sector  such  as  faith-based  organizations,  youth-serving 
organizations,  foundations,  and  other  non-governmental  organizations.  Collectively,  these  sectors  can 
make  a  difference  in  preventing  suicide  by  impacting  the  various  contexts  and  underlying  risks  that 
contribute  to  suicide. 

The  strategies  and  approaches  described  in  this  technical  package  are  summarized  in  Appendix  A  along 
with  the  relevant  sectors  that  are  well  positioned  to  lead  implementation  efforts.  For  example,  business 
and  labor,  health  care  insurers  and  providers,  and  government  entities  are  in  the  best  position  to 
implement  programs  and  policies  that  Strengthen  Economic  Supports  and  Access  to  Mental  Health  Care. 
These  types  of  supports  go  beyond  individual  behavior  change  and  require  commitment  and  support 
from  those  sectors  that  can  directly  address  some  of  the  underlying  risks  and  the  environmental  contexts 
that  increase  the  risk  for  suicide.  Public  health  entities  can  play  an  important  role  by  gathering  and 
synthesizing  information  to  inform  policy,  raise  awareness,  and  evaluate  the  effectiveness  of  various 
policies.  Moreover,  partnerships  with  non-governmental  and  community  organizations  can  be 
instrumental  in  increasing  awareness  of  and  garnering  support  for  policies  affecting  individuals  and 
families. 

The  public  health  sector  has  been  at  the  forefront  of  many  community-based  prevention  efforts,  working 
collaboratively  with  schools  and  community-based  organizations,  to  change  social  norms  and  positively 
impact  health  behavior.  Public  health  is  well  suited  to  take  on  a  similar  leadership  role  in  Promoting 
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Connectedness  through  peer  norm  and  connnnunity  engagement  activities  and  supporting  the 
development,  evaluation,  and  adoption  of  effective  programs  that  Teach  Coping  and  Problem-Solving 
Skills  to  prevent  suicide  from  happening  in  the  first  place.  These  programs  are  often  delivered  in  school 
and  community  settings,  making  education  and  non-governmental  organizations  vital  partners  in 
prevention. 

Businesses,  workplaces,  and  local  and  state  government  entities,  on  the  other  hand,  are  in  the  best 
position  to  establish  policies  and  support  practices  that  Create  Protective  Environments  where  people 
live,  work,  and  play.  Public  health  entities  can  play  an  important  role  by  gathering  and  synthesizing 
information,  working  with  other  agencies  within  the  executive  branch  of  their  state  or  local  government 
in  support  of  policy  and  other  approaches,  and  evaluating  the  effectiveness  of  measures  taken.  In  a 
similar  fashion,  public  health  entities  can  partner  with  schools,  workplaces,  and  community 
organizations  to  implement  and  evaluate  prevention  programs,  policies  and  practices  geared  toward 
creating  safe,  healthy,  and  supportive  environments. 

Finally,  this  technical  package  includes  a  number  of  interventions  delivered  in  hospital,  primary  care, 
behavioral  health  care,  and  community  settings  designed  to  Identify  and  Support  People  At-Risk  and  to 
Lessen  Harms  and  Prevent  Future  Risk.  The  intensity  and  activities  of  these  interventions  require  the 
expertise  of  professionals  who  are  licensed  and  trained  to  deliver  critical  intervention  support.  The 
health  care,  social  services,  and  justice  sectors  can  work  collaboratively  to  support  individuals  at  high- 
risk  for  suicide  and  their  families.  These  activities  also  require  coordination  of  supports  across  various 
service  providers  and  community  organizations. 

Regardless  of  strategy,  action  by  many  sectors  will  be  necessary  for  the  successful  implementation  of 
this  package.  In  this  regard,  all  sectors  can  play  an  important  and  influential  role  in  preventing  suicide 
from  happening  in  the  first  place  and  lessening  the  immediate  and  long-term  harms  of  suicidal  behavior 
by  helping  those  in  times  of  crisis  get  the  services  and  support  they  need. 
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Monitoring  and  Evaluation 


Monitoring  and  evaluation  are  necessary  connponents  of  the  public  health  approach  to  prevention.  It  is 
important  to  have  timely  and  reliable  data  to  monitor  the  extent  of  the  problem  and  to  evaluate  the 
impact  of  prevention  efforts.  Data  are  necessary  for  program  implementation  as  planning, 
implementation,  and  assessment  all  rely  on  accurate  measurement  of  the  problem. 

Surveillance  data  helps  researchers  and  practitioners  track  changes  in  the  burden  of  suicide.  Surveillance 
systems  exist  at  the  federal,  state,  and  local  levels.  It  is  important  to  assess  the  availability  of  surveillance 
data  and  data  systems  across  these  levels  to  identify  and  address  gaps  In  the  systems.  CDCs  National 
Vital  Statistics  System  and  the  National  Violent  Death  Reporting  System  (NVDRS)  are  examples  of 
surveillance  systems  that  provide  data  on  deaths  from  suicide.  NVDRS,  for  example,  is  a  state-based 
surveillance  system  that  combines  data  from  death  certificates,  law  enforcement  reports,  and  coroner 
or  medical  examiner  reports  to  provide  detailed  information  on  the  circumstances  of  violent  deaths, 
including  suicide,  which  can  assist  communities  in  guiding  prevention  approaches  (Blair,  Fowier,  Jack,  St 
Crosby,  2016).  The  National  Electronic  Injury  Surveillance  System-All  Injury  Program  (NEI5S-AIP)  provides 
nationally  representative  data  about  all  types  and  causes  of  nonfatal  injuries  treated  in  U.S.  hospital 
emergency  departments,  and  can  be  used  to  assess  national  rates  of,  and  trends  in,  self-harm  injuries 
by  cause  (e.g.,  falls,  poisoning,  etc.),  age,  race/ethnicity,  sex,  disposition  (where  the  injured  person  goes 
when  released  from  the  Emergency  Department). 

In  addition  to  information  on  deaths  and  nonfatal  injuries,  there  are  also  surveillance  systems  that 
provide  national,  state,  and  some  local  estimates  of  suicidal  behavior.  The  Youth  Risk  Behavior 
Surveillance  System  (YRBSS)  collects  information  from  a  nationally  representative  sample  of  9-12  grade 
students  and  is  a  key  resource  in  monitoring  health-risk  behaviors  among  youth,  including  whether  youth 
have  seriously  considered  attempting  suicide,  attempted  suicide,  made  a  plan,  or  required  treatment  by 
a  doctor  or  nurse  for  a  suicide  attempt  that  resulted  in  an  injury,  poisoning,  or  overdose  (Brener  et  aL, 
2013).  The  YRBSS  data  are  obtained  from  a  national  school-based  survey  conducted  by  CDC  as  well  as 
from  state,  territorial,  tribal,  and  large  urban  school  district  surveys  conducted  by  education  and  health 
agencies.  The  National  Survey  on  Drug  Use  and  Health  (NSDUH)  is  an  annual  survey  of  the  civilian,  non- 
institutionalized  population  aged  12  years  and  older.  NSDUH  provides  both  national  and  state-level 
estimates  of  substance  use,  including  alcohol,  tobacco,  illicit  drugs,  and  non-medical  use  of  prescription 
drugs:  and  mental  healthy  including  past  year  mental  illness,  co-occurring  illnesses,  service  utilization^ 
along  with  suicide  ideation,  suicide  plans,  and  suicide  ^ttempt^  NSDUH  is  a  key  resource  to  track  trends 
in  suicide-related  risk  factors  in  the  population  and  to  help  identify  groups  at  increased  risk. 
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It  is  also  important  at  all  levels  (local,  state,  and  federal)  to  address  gaps  in  responses,  track  progress  of 
prevention  efforts  and  evaluate  the  impact  of  those  efforts,  including  the  impact  of  this  technical 
package.  Evaluation  data,  produced  through  program  implementation  and  monitoring,  is  essential  to 
provide  information  on  vi^hat  does  and  does  not  work  to  reduce  rates  of  suicide  and  its  associated  risk 
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and  protective  factors.  Theories  of  change  and  logic  models  that  identify  short,  intermediate,  and  long¬ 
term  outcomes  are  an  important  part  of  program  evaluation. 

The  evidence-base  for  suicide  prevention  has  advanced  greatly  over  the  last  few  decades.  However, 
additional  research  Is  needed  to  understand  the  impact  of  ^rogram^,  polides,  and  practices  on^uictde  ^ 
(and  suicide  attempts,  at  a  minimum), opposed  to  merely  examining  their  effectiveness  on  risk  factors 
associated  with-su+cidc.  More  research  is  also  needed  to  examine  the  effectiveness  of  upstream  (before 
risk  occursl  and  community-level  strategies  to  prevent  suicide  at  the  population  level.  Lastly,  it  will  be 
important  for  researchers  to  test  the  effectiveness  of  combinations  of  the  strategies  and  approaches 
included  in  this  package.  Most  existing  evaluations  focus  on  approaches  implemented  in  isolation,  but 
there  is  potential  to  understand  the  synergistic  effects  within  a  comprehensive  prevention  approach. 
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Conclusion 

Suicide  is  a  serious  public  health  problem  whose  rates  have  been  on  the  rise  for  more  than  a  decade  and 
whose  costs  stretch  well  into  the  billions  of  dollars  each  year.  While  suicide  is  a  rare  outcome  statistically, 
its  human  impact  has  a  ripple  effect  that  Is  far-reaching.  Each  of  us  likely  interacts  with  suicide  survivors, 
those  with  lived  experience,  and  those  with  thoughts  of  suicide,  on  a  daily  basis-at  home,  at  work,  and 
in  our  communities.  Suicide  and  suicide  attempts  are  therefore  public  health  issues  of  societal  concern. 
Fortunately,  like  many  public  health  problems,  suicide  is  preventable,  and  fortunately  more  is  being  done 
to  prevent  suicide  than  ever  before,  as  evidenced  by  the  work  of  the  National  Action  Alliance  for  Suicide 
Prevention,  the  release  of  the  first  world  report  on  suicide,  and  more  timely  surveillance  data,  to  name 
just  a  few  examples.  Unfortunately  and  unlike  most  other  public  health  problems,  suicide  prevention 
must  still  overcome  struggles  againstthe:  stigma,  shame,  and  secrecy  related  to  help-seeking,  mental 
illness,  being  a  survivor,  or  someone  with  lived  experience;  misplaced  fearof-related  to  asking  someone 
about  their  risk  of  suicide  (versus  the  fear  and  consequence  of  not  asking),  af^d-fear  of  taking  up 
strategies  known  to  be  effective  but  perhaps  unpopular;  misinformation  about  suicide  preventability, 
misplaced  emphasis  by  the  media  and  others  on  sensational  aspects  of  suicide,  and  disproportionate 
funding  given  its  public  health  burden[  Suicide -also- struggles  against  thef^ght  degree  ofawaronoss-whcfe 
too  much  ififormation,  fof  example  by  well-meanmg  reporters  and  others,  may  actually  do  harm.  |  i ; 
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In  an  effort  to  continue  pushing  the  field  and  society  further  towards  prevention,  this  technical  package 
includes  strategies  and  approaches  that  ideally  would  be  used  In  a  comprehensive  fashion.  In 
combination-in  a  multi-level,  multi-sectoral  way.  This  technical  package  includes  strategies  and  , 
approaches  targeting  ^pstream  preventior^(e.g.,  social  emotional  learning  for  children  and  youth),  asj 
well  as  strategies  focused  more  downstream  (e.g.,  cognitive  behavioral  treatment  to  prevent  re- 
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attempts).  It  includes selective;  end  indicated  stratogies,  or^trategies  that  range  from  a  focus 
on  the  whole  population  regardless  of  risk  to  strategies  designed  to  support  people  at  highest  risk. 
Importantly,  this  technical  package  extends  the  bounds  of  the  typical  prevention  strategies  to  consider 
approaches  at  the  ^uter  levels  of  the  social  ecolog^that  go  beyond  individual  behavior  change  to  better 
address  risk  factors  impacting  communities  and  populations  more  broadly  e.g.,  policies  to  stabilize 
housing  and  community  engagement  initiatives. 


While  the  evidence  base  continues  to  emerge,  the  collection  of  programs,  policies,  and  practices  laid  out ' 
here  are  available  for  implementation  now.  And  in  keeping  with  good  public  health  practice,  the  intent 
is  that  monitoring  and  evaluation  will  play  a  key  role  in  that  implementation.  Moreover,  as  new  evidence 
becomes  available,  this  technical  package  can  be  refined  to  reflect  the  current  state  of  the  science. 


In  closing,  and  in  keeping  with  a  message  of  resilience  as  spoken  by  those  with  lived  experience,  'hope, 
help,  and  healing  is  possible.' 


f - > 

Comment  |A|:  From  TS:  I  think  you  can 
drop  this  and  just  use  the  more 
descriptive  text.  You  don't  need  both.  You 
,  CPU  Id  describe  this  as  a  range. _ ^ 

C  Clin  me  ot  I  Ah  From  JM:  Yes  this  is 
jargon^  so  the  e.g.,  helps,  but  you  might 
want  to  figure  out  a  way  to  say  this 
without  referring  to  the  outer  levels  of 
,the  sociai  ecQlogy. _ ^ 

Comment  |A[:  This  sets  you  up  for 
people  to  say  oh  yeah  what  about... 

AI/AN,  transgendered  people,  prisoners 
.Utc. _ ^ ^ j 

'{ - ^ 

Comment  |  A|:  Tm  not  exactly  clear  on 

how  to  take  this  comment  and 
subsequently  how  to  address  it  Open  to 
ideas.  , 
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Appendix  A:  Summaiy  of  Strategies  and  Approaches  to  Prevent  Suicide 


Best  Available  Evidence 

Strategy  Approach/Pfogram^  f’ractice  or  Policy  Sukfde  Suicide  Other  Lead  Sectors^ 

Attempts  or  Rlsk/Protective 
ideation  Factors  for 

Suicide 


Strengthen  household  financial  security 

Government  (local. 

Strengthen 

economic 

supports 

Unemployment  benefit  programs 

state.  Federal) 

Other  income  supports 

Business/labor 

Housing  stabilization  policies 

Government  (local. 

The  Notional  Neighborhood  Stabilization 
Program 

1 

state.  Federal) 

Coverage  of  mental  health  conditions  in  health  insurance  policies 

Health  care 

Strengthen 
access  to 

mental  health 

care 

Mental  Health  Parity  Laws 

Government  (state. 
Federal) 

Reducing  access  to  lethal  means  among  persons  at-risk 

Government  (local. 

Intervening  ot  suicide  hot  spots 

( 

1 

state) 

Establish 

Safe  storage  practices 

Public  Health 

protective 

environments 

Organizational  policies  and  culture 

Business/Labor 

Together  for  Life 

Government  (local, 

US  Air  Force  Suicide  Prevention  Program 

state.  Federal) 
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Best  Available  Evidence 


Community-based  policies  to  reduce  excessive  alcohol  use 

Government  {locali 
state) 

Alcohol  outlet  density 

1/ 

Business/labor 

Peer  norm  approaches 

Public  Health 

Promote 

connectedness 

Sources  of  Strength 

Education 

Community-engagement  activities 

Public  Health 

Greening  vacant  urban  spaces 

Government  (local) 

Social  emotional  learning 

Public  Health 

Youth  Aware  of  Mental  Health  Program 

Education 

Teach  coping 
and  problem¬ 
solving  skills 

Signs  of  Suicide 

Good  Behavior  Game~  ~~~  ~ “ 

Parenting  skill  and  family  relationship  approaches 

Public  Health 

The  Incredible  Years 

Education 

Strengthening  Families  10-14 

Gatekeeper  training 

Public  Health 

Healthcare 

Mental  Health  First  Aid 

Identify  and 

Screening  combined  with  care  management 

Healthcare 

51 


Best  Available  Evidence 


support  people 
at-risk 

Henry  Ford  Perfect  Depression  Care  (Pre¬ 
cursor  to  Zero  Suicide) 

Social  Services 

Crisis  Intervention 

Public  Health 

National  Suicide  Prevention  Lifeline 

1 

Social  Services 

Applied  Suicide  Intervention  Skills  Training 

v" 

Treatment  for  people  at  risk  of  suicide 

Healthcare 

Improving  Mood  -  Promoting  Access  to 
Collaborative  Treatment  (IMPACT) 

Social  Services 

Justice 

Intervene  to 

lessen  harms 
and  prevent 

Collaborative  Assessment  and  Management 
of  Suiddality  (CAMS) 

j 

v/ 

Dialectical  Behavioral  Therapy 

future  risk 

Attachment-Based  Family  Therapy 

Treatment  to  prevent  re-attempts 

Healthcare 

ED  Brief  Intervention  with  Follow-up  Visits 

Social  Services 

- 1 

Active  follow-up  contact  approaches 

CBT  for  Suicide  Prevention 

Postvention 

Healthcare 

52 


Best  Available  Evidence 


Stand&y  Response  Service 

Safe  messaging  following  a  suicide 

Public  Health 

Media 

Media  Guidelines 

1 

^This  column  refers  to  the  lead  sectors  well  positioned  to  bring  leadership  and  resources  to  implementation  efforts.  For  each  strategy,  there  are  rrianv 
other  sectors  such  as  non-governmental  organizations  that  are  instrumental  to  prevention  planning  and  implementing  the  specific  programmatic 
activities. 
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From:  LiKamWa,  Wendy  {CDC/CCEHIP/NCIPC) 

Sent:  5  Feb  2016  22:49:06  +0000 

To:  McIntosh,  Wendy  LiKamWa  (CDC/ONDIEH/NCIPC};Stone,  Deborah 

(CDC/ONDIEH/NCIPC) 

Subject:  Conversation  with  LiKannWa,  Wendy  (CDC/CCEHIP/NCIPC) 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  9:37  AM: 
aww,  el  jefe  was  really  disappointed  that  HH  was  cancelled  yesterday 

"Wendy  -  Sorry  this  didn't  work  out.  I'm  curious  how  nnany  people  RSVP'ed  "yes",  I  was 
planning  to  attend,  but  didn't  have  a  chance  to  respond  to  your  email.  Let's  reschedule 
soon. 

Thanks.  Jeff " 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:38  AM: 

that's  too  bad.  i  think  people  will  always  cancel  at  the  last  min  so  might  be  better  to  just  keep  the  time  and 
not  cancel  or  you  might  have  to  reschedule  lots  of  times.  Just  make  sure  you  have  someone  you  know  who  is 
going  besides  el  jefe ! ! ! 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  9:39  AM: 

well,  that  was  the  point,  no  one  was  going 

I  told  him  that  after  I  sent  the  email  yesterday  morning,  no  one  responded  that  they  were  definitely  planning 
to  attend,  but  I  received  emails  from  17  people  who  said  they  weren't  going  to  make  it.  And  2  maybes. 
LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  10:16  AM: 

haha,  guess  who  was  the  first  person  to  RSVP  to  the  new  HH  invite 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  10:16  AM: 
me? 
haha 
el  jefe 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  10:18  AM: 

yup,  el  jefe 

Stone.  Deborah  (CDC/ONDEEH/NCIPC)  10:18  AM: 

poor  guy.  he  does  try  hard  and  mean  well. 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  10:20  AM: 
yeah,  i  know 

it's  like  he  desperately  wants  to  be  liked 
but  he  drives  everyone  crazy  with  his  micro-management 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  10:21  AM: 

exactly,  do  you  think  i  should  tell  him?  LOL! 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  10:21  AM: 

haha,  go  right  ahead,  maybe  wait  until  we  get  the  $30M  for  SP ;) 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  10:21  AM: 
haha! 

good  point! 

btw,  our  proposal  is  with  CDC/OD  now! 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  10:22  AM: 

I  sent  you  a  text  about  my  plans  for  next  week 

You'll  be  ok  by  yourself  on  the  call  with  Yeates  and  Kim,  right? 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  10:22  AM: 
oh  ok.  for  some  reason  my  phone  is  nowhere  to  be  found,  hold  on.. 

ugh.  yes,  will  be  ok  with  yeates  and  kim.  hope  yeates  is  in  a  better  mood  this  time,  he  seemed  a  bit  cranky 
last  time. 


LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  10:24  AM: 

well,  kim  wasn’t  on  the  last  call,  right? 
or  am  i  misremembering? 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  10:39  AM: 

ok,  I  need  to  buckle  down  and  finish  revising  this  MM  WR 

would  you  have  a  minute  to  look  for  any  articles  on  females  in  the  protective  service? 

LiKamWa.  Wendy  (CDC/CCEH  I  P/NCI  PC)  2:56  PM: 

haha,  one  of  the  police  articles  i  saw  listed  "access  to  firearms,"  and  I  was  like,  that  would  raise  a  few  red 
flags! 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  2:56  PM: 

it’s  ok.  that’s  fair  territory! 
that’s  a  big  reason  why  their  rates  are  high 
we  aren't  saying  take  away  their  guns! 
at  least  not  explicitly! 

LiKam  Wa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  2:57  PM: 

actually,  the  tiesman  et  al  article  (i.e.,  NIOSH)  talks  about  firearms  and  access  to  firearms  a  lot 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  2:59  PM: 

yeah,  it’s  more  of  an  issue  if  we  are  advocating  for  gun  control,  it’s  a  fact  that  access  is  a  risk  factor. 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  3:00  PM: 

still,  "lethal  means"  is  probably  less  likely  to  create  issues  compared  to  using  the  F-word 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:00  PM: 
very  true. 

Li  KamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  3:08  PM: 

grr,  none  of  the  references  we  included  talk  about  reasons  for  management  occs  to  have  higher  risk 
i  mean,  i  can  speculate  and  make  up  my  own  reasons 

but  in  the  Colorado  paper,  the  highest  number  of  suicides  was  in  management,  and  they  didn’t  talk  about  it 
at  all 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:14  PM: 

see  if  you  can  find  anything  in  the  database  about  job  stress  or  job  strain,  i'm  pretty  sure  i’ve  seen  that, 
you  can  search  the  enl  for  job  stress  or  job  strain  and  see  if  articles  pop  up. 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  3:15  PM: 
that’s  not  what  i  meant 
I  mean  we’re  at  our  max  of  10  references 

and  none  of  our  current  references  talk  about  reasons  for  management  occupations  having  higher  suicide 
rates 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:15  PM: 
oh  sorry,  i'm  unclear  why  we  can  only  have  10  esp  if  we  need  11.  i'd  make  a  note  to  jaqueline. 
i'm  sure  they  can  make  an  exception 
LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  3:21  PM: 

i  can’t  find  a  good  article  quickly 
stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:22  PM: 
i  can  look  if  you  want. 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  3:22  PM: 

I'm  just  going  to  send  it  as  is,  and  then  if  she  asks  for  more  information,  we  can  add  another  reference 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:22  PM: 

ok 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  3:26  PM: 

although,  this  sounds  kinda  stupid:  "Of  note,  while  managennent  occupations  had  the  tenth 
highest  rate  of  suicide,  they  accounted  for  the  second  largest  percentage  of  suicide  deaths 
in  the  sample;  therefore,  it  is  important  to  target  prevention  strategies  to  managers  as 


well.  Suicide  prevention  strategies  targeting  these  occupation  subgroups  should  take  into 
account  these  specific  risk  factors  ” 

UKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  338  PM: 

help?  the  rest  of  the  team  has  deserted  me 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:40  PM: 

Of  note,  while  management  occupations  had  the  tenth  highest  rate  of  suicide,  they 
accounted  for  the  second  largest  percentage  of  suicide  deaths,  OVERALL,  in  the  sample; 
therefore,  it  is  important  to  target  prevention  strategies  to  managers  as  well, " 

i'd  delete  the  last  sentence. 

suicide  prevention  strategies  targeting  these.. 

and  maybe  delete  'in  the  sample  ' 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  3:40  PM: 

Okies,  that  works! 
thank  you!! 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:41  PM: 

;) 

i  won’t  dessert  you!  or  is  it  desert? 
haha 

r} 

hehe 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  3:42  PM: 

dessert  is  that  yummy  sweet  stuff  after  a  meal,  desert  is  the  dry  place  filled  with  sand  and  scorpions,  and  is 
also  a  verb  that  means  to  abandon  :P 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:43  PM: 

haha!  awesome!  oh  and  speaking  of  scorpions-that  was  so  dumb  for  el  jefe  to  mention  that  to  khyia!  nobody 
knew  what  he  was  talking  about! 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  3:43  PM: 
i  know! 
well,  i  did 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:44  PM: 
well  you  and  brad  and  maybe  one  other  person... 
still,, .poor  khyia  was  like  um  yeah,. 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  3:44  PM: 
hahaha 

Stone.  Deborah  (CDC/ONDIEH/NCIPC)  3:44  PM: 
or  um...no 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  3:44  PM: 

"moving  right  along..," 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:44  PM: 
haha! 

did  you  read  that  cdc  connects  storyl? 
about  that  woman  who  used  to  be  in  SB? 

omg...if  i  were  her  i'd  probably  have  done  everything  wrong  (won't  give  it  away  if  you  didn't  read) 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  3:52  PM: 

do  you  have  a  minute  to  look  at  what  i  just  sent,  and  make  sure  I  addressed  everything,  and  didn't  leave 
internal  comments  in  there,  etc,? 

and  what  should  I  say  in  my  email  response  to  doug  (the  lead  MMWR  editor}?  he  asked  that  i  send  the 
revisions  to  him,  not  Jacqueline 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:55  PM: 
ok.  will  review  now. 


Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:59  PM: 

why  is  there  a  parenthesis  that  says  (reference)  after  we  talk  about  the  census?  Is  a  reference  needed  there? 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  4:00  PM: 

what  page  are  you  on 
oh  i  see 

that's  language  that  NIOSH  added,  i  think 
i  think  !t  means  that  the  codes  are  the  reference 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:02  PM: 

also,  i'd  respond  to  her  second  comment  in  the  discussion  section  about  rates  and  numbers  of 
people. ..something  like  we  addressed  the  issue  below... 

UKamWa,  Wendy  (CDC/CCEH I P/NC! PC)  4:02  PM: 

although  i  could  have  completely  misinterpreted,  but  no  one  else  has  picked  up  on  it 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:02  PM: 
ok.  just  leave  it  for  now. 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  4:03  PM: 

ok 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:03  PM: 

where  it  says,  "The  proportion  of  suicides  for  males  to  females  was  similar  to  the  national 
proportion  in  2012,  which  was  78.3%  and  21.7%,  respectively. "  I'd  add  the  wisqars  ref  (i) 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  4:03  PM: 

i  mean,  ok  to  responding  to  her  comment 
good  catch 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:05  PM: 
that's  all  i  got! 
looks  good! 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  4:07  PM: 

thanks 

ok,  i'm  guessing  bradford  isn't  going  to  weigh  in 
!  aiready  talked  to  aimee  earlier 

she's  on  her  flex  day,  so  she  said  she  didn't  need  to  see  it  unless  i  wanted  her  to 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:08  PM: 
yeah,  he's  fine. 

i  mean  go  ahead  without  him  though  he  did  just  send  me  an  email  on  something  else  so  he  may  be  working 
on  it  now. 

maybe  email  or  im  him  and  say  you  are  going  to  send  now  unless  he  wants  you  to  wait. 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NC  I  PC)  4:09  PM: 
haha,  I  just  IMed  him 

stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:10  PM: 
cool 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  4:10  PM: 

he  says  he  trusts  us  all  and  to  please  send 

ok,  how  about  this  for  an  email  response,  "Dear  Doug, 

Thank  you.  We  have  made  the  requested  revisions, 
haha,  i  can't  think  of  anything  else  to  say 

I  was  going  to  add,  "we'd  be  happy  to  discuss  any  remaining  questions  with  jacqueline,”  but  then  it  sounds 
like  we'd  rather  be  communicating  with  her  directly  instead  of  him 
crap,  sorry 
didn't  mean  to  call 

i  think  "Ctrl  +  enter"  starts  a  phone  call? 


Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:15  PM: 

Ok,  sorry,  was  getting  a  snack,  iol, 
and  t  didn't  see  that  you  called, 
um..,ok,.. 

Dear  Dougie, 

UKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  4:16  PM: 
love,  wendy 
wendie 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:16  PM: 
hahah! 
wendi 
hah! 

Dear  Dougie, 

Please  find  the  attached  revised  draft  attached  per  your  request.  The  research  team  has  replied  to  all  of 
Jaqueline's  questions/comments  in  track  changes.  Please  let  me  know  if  you  have  any  further  concerns," 
oops 

don't  say  attached  twice! 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  4:18  PM: 

hahaha 

stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:18  PM: 

that  would  be  funny 

Oh  and  you  can  always  add  that  you  appreciate  the  feedback. 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  4:18  PM: 

and  i  probably  want  to  spell  jacqueline  correctly 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:18  PM: 
that's  a  lie  but  they  like  it 
oh  and  yes,  spell  all  names  correctly! 
just  call  her  jackie 

UKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  4:19  PM: 

yes,  i'm  sure  they'll  all  love  that 
ok, !  like  what  you  said 

not  sure  if  "please  let  me  know  if  you  have  any  further  concerns"  is  the  best  thing  to  include 
he  already  said  that  the  report  will  then  go  back  to  the  editor  for  another  review 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:20  PM: 
oh  ok 

UKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  4:21  PM: 

maybe  just  keep  it  short  and  sweet,  and  say,  thanks,  wendy 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:22  PM: 

yep  that's  fine. 

UKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  4:22  PM: 

just  one  more  workday  and  one  more  hour  until  vacay! 

Stone.  Deborah  (CDC/ONDIEH/NCIPC)  4:22  PM: 
woo  hoo! 

UKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  4:24  PM: 

haha  he's  out  of  the  office  until  monday 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  4:26  PM: 
funny,  figures! 

UKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  4:49  PM: 

any  plans  for  the  weekend? 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:05  PM: 
sorry,  i'm  working  on  something  that  is  annoying  me  so  need  to  figure  it  out! 


LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  5:05  PM: 

no  worries 

Stone,  Deborah  (CDC/ONDLEH/NCIPC)  5:31  PM: 

ok.  finished!  was  working  on  a  revised  codebook  for  a  new  nvdrs  paper  i  may  have  told  you  about  on  train 
suicides,  amanda  is  heading  it  up  and  brad  and  kristin  and  i  are  working  on  It  with  doryn  from  action  alliance, 
jerry  reed,  and  a  guy  from  dept  of  trans. 

LiKamWa.  Wendy  (CDC/CCEH  I  P/NCI  PC)  5:32  PM: 

yeah 

cool 

don't  want  to  hear  the  gory  details  though! 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:32  PM: 
right 

Li  Kam  Wa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  5:32  PM: 

(tmi) 

Stone.  Deborah  (CDC/ONDIEH/NCIPC)  5:32  PM: 

haha! 

that's  so  funny! 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  5:32  PM: 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:33  PM: 
aww.. .don't  puke, 

LiKam  Wa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  5:33  PM: 

i  will  if  you  tell  me  about  the  train  videos! 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:34  PM: 

yeah  i'm  not  into  watching  those! 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  5:34  PM: 
that's  cool  that  amanda  is  going  to  AA5 
natalie  and  brad  and  aimee  aren't  going 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:35  PM: 

oh.  how  did  you  find  out? 

LiKamWa,  Wendy  (CDC/CCEH  IP/NCI  PC)  5:35  PM: 
kristin  sent  out  that  email  earlier 

and  i  had  asked  natalie  and  brad  and  aimee  separately  in  the  past  few  weeks 
Stone,  Deborah  (CDC/ONDLEH/NCIPC)  5:35  PM: 
oh  didn’t  realize  that's  what  it  said, 

i  feel  bad  for  brad,  i  know  he  really  wanted  to  go.  i  wonder  why  he's  not  going; 
because  of  travel  issues? 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  5:36  PM: 

yep 

and  he  was  mad  that  they  wouldn't  let  aimee  go  on  one  of  the  YVPC  site  visits 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:36  PM: 
i  feel  like  there  should  be  a  way  to  have  him  go 
that's  too  bad  :( 

so  you  got  the  go  ahead  to  go  right? 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  5:37  PM: 
i  haven't  done  my  travel  request  yet 
but  no  one  has  told  me  i  can’t  go 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:37  PM: 
ok 

LiKamWa,  Wendy  (CDC/CCEH  I  P/NCI  PC)  5:40  PM: 

if  i  can't  go  you’ll  have  to  present  for  me! 
i  agree  that  brad  should  be  allowed  to  go 


Stone,  Deborah  (COC/ONDIEH/NCIPC)  Si43  PM: 

i  just  wrote  kendell  and  jeff  an  email  advocating  for  brad  and  aimee  but  especially  brad,  i  fee!  like  he  works  so 
hard  but  gets  no  recognition  or  reward,  and  he's  really  excited  by  all  the  suicide  prev  stuff  but  can  hardly 
participate  in  anything, 

i  should  have  said  some  of  that  in  my  email!  oh  well,  i  think  i  got  my  point  across. 

UKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  5:43  PM: 
yeah,  poor  guy 
oh  boy,  what  did  you  write? 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:44  PM: 

well  i  said  that  i  have  two  site  visits  that  were  in  my  travel  projections  but  that  might  not  take  place  until  next 
fiscal  year  (the  RSV  is  in  April!)  and  i  asked  if  aimee  and  brad  could  use  those  slots  for  AAS.  and  i  said  what  a 
great  champion  brad  is  and  that  our  partners  would  like  to  see  him  etc., 
i  also  mentioned  we  may  get  two  free  registrations  like  we  did  last  year  if  we  have  a  table  there 
LiKamWa,  Wendy  (CDC/CCEHIP/NCiPC)  5:45  PM: 
were  you  site  visits  for  this  quarter? 

*Your 

Stone,  Deborah  (CDC/ONDtEH/NCfPC)  5:45  PM: 

no  i  think  quarter  4 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  5:45  PM: 

oh,  are  we  doing  that  this  year? 

ok,  \  seem  to  remember  that  they  were  trying  to  encourage  people  to  take  their  trips  later  in  the  year  if 
possible,  but  I'm  not  really  sure  how  it  works 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:46  PM: 
yeah  i  don't  know  how  it  works  either  but  i  figured  i'd  try. 
can't  really  hurt  i  hope!  ha! 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  5:47  PM: 

let  me  know  what  they  say! 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:47  PM: 

ok.  i'm  going  to  get  going,  i  hope  you  have  a  good  weekend!  i'm  having  brunch  with  michele  on  Sunday  and 
going  to  a  superbowl  party. 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  5:47  PM: 

promise  jeff  that  you'll  go  to  the  next  happy  hour,  maybe  that  will  help  ;) 

Stone,  Deborah  (COC/ONDiEH/NCIPC)  5:47  PM: 

oh  yeah,  that's  a  good  idea!  haha! 

UKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  5:47  PM: 

have  a  good  weekend  tool 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:48  PM: 
thanks! 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  5:48  PM: 

today's  my  S  hour  day,  so  i'm  signing  off  too 
Stone.  Deborah  (CDC/ONDIEH/NCIPC)  5:48  PM: 

(car) 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  5:48  PM; 

i'll  be  teleworking  on  monday 
(ninja) 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:48  PM: 
ok.  me  too 
ha! 

LiKamWa,  Wendy  (CDC/CCEHIP/NCIPC)  5:48  PM: 
byeee 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  5:48  PM: 
i  thought  that  car  was  going  to  do  something. **bye! 


(bike) 


From:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC) 

Sent:  30  Jan  2017  12:13:23  -0500 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC);Young,  Joni 

(CDC/ONDIEH/NCfPC);Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC);Simon,  Thomas 
(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Herbst  Jeffrey  {CDC/ONDfEH/NCIPC);Massetti, 
Greta  M.  (CDC/OND!EH/NCCDPHP);Payne,  Gayle  H.  (CDC/ONDiEH/NCIPC);Crosby,  Alexander 
(CDC/ONDIEH/NCIPC) 

Cc:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Subject:  DVP  Media  Report 


Media  Coverage 

BULLYING 

Jan.  23,  2017  '^Special  Needs  Parent  Hopeful  First  Lady  Melania  Trump  Will  Help  Curb 
Bullying' 

•  Publication/Outlet:  Parent  Herald{\J\/M:  2.2M*) 

•  ''First  Lady  Melania  Trump  has  talked  about  setting  an  anti-bullying 

campaign  when  her  husband  was  running  for  U.S.  president.  A  special 
needs  parent  is  hoping  now  that  she  has  an  important  role  in  the  White 
House,  Trump  will  make  good  on  her  word  for  the  sake  of  the  parent's 
children  with  autism  and  other  families." 


GUN  VIOLENCE 

Jan.  20,  2017  "Congress  Gutted  Researchers^  Ability  to  Study  Gun  Violence,  Now  They're 
Fight iiiE  Back" 

•  Publication/Outlet:  Mother  Jones  (UVM:  12. 9M*) 

•  "On  November  14,  six  days  after  Donald  Trump  won  the  presidential 

election,  more  than  80  researchers  from  42  schools  of  public  health 
gathered  for  a  closed-door  meeting  at  the  Boston  University  School  of 
Public  Health.  Their  agenda:  how  to  get  around  the  federal  government's 
de  facto  ban  on  researching  the  health  impact  of  gun  violence  and  get  it 
done  anyway." 

"Public  Health  Advocates  Push  Gun  Safety  Over  Gun  Control" 

•  Publication/Outlet:  WGCU  -  Fort  Meyers,  Fla.  (UVM:  33. SK*} 

•  "Members  of  the  public  health  community  are  calling  for  action  on  gun 

violence  by  shifting  the  conversation  away  from  gun  control.  The  group  is 
focusing  on  gun  safety  in  an  effort  to  find  common  ground  among  gun 
rights  activists  and  those  looking  for  reform...  In  1996,  Congress  added 
language  to  a  bill  that  said  funding  for  the  Centers  for  Disease  Control  and 
Prevention  to  research  injury  prevention  could  not  be  used  to  promote 
gun  control.  Congress  later  added  the  same  language  to  bills  funding  the 
National  Institutes  of  Health." 

Jan.  23,  2017  "Diversify  Washington  in  More  Vtfavs  Than  One:  Scientists  Must  Become  More 
Involved  in  Political  Processes" 

•  Piiblication/Outlet:  So/o/7(UVM:  23.4M*) 

•  "Through  314  Action,  we  also  advocate  an  end  to  the  ban  on  research  by  the 

CDC  on  gun  violence.  The  Dickey  Amendment,  passed  in  1996  as  a  result 
of  pressure  from  the  powerful  NRA  lobby,  prohibited  funds  made 
available  for  injury  prevention  and  control  at  the  Centers  for  Disease 


Control  and  Prevention  from  being  used  to  advocate  or  promote  gun 
control.  The  effects  of  this  amendment  have  reduced  CDC's  funding  for 
firearm  research  by  96  percent,  leaving  meager  resources  for  any 
researcher  looking  to  investigate  the  epidemic  of  gun  violence.  As  we 
enter  a  new  year  and  a  new  administration,  314  Action  will  seek  to  not 
only  abolish  this  amendment,  but  also  to  promote  a  common  sense,  data- 
driven  approach  to  solving  gun  violence." 

Jan.  24,  2017  "Outside  Police  Agencies  to  Help  WilmmEton  Stop  Crime" 

•  Publication/Outlet:  DelawareOnline.com(UVM:  1.3M*) 

•  "Wilmington  Mayor  Mike  Purzycki  has  called  upon  outside  law  enforcement 

agencies  to  help  put  an  end  to  the  spike  in  city  crime  that  has  led  to  IS 
shootings  this  year,  eight  of  which  were  fatal.  The  CDC  identified  the  lack 
of  intervention  among  youth  at  pivotal  moments  in  their  lifetimes  as  a 
cause  of  the  violence  cycle." 

"American  Carnage'  is  Real" 

•  Publicatfon/Outlets!  Bloomberg,  "Bloomberg  View"  blog,  ReadinQ  Eagle, 

Chicago  Tribune,  and  Providence  Business  Journo!  (Total  UVM:  117.1M*> 

•  "You've  heard  about  the  "American  carnage."  But  how  bad  is  it  out  there, 

really?  Pretty  horrible,  actually.  I  am  referring  of  course  to  what  was 
probably  the  most  memorable  phrase  in  President  Donald  Trump's 
inaugural  address." 

"Beyond  Gun  Violence;  IMC  Churches  Join  Community  for  Preach -in  Event" 

•  Publication/Outlet:  Public  News  Service  and  The  Charlotte  Post  (Total  UVM: 

G6.7K*) 

•  "Coming  on  the  heels  of  the  millions  who  participated  in  the  Women's 

March  on  Washington  and  sister  events,  this  weekend  will  bring  another 
opportunity  for  civic  engagement.  Religious  and  community  organizations 
are  holding  a  preach-in  event  to  educate  people  of  faith  on  gun  control 
and  how  it  is  supported  by  the  teachings  of  their  religion.  The  Reverend 
Richard  Edens  is  one  of  the  pastors  at  the  United  Church  of  Chapel  Hill, 
the  host  site  of  Beyond  Gun  Violence  Conference," 

Jan.  25,  2017  "Chapei  Hill-Carrboro  churches  to  talk  guin  violence  this  weekend" 

•  Publication/Outlet:  The  News  &  Observe riUVM:  4.3M*) 

•  "We  live  in  a  nation  with  more  than  300  million  guns  in  circulation.  We 

recoil  at  shootings  in  Sandy  Hook  or  Virginia  Tech  and  jointly  lament  this 
should  not  happen,  but  every  week  30  to  35  children  and  young  people 
die  while  another  ISO  are  injured.  Every  week.  It  is  time  to  pay  attention." 
"An  Unusual  Anti-Suicide  Partnership  Targeting  Gun  Shops  Is  Ramping  Up" 

•  Publication/Outlet:  New  York  MagQzine[\jyJM\  25. 2M*) 

•  "You  probably  wouldn't  expect  a  delegation  from  the  American  Foundation 

for  Suicide  Prevention  to  show  up  to  the  largest  annual  trade  event  for 
firearms  sellers.  And  yet  that's  what  happened  at  the  2017  SHOT  Show, 
which  was  held  last  week  in  Las  Vegas.  As  Maura  Ewing  writes  in  the 
Trace,  the  delegation,  perhaps  a  bit  out-of-place-seeming  "among  the 
rows  of  retailers  hawking  the  latest  models  of  firearms  and  tactical  gear ... 
had  come  to  promote  a  unique  partnership  with  the  show's  organizers  on 
a  nationwide  suicide  prevention  program  with  the  ambitious  goal  of 


stopping  nearly  10,000  deaths  in  the  next  decade/' 

^'Obama  CPC  Stydv:  Silencers  Best  Option  for  Noise  Reduction  at  Gun  Ranges" 

•  Publication/Outlet:  ThGTruthAboutGuns.conn(U\/M:  2.0M*) 

•  "With  the  introduction  of  the  Hearing  Protection  Act,  Congress  is  closer  than 

ever  to  removing  silencers  from  the  purview  of  the  National  Firearms  Act 
and  ensuring  that  every  American  gun  owner  can  easily  make  their 
firearm  much  quieter.  Suppressed  firearms  are  not  only  more  enjoyable 
to  shoot,  but,  according  to  a  report  by  the  Obama  administration  CDC's 
report  on  noise  and  lead  at  outdoor  firing  ranges,  they're  the  only 
effective  way  to  reduce  the  harmful  noise  levels." 

Jan.  26,  2017  **Gun  Rights  Activists  Sue  Over  Massachusetts  Firearms  Laws" 

•  Publication/Outlet:  CNBC(UVIVl:  53.7(VI=^) 

•  "Gun  rights  activists  aided  by  the  National  Rifle  Association  are  suing 

Massachusetts  over  its  firearms  laws,  saying  the  state's  assault  weapons 
ban  is  preventing  law-abiding  residents  from  buying  and  possessing  some 
of  the  most  popular  rifles  in  the  country,  as  well  as  most  standard- 
capacity  magazines." 

SEXUAL  VIOLENCE 

Jan.  21,  2017  ''How  Will  President  Trump  Handle  Violence  Against  Women  in  the  US?" 

•  Publication/Outlet:  The  H/7/(UVM:  40.9*) 

•  "This  week,  The  Hill  reported  that  the  incoming  Trump  administration  is 

looking  to  dramatically  reduce  federal  spending.  Of  these  spending  cuts, 
funding  for  Violence  Against  Women  Act  (VAWA)  grants  was  highlighted  to 
be  on  the  chopping  block.  This  action  is  a  grave  mistake  —  it  will  likely  put 
the  lives  of  those  experiencing  domestic  violence  in  danger  because  they 
will  have  fewer  resources  to  escape." 

Jan.  24,  2017  "Sexual  Assault  in  the  Time  of  Trump" 

•  Publication/Outlet:  Al  Jozeera[\J\/W\\  18.3M*) 

•  "Affirmative  consent,  for  those  who  don't  know,  is  the  idea  that  if  you  don't 

consent  at  every  stage  of  a  sexual  encounter,  it's  rape.  That  means  asking 
for  every  kiss  and  asking  for  every  boob  squeeze.  It's  almost  as  if  feminists 
want  everyone  to  remain  celibate."  These  words  were  spoken  last  autumn 
to  a  packed  auditorium  of  students  at  Auburn  University  in  Alabama  during 
a  speech  called  How  Feminism  Hurts  Women  by  Milo  Yiannopoulos/' 

Jan.  25,  2017  "Anti-Domestic  Violence  Groups  Concerned  About  Threatened  Budget  Cuts" 

•  Publication/Outlet:  Metro(UVM:  773.8K*) 

•  "Police  can  respond  to  a  variety  of  calls,  but  according  to  Milton  Police  Chief 

John  King,  the  most  common  violent  crime  his  department  deals  with  is 
domestic  violence.  King  is  pretty  confident  it's  a  common  call  in  most 
communities.  In  Massachusetts,  nearly  one  in  three  women  and  one  in  five 
men  have  experienced  physical  violence,  rape  or  stalking  by  an  intimate 
partner,  according  to  a  Centers  for  Disease  Control  and  Prevention  survey 
—  and  those  numbers  are  likely  to  be  underreported,  King  said." 

SUICIDE 

Jan.  23,  2017  "Mind  Your  Mental  Health" 

•  Publication/Outlet:  "The  Green  Sheet"  blogfUVM:  27. 7K*) 

•  "Jokingly,  my  closest  friends  refer  to  me  as  "bipolar"  because  my  mood  is 


seemingly  always  on  a  roller  coaster  ride  of  feeling  on  top  of  the  world 
one  minute,  and  then  feeling  as  if  the  world  is  coming  to  an  end  the  next. 
But  these  emotional  swings  are  mainly  due  to  the  fact  that  I  am 
financially  and  psychologically  invested  in  my  merchant  account  and 
merchant  cash  advance  deals.  'Among  the  professions  with  suicide  rates 
1.5  times  or  more  than  the  rest  of  the  population  are  doctors,  dentists, 
veterinarians,  financial  workers,  lawyers,  and  engineers,  according  to  the 
CDC  National  Occupational  Mortality  Surveillance  Database/" 

Jan.  25,  2017  Stores  Hear  a  Bold  Pitch  at  Top  Firearms  Trade  Show:  Suicide  Prevention" 

•  Publication/Outlet:  The  7race(UVM:  248. 2K*) 

•  "New  offerings  abounded  at  the  2017  SHOT  Show,  the  industry's  largest 

annual  trade  event,  hosted  last  week  by  the  National  Shooting  Sports 
Foundation  in  Las  Vegas.  But  among  the  rows  of  retailers  hawking  the 
latest  models  of  firearms  and  tactical  gear,  there  was  one  surprising 
addition  to  this  year's  convention:  a  delegation  from  the  American 
Foundation  for  Suicide  Prevention.  They  had  come  to  promote  a  unique 
partnership  with  the  show's  organizers  on  a  nationwide  suicide 
prevention  program  with  the  ambitious  goal  of  stopping  nearly  10,000 
deaths  in  the  next  decade." 

Jan.  26,  2017  "Suicide  Rates  in  the  United  States  Increasing,  Black  Youth  Hit  Hardest" 

•  Publication/Outlet:  Rolling  Out(UVM:  777.3K*) 

•  "Recent  events  in  the  news  have  exposed  the  hidden  tragedy  of  suicide  in 

America.  Most  recently,  Nakia  Venant,  14,  of  Miami  Gardens,  Florida  was 
found  hanging,  Sunday,  Jan.  23.  She  posted  her  final  goodbye  on 
Facebook  Live.  Nearly  a  month  ago,  a  Georgia  teen  committed  suicide  on 
Facebook.  On  December  30,  Katelyn  Nicole  Davis  filmed  her  death  by 
hanging  from  a  tree  in  front  of  her  Cedartown,  Georgia  home,  reports 
say.  In  a  video  taken  prior  to  her  suicide,  Davis  alleged  she  had  been 
physically  and  sexually  abused  by  her  stepfather.  In  Los  Angeles,  actor 
Frederick  Jay  Bowdy,  33,  used  Facebook  Live  to  show  his  suicide  to 
horrified  family  and  friends.  These  well-publicized  cases  echo  recent  CDC 
findings  that  in  2016  the  suicide  rate  in  America  reached  a  30-year  high. 
The  CDC  study  titled  "Increase  in  Suicide  in  the  United  States,  1999- 
2014"  also  found  a  continued  increase  in  suicide  rates  for  young  Black 
males." 

MUlTiPLE  TOPICS  (Bullying,  Sexual  Violence,  and  Suicide) 

Jan.  25,  2017  "Candidates  Talk  Money,  Mental  Health,  Start  Times" 

•  Publication/Outlet:  The  Los  Alamos  Mon/for(UVM:  45.0K*) 

•  "Candidates  running  for  seats  on  the  Los  Alamos  School  Board  shared  their 

views  with  the  public  Wednesday  night  during  a  forum  organized  by  the 
League  of  Women  Voters  of  Los  Alamos...  A  recent  Centers  For  Disease 
Control  Survey  revealed  that  Los  Alamos  youth  rank  above  the  9.2 
percent  state  average  when  it  comes  to  sexual  dating  violence,  suicide 
ideation  and  bullying." 

*  Total  unique  visits  per  month  of  publication's  website  (within  one  month  prior  to  date  reported) 


From:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC) 

Sent:  24  Feb  2017  15:05:43 -0500 

To:  Mercy,  James  {CDC/ONDIEH/NCIPC);Young,  Joni  (CDC/ONDIEH/NCIPC);Simon, 

Thomas  (CDC/ONDIEH/NCIPC);Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC);Black,  Erin 
(CDC/ONDIEH/NCIPC);Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC);Payne,  Gayle  H. 
(CDC/ONDIEH/NCIPC);Massetti,  Greta  M.  (CDC/ONDIEH/NCCDPHP);Crosby,  Alexander 
(CDC/ONDIEH/NCIPC) 

Subject:  DVP  Weekly  Media  Report 

Summary 

The  national  media  covered  a  variety  of  violence-related  topics  with  CDC  mentions  during  the  week  of 
February  17-23. 

The  release  of  a  study  published  in  the  Journo/  of  the  American  Medical  Association  (JAMA),  which  found 
conducted  found  that  suicide  rates  for  LGBTQ  teens  have  gone  down  7  percent  after  the  legali2ation  of 
same-sex  marriage,  resulted  in  a  predominant  focus  on  teen  suicide. 

Media  Coverage 

CHILD  ABUSE  &  NEGLEa 

Feb.  17,  2017  ^^Developing  Resilience  in  Children" 

•  Publication:  Centre  Daily  Times  (UVM:  652.8K*) 

•  '"How  can  we  impact  the  troubling  ubiquitous  human  issues  that 

characterize  our  society,  or  at  least  know  to  process  the  daily 
bombardment?  From  children  being  bullied  in  schools  because  of  ethnic 
or  social  status,  to  increased  heroin  abuse  because  of  post-traumatic 
stress  syndrome,  to  increased  levels  of  adolescent  depression  and 
suicide  due  to  increased  stressors,  to  increased  incidences  of  sexual 
assault  and  cutting  on  college  campuses,  to  record  levels  of  being 
overweight  and  obesity,  just  to  name  a  few,  I  think  we  can  agree  that 
something  is  not  quite  right  in  our  modern  society.  The  statistics  from 
recent  studies  are  alarming  and  have  reached  crisis  levels.  A  2016  study 
published  in  the  Journal  of  Abnormal  Psychology  found  that  83  percent 
of  participants  experienced  depression,  anxiety  or  other  mental  health 
disorder.  The  study  was  conducted  over  the  lifetimes  of  988  individuals, 
with  a  total  of  13  assessments  taking  place  between  their  birth  and 
when  they  hit  age  38.  A  recent  American  Academy  of  Pediatrics  study 
found  a  significant  increase  in  major  depressive  episodes  over  the  past 
10  years,  especially  among  adolescent  girls  and  young  adult  women/' 

Feb,  20,  2017  '^Effects  of  Adverse  Childhood  Experiences  Focus  of  Summit" 

•  Publication:  The  News  Sfor(UVM:  404 JK*) 

•  "A  Wednesday  summit  and  documentary  screening  held  at  the  University 

of  Louisiana  Monroe  will  focus  on  adverse  childhood  experiences  and 
the  long-term  ramifications  these  experiences  can  have  on  physical  and 
mental  wellbeing.  An  ongoing  study  between  the  Centers  for  Disease 
Control  and  Prevention  and  the  Kaiser  Permanente  health  system 
launched  in  1998  and  has  tracked  the  number  of  ACEs  each  of  the 
17,000  respondents  experienced  and  their  responses  on  subsequent 
mental  and  physical  evaluations." 


GUN  VIOLENCE 


Feb.  17,  2017 


*Xourt  tosses  Florida  ’Docs  vs,  G locks'  Law'^ 

«  Publication:  UPl.com  (UVM:  S.BM*) 

•  ''A  federal  appeals  court  tossed  out  a  Florida  law  restricting  doctors  from 

discussing  guns  and  gun  safety  with  their  patients,  on  grounds  that  such 
restrictions  are  a  violation  of  the  First  Amendment/' 

'^American  Council  on  Science  and  Health'^ 

•  Publication:  American  Council  on  Science  and  Health  (UVM:  377. OK*) 

•  "A  recent  ruling  by  the  11th  U.5.  Circuit  Court  of  Appeals  in  Atlanta, 

Georgia,  found  the  Firearm  Owners  Privacy  Act  (FOPA)—  enacted  in 
2011  in  Florida—  impeded  the  First  Amendment  free  speech  rights  of 
medical  professionals.  The  law  sought  to  preserve  Second  Amendment 
rights  but  thought  forbidding  physicians  to  discuss  gun  ownership  with 
patients  was  the  way  to  do  so.  Fines  and  censure  by  the  state  medical 
board  were  threatened  if  doctors  were  found  to  be  in  violation. 
Ambiguous  language  didn't  help.'^ 

'^NRA-Backed  Law  Umiting  Doctors'  Gun  Speech  Struck  Down" 

•  Publication;  /Vew5wee/f(UVM:  12. 4M*) 

•  "A  federal  appeals  court  has  struck  down  a  Florida  gag  rule  that  barred 

doctors  from  talking  with  their  patients  about  guns,  an  outcome  that 
gun-safety  advocates  view  as  a  victory  for  public  safety.  The  National 
Rifle  Association  and  the  Republican-controlled  Florida  legislature  have 
long  supported  the  measure.  The  Atlanta-based  11th  U.S.  Circuit  Court 
of  Appeals  on  Thursday  afternoon  found  that  the  measure,  formally 
called  the  Firearms  Owners'  Privacy  Act,  violates  doctors'  free  speech 
rights  and  denies  patienlis  imedical  information.  Critics  of  the  measure 
said  the  law  unjpstly  ipunishes  medical  professionals  for  discussing 
responsibleigun  □'wnership  and  firearms  safety  with  patients,  especially 
if  individuals  have  children  who  might  come  across  loaded,  unsecured 
guns  at  home,  Supporters  of  the  law  argued  such  medical  discussions 
would  infringe  uporiian  individual's  right  to  bear  arms  and  push  an  anti¬ 
gun  agenda^/' 

"Money  for  Firearms  Research  Lacking,  Harvard  Professor  Tells  Scientists^' 

•  Publication;  The  Boston  6/oi?e(UVM:  16.6IVI*) 

•  "An  average  of  about  100  people  nationwide  die  every  day  from  gun 

injuries,  but  funding  for  firearms  research  is  virtually  nonexistent,  a 
Harvard  University  professor  said  Friday.  David  Hemenway,  who 
teaches  at  Harvard's  School  of  Public  Health,  described  a  grim  research 
landscape  during  the  annual  meeting  of  the  American  Association  for 
the  Advancement  of  Science  in  Boston,  The  Centers  for  Disease  Control 
and  Prevention  had  once  set  aside  $2.6  million  annually  to  study 
firearm  injuries,  but  that  was  wiped  out  in  the  1990s  under  pressure 
from  the  gun  lobby  and  congressional  Republicans,  Hemenway  said." 
"Gauging  Gun  Violence  in  Miami-Pade  Complicated  by  Jumble  of  Records" 

•  Publication;  Miami  Hero /d( UVM:  13,2M*) 

•  "Gauging  the  scope  of  gun  violence  in  Miami-Dade  —  particularly 

involving  young  people  —  is  difficult  because  a  jumble  of  statistics  kept 
by  dozens  of  different  police  and  state  agencies  can  sometimes  take 


months  to  be  compiled  or  released  to  the  public.  The  difficulty  in 
obtaining  shooting  data  echoes  broader  concerns  over  researching  the 
effects  of  gun  violence.  Decades  ago,  the  U.5.  Centers  for  Disease 
Control  and  Prevention  used  to  support  research  into  gun-related 
injuries,  even  completing  one  study  in  1993  that  found  a  correlation 
between  having  a  gun  in  the  house  and  an  increased  risk  of  homicide." 

Feb.  IS,  2017  Medical  Society  launch  Effort  to  Help  Docs  Discuss  Gun  Safety" 

•  Publication:  The  Telegram  (UVM:  2.5M*) 

•  "The  Massachusetts  Medical  Society  and  the  state  attorney  general's 

office,  with  endorsement  from  chiefs  of  police  associations,  have 
released  pamphlets  and  online  educational  material  to  help  doctors  talk 
voluntarily  to  patients  about  another  touchy  subject:  guns  in  the  home 
and  how  to  keep  themselves  and  family  members  safe.  Health 
professionals  and  those  familiar  with  statistics  about  the  more  than 
33,000  people  killed  by  guns  and  nearly  79,000  people  who  survive 
gunshots  each  year  in  the  United  States,  according  to  the  federal 
Centers  for  Disease  Control  and  Prevention,  applauded  the 
announcement  at  Boston  Medical  Center  last  week  as  a  way  to  further 
protect  public  health." 

Feb.  22,  2017  "The  Conversation  We  Should  all  be  Having  About  Gun  Violence  and  Firearm 

Safety" 

•  Publication:  Charleston  City  Paper(\J\/M:  279.9K*) 

•  "As  with  most  things,  managing  gun  violence  and  the  flow  of  firearms  in 

America  comes  down  to  money.  The  Bureau  of  Alcohol,  Tobacco, 
Firearms  and  Explosives  (ATF)  —  the  lead  federal  agency  charged  with 
enforcing  federal  laws  related  to  firearms  —  is  woefully  understaffed. 
For  example,  a  2016  Congressional  report  states  that  the  "ATF  has 
maintained  that  the  agency  cannot  meet  its  goal  of  inspecting  every 
federal  firearm  licensee  for  compliance  on  a  three-year  cycle."  In  2015, 
ATF  agents  were  only  able  to  complete  6  percent  of  inspections  of  the 
nation's  federal  firearm  licensees.  Add  that  to  the  rising  number  of 
firearms  being  pumped  to  the  civilian  gun  stock  each  year,  peaking  in 
2013  with  16  million  firearms  introduced  to  the  U.S.,  and  the  need  for 
funding  the  ATF  becomes  even  more  obvious.  The  same  can  be  said  for 
supporting  research  organizations  such  as  the  CDC  and  National 
Institutes  of  Health,  which  have  both  struggled  to  find  the  necessary 
financial  support  to  combat  gun  violence." 

"In  Harm^s  Wav:  Gun  Injurtes  and  Deaths  Among  Florida  Kids  Have  Spiked" 

•  Publication:  Tampa  Bay  T/mes( UVM:  4,1M*) 

•  "Gun  injuries  are  a  growing  problem  for  Florida's  children,  rising  along 

with  the  increasing  availability  of  firearms  across  the  state,  the  Tampa 
Bay  Times  has  found.  When  asked  why  the  focus  was  not  on  gun 
injuries  and  deaths,  spokeswoman  Mara  Gambineri  pointed  out  that 
the  federal  Centers  for  Disease  Control  and  Prevention  have  funded 
much  of  the  state's  injury  prevention  efforts.  Since  1996,  Congressional 
Republicans  have  pressured  the  agency  not  to  fund  gun  research  and 
safety  measures." 


Feb.  23,  2017 


SEXUAL  VIOLENCE 

Feb.  17,  2017 


Feb.  19,  2017 


"Hypocrites  at  NRA  Aren't  Fooling  Anyone'^ 

•  Publication:  The  H///(UVM:  58.8M*) 

•  "In  his  recent  op-ed,  "The  mentally  ill  have  gun  rights,  too  National  Rifle 

Association  (NRA)  Executive  Director  Chris  Cox  defends  the  reversal  of 
an  Obanna-era  rule  that  prohibited  those  who  have  been  diagnosed 
with  certain  mental  illnesses  and  assigned  a  representative  payee  by 
the  Social  Security  Administration  from  owning  a  firearm.  It  is  also 
amusing  to  note  the  NRA's  sudden  commitment  to  data  and  evidence- 
based  solutions,  as  they  have  held  researchers  hostage  for  decades. 
Through  the  1996  Dickey  Amendment,  the  NRA  has  actively  prevented 
the  Center  for  Disease  Control  (CDC)  from  studying  gun  violence  and 
disseminating  data  about  the  best  methods  to  prevent  it/' 

"Bill  Would  Require  High  Schoolers  to  Learn  About  Legal  Consent" 

•  Publication:  WAVY  -  Nexstar  Media  Group  Affiliate:  Portsmouth,  Va. 

(UVM:  1.9M*) 

•  "A  bill  that  would  require  high  schoolers  to  learn  the  meaning  of  legal 

consent  is  heading  to  the  governor's  desk.  Advocates  say  the  goal  of 
early  education  is  to  hopefully  cut  down  on  troubling  numbers  when  it 
comes  to  sexual  assaults.  The  CDC  says  nearly  one  in  five  women  have 
been  raped  at  some  time  in  their  lives." 

"Let's  Stop  Treating  the  Divorce  Rate  Like  the  Crime  Rate" 

•  Publication:  New  York  Mogoz/ne(UVIVI:  31.5M*) 

•  "In  honor  of  Valentine's  Day,  Science  of  Us  is  spending  this  week  talking 

about  love  —  specifically,  what  happens  when  it  goes  wrong.  If  you  ever 
wondered  about  the  psychology  of  breakups,  we've  got  you  covered. 
Certain  statistics  are  treated  as  assurances  that  America  is  getting  more 
civilized,  like  the  crime  rate  (mostly)  going  down,  infant  mortality 
decreasing,  and  life  expectancy  (mostly)  going  up.  Then  there's  divorce: 
The  topic  is  hotly  debated,  and  so  is  the  rate  itself/' 

"Nine  Years  after  His  Daughter  Was  Killed  in  His  Home  by  Her  Ex,  Pad  Has  a 

Strong  Warning  for  Parents'' 

•  Publication:  Independent  Journol  Review  (UVM:  21.5M'*') 

•  "Demi  Brae  Cuccia  was  a  cheerleader  at  Gateway  High  School  in 

Pennsylvania,  an  honor  roll  student,  and  an  engaged  member  of  her 
church.  According  to  CBS  Pittsburg,  Demi  and  John  Mullarkey  Jr,  had 
recently  ended  a  tumultuous  two-year  relationship.  In  an  interview  with 
Independent  Journal  Review,  her  father  Dr.  Gary  Cuccia  said  he  knew 
the  couple  had  broken  up  but  didn't  think  anything  of  it  at  the  time. 
Less  than  15  minutes  after  Mullarkey  entered  the  house,  reported  the 
Post-Gazette,  the  two  got  into  a  verbal  fight.  During  the  argument, 
Mullarkey  pulled  out  his  3.5  inch  pocketknife  and  stabbed  Demi  16 
times.  According  to  the  Centers  for  Disease  Control  and  Prevention 
(CDC),  21  percent  of  females  and  10  percent  of  males  experienced 
physical  or  sexual  violence  between  the  ages  of  11  and  17.  But  many 
instances  of  teenage  violence  goes  unreported/' 


Feb.  20,  2017 


"US  Researchers  Say  Funding  for  Gun  Research  is  Non-Existent  But  it  Would 


Save  Lives'^ 

•  Publication:  Deutsche  Welle  {UVM:  29.4M*) 

•  "More  people  die  due  to  guns  in  An>erica  than  in  any  other  high-income 

country.  But  the  US  congress  has  restricted  funding  for  gun  violence 
research.  Researchers  say  it's  impossible  to  generate  life-saving  data." 
''Church  Response  to  Domestic  Violence  Focus  of  Study’^ 

•  Publication:  Baptist  Press( UVM:  132.3K*) 

•  "When  it  comes  to  domestic  violence,  Protestant  pastors  want  to  be 

helpful  but  often  don't  know  where  to  start,  a  new  study  shows... 
According  to  the  Centers  for  Disease  Control  and  Prevention,  nearly  a 
quarter  of  American  women  (24,3  percent)  and  1  in  7  men  (13.8 
percent)  have  'experienced  severe  physical  violence  by  an  intimate 
partner/" 

Feb.  21,  2017  "Tips  for  Protecting  Your  Teen  from  an  Abusive  Reiationship" 

•  Publication:  Miami  Hero/d(UVIV!:  13. 2M''') 

•  "Parents  often  dread  the  first  time  their  child  heads  out  on  a  date, 

worrying  about  emerging  hormones  and  the  emotions  in  play.  However, 
there  is  a  greater  threat  to^your  teen's  well-being  than  a  broken  heart. 
According  to  a  2013  Centers  for  Dis*ease  Control  and  Prevention  survey, 
one  in  five  girls  between:  12  and  18  years  old  experienced  teen  dating 
violence.  Teen  dating  violence  is  physical,  emotional  or  sexual  abuse 
between  two  teenagers  “in  a  relationship.  Dating  violence  can  include 
being  hit,  kicked  or  shoved  by  a  partner;  being  shamed,  bullied  or 
verbally  demeaned;  or  being  forced  into  sexual  encounters.  This  abuse 
often  takes  place  face-to-face,  but  can  occur  over  the  telephone, 
through  text  messaging,  via  social  media  platforms  or  online." 

"Freedom  ISO,  AMIKids  Raise  Awareness  of  Teen  Dating  Abuse" 

•  Publication:  Panama  City  News  Hero/d(UVM:  446. 9K*) 

•  "One  in  three  teenagers  has  experienced  dating  violence,  according  to  a 

2013  statistic  from  the  Centers  of  Disease  Control  (CDC).  But  Chris 
Cobb,  a  student  at  AMIKids  Panama  City  Marine  Institute  (PCMI),  is 
surprised  that  number  isn't  higher.  He  has  had  a  number  of  friends 
come  to  him  saying  they  were  in  abusive  relationships  and  needed 
advice.  Healthy  relationships  and  what  a  healthy  relationship  looks  like 
just  isn't  talked  about,  he  said,  and  teens  don't  always  feel  comfortable 
going  to  their  parents  for  advice/' 

'Letters:  Hiring  Legal  Immigrants  Best:  More  on  Presidency" 

•  Publication:  The  Gazette(\JVW\:  1.2M’^) 

•  "Reduce  all  relationship  violence:  February  is  Teen  Dating  Violence 

Awareness  Month.  While  many  adults  are  unaware  of  the  prevalence  of 
teen  dating  violence,  the  U.S,  Centers  for  Disease  Control  (CDC)  report 
that  1  in  4  teens  report  being  hit,  slapped,  stalked,  sexually  assaulted  or 
emotionally  abused  by  a  dating  partner.  About  1  in  5  women  and  nearly 
1  in  7  men  who  ever  experienced  rape,  physical  violence,  and/or 
stalking  by  an  intimate  partner,  first  experienced  this  violence  between 
the  ages  of  11  and  17/' 


Feb.  22,  2017 


"Groups  Work  Against  Dating  Violence:  Dating  Abuse  and  Teen  Dating 

Violence  Continue  to  Increase  for  Girls  and  Young  Women  Aged  16-24.  " 

•  Pubiicatlon:  The  Doily  lowan(\JVW\\  63. OK*) 

•  "Most  would  agree  that  everyone  deserves  to  be  in  a  relationship  founded 
on  mutual  respect  and  communication,  and  free  from  verbal, 
emotional,  and  physical  abuse.  Unfortunately,  according  to  the  Centers 
for  Disease  Control  and  Prevention's  Division  of  Violence  Prevention, 
this  is  not  the  reality  for  millions  of  Americans.  This  month,  the 
Women's  Resource  and  Action  Center,  the  Domestic  Violence 
Intervention  Program,  the  Office  of  the  Sexual  Misconduct  Response 
Coordinator,  and  the  Rape  Victim  Advocacy  Program  have  successfully 
used  Teen  Dating  Violence  Awareness  and  Prevention  Month  to 
celebrate  and  advocate  for  healthy  relationships." 

"Recognise  Stalking  as  Domestic  Violerice^' 

•  Publication:  Malay  Mo//(UVM:  l.SM*) 

•  "How  many  have  experienced  stalking?  A  2013  report  by  Women's  Aid 
Organisation  (WAO)  -  Malaysians  largest  service  provider  for  domestic 
violence  survivors  -  documented  34  domestic  violence  cases,  of  which 
nine  women  (26%)  had  been  stalked  by  their  abusers.  In  the  United 
States,  approximately  a  third  of  women  domestic  violence  survivors 
were  stalked  by  their  abusers,  according  to  a  2011  Centers  for  Disease 
Control  and  Prevention  (CDC)  report." 

"Teen  Dating  Violence:  More  Than  Teenage  Drama" 

•  Publication:  WRAL- Raleigh,  N.C.  (UVM:  10.4M*) 

•  "February  is  Teen  Dating  Violence  Awareness  month.  Teen  dating  violence 
is  reported  as  extremely  common  and  starts  as  early  as  11  years  old. 
The  question  is  how  parents  should  recognize  the  signs  and  not  just 
dismiss  it  as  teen  drama.  According  to  LoveisRespect.org,  1  in  3  teens 
will  experience  dating  violence.  According  to  the  CDC,  23  percent  of 
girls  and  14  percent  of  boys  will  experience  dating  violence  for  the  first 
time  between  11  and  17  years  old." 

"SCV  Domestic  Violence  Center  Honored  by  LA.  County" 

•  Publication:  KHTS  -  Santa  Clarita,  Calif.  (UVM:  99, 5K*) 

•  "SCV  Domestic  Violence  Center  (DVC)  staff  and  leadership  were  honored 
Tuesday  by  the  county  for  their  work  preventing  teen  dating  abuse. 
February  is  Teen  Dating  Violence  Awareness  Month.  Every  year, 
approximately  1.5  million  high  school  students  nationwide  experience 
physical  abuse  from  a  dating  partner,  according  to  the  CDC." 

Feb,  23,  2017  "Parents:  Survey  Sex  Abuse  Questions  Went  Too  Far" 

•  Publication:  MagicValleyxom  (UVM:  545. 8K*) 

•  "Brandy  Ramos'  9‘yGar-old  daughter  has  spent  the  school  year  learning 

about  adding  decimals  and  the  difference  between  cold-blooded  and 
warm-blooded  animals.  So  earlier  this  month,  Ramos  was  shocked 
when  she  picked  up  her  daughter  from  school  and  the  third-grader 
asked  her  to  explain  a  sex  act.  The  original  Adverse  Childhood 
Experiences  Study  —  organized  by  Kaiser  Permanente  and  the  U.S. 
Centers  for  Disease  Control  and  Prevention  “  was  given  in  the  mid- 


1990s  to  more  than  17,000  southern  California  adults.  It's  'one  of  the 
largest  investigations  of  childhood  abuse  and  neglect  and  later-life 
health  and  well-being/  the  CDC's  website  says." 


SUICIDE 

Feb.  17,  2017  ^'Legislators  Designate  Suicide  Prevention  Week” 

•  Publication:  Mvlnfornns.com  (UVM:  53. 7K*) 

•  "Legislators  have  passed  resolutions  to  designate  the  week  of  Sept.  10  as 

National  Suicide  Prevention  Week  in  Virginia.  According  to  the  Centers 
for  Disease  Control  and  Prevention,  suicide  is  the  10th  leading  cause  of 
death  in  the  United  States,  taking  more  than  43,000  lives  each  year.  The 
CDC  estimates  that  more  than  1  million  Americans  attempt  suicide 
annually." 

Feb.  20,  2017  "Gay  Marriage  Legalization  linked  to  Drop  In  Teenage  Suicide  Attempts^' 

•  Publication:  Medical  News  Today) UVM:  10.9M*) 

•  "In  June  2015,  the  United  States  Supreme  Court  ruled  that  same-sex 

marriage  bans  were  unconstitutional,  enabling  homosexual  couples 
across  America  to  marry.  A  new  nationwide  analysis  suggests  the 
legalization  of  gay  marriage  in  the  U.S.  may  have  led  to  a  drop  in  suicide 
attempts  among  high-school  students.  According  to  the  Centers  for 
Disease  Control  and  Prevention  (CDC),  suicide  is  the  third  leading  cause 
of  death  among  10-24-year-olds  in  the  U.S.,  accounting  for  4,600  deaths 
each  year." 

''Drop  in  Teenage  Suicide  Attempts  Linked  to  legalisation  of  Same-Sex 

Marriage" 

•  Publication:  News  Grio(UVM:  104,0K*) 

•  "Legalisation  of  same-sex  marriage  in  US  states  has  been  linked  to  a  drop 

in  suicide  attempts  among  teenagers.  Researchers  say  suicide  attempts 
among  high  school  students  fell  by  an  average  of  7%  following  the 
implementation  of  the  legislation.  The  impact  was  especially  significant 
among  gay,  lesbian  and  bisexual  teenagers,  for  whom  the  passing  of 
same-sex  marriage  laws  was  linked  to  a  14%  drop  in  suicide  attempts," 

Feb.  21,  2017  "Marriage  Equality  Means  Fewer  Teens  are  Dying  by  Suicide" 

•  Publication:  Dazed  Magazine(U\/W\:  4.0M*) 

•  "The  legalisation  of  same-sex  marriage  in  the  U.S  has  been  linked  to  fewer 

teenagers  attempting  to  take  their  own  lives.  Suicide  attempts  among 
high  school  students  dropped  by  7  percent  following  the  change  in 
marriage  laws,  according  to  researchers  from  John  Hopkins  University, 
Harvard  and  Boston  Children's  Hospital  The  study,  carried  out  across  17 
years  over  47  U.S  states,  saw  the  biggest  drop  among  gay,  lesbian  and 
bisexual  young  people,  with  14  percent  less  suicide  attempts.  It 
translates  to  roughly  134,000  fewer  teens.  As  Forbes  reports,  it's 
halfway  to  the  government's  federal  goal  of  reducing  teen  suicide  by  10 
percent  in  2020.  Suicide  is  the  second  leading  cause  of  death  among  15 
to  24-year-olds,  according  to  the  U.S  Centres  for  Disease  Control  and 
Prevention,  with  numbers  rising  significantly  among  LG8TQ  people." 

"Teen  Suicide  Attempts  Fell  as  Same-Sex  Marriage  Became  Legal" 

•  Publication:  Bradenton  Herald(\JVW\\  729.0K*) 


•  ''Teen  suidde  attempts  in  the  U-S.  declined  after  same“Sex  marriage 

became  legal  and  the  biggest  impact  was  among  gay^  lesbian  and 
bisexual  kids,  a  study  found.  The  research  found  declines  rn  states  that 
passed  laws  allowing  gays  to  marry  before  the  Supreme  Court  made  it 
legal  nationwide.  The  results  don't  prove  there^s  a  connection,  but 
researchers  said  policymakers  should  be  aware  of  the  measures' 
potential  benefits  for  youth  mental  health.  Suicide  is  the  second-leading 
cause  of  death  for  all  U.S.  teens.  Suicidal  behavior  is  much  more 
common  among  gay,  lesbian  and  bisexual  kids  and  adults;  about  29 
percent  of  these  teens  in  the  study  reported  attempting  suicide, 
compared  with  just  6  percent  of  straight  teens." 

^^Same-Sex  Marriage  laws  May  Reduce  Teen  Suicide  Attempts  by  134K" 

•  Publication;  Seeker{U\/W\:  3.6M*) 

•  ''Researchers  at  Johns  Hopkins  University  found  that  suicide  attempts 

among  gay,  lesbian  and  bisexual  teenagers  dropped  by  14  percent 
following  the  legalization  of  gay  marriage  on  the  state  level." 

''Same  Sex  IVlarriage  legalization  IVlav  Have  Cut  Teen  Suicide  Attempts" 

•  Publication:  Fortune(UVM:  1.2M*) 

•  "Policies  legalizing  same  sex  marriage  are  correlated  with  fewer  youth 

suicide  attempts,  especially  among  teenagers  who  are  sexual 
minorities,  according  to  a  new  study.  Researchers  from  Johns  Hopkins' 
Bloomberg  School  of  Public  Health  analyzed  data  from  both  states  that 
had  and  hadn't  legalized  same  sex  marriage  prior  to  2015,  when  the 
Supreme  Court  issued  a  decision  legalizing  it  across  the  country.  ''After 
same-sex  marriage  laws  were  implemented,  the  proportion  of  high 
school  students  reporting  suicide  attempts  in  the  past  year  decreased 
by  0.6  percentage  points,  equivalent  to  a  7%  decline,"  wrote  the 
authors.  States  that  had  not  legalized  same  sex  marriage  did  not  see 
these  declines," 

"Teen  Suicide  Rates  Dropped  After  Same-Sex  IVlarriage  Was  Legalized,  Study 

Finds" 

•  Publication:  Wce(UVM:  19.9iVl*) 

•  "Policies  legalizing  same  sex  marriage  are  correlated  with  fewer  youth 

suicide  attempts,  especially  among  teenagers  who  are  sexual 
minorities,  according  to  a  new  study.  Researchers  from  Johns  Hopkins' 
Bloomberg  School  of  Public  Health  analyzed  data  from  both  states  that 
had  and  hadn't  legalized  same  sex  marriage  prior  to  2015,  when  the 
Supreme  Court  issued  a  decision  legalizing  it  across  the  country.  "After 
same-sex  marriage  laws  were  implemented,  the  proportion  of  high 
school  students  reporting  suicide  attempts  in  the  past  year  decreased 
by  0.6  percentage  points,  equivalent  to  a  7%  decline,"  wrote  the 
authors.  States  that  had  not  legalized  same  sex  marriage  did  not  see 
these  declines." 

"Why  Teen  Suicide  Rate  Has  Dropped  Since  Same-Sex  Marriage  Was 

Legalized" 

•  Publication:  Wx(UVM:  373W\*) 

•  "A  study  published  in  The  Journal  of  the  American  Medical  Association 


found  that  suicide  rates  for  LGBTQ  teens  have  gone  down  7  percent 
after  the  legalization  of  same-sex  marriage.  The  study  looked  at  suicide 
rates  in  teenager  between  1999  and  2015,  which  was  the  year  that  the 
Supreme  Court  legalized  same-sex  marriage  across  the  nation.” 

”Teen  Suicide  Attempts  Declined  After  Same-Sex  Marriage  Became  Le^al 

Study  Finds” 

•  Publication:  KDVR  -  Fox  Affiliate:  Denver,  Colo.  (UVM;  2.5M*) 

•  “Suicides  have  become  the  second-leading  cause  of  death  among  people 

aged  15  to  24  in  the  United  States.  But  researchers  say  the  legalization 
of  same-sex  marriage  may  be  a  source  of  hope  for  some  teens. 
According  to  the  Centers  for  Disease  Control  and  Prevention,  almost  30 
percent  of  gay,  lesbian  and  bisexual  high  school  students  reported 
attempting  suicide,  compared  to  6  percent  of  heterosexual  students.” 
"'Spring  and  Summer  Months  More  Common  for  Suicide” 

•  Publication:  KCRG  -  ABC  Affiliate:  Cedar  Rapids,  Iowa  (UVM:  1.29 M*) 

•  '"According  to  the  CDC,  more  people  in  the  United  States  complete  suicide 

in  the  spring  and  summer  months,  than  during  the  rest  of  the  year. 
Crisis  agency  Foundation  2  experiences  that  first  hand.  "As  spring  comes 
and  things  are  starting  to  be  reborn,  the  flowers  are  coming  out,  and 
the  weather  is  warming  up,  people  feel  better.  If  you're  depressed,  you 
feel  that  much  more  of  a  distance  between  yourself,  and  your  world 
around  you,  and  the  people  around  you,'  counseling  supervisor  Nancy 
Oehlert  said."' 

Feb.  22,  2017  "'Marriage  Equality  Laws  Associated  With  Drop  in  LGBTQ  Teen  Suicide  Rate'" 

•  Publication:  She  /Cnow5( UVM:  13.0M*) 

•  ""A  new  study  published  in  JAMA  Pediatrics  found  that  across  47  states, 

same-sex  marriage  policies  were  associated  with  a  7  percent  reduction 
in  high  school  students  who  reported  a  suicide  attempt  in  the  past  year 
—  particularly  among  adolescents  who  were  sexual  minorities.  Suicide 
is  the  second-leading  cause  of  death  for  people  ages  15  to  24  (the  first 
is  unintentional  injury).  According  to  the  CDC,  the  attempted  suicide 
rate  is  four  times  higher  among  lesbian,  gay  and  bisexual  adolescents, 
so  the  potential  impact  of  marriage  equality  laws  on  this  population  is 
especially  significant.” 

"LGBTTeen  Sufdde  Attempts  Fell  with  the  Rise  of  Marriage  Equality:  STUDY'" 

•  Publication:  Tow/eroacf(UVM:  23M*) 

•  "A  link  has  been  found  between  the  legalization  of  gay  marriage  and  a 

drop  in  the  suicide  rates  of  LGBT  teenagers.  A  study  compiled  by 
researchers  from  John  Hopkins  University,  Harvard  University  and 
Boston  Children's  Hospital  and  published  this  week  in  the  journal  Jama 
Pediatrics  has  determined  that  in  US  states  where  marriage  equality 
was  passed,  the  suicide  rate  among  LGBT  teenagers  fell  around  14%/' 
"Legal  Same-Sex  Marriage  Reduces  Youth  LGBT  Suicide  Rates” 

•  Publication:  Etie  U/C(UVM:  l.OM*) 

•  ""In  a  world  of  bad  news  and  fake  news,  isn't  it  good  to  hear  some  good 

news?  Since  2015  the  US  called  State-level  bans  on  same-sex  marriage 
unconstitutional,  meaning  that  the  slow  and  hard-fought  battle  of 


Feb,  23,  2017 


marriage  equality  was  finally  won.  Though  many  LGBT  people  may  not 
have  even  wanted  to  exercise  this  potential  freedom,  many  argued  it 
was  important  to  be  seen  equally  in  the  law  and  thus,  society  en- 
masse." 

^^Legalized  Same-Sex  Marriage  Linked  to  Lower  Rates  of  Suicide  Attempts 

Among  Teens'^ 

•  Publication:  Nature  World  AfewsfUVM:  401.1K*) 

•  "A  new  study  revealed  that  teens  living  in  states  that  have  legalized  same- 

sex  marriage  were  less  likely  to  attempt  suicide.  The  study,  published  in 
the  journal  JAMA  Pediatrics  showed  a  link  between  the  legalization  of 
same-sex  marriage  in  some  states  and  the  drop  of  suicide  rates  among 
teens  in  the  same  area." 

^^Same  Sex  Marriage  Laws  Associated  with  Drop  in  Suicide  Rates  Among  High 

School  Students^^ 

•  Publication;  Axis  of  Logic{\J\/M:  59. 6K*) 

•  ''States  that  legalized  same-sex  marriage  before  it  became  federal  law  two 

years  ago  saw  a  sharp  decline  in  suicide  attempts  by  high  school 
students,  according  to  an  analysis  by  researchers  at  the  Johns  Hopkins 
Bloomberg  School  of  Public  Health." 

"'A  Study  Stiovtfs  That  Legalization  of  Same  Sex  Marriages  Is  Linked  to  a  Lower 

Teen  Suicide  Rate^' 

•  Publication:  Her  Campus{\J\/W\:  2.5M*) 

•  '"So  there's  a  pot  of  gold  at  the  end  of  that  rainbow  flag— The  legalization 

of  same  sex  marriage  may  have  reduced  the  teen  suicide  rate.  In  a 
study  published  Monday  by  the  Johns  Hopkins  University  School  of 
Public  Health,  researchers  found  suicides  decreased  in  high  school 
students,  particularly  LGBT  students,  when  a  state  legalized  same  sex 
marriage  prior  to  the  Supreme  Court  decision:" 

'"Using  Analytics  to  Improve  Suicide  Prevention" 

•  Publication:  Healthcare  IT  A/ew5{UVM:  378.2 K*) 

•  "The  Substance  Abuse  and  Mental  Health  Services  Administration 

(SAMHSA)-funded  Zero  Suicide  project  works  under  the  belief  that 
suicide  deaths  for  individuals  under  care  within  health  and  behavioral 
health  systems  are  preventable.  The  project  uses  a  combination  of  best 
evidence,  best  practices  and  innovative  practices  to  prevent  all  suicides. 
It  is  an  aspirational  goal,  but  a  valuable  one.  These  prevention  efforts 
rely  on  clinicians,  including  physicians,  nurses  and  social  workers,  to 
follow  best  practices  and  evidence  to  move  toward  that  goal." 

'"CPC  Surveys  Cleveland  Schools'  Suicide  Rate" 

•  Publication:  /deflfstream(U\/M:  195.9K*) 

•  "More  than  20%  of  Cleveland  Metropolitan  School  District  students 

surveyed  by  the  Centers  for  Disease  Control  reported  having  attempted 
suicide  in  2015.  Out  of  19  urban  school  districts  surveyed  across  the 
United  States,  Cleveland  had  the  highest  rate  of  attempted  suicide." 
"Cleveland  School  District  has  Highest  Suicide  Rates  in  U.S/^ 

•  Publication:  News  Talk  1490  -  Cleveland,  Ohio  (UVM:  871. IK*) 

•  "According  to  the  CDC,  more  high  school  students  in  Cleveland  are 


attempting  to  take  their  own  lives,  than  in  any  other  American  city.  Two 
out  of  every  ten  high  school  student  enrolled  in  Cleveland  Metropolitan 
Schools,  according  to  the  CDC,  tried  to  kill  themselves  in  2015.  Twenty 
percent  of  the  CM5D  high  school  population  is  suicidal;  one  of  the 
highest  numbers  in  the  United  States." 

VIOLENCE  PREVENTION  (GENERAL) 

Feb.  18,  2017  "Advocates  Hope  to  Create  Anti- Violence  GroundswelT 

•  Publication:  St.  Cloud  7/me5(UVM:  340. 6K*) 

•  "Katie  Cashman  championing  Green  Dot,  a  bystander  intervention-based 

program  that's  meant  to  encourage  widespread  community  action  and 
cultural  change.  The  shift  is  being  propelled  by  Anna  Marie's  Alliance 
and  the  Central  Minnesota  Sexual  Assault  Center,  two  local  nonprofits 
that  deal  with  the  aftermath  violence  can  have,  particularly  on  women 
and  children.  Green  Dot  is  a  program  that  trains  community  members 
to  end  and  prevent  violence,  by  encouraging  people  —  bystanders  —  to 
do  something." 

*  Total  unique  visits  per  month  of  publication's  website  (within  one  month  prior  to  date  reported) 


From: 

Sent: 

To: 

Cc; 

Subject: 

Hi  Deb, 

Kate  Masters  with  The  Trace  requested  an  interview  with  you,  originally  stating  she  wanted  to 
discuss:  "My  article  is  going  to  be  about  violence  research  at  the  CDC  versus  the  NIH,  so  most  of 
my  questions  would  center  on  her  approach  to  running  the  Center  for  Injury  Control  and 
Prevention,  accomplishments  she's  made,  and  priorities  she’d  still  like  to  work  on." 

Based  on  prior  requests  she  has  had  with  us  (Wilmington  and  gun  violence)  and  with  NIH,  I 
asked  for  specific  questions  that  we  could  address  via  email.  Here  they  are.  Responses  have 
been  reviewed/revised  with  Linda  Dahiberg,  OPP  has  also  been  in  the  loop.  Responses  are 
primarily  pulled  from  our  cleared  Q&A  on  the  issue.  I  will  also  get  HHS  clearance  once  you 
review. 

Thank  you! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence,  therefore  we  decline  to  comment  on  theoreticai  consequences. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 


Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

2  Feb  2016  16:27:18  -0500 

Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
Connelly,  Erin  (CDC/ONDIEH/NCIPC) 

For  Review:  The  Trace-gun  violence 


4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 
among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 


•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention;  ;  '  i  • 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  inj'uoy  arpong  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples 'listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  {approved/reviewed  by 
Division  of  Population  Health} 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 

^ARTICLES 

Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79;5-14 
http://www.ncbi.nlm.nih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6230al.htm 
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ral  nonadjacent  decedents  (9.3%)  than  urban  decedents 
(13.2%).  Physical  health  problems  were  more  commonly 
cited  among  rural  nonadjacent  decedents  (24.4%)  than  ru¬ 
ral  adjacent  (23.4%)  or  urban  (20.9%)  decedents. 


Discussion 

In  this  study  of  individual  suicide  decedents  from  2006  to 
2008,  decedents  in  urban  areas  differed  significantly  from 
those  in  rural  areas  with  respect  to  multiple  demograph¬ 
ic,  mental  health,  and  suicide  event  characteristics.  There 
were  four  notable  findings  in  this  study.  First,  there  were 
significant  differences  in  mental  health  characteristics  be¬ 
tween  urban  and  rural  decedents.  Second,  there  was  a  cor¬ 
relation  between  urban-rural  status  and  history  of  financial, 
employment,  substance  abuse,  and  physical  health  issues. 
Third,  consistent  with  prior  work,  rural  decedents  were 
more  likely  to  use  a  firearm  as  the  method  of  suicide.  Final¬ 
ly,  there  was  an  identifiable  relationship  between  proximity 
to  an  urban  center  and  the  mental  health  characteristics  of 
rural  decedents.  It  is  important  to  note  that  the  findings 
from  this  descriptive  study  of  completed  suicides  cannot  be 
u.sed  to  infer  causal  relationships  between  various  factors 
and  suicide  risk.  Nonetheless,  these  study  results  are  u.seful 
for  identifying  potential  risk  factors,  evaluating  previous 
theories,  and  informing  future  suicide  research  and  inter¬ 
ventions. 


Mental  Health  and  Treatment  History 

In  this  study,  rural  decedents  were  less  likely  than  urban 
decedents  to  have  had  a  current  mental  health  diagnosis,  a 
previous  history  of  mental  health  treatment,  or  a  previous 
suicide  attempt.  These  results  are  consistent  with  previous 
research  findings  nationally  and  internationally  that  rural 
individuals  are  less  likely  to  be  diagnosed  with  and  receive 
treatment  for  mental  health  problems  than  urban  individuals 
(Crawford  &  Brown,  2002;  Fiske  et  al.,  2005;  Taylor  et  al., 
2005).  There  are  multiple  plausible  explanations  for  this. 
Previous  research  has  found  that  stigma  regarding  mental 
illness  may  be  greater  in  rural  communities,  so  that  those 
suffering  from  mental  illness  may  isolate  themselves  rather 
than  seek  help  from  their  community  (Crawford  &  Brown, 
2002).  The  differences  in  mental  health  treatment  rates 
between  urban  and  rural  decedents  in  this  study  may  also 
be  explained  by  the  theory  that  social  isolation  is  greater 
in  rural  communities  (Trout,  1980).  With  increased  social 
isolation,  it  is  less  likely  that  an  at-risk  individual  will  be 
identified.  Additionally,  social  isolation  in  and  of  itself  may 
affect  risk.  Finally,  given  the  increased  rates  of  firearm  use 
by  rural  decedents,  it  is  also  plausible  that  rural  decedents 
actually  have  lower  rates  of  longstanding  mental  health 
problems  and  instead  exhibit  higher  suicide  rates  owing  to 
a  higher  lethality  of  impulsive  attempts.  Further  research  is 
necessary  to  determine  which  of  these  theories,  if  any,  ex¬ 
plain  the  lower  treatment  rates  seen  among  rural  decedents. 


While,  overall,  rural  nonadjacent  decedents  were  less 
likely  to  be  in  treatment  at  the  time  of  death  than  urban 
decedents,  those  with  a  reported  depressed  mood  were 
equally  likely  to  be  in  treatment,  regardless  of  urban-rural 
status.  It  is  not  possible  to  determine  conclusively  what 
explains  this  difference  based  on  information  available  in 
the  N  VDRS,  but  these  findings  suggest  that  future  research 
should  examine  variations  in  access  to  and  utilization  of 
mental  health  treatment.  In  addition,  an  important  finding 
is  that  among  all  groups  of  decedents,  including  the  re¬ 
ported  depressed  mood  group,  treatment  rates  were  less 
than  41%.  This  finding  supports  previous  evidence  that  in 
both  urban  and  rural  areas  there  are  substantial  obstacles 
to  treating  individuals  with  mental  health  issues  that  pro¬ 
duce  low  rates  of  utilization  in  national  and  international 
communities  (Hyman,  2000;  Gonzalez  et  al.,  2010;  The 
ESEMeD/MHEDEA  2000  Investigators.,  2004).  This  high¬ 
lights  the  importance  of  identifying  these  obstacles  in  fu¬ 
ture  research  to  enhance  suicide  prevention  in  all  commu¬ 
nity  types. 


Suicide  Circumstances 

Factors  that  were  more  prevalent  among  urban  decedents 
than  rural  decedents  included  history  of  substance  abuse, 
job,  and  financial  problems.  These  results  appear  to  contra¬ 
dict  previous  theories  that  cite  increased  alcohol  and  sub¬ 
stance  abuse  and  more  pervasive  job  and  financial  insecu¬ 
rity  as  factors  that  increase  rural  suicide  risk  (Taylor  et  al., 
2005).  However,  from  this  analysis  of  only  decedents  we 
cannot  estimate  the  magnitude  of  such  social  problems  in 
the  general  population  in  each  area,  and  the  NVDRS  lacks 
some  important  economic  variables.  It  is  also  worth  noting 
that  this  analysis  included  suicide  deaths  that  mostly  oc- 
cuned  prior  to  the  economic  crisis  that  began  in  late  2008. 
Further  research  is  necessary  to  determine  whether  urban 
dwellers  in  included  counties  have  a  higher  incidence  of 
these  problems  or  instead  have  comparable  rates  of  these 
problems  but  are  somehow  less  able  to  cope  with  them. 
Rural  nonadjacent  decedents  were  also  more  likely  to  have 
a  physical  health  problem  cited  as  a  contributing  factor. 


Use  of  Firearms 

The  increased  use  of  firearms  by  rural  decedents  was  one 
of  the  most  obvious  differences  between  urban  and  rural 
cases.  This  finding  is  consistent  with  results  of  communi¬ 
ty-based  analyses  (Andres  &  Hempstead,  2011)  and  sup¬ 
ports  lethal  means  restriction  as  an  essential  component  of 
suicide  prevention  efforts  (Daigle,  2005;  Hawton,  2007; 
Lewiecki,  2013;  Miller  &  Hemenway,  1999,  2008). 


Proximity  to  Urban  Center 

Multiple  menial  health  and  suicide  characteristics  of  rural 
decedents  varied  with  proximity  to  an  urban  center.  Nota- 
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Fireamis  account  fora  substantial  pfoportion  of  external  causes  of  death,  injury,  and  disability  across  the  world. 
Legislation  to  regulate  firearms  has  often  been  passed  with  the  intent  of  reducing  problems  related  to  their  use. 
However,  lack  of  clarity  around  which  interventions  are  effective  remains  a  major  challenge  for  policy  development. 
Aiming  to  meet  this  challenge,  we  systematically  reviewed  studies  exploring  the  associations  between  firearm- 
related  laws  and  firearm  homicides,  suicides,  and  unintentional  injuries/deaths.  We  restricted  our  search  to  studies 
published  from  1950  to  2014.  Evidence  from  1 30  studies  in  10  countries  suggests  that  in  certain  nations  the  simul¬ 
taneous  implementation  of  laws  targeting  multiple  firearms  restrictions  is  associated  with  reductions  in  firearm 
deaths.  Laws  restricting  the  purchase  of  (e.g.,  background  checks)  and  access  to  (e,g.,  safer  storage)  firearms 
are  also  associated  with  lower  rates  of  intimate  partner  homicides  and  firearm  unintentional  deaths  in  children,  re¬ 
spectively.  Limitations  of  studies  include  challenges  inherent  to  their  ecological  design,  their  execution,  and  the  lack 
of  robustness  of  findings  to  model  specifications.  High  quality  research  on  the  association  between  the  implemen¬ 
tation  or  repeal  of  firearm  legislation  (rather  than  the  evaluation  of  existing  laws)  and  firearm  injuries  would  lead  to  a 
better  understanding  of  what  interventions  are  likely  to  work  given  local  contexts.  This  Information  is  key  to  move  this 
field  forward  and  for  the  development  of  effective  policies  that  may  counteract  the  burden  that  firearm  injuries  pose 
on  populations. 

death;  firearms;  homicide:  legislation;  suicide;  weapons;  wounds  and  injuries 


Abbreviations:  NCHS,  National  Center  for  Health  Statistics:  NFA,  National  Firearms  Agreement;  UCR,  Uniform  Crime  Reports. 
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Despite  supportive  evidence  tor  an  association  between  safe  firearm  storage  and  tower  risk  of  firearm  injury,  the 
eftectiveness  of  interventions  that  promote  such  practices  remains  unclear.  Guided  by  the  Preferred  Reporting 
Items  for  Systematic  Reviews  and  Meta-Analyses  (PRISMA)  checklist,  we  conducted  a  systematic  review  of  ran- 
domized  and  quasi-experimental  controlled  studies  of  sate  firearm  storage  interventions  using  a  prespecified 
search  of  9  electronic  databases  with  no  restrictions  on  language,  year,  or  location  from  inception  through  May 
27^  2016.  Study  selection  and  data  extraction  were  independently  performed  by  2  investigators.  The  Cochrane  Col¬ 
laboration's  domain-specific  tool  for  assessing  risk  of  bias  was  used  to  evaluate  the  quality  of  included  studies. 
Seven  clinic- and  community-based  studies  published  in  2000-2012  using  counseling  with  or  without  safety  device 
provision  met  the  inclusion  criteria.  All  3  studies  that  provided  a  safety  device  significantly  improved  firearm  storage 
practices,  while  3  of  4  studies  that  provided  no  safety  device  failed  to  show  an  effect  Heterogeneity  of  studies  pre¬ 
cluded  conducting  a  meta-analysis.  We  discuss  methodological  considerations,  gaps  in  the  literature,  and  recom¬ 
mendations  for  conducting  future  studies.  Although  additional  studies  am  needed,  the  totality  of  evidence  suggests 
that  counseling  augmented  by  device  provision  can  effectively  encourage  Individuals  to  store  their  firearms  safely, 

firearms;  program  evaluation:  safety 


Abbreviations:  DVRO,  domestic  violence  restraining  order;  I  PH,  Intimate  partner  homicide;  IPV^  intimate  partner  violence. 
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Objective.  This  paper  examines  the  epidemiology  of  fatal  and  nonfatal  firearm  violence  in  the  United  States. 
Trends  over  two  decades  in  homicide,  assault,  self-directed  and  uninientional  firearm  injuries  are  described 
along  with  current  demographic  characteri sties  of  victimization  and  health  impact. 

Method.  Fatal  firearm  injury  data  were  obtained  firom  the  National  Vital  Statistics  System  (NVSS).  Nonfatal 
firearm  injury  data  were  obtained  from  the  National  Electronic  Injury  Surveillance  System  (NEISS).  Trends 
were  tested  using  join  point  regression  analyses,  CDC  Cost  of  Injury  modules  were  used  to  estimate  costs 
associated  with  firearm  deaths  and  injuries. 

ResufB,  More  than  32,(X}t)  persons  die  and  over  67.000  persons  are  injured  by  firearms  each  year.  Case  fatality 
rates  are  highest  for  self-harm  related  firearm  injuries,  followed  by  assault- related  injuries.  Males,  radal/etlinic 
minority  populations,  and  young  Americans  [with  the  exception  of  firearm  suicide)  are  disproportionately 
affected  The  severity  of  such  injuries  is  distributed  relatively  evenly  across  outcomes  fram  outpatient  treatment 
to  hospitalization  to  death.  Firearm  injuries  result  in  over  S48  billion  in  medical  and  work  loss  costs  annually, 
particularly  fatal  firearm  injuries.  From  1993  to  1999,  rates  of  firearm  violence  declined  significantly.  Declines 
were  seen  in  both  fatal  and  nonfatal  fireaim  violence  and  across  all  types  of  intent  While  unintentional  firearm 
deaths  continued  to  decline  from  2000  to  2012,  firearm  suicides  increased  and  nonfatal  firearm  assaults 
increased  to  their  highest  level  since  1995. 

Cofidiision.  Firearm  injuries  are  an  important  public  health  problem  in  the  United  States,  contributing 
substantially  each  year  to  premature  death,  illness,  and  disability.  Understanding  the  nature  and  impacl  of  the 
problem  is  only  a  first  step  toward  preventing  firearm  violence,  A  ,science-d  riven  approach  to  understand  risk 
and  protective  faaors  and  identify  effective  solutions  is  key  lo  achieving  measurable  reductions  in  firearm 
violence. 
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Abstract: 

Introduction;  A  youth’s  emergency  department  (ED)  visit  for  suicidal  behaviors  or  ideation 
provides  an  opportunity  to  counsel  families  about  securing  medications  and  firearms  (i.e,,  lethal 
means  counseling). 

Methods:  In  this  quality  improvement  project  drawing  on  the  Counseling  on  Access  to  Lethal 
Means  (CALM)  model,  we  trained  16  psychiatric  emergency  clinicians  to  provide  lethal  means 
counseling  with  parents  of  patients  under  age  18  receiving  care  for  suicidality  and  discharged 
home  from  a  large  children’s  hospital.  Through  chart  reviews  and  follow-up  interviews  of  parents 
who  received  the  counseling,  we  examined  what  parents  recalled,  their  reactions  to  the  counseling 
session,  and  actions  taken  after  discharge. 

Results:  Between  March  and  July  2014,  staff  counseled  209  of  the  236  (89%)  parents  of  eligible 
patients.  We  conducted  follow-up  interviews  with  114  parents,  or  55%  of  those  receiving  the 
intervention;  48%  of  those  eligible.  Parents  had  favorable  impressions  of  the  counseling  and 
good  recall  of  the  main  messages.  Among  the  parents  contacted  at  follow  up,  76%  reported  all 
medications  in  the  home  were  locked  as  compared  to  fewer  than  10%  at  the  time  of  the  visit.  All 
who  had  indicated  there  were  guns  in  the  home  at  the  time  of  the  visit  reported  at  follow  up  that 
all  were  currently  locked,  compared  to  67%  reporting  this  at  the  time  of  the  visit. 

Conclusion:  Though  a  small  project  in  just  one  hospital,  our  findings  demonstrate  the  feasibility 
of  adding  a  counseling  protocol  to  the  discharge  process  within  a  pediatric  psychiatric  emergency 
service.  Our  positive  findings  suggest  that  further  study,  including  a  randomized  control  trial  in 
more  facilities,  is  warranted. 
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Introduction;  A  youth’s  emergency  department  (ED)  visit  for  suicidal  behaviors  or  ideation 
provides  an  opportunity  to  counsel  families  about  securing  medications  and  firearms  (i,e.,  lethal 
means  counseling). 

Methods:  In  this  quality  improvement  project  drawing  on  the  Counseling  on  Access  to  Lethal  Means 
(CALM)  model,  we  trained  16  psychiatric  emergency  clinicians  to  provide  lethal  means  counseling 
with  parents  of  patients  under  age  18  receiving  care  for  suicidality  and  discharged  home  from  a 
large  children’s  hospital.  Through  chart  reviews  and  follow-up  interviews  of  parents  who  received 
the  counseling,  we  examined  what  parents  recalled,  their  reactions  to  the  counseling  session,  and 
actions  taken  after  discharge, 

Results:  Between  March  and  July  2014,  staff  counseled  209  of  the  236  (89%)  parents  of  eligible 
patients.  We  conducted  follow-up  interviews  with  114  parents,  or  55%  of  those  receiving  the 
intervention;  48%  of  those  eligible.  Parents  had  favorable  impressions  of  the  counseling  and 
good  recall  of  the  main  messages.  Among  the  parents  contacted  at  follow  up,  76%  reported  all 
medications  in  the  home  were  locked  as  compared  to  fewer  than  10%  at  the  time  of  the  visit  All  who 
had  indicated  there  were  guns  in  the  home  at  the  time  of  the  visit  reported  at  follow  up  that  all  were 
currently  locked,  compared  to  67%  reporting  this  at  the  time  of  the  visit. 

Conclusion:  Though  a  small  project  in  just  one  hospital,  our  findings  demonstrate  the  feasibility 
of  adding  a  counseling  protocol  to  the  discharge  process  within  a  pediatric  psychiatric  emergency 
service.  Our  positive  findings  suggest  that  further  study,  including  a  randomized  control  trial  in  more 
facilities,  is  warranted.  [WestJ  Emerg  Med.  2016;17{1):8-14.] 
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Introduction 

A  meeting  of  representatives  from  the  Departments  of  Education,  Health  and  Human 
Services,  and  Justice,  met  in  Washington,  DC,  on  February  19-20,  2014,  to  discuss  current 
efforts  and  future  opportunities  associated  with  firearm  violence  prevention  research.  The 
meeting  objectives  were  to:  1]  discuss  approaches  for  strengthening  data  to  understand 
patterns  and  characteristics  of  firearm  violence  and  to  address  research  questions;  2) 
ensure  that  research  carried  out  by  the  different  agencies  is  complementary  and  builds 
upon  individual  and  collective  strengths,  and  3]  determine  opportunities  to  collaborate  on 
current  or  future  efforts. 

The  meeting  was  broken  into  four  sessions.  During  the  first  day,  discussion  focused  on 
exploring  the  current  environment  of  firearm  violence  prevention  research  (Session  1)  and 
the  data  associated  with  it  [Session  2),  particularly  identifying  gaps  and  what  resources 
could  be  brought  to  bear  on  them.  The  second  day  built  upon  these  conversations  and 
explored  how  to  create  a  complementary  approach  that  builds  upon  individual  and 
collective  strengths  (Session  3).  It  ended  with  a  focused  discussion  on  what  actions  could 
be  taken  to  enhance  coordination,  communication,  and  collaboration  (Session  4]  between 
the  Departments. 

Throughout  the  discussions,  participants  were  encouraged  to  share  information  and  ideas 
about  each  of  the  respective  topics.  However,  there  was  no  push  to  reach  consensus  or  set 
priorities.  Instead,  through  a  series  of  facilitated  discussions,  participants  were  asked  to 
react  or  respond  to  various  topics  or  questions  posed.  In  addition,  the  discussion  topics 
built  upon  information  gleaned  from  previous  conversations  the  facilitators  had  with  many 
of  the  participants  prior  to  the  meeting. 

This  report  summarizes  the  main  themes  that  emerged  from  these  discussions  and  should 
not  be  construed  as  reflecting  official  policies  or  positions  of  the  meeting  participants  or 
the  departments/agencies  represented. 
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DAYl 

Session  1  -  Research  Discussion 

This  first  discussion  was  designed  to  better  understand  what  firearm  violence  prevention 
research  is  currently  being  undertaken,  identify  what  research  gaps  exist,  and  where 
particular  research  interests  lie  among  the  respective  departments/agencies.  Participants 
were  given  a  document  entitled  Research  Discussion  Handout  (Appendix  A),  which 
contained  a  list  of  research  topics  that  emerged  from  interviews  conducted  prior  to  the 
meeting  or  were  included  in  the  recent  Institute  of  Medicine/National  Research  Council 
(lOM/NRC]  report,  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence. 
These  topics  were  grouped  under  four  topic  headings:  1]  access  to  firearms;  2] 
technological  approaches;  3]  triggers  and  influences  of  violence  involving  firearms;  and  4] 
intervention  strategies,  policies,  programs,  that  might  prevent  firearm  violence.  Working  in 
small  groups,  participants  were  asked  to  review  the  list  and  contributed  individually  and  as 
a  team  by  keeping  the  following  instructions  at  the  forefront: 

1.  Discuss  and  identify  any  research  gaps  that  may  be  associated  with  a  respective 
category. 

2.  Share  with  your  colleagues  where  your  current  work  may  be  touching  upon 
some  of  these  research  topics  or  themes. 

3.  Identify  any  research  areas  or  information  sharing  opportunities  where 
complementary  efforts  exist  or  would  be  beneficial  in  the  future. 

Various  responses  emerged  from  these  discussions  and  this  feedback  is  grouped  under  the 
initial  headings  [mentioned  above]  for  which  it  corresponded. 

Access  to  Firearms 

Much  of  the  discussion  in  this  area  focused  on  the  fundamental  questions  surrounding 
access  to  firearms  and  its  influence  in  precipitating  a  violent  act  or  event.  In  this  vein, 
discussion  focused  on  the  need  to  better  understand  access  as  it  relates  to  certain 
vulnerable  populations  [e.g.,  youth,  young  adults,  persons  with  suicidal  intentions]  and 
settings  (e.g.,  schools,  businesses,  public  housing].  Likewise,  understanding  the  various  risk 
and  protective  factors  that  result  from  access  to  a  firearm  was  identified  as  an  important 
research  area.  In  particular,  exploring  the  nuances  associated  with  using  a  firearm  for 
defensive  purposes  in  various  situations  and  settings  was  recognized  as  a  needed  study 
area.  Participants  also  raised  the  need  for  research  exploring  access  as  it  relates  to 
unintentional  firearm  injuries  and  nonfatal  violence-related  firearm  injuries.  At  this  point, 
several  participants  indicated  that  while  these  were  important  areas  for  exploration,  data 
was  largely  lacking  in  these  areas,  particularly  at  the  state  and  local  level,  which  would 
make  studies  more  difficult  to  pursue. 
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In  addition,  participants  discussed  the  need  to  better  understand  the  physical 
characteristics  of  access  as  it  related  to  both  storage  and  acquisition.  Questions  about 
ownership  and  storage  were  important  ones  for  exploration.  Participants  noted  that 
questions  on  ownership  and  storage  practices  were  included  in  the  Behavioral  Risk  Factor 
Surveillance  System,  but  those  questions  have  not  been  included  since  2004.  A  suggestion 
was  made  to  look  back  at  those  research  questions  and  possibly  include  them  into  existing 
surveys.  In  another  category,  the  need  for  better  preventative  practices  and  messaging 
around  safe  storage  was  suggested. 

Participants  also  noted  that  additional  research  to  understand  the  distinction  between 
access,  ownership,  and  use,  was  an  important  area  for  consideration.  For  example,  persons 
with  access  to  firearms  do  not  necessarily  own  them.  Finally,  another  area  of  discussion 
was  the  need  to  better  understand  the  firearm  supply  line  and  secondary  markets, 
including  online  and  private  sales,  and  their  correlation  to  access  issues. 

Technological  Approaches 

A  large  portion  of  the  discussion  on  this  topic  focused  on  discussing  new  technological 
approaches  that  were  being  developed  and  their  possible  implications  for  firearm  violence. 
For  instance,  technology  solutions  for  smart  guns  were  mentioned  as  one  avenue  currently 
being  evaluated.  A  review  of  patent  filings  found  that  the  technology  is  quite  mature, 
incorporating  such  techniques  as  locking  mechanisms  using  biometric  readers,  creation  of 
safe  zones  that  disable  guns  and  alerts  sent  to  the  owner  via  a  mobile  application  when  a 
firearm  is  moved.  There  are,  however,  questions  around  acceptance  and  adoption  of  these 
technologies,  particularly  the  possible  impact  these  technologies  might  have  on  various 
professional  sectors  (e.g.,  police,  private  security)  in  performing  their  duties.  Likewise,  the 
emergence  of  new  technologies  such  as  3-D  printing  bring  into  play  a  whole  new  set  of 
research  questions  and  the  discussion  then  turned  into  considering  how  ammunition  fit 
into  the  equation.  As  several  participants  indicated,  ammunition's  role  in  firearm  violence 
is  not  well  understood  nor  is  its  possible  use  as  an  intervention  strategy.  In  wrapping  up 
this  discussion,  it  was  suggested  that  one  approach  might  be  to  routinely  conduct 
forecasting  research  on  the  availability  of  technologies  and  their  impact. 

Finally,  as  a  corollary  to  the  technology  discussion,  participants  also  noted  the  need  to 
generate  greater  awareness  and  recognition  regarding  gun  safety.  Participants  discussed 
different  research  areas  that  could  be  explored  to  better  understand  consumers'  attitudes 
towards  existing  or  new  gun  safety  technologies  and  how  compliant  they  would  be  with 
them.  Participants  noted  that  lots  of  lessons  could  be  learned  from  other  areas  where 
promoting  safe  behavior  has  prevented  injuries  or  deaths. 
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Triggers  and  Influences 

As  expected,  the  conversations  here  reiterated  a  tot  of  the  same  research  topics/themes 
found  under  this  heading  in  the  handout  provided  to  participants.  Much  discussion  focused 
on  the  need  to  better  understand  the  genetic,  neurological  or  behavioral  basis  of  substance 
abuse,  especially  alcohol  and  drugs,  in  violent  events  involving  firearms.  In  addition,  it  was 
suggested  that  the  need  to  distinguish  between  abuse  and  use  as  it  relates  to  both  alcohol 
and  drugs  was  an  important  consideration.  Alcohol  use  does  not  necessarily  infer  abuse 
and  yet  both  may  be  important  areas  to  explore  to  better  understand  the  relationship 
between  alcohol  and  firearm  violence.  Likewise,  the  impact  of  different  drugs  on  decision¬ 
making  and  its  correlation  to  firearm  violence  was  another  area  that  warranted 
examination.  Finally,  rather  than  examining  alcohol  and  drugs  separately,  the  importance 
of  assessing  how  the  use  of  both  alcohol  and  drugs  may  influence  decision-making  was  also 
noted. 

Considerable  discussion  also  ensued  about  the  role  of  situational  and  contextual  factors  in 
influencing  violence  involving  firearms.  In  particular,  participants  noted  the  need  to  better 
understand  the  relationship  between  alcohol  availability  and  firearm  violence.  Grants  have 
been  awarded  in  the  past  to  examine  this  area  and  while  a  relationship  between  alcohol 
availability  and  violence  in  general  has  been  shown,  further  research  is  warranted  on  the 
relationship  between  availability  and  firearm  violence  specifically.  It  was  noted  that  the 
lOM  has  been  commissioned  to  conduct  a  systematic  review  of  the  literature  on  the 
relationship  between  alcohol  and  firearm  violence. 

Participants  also  suggested  that  a  community  focus  to  the  research  was  critical.  This 
approach  would  allow  more  in-depth  research  and  the  ability  to  detect  patterns  and 
determine  precipitating  factors,  as  well  as  design  interventions  unique  to  localities.  It  also 
would  assist  in  tracking  firearm  violence  more  closely  across  geographic  settings. 
Participants  also  suggested  that  a  community  focus  might  help  better  identify  those 
populations  most  at  risk  and  those  individuals  or  groups  to  tailor  prevention  messages  or 
interventions. 

The  individual  factors  that  may  trigger  or  influence  violence  involving  firearms  were 
contemplated  as  well.  Mental  health's  role  and  its  importance  as  a  research  topic  was 
highlighted,  particularly  given  recent  events  that  have  focused  attention  on  mental  health's 
relationship  to  firearm  violence.  In  addition,  participants  suggested  that  more  research  is 
needed  to  understand  the  perpetrator  and  victim  relationship  and  its  connection  to  firearm 
violence.  In  a  similar  fashion,  examining  the  impact  and  repercussions  of  a  violent  incident 
upon  both  victims  and  perpetrators  was  another  important  study  area  identified.  A  life 
course  approach  to  individual  factors  also  was  deemed  critical  to  understand  the 
developmental  trajectory — child,  teen,  adult,  elderly. 
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Finally,  research  to  better  recognize  the  influence  of  social  media,  visual  media,  and 
marketing  on  firearm  violence  is  warranted,  particularly  how  exposure  to  violent  media 
may  trigger  or  influence  violence  involving  a  firearm. 

Intervention  Strategies,  Policies,  and  Programs 

A  consistent  theme  that  emerged  from  the  discussions  was  the  need  for  more  research  to 
identify  which  intervention  strategies,  policies,  or  programs  effectively  prevent  firearm 
violence.  At  a  minimum,  participants  recommended  taking  stock  of  what  currently  exists  in 
terms  of  evidence-based  interventions  and  assessing  whether  they  are  ready  to  be  scaled 
up  or  implemented.  This  approach  could  help  identify  areas  where  research  is  sufficient 
and  where  gaps  still  exist. 

In  addition,  the  utility  of  evidence-based  interventions  in  other  areas  also  was  raised.  For 
instance,  evidence-based  programs  addressing  risk  and  protective  factors  associated  with 
other  public  health  issues  [such  as  alcohol  and  substance  abuse]  might  be  adapted  for 
firearm  violence  prevention.  Another  possibility  could  be  assessing  the  applicability  of 
skill-based  programs  for  youth  in  preventing  firearm  violence;  the  assumption  being  that 
these  programs  generally  reduce  alcohol,  drug,  and  tobacco  use,  as  well  as  juvenile 
delinquency,  so  they  might  be  extended  to  addressing  firearm  violence  as  well.  However, 
caution  was  recommended  since  the  same  characteristics  or  assumptions  would  not 
necessarily  apply.  There  is  still  a  need  to  assess  whether  these  strategies  effectively  reduce 
firearm  violence. 

These  suggestions  led  to  other  resources  or  interventions  being  mentioned, 
CrimeSolutions.gov  is  a  repository  for  research  on  the  effectiveness  of  programs  and 
practices  in  criminal  justice,  juvenile  justice,  and  crime  victim  services.  Blueprints  for 
Healthy  Youth  Development  is  another  repository  of  effective  violence  prevention 
programs.  In  terms  of  specific  interventions,  violence  interrupter  strategies  [e.g..  Ceasefire, 
Cure  Violence]  could  be  explored  further  since  a  lot  of  what  they're  doing  in  the  midst  of 
the  conflict  is  to  broaden  someone's  perspective;  this  speaks  to  disrupting  some  of  the 
influences  or  triggers  that  may  lead  to  violence  involving  a  firearm. 

Discussions  also  centered  on  the  need  for  more  systematic  reviews  of  local,  state,  and 
national  policies,  to  determine  their  effectiveness  in  preventing  firearm  violence.  White 
there  was  a  general  agreement  about  this  need  and  its  merits,  the  research  gaps  previously 
identified  may  yield  the  same  conclusions  as  earlier  systematic  reviews  because  many  of 
the  gaps  have  not  been  addressed  by  research.  As  an  example,  it  was  noted  that  the  last 
time  this  was  undertaken  by  the  Community  Preventive  Services  Task  Force  about  10  years 
ago,  they  found  that  the  evidence  available  was  insufficient  to  determine  the  effectiveness 
of  any  of  the  firearm  laws  reviewed  singly  or  in  combination  [e.g.,  waiting  periods, 
background  checks,  etc.]  to  prevent  violence  or  reduce  violent  outcomes.  If  such  a  review 
were  to  be  undertaken,  participants  noted  the  importance  of  also  taking  into  account  the 
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difference  between  the  policy  enacted  and  how  it's  implemented.  As  participants  noted, 
enforcement  authorities  interpret  policies  differently  and  this  has  a  direct  impact  on  how 
the  policy  gets  implemented  within  the  community.  At  a  minimum  though,  it  was  suggested 
that  a  repository  that  keeps  a  list  of  all  firearm  laws  or  policies  should  be  made  available  to 
researchers  as  one  means  to  encourage  future  policy  evaluation  research. 

The  need  to  assess  the  effectiveness  of  setting  specific  strategies  also  was  cited  by  several 
participants.  Settings  mentioned  included  schools,  workplaces,  and  homes.  As  was  noted, 
numerous  strategies,  policies,  and  programs  have  been  implemented  in  these  settings, 
particularly  schools  and  workplaces,  but  it's  not  clear  whether  they  are  effective,  and  if  the 
evidence  exists,  it's  not  widely  known.  In  particular,  much  emphasis  has  been  placed  on 
preparedness  and  response  strategies  in  these  settings  but  it's  not  clear  what  works  or  if 
they  can  be  applied  to  other  settings.  Likewise,  communication  and  message  campaigns 
reaching  parents  are  popular  strategies  but  few  studies  have  been  conducted  to  determine 
whether  these  education  efforts  are  translating  into  increased  awareness  and  better 
preparedness  in  their  children.  In  a  simitar  fashion,  several  programs  aimed  at  healthcare 
providers  enlist  them  to  encourage  gun  safety  in  the  home  as  well  as  assess  risk.  Yet,  it's 
not  clear  whether  these  protocols  are  producing  intended  outcomes. 

Session  2  -  Data  Collection  Discussion 

This  session  was  designed  in  a  similar  fashion  to  the  research  discussion.  Participants  were 
given  a  document  entitled  Data  Collection  Discussion  Handout  (Appendix  B],  which 
consisted  primarily  of  data  gaps  identified  through  the  phone  interviews.  Once  again,  each 
table  reviewed  the  list  and  contributed  individually  and  as  a  team  by  keeping  the  following 
instructions  at  the  forefront: 

1.  Share  with  your  colleagues  where  your  current  work  may  be  touching  upon 
some  of  these  identified  data  gaps. 

2.  Discuss  and  identify  any  other  data  gaps  that  may  be  associated  with  a 
respective  category.  In  essence,  do  we  have  the  necessary  data  to  examine  the 
research  questions  or  themes  outlined  in  the  earlier  session? 

A  number  of  data  topics  emerged,  though  none  went  outside  of  the  broad  categories 
identified  in  the  interviews  conducted  with  participants  prior  to  this  meeting.  The  school 
setting,  both  K-12  and  college  campuses,  was  a  popular  point  of  discussion.  Most 
participants  believed  that  there  is  much  awareness  around  school  violence  from  both  a 
political  and  general  public  standpoint,  but  there  are  tremendous  gaps  in  both  research  and 
data  gathering  to  either  understand  these  aspects  or  prevent  this  type  of  firearm  violence. 
At  the  same  time,  the  data  that  does  exist  in  this  area  is  very  limited.  A  National  Center  for 
Education  Statistics  [NCES]  survey  focused  on  the  various  reasons  why  students  carry 
weapons  to  school  and  the  prevalence  of  expulsions  along  with  other  data  points. 
Information  on  types  of  weapons  and  ammunition  is  available  but  it  is  all  event-specific. 
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CDC,  in  collaboration  with  the  Departments  of  Education  and  Justice,  has  been  tracking 
school-associated  violent  deaths  since  1992.  School-associated  violent  deaths  include  those 
that  occur  on  school  property,  on  the  way  to/from  school,  and  at  school-sponsored  events. 
This  is  an  important  data  collection  system  that  could  be  better  utilized  to  understand  the 
characteristics  of  these  events  and  possible  strategies  to  prevent  school  shootings. 

Certainly,  participants  as  a  whole  identified  the  need  for  community  data  along  with  state 
and  national  data,  but  recognized  that  there  are  barriers  to  this  type  of  data  collection.  For 
instance,  one  agency  experimented  with  gathering  local  data  in  hard-to-reach  populations 
such  as  just  booked  arrestees,  offenders  involved  in  other  criminal  behavior  [drug 
trafficking,  domestic  violence,  etc.).  While  this  information  is  viewed  as  having  great  value, 
data  collection  of  this  type  proved  to  be  cost-prohibitive.  Generally  speaking,  the  team  felt 
as  though  any  research  or  data  that  has  "cross-over"  elements  to  firearm  violence  such  as 
substance  abuse,  mental  illness,  etc.,  as  well  as  being  conducted  and  gathered  on  the 
community  level,  is  both  extremely  valuable  and  costly,  but  very  necessary.  As  part  of  this 
discussion,  analysis  capability  and  capacity  on  the  local  level  presented  as  an  issue.  The 
question  of  who  would  analyze  the  data  and  who  would  absorb  the  cost  of  this  analysis  was 
a  concern;  involving  local  academics  and  academic  institutions  and  research  practitioners 
was  seen  as  necessary.  The  "Communities  That  Care"  platform  was  cited  as  worth  looking 
into  as  a  model  for  collaboration  and  data  utilization  on  the  community  level. 

One  of  the  primary  research  focus  areas  that  came  out  of  both  the  lOM/NRC  report  and  the 
interviews  is  risk  and  protective  factors.  While  various  data  gaps  were  identified  within 
this  area,  the  general  perspective  was  that  data  gathering  has  largely  centered  on  risk 
factors  and,  although  gaps  still  exist  with  respect  to  understanding  risk  factors,  more  is 
needed  to  understand  protective  factors. 

Participants  noted  a  number  of  other  important  data  gaps  -  including  a  lack  of  good 
information  on  gun  ownership,  attitudes  about  guns,  reasons  and  motivations  for  gun 
ownership,  and  what  types  of  gun  and  what  types  of  owners  end  up  owning  a  crime  gun. 
Other  gaps  noted  include  a  lack  of  information  on  gun  purchases,  including  information  on 
timing  and  characterization,  particularly  for  adults  at  risk  of  completing  suicide. 
Participants  also  noted  the  importance  of  context  and  understanding  the  circumstances 
surrounding  events.  The  lack  of  data  at  the  local  and  state  level  on  nonfatal  firearm 
violence  was  also  mentioned  as  a  significant  gap  as  well  as  information  on  cost  of  firearm 
injury. 

The  ability  to  and  necessity  of  linking  specific  types  of  data  was  paramount  throughout  the 
day.  In  particular,  participants  felt  that  many  current  research  gaps  could  be  addressed  if 
data  were  more  standardized,  more  easily  linked,  and  more  complete.  There  is  a  lot  of 
variability  across  data  sets  in  the  way  deaths,  assaults,  behaviors,  and  circumstances  are 
classified.  Some  participants  noted  that  the  National  Violent  Death  Reporting  System 
[NVDRS]  links  and  pulls  in  various  data  sources  including  death  records,  law  enforcement 
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reports,  and  coroner/medical  examiner  reports  and  allows  for  some  potential  linkage  with 
other  data  sources.  The  National  Vital  Statistics  System  (NVSS)  provides  another  linkage 
opportunity  by  asking  coroners  or  medical  examiners  to  add  new  data  fields  that  might 
provide  more  information  associated  with  the  cause  of  death.  Other  linkage  areas  included 
connecting  local  crime  data  with  emergency  department  data  from  local  hospitals,  and 
connecting  with  private  data  systems  [i.e.,  insurance  information;  partner  organization 
such  as  Gallup],  The  importance  of  data  linkage  to  facilitate  longitudinal  studies  to  better 
understand  the  long-term  impacts  of  firearm  violence  was  also  noted.  At  this  time, 
according  to  the  majority  of  the  group,  there  is  a  lack  of  long-term  studies  in  the  area  of 
firearm  violence. 

There  is  also  a  need  to  make  data  more  widely  accessible  for  analysis  and  reporting.  The 
Web-based  Injury  Statistics  Query  and  Reporting  System  [WISQARS]  was  recognized  as  an 
interactive  database  that  might  be  a  good  foundation  for  infrastructure  to  make  various 
types  of  data  easily  available  for  analysis  and  reporting. 

There  was  a  suggestion  to  look  outside  of  firearm  violence  prevention  research  to  find 
some  "best  practices"  in  research  and  data  collection  and  subsequent  unexpected 
utilization.  For  example,  there  was  mention  of  possibly  applying  surveillance  and  sampling 
methods  utilized  in  HIV/AIDS  research,  in  particular  looking  at  snowball  sampling  versus 
respondent-driven  sampling.  The  design  of  specific  transportation  and  traffic  data 
collection  systems  is  a  very  deliberate  and  collaborative  effort  between  the  Department  of 
Transportation  [DOT],  the  National  Traffic  Safety  Administration  [NTSA],  and  other 
agencies  and  is  customized  for  local,  state,  and  national  levels. 

Finally,  there  was  a  brief  discussion  around  policy  implications  and  impact  and  the  need  for 
more  data  in  this  area.  Most  of  this  was  a  follow-up  to  the  need  for  more  policy  evaluation 
research.  Although,  it  should  be  mentioned  that  understanding  the  impact  of  policies  on  all 
levels  (i.e.,  state,  national,  local]  and  across  all  categories  (i.e.,  access  in  different 
populations]  was  an  underlying  theme  throughout  the  discussion. 

DAY  2 

Session  3  -  Building  on  Individual  and  Collective  Strengths 

A  main  goal  of  the  meeting  was  to  ensure  the  research  carried  out  by  the  different  agencies 
is  complementary  and  builds  upon  individual  and  collective  strengths,  To  tackle  this  goal, 
participants  concentrated  on  particular  aspects  within  the  research  and  data  collections 
arenas.  For  research,  questions  were  posed  to  the  participants  to  help  define  what 
constitutes  a  strategic  investment  and  a  complementary  approach.  These  questions  led  to 
robust  discussion  about  current  priority  setting  processes  (and  related  criteria]  used  by 
the  various  federal  agencies  to  guide  resource  allocations.  Participants  also  spent  time 
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describing  the  characteristics  of  a  complementary  approach  and  possible  methods  for 
ensuring  that  the  approach  builds  upon  individual  or  collective  strengths. 

Returning  to  the  data  collection  topic,  participants  tackled  three  themes  that  emerged 
during  the  previous  day's  discussion;  namely  how  to  strengthen  current  data  collection 
activities.  Breakout  groups  were  formed  around  each  theme  and  each  group  was  asked  to 
explore  the  subject  further  with  an  eye  to  identify  concrete  action  steps  or  processes  that 
could  be  employed  to  address  some  of  the  more  pressing  needs. 

A  summary  of  the  suggestions  generated  for  these  two  topics  appears  below. 

Complementary  Approach  to  Research 

In  addressing  the  research  questions  and  related  gaps,  participants  generally  agreed  that 
some  t3rpe  of  organizational  framework  was  needed  to  ensure  that  research  investments 
were  made  in  a  manner  that  was  both  strategic  and  complementary.  Participants  then  were 
asked  to  identify  an  approach  that  would  facilitate  such  an  outcome.  The  group  coalesced 
around  the  following  steps  to  help  move  the  various  departments  and  agencies  in  this 
direction: 

1.  Portfolio  analysis  -  Participants  recommended  that  a  more  systematic  review  of 
existing  and  current  research  be  conducted  and  synthesized  under  general 
categories  such  as  those  found  in  the  lOM/NRC  report.  This  could  be  useful  for 
identifying  other  research  areas  [e.g.,  those  related  to  criminal  justice,  mental 
health,  etc.].  This  information  then  could  be  assessed  to  help  identify  where 
sufficient  prevention  research  existed  and  where  research  gaps  remained.  This 
review  also  could  help  ensure  new  research  was  complementary  or  building  on  the 
existing  knowledge  base. 

2.  Prioritization  -  Participants  also  acknowledged  that  in  order  for  strategic 
investments  to  be  made  some  prioritization  needed  to  occur.  The  framework 
outlined  in  the  lOM/NRC  report  could  be  used  as  a  starting  point  but  additional 
criteria  would  need  to  be  developed  to  help  guide  priority  setting.  For  instance, 
participants  mentioned  elements,  such  as  feasibility  and  impact,  as  potential  criteria 
that  should  be  considered. 

3.  Competitive  advantage  -  Participants  noted  that  the  first  two  items  could  then  be 
used  to  engage  agencies  in  further  conversation  around  which  department/ agencies 
are  best  suited  to  address  the  priority  research  questions  or  areas.  This  process 
would  seek  to  align  research  topics  with  agency  niches  and  avoid  duplication  of 
efforts  or  mission  creep.  In  addition,  this  clarification  could  help  agencies  guide 
researchers  or  potential  research  activities  to  the  appropriate  area. 
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strengthening  the  Data 

Throughout  the  course  of  the  interviews  and  the  group  discussions,  three  top  line  actions 
were  deemed  necessary  as  a  pathway  to  strengthening  the  data: 

1.  Enhance  existing  data  -  making  it  better  and  linking  it 

2.  Localize  data  -  creating  an  infrastructure  to  facilitate  and  encourage  local  usage 

3.  Standardize  data  -  developing  common  definitions  and  data  elements 

Enhance  Existing  Data 

The  first  step  in  this  process  would  be  to  create  an  inventory  of  relevant  data  sets  and  data 
collection  systems.  As  a  general  point,  everyone  is  aware  of  numerous  existing  databases 
but  there  is  no  one  group  that  is  aware  of  all  of  them.  The  group  felt  that  the  inventory 
should  not  only  reflect  the  breadth  of  available  data  from  different  federal  and  non-federal 
sources,  but  also  the  depth  in  terms  of  the  characteristics  of  the  data  source  and  specific 
types  of  information  included  within  each  data  source. 

In  addition  to  including  existing  data  sources  with  firearm  information,  the  group 
mentioned  the  importance  of  including  other  data  sets  in  the  inventory  that  could 
potentially  be  augmented  to  include  information  on  firearms  (e.g.,  to  assess  the  potential  of 
adding  questions)  to  further  advance  the  field. 

The  ultimate  goal  is  to  design  a  "product"  or  deliverable  that  would  act  as  a  larger,  query- 
driven  database  that  could  be  accessible  to  a  wide  range  of  potential  users.  CDC  has 
initiated  work  on  an  inventory,  but  noted  that  a  collaborative,  cross-agency  endeavor  is 
needed  to  make  the  inventory  complete  and  robust. 

In  addition  to  compiling  the  inventory,  the  group  felt  that  it  was  important  to  assess  the 
completeness  of  information  on  firearms  within  existing  systems  and  consider  the 
feasibility  of  linking  with  other  sources  to  improve  completeness.  Supporting  rotations  or 
details  to  different  agencies  was  seen  as  a  way  to  fully  understand  the  strengths  and 
limitations  of  different  sources  and  opportunities  for  data  linkage.  Analyzing  the  same 
questions  across  data  sets  to  perform  somewhat  of  a  meta-analysis  and  determine  validity 
of  the  firearm  information  could  also  be  useful  for  improving  firearm  data, 


Localize  Data 

Apart  from  identifying  local  sources  of  data,  there  was  much  discussion  of  how  to  make 
good  use  of  data  for  prevention  purposes.  Participants  noted  the  importance  of  supporting 
infrastructure  at  the  state  and  local  level  to  facilitate  the  use  of  data  for  prevention, 
including  identifying  inter-agency  partnerships  that  are  currently  working  on  the 
community  level  and  those  that  might  be  necessary  for  success.  Local  officials  want 
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information  that  can  be  helpful  to  them;  however,  there  are  potential  hurdles  around  data 
sharing,  particularly  in  cases  where  there  is  personally  identifiable  information. 

Given  the  diverse  nature  of  communities,  it  is  difficult  to  create  a  single  process,  program, 
or  template.  Therefore,  the  group  suggested  the  development  of  a  toolkit  that  could  be  used 
by  all  communities  to  offer  some  modification  or  customization  within  a  universal 
structure.  The  group  suggested  creating  success  stories  in  certain  communities  as  a  means 
to  observe  and  gain  insight  as  well  as  to  promote  acceptance  and  adoption.  The  idea  of 
creating  a  federal  collaborative  parallel  with  a  local/state  collaborative  was  also 
considered.  As  a  point  of  potential  modeling,  the  Perinatal  Periods  of  Risk  [PPORJ 
CityMatCH  tool  and  the  data  collection  methodology  of  the  National  Collaborative  on 
Childhood  Obesity  were  cited.  It  was  also  noted  by  this  group  that  much  of  the  data 
gathering  and  sharing  on  the  local  level  is  for  the  purpose  of  developing  effective  outreach 
and  communications  programs. 

Standardize  Data 

This  was  a  very  process-oriented  discussion  dictated  by  the  tactical  nature  of  standardizing 
definitions  and  nomenclature  in  the  collection  of  data.  The  group  recognized  a  need  for 
common  data  elements,  validated  questions,  and  consistent  terminology  and  measures 
across  survey  instruments  and  data  collection  efforts.  The  identified  objectives  of  this 
overall  effort  are  to  facilitate  communication  through  consistency  of  terms,  increase 
reliability  and  validity,  create  opportunities  for  level  comparisons  [local/state/federalj, 
enhancing  sustainability  and  creating  enduring  value  and  utilization  across  sectors. 

The  process  to  make  this  happen  started  with  the  idea  of  a  formal  structure  and  a  multi¬ 
stakeholder  team.  Team/initiative  members  would  come  from  the  areas  of  law,  health, 
education,  policy,  and  advocacy  with  the  inclusion  of  practitioners,  researchers  and 
representatives  from  the  victim’s  perspective.  The  team's  first  directives  would  be  to  agree 
on  goals  and  development  of  a  statement  of  purpose.  The  idea  of  a  stakeholder  survey 
around  existing  definitions  and  how  they  are  used  in  the  space  of  firearm  violence  was 
thought  to  be  a  reasonable  precursor  to  the  first  meeting  and  for  identifying  interested 
participants.  The  group  saw  this  as  a  very  formal  project  with  the  end  result  being  a  co¬ 
branded  product  with  agency  logos. 

The  group  suggested  that  the  participants  of  the  federal  partner  meeting  form  a  task  force 
to  develop  the  initial  survey  and  determine  who  would  receive  it.  It  was  suggested  that  GDC 
spearhead  this  initially  and  then  each  participating  agency  would  share  in  the  work  and 
hosting  of  subsequent  meetings.  The  need  for  shared  funding  was  also  acknowledged  and 
the  idea  of  an  interagency  agreement  to  support  logistics  was  brought  to  the  table. 
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Session  4  -  Making  It  Happen 

In  the  final  session,  the  primary  focus  was  to  identify  immediate  needs  for  information 
sharing.  While  this  was  somewhat  repetitive  given  the  previous  conversations,  there  were 
some  general  observations.  The  participants  were  primarily  focused  on  developing  an 
approach  for  information  sharing  and  learning  from  other  collaborative  information 
sharing  programs.  > 

A  General  Accounting  Office  [GAO]  report.  Practices  That  Can  Help  Enhance  and  Sustain 
Collaboration  across  Federal  Agencies,  points  to  a  number  of  cross-agency  collaborations 
with  common  key  elements  of  success  including; 

1.  General  outreach 

2.  Establish  schedule  for  in-person  meetings 

3.  Establish  shared  goals  early  in  existence  and  re-visit  over  time 

4.  Importance  of  leadership 

5.  Leverage  existing  resources 

6.  Pilot  ideas 

The  group  indicated  that  it  might  be  helpful  to  review  this  report  to  drive  how  to  approach 
both  information  sharing  and  general  collaboration. 

The  NIH  RePORTER  (a  research  query  tool],  and  phConnect  [an  online  collaboration  tool 
for  public  health  professionals]  were  both  cited  as  models  for  integrating  data  and  sharing 
information.  More  formal  mechanisms  such  as  the  initiation  of  federal  committees  or 
interagency  workgroups  also  were  noted  [e.g.,  the  Federal  Working  Group  on  Suicide 
Prevention,  Violence  Against  Women  working  group,  USAID  working  group  on  orphans  and 
children]. 


CLOSING 

This  report  provides  a  high  level  summary  of  the  discussions  that  transpired  on  February 
19-20,  2014,  among  key  federal  partners.  The  report  highlights  some  of  the  main  points 
raised  in  regards  to  current  efforts  and  future  opportunities  associated  with  firearm 
violence  prevention  research.  It  also  conveys  some  of  the  main  suggestions  made  by  the 
meeting  participants  to  address  critical  components  of  their  collective  work.  However,  the 
report  should  not  be  construed  as  reflecting  the  full  range  of  ideas,  suggestions,  or 
opportunities  generated  over  the  course  of  the  two  days.  In  particular,  the  forum  provided 
participants  with  an  opportunity  to  share  information  about  their  current  firearm  violence 
prevention  research,  programs,  or  efforts,  and  these  exchanges  helped  identify  potential 
areas  for  improved  engagement  around  this  work  among  various  federal  agencies.  These 
conversations  aren't  captured  in  this  report  and  yet  are  acknowledged  here  to  demonstrate 
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the  commitment  shown  by  participants  in  moving  the  topic  forward.  Finally,  participants 
recognized  the  need  to  continue  conversations  and  information  sharing,  be  it  through 
informal  or  formal  channels  (see  discussion  above],  and  its  importance  in  ultimately 
achieving  successful  outcomes  for  firearm  violence  prevention. 
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Appendix  A  -  Research  Discussion  Handout 

Priority  Topics/Themes 
Access  to  firearms 

•  Better  understanding  of  background  checks/point  of  purchase  denials 

•  Firearm  supply  line  and  its  influence  on  firearm  violence 

•  Better  understanding  of  secondary  markets,  including  online  sales,  private  sales 

•  Youth  and  young  adult  access,  possession,  carrying 

•  Understanding  of  access  in  other  vulnerable  populations  (children,  perpetrators  of 
partner  violence,  persons  with  suicidal  intentions  or  who  have  made  a  previous 
attempts] 

•  Understanding  of  accessibility  of  Firearms  in  vulnerable  settings  such  as  schools, 
businesses,  and  public  housing 

•  Risk  and  protective  factors  associated  with  access 

•  Influence  of  access  on  risk  of  injuries  and  deaths 

•  Influence  of  access  on  protection  [e,g.,  defensive  gun  use]  from  violence  and  crime 

•  Decision-making  processes/trade-offs  around  use  of  Firearms 

Technological  Approaches 

•  T echnological  approaches  that  are  likely  to  have  the  greatest  impact  on  firearm 
violence 

•  Consumer  attitudes  toward  safety  technologies 

•  Understanding  of  how  compliant  consumers  would  be  with  different  safety 
technologies 

•  Understanding  of  how  potential  technologies  might  impact  various  professional 
sectors  (e.g.,  police,  private  security]  in  performing  their  duties 

Triggers  and  influences  of  violence  involving  firearms 

•  Role  of  genetic,  neurological  or  behavioral  basis  of  substance  abuse,  especially 
alcohol  and  drugs  in  violent  events  involving  Firearms 

•  Mental  health  factors,  including  role  of  stress  and  prior  trauma 

•  Exposure  to  violent  media 

•  Situational  and  contextual  factors  [e.g,,  availability  of  alcohol/drugs,  alcohol  outlet 
density,  other  economic  and  environmental  factors  that  influence  the  likelihood  of 
firearm  violence] 

•  Role  of  environmental  design  with  respect  to  schools  and  other  settings  and  its 
influence  on  risk  for  firearm  violence 
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•  Individual  factors  [e.g.,  impulsivity,  other  motivation  factors,  prior  histories  of  abuse 
or  victimization] 

•  Linkages  between  different  types  of  violence  (e.g.,  child  maltreatment,  intimate 
partner  violence,  suicidal  behavior]  and  risk  for  perpetrating  firearm  violence 

Which  intervention  strategies,  policies,  programs  prevent  firearm  violence? 

•  local,  state,  and  national  policies  [e.g.,  background  checks;  stand  your  ground  laws; 
child  access  prevention  laws] 

•  setting-specific  strategies  [e.g.,  schools,  campuses,  workplaces,  homes, 
communities] 

•  gun  safety  education  programs  for  children  and  adults 

•  counseling  and  other  healthcare  provider  education  programs 

•  enforcement  strategies  around  prohibited  purchasers 

•  whether  existing  evidence-based  programs  for  interpersonal  or  self-directed 
violence  are  effective  in  preventing  firearm  violence 
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Appendix  B  -  Data  Collection  Discussion  Handout 

Data  Gaps  Identified 

•  State-specific  population  data  on  firearm  use,  acquisition,  ownership,  carrying,  and 
storage  practices  to  assess  the  effectiveness  of  firearm  injury  prevention  programs  and 
policies. 

•  State  level  data  on  nonfatal  firearm  injuries  and  better  national  and  state  level 
population-based  data  on  the  health  outcomes  of  nonfatal  Firearm  injuries  [e.g.,  short 
and  long-term  impairment  and  disability],  quality  of  life  measures,  and  the  cost  of 
injury  and  payer  information. 

•  Better  and  more  complete  state  and  national  level  population-based  data  on  fatal  and 
nonfatal  firearm  injury  circumstances  (e.g.,  intent  of  injury,  type  of  firearm  used,  victim- 
perpetrator  relationship,  place  of  occurrence,  work-relatedness,  alcohol  and  drug 
involvement,  gang-related,  drug-related,  underlying  circumstances  of  the  injury 
incident  such  as  homelessness,  financial  problems,  marital/family/spousal/partner 
problems,  firearm  used  for  self-defense] 

•  Better  population- based  data  on  risk/behavioral  factors  of  firearm  injuries 
(homicide/assault,  suicide/intentional  self-harm,  unintentional]  in  the  home  (e.g., 
presence  of  children  in  the  home,  family  disputes,  alcohol  and  drug  problems,  mental 
health  issues,  financial  problems]. 

•  Better  population-based  data  on  risk/behavioral  factors  of  firearm  injuries 
(homicide/assault,  suicide/intentional  self-harm,  unintentional]  outside  the  home  (e.g., 
crime-related,  drug-related,  gang-related,  drive-by  shooting,  sexual  violence,  intimate 
partner  violence,  mental  health  issues,  work-relatedness,  joblessness,  financial 
problems,  alcohol  use  during  hunting/recreational  activities,  homelessness]. 

•  Better  population-based  data  on  all  US  school-based  fatal  and  nonfatal  firearm  injuries 
(e.g.,  characteristics  of  the  perpetrator,  type  of  firearm  used,  source  of  the  weapon  and 
ammunition,  emergency  response  [type  of  response  and  timing  of  response]. 
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From: 

Sent: 

To: 

Cc; 

Subject: 

research 

Attachments: 


Bonzo,  Sandra  E.  (CDC/ONDIEH/OD) 

17  Mar  2016  12:05:40  -0400 

Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
Ikeda,  Robin  (CDC/ONDIEH/OD) 

FW:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
2016-03-16  Carper  Letter  to  CDC  re  gun  violence  research.pdf 


May  be  a  coincidence  but  compare  questions  in  the  attached  letter  to  the  questions  from  Kate  Masters 
in  early  February. 


From:  Jones,  Kamara  (OS/ASPA) 

Sent;  Tuesday,  March  15,  2016  4:00  PM 

To:  Robinson,  Michael  J  (HHS/ASPA)  <michael.robinson@hhs.Eov>:  Burden,  Bernadette  (CDC/OD/OADC) 
<btb8^cdc.gQV>:  OS  -  Interviews  <interviews@hhs.eov>;  Beeton,  Jonathan  (OS/OASH) 
<Jonathan.Beeton@hhs,gov>:  Broido,  Tara  (HHS/OASH)  <Tara.Broido@hhs.Eov>:  Gianelli,  Diane  M 
(OASH)  <Diane.Gianelli@hhs.gov>:  Migliaccio,  Kate  (HHS/OASH)  <Kate.MiEliaccio@hhs.Eov> 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.Eov>:  Harben,  Kathy  (CDC/OD/OADC) 
<kxh9@cdc.EOv>;  Bryant,  LaKia  R.  (CDC/OD/OADC)  <vuf3@cdc.gov> 

Subject:  RE:  CDC  Interview/  (email)  request  from  The  Trace:  gun  violence  DEADLINE:  03-14-16 
Do  we  know  the  exact  date  when  the  piece  will  be  published? 

From:  Robinson,  Michael  J  (HHS/ASPA) 

Sent:  Monday,  March  14,  2016  6:01  PM 

To:  Burden,  Bernadette  (CDC/OD/OADC);  OS  -  Interviews;  Beeton,  Jonathan  (OS/OASH);  Broido,  Tara 
(HHS/OASH);  Gianelli,  Diane  M  (OASH);  Migliaccio,  Kate  (HHS/OASH) 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Bryant,  LaKia  R. 
(CDC/OD/OADC) 

Subject:  Re;  CDC  Interview  (email)  request  from  The  Trace:  gun  violence  DEADLINE:  03-14-16 
Ok 


From:  Burden,  Bernadette  (CDC/OD/OADC)  <btb8@cdc.gov> 

Sent:  Monday,  March  14,  2016  5:44:37  PM 

To:  OS  '  Interviews;  Robinson,  Michael  J  (HHS/ASPA) 

Cc;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Bryant,  LaKia  R. 
(CDC/OD/OADC) 

Subject;  FW:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence  DEADLINE:  03-14-16 

ASPA  Media  Interview  Request  Template 

Reporter:  Kate  Masters 
Organization:  The  Trace 
Phone  #(s): 

Subject:  gun  violence 
Deadline:  03^14-16 

Spokesperson:  N/A  emailed  response  only. 

Kate  Masters  with  The  Trace  has  a  follow  up,  please  see  her  several  previous  requests  in  the  thread 
below  in  addition  the  proposed  CDC  response.  Her  deadline  is  today. 


From  Kate: 

Thanks  again  for  all  the  information  about  the  NVDR5.  It  wos  definitely  helpful  and  that  piece  should  be 
up  on  our  site  soon.  I'm  emailing  today  because  my  editors  and  I  are  in  the  drafting  phase  of  my  piece  on 
gun  violence  research  at  the  CDC,  and  I  wanted  to  let  you  know  that  the  basis  of  the  story  is  that  the  CDC 
is  avoiding  the  issue  of  gun  violence  and  bowing  to  political  pressure  by  essentially  foregoing  research  on 
firearms,  even  though  there  are  things  the  agency  could  be  doing.  This  is  coming  from  former  employees 
of  the  CDC,  as  well  as  outside  gun  violence  researchers. 

I  wanted  to  tell  you  this  so  there  would  be  no  surprise  when  the  article  came  out,  and  also  because  I 
wanted  to  give  the  CDC  a  chance  to  respond  to  what  others  are  saying.  That  response  could  be  a 
statement  from  you,  or  I  would  still  love  to  speak  with  Dr.  Houry  directly  about  the  lack  of  gun  research 
at  the  Injury  Center,  but  I  do  recommend  addressing  these  statements  somehow  so  that  the  CDC’s  voice 
is  included  in  the  piece. 

Proposed  Response: 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and 
other  data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S. 
Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is  an 
important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United  States. 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot 
wound,  making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people 
aged  1-64  in  the  United  States.  Public  health  research  is  fundamental  to  understanding 
the  problem  and  developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC, 
"The  complexity  and  frequency  of  firearm  violence,  combined  with  its  impact  on  the 
health  and  safety  of  Americans,  suggest  that  a  public  health  approach  should  be 
incorporated  into  the  strategies  used  to  prevent  future  harm  and  injuries." 

The  President  has  requested  that  CDC  conduct  research  into  the  causes  and  prevention 
of  gun  violence  and  the  lOM  Report  noted  a  number  of  research  areas  that  might  have 
bipartisan  support.  CDC  is  ready  to  conduct  that  research  if  funds  are  appropriated  by 
Congress. 

Thanks  in  advance, 

Bernadette  Burden 
Senior  Public  Affairs  Specialist 
News  Media  Branch 
Division  of  Public  Affairs 
CDC/ATSDR 
(404)639-3286 

From:  Robinson,  Michael  J  (HHS/ASPA) 

Sent:  Friday,  February  12,  2016  11:22  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Blackmore,  Rebecca  (HHS/ASFR) 
<Rebecca.Blackmore@hhs.gov>;  Medvedev,  Bree  (OS/ASFR)  <Bree.Medvedev(ghhs.gov>;  Cabezas, 
Miriam  (HHS/ASFR)  <Miriam.Cabezas(g)hhs.Rov>;  Beeton,  Jonathan  (OS/OASH) 
<Jonathan.Beeton@hhs.gov>:  Broido,  Tara  (HHS/OASH)  <Tara.Broido@hhs.gov>:  Colson,  Angela 
(HHS/OASH)  <Angela. Colson (5) hh5.gov>:  Gianellt,  Diane  M  (OASH)  <Diane.Gianellif5)hh5.gov>;  Migliaccio, 
Kate  (HHS/OASH)  <Kate.Migliaccio(5)hhs.gov>:  Cabezas,  Miriam  (HHS/ASFR)  <Miriam.Cabezasf5)hh5.eov> 
Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5>cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.Eov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>;  Harben,  Kathy 
(CDC/OD/OADC)  <kxh9@cdc.gov>:  Burden,  Bernadette  (CDC/OD/OADC)  <btbS@cdc.gov>;  Fine,  Amanda 


(NIH/OD)  [E]  <amanda.fine@nih.gov> 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Ok 

From:  Lenard,  Courtney  (CDC/ONDI  EH/NCI  PC)  rmailto:zvQ5@cdc.qov1 
Sent:  Friday,  February  12,  2016  11:16  AM 

To:  Robinson,  Michael  J  (HHS/ASPA);  Blackmore,  Rebecca  (HHS/ASFR);  Medvedev,  Bree  (OS/ASFR); 
Cabezas,  Miriam  (HHS/ASFR);  Beeton,  Jonathan  (OS/OASH);  Broido,  Tara  (HHS/OASH);  Colson,  Angela 
(HHS/OASH);  Gianelli,  Diane  M  (CASH);  Migliaccio,  Kate  (HHS/OASH);  Cabezas,  Miriam  (HHS/ASFR) 

,  .Cc:  Connelly,  Erin  (CDC/ONDI EH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Burden,  Bernadette  (CDC/OD/OADC);  Fine, 
Amanda  (NIH/OD)  [E] 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Good  morning, 

Deadiine  is  COB  today. 

Thank  you! 

Courtney 

From:  Robinson,  Michaei  J  (HHS/ASPA) 

Sent:  Thursday,  February  11,  2016  4:50  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>:  Blackmore,  Rebecca  (HHS/ASFR) 
<Rebecca.Blackmore@hhs.EQV>:  Medvedev,  Bree  (OS/ASFR)  <Bree.Medvedev(Shhs.gov>:  Cabezas, 
Miriam  (HHS/ASFR)  <Miriam.Cabezas@hhs.gov>:  Beeton,  Jonathan  (OS/OASH) 
<Jonathan.Beeton@hhs.eov>:  Broido,  Tara  (HHS/OASH)  <Tara.Broido@hhs.EQV>:  Colson,  Angela 
(HHS/OASH)  <Angela.Colson^hhs.gov>;  Gianelli,  Diane  M  (OASH)  <Diane.Gianelli^hhs.Eov>;  Migliaccio, 
Kate  (HHS/OASH)  <Kate.Migliaccio@hhs.Eov>:  Cabezas,  Miriam  (HHS/ASFR)  <Miriam. Cabezas^ hhs.gov> 
Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3j®cdcgoy>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>;  Harben,  Kathy 
(CDC/OD/OADC)  <kxh9^cdc.gov>:  Burden,  Bernadette  (CDC/OD/OADC)  <btb8@cdc.gov>;  Fine,  Amanda 
(NIH/OD)  [E]  <amanda.fine@nih.gov> 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Hi  -Adding  ASFR 

What's  the  deadline  for  this  info? 

Best, 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  rmailto:zvq5@cdc.qov1 
Sent:  Thursday,  February  11,  2016  4:48  PM 

To:  Robinson,  Michael  J  (HHS/ASPA);  OS  -  Interviews;  Cabezas,  Miriam  (HHS/ASFR);  Beeton,  Jonathan 
(OS/OASH);  Broido,  Tara  (HHS/OASH);  Colson,  Angela  (HHS/OASH);  Gianelli,  Diane  M  (OASH); 

Migliaccio,  Kate  (HHS/OASH) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Burden,  Bernadette  (CDC/OD/OADC);  Fine, 
Amanda  (NIH/OD)  [E] 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Good  afternoon. 

Another  follow  up  from  Kate  with  The  Trace: 

I  also  know  that  the  President  requested  the  full  $23.5  million  required  to  place  NVDRS  in  all  50 
states  and  the  District  of  Columbia  in  his  FY2017  budget  request.  I  asked  the  White  House  why 
that  decision  was  made  and  why  the  NVDRS  was  prioritized  this  year,  and  they  told  me  to  check 
with  the  CDC,  So  do  you  guys  have  any  information  on  why  that  request  was  made  and  why  it 
was  important  to  the  administration? 

Proposed  Response: 


The  President's  budget  request  for  NVDRS  has  been  for  $23. 5m  for  several  years  (since  the  FY14 
request).  Expansion  of  NVDRS  to  all  50  states  and  DC  has  been  a  priority  for  the  administration  since 
FY14.  Although  CDC  has  seen  incremental  increases  (including  most  recently  in  FY  16)  and  will  be  able  to 
expand  the  program  this  year,  the  FY17  request  will  allow  CDC  to  expand  the  program  further  to  truly 
have  a  national  program  (all  50  states  and  DC). 

*NVDRS  is  the  only  state-based  surveillance  system  that  pools  information  from  multiple  data  sources 
into  a  usable,  anonymous  data  base.  It  covers  all  types  of  violent  deaths  -  including  homicides,  suicides, 
and  child  maltreatment  fatalities  -  in  all  settings  and  for  all  age  groups. 

Thanks  much! 

Courtney 

From:  Robinson,  Michael  J  (HHS/ASPA) 

Sent:  Thursday,  February  04,  2016  4:21  PM 

To:  Lenard,  Courtney  (CDC/ONDI  EH/NCI  PC)  <zvci5@cdc.gov>:  OS  -  Interviews  <interviews@hhs.gov>: 
Cabezas,  Miriam  (HHS/ASFR)  <Miriam.Cabezas(^hh5.gov>:  Beeton,  Jonathan  (OS/OA5H) 
<Jonathan.Beeton(®hhs.gov>:  Broido,  Tara  (HHS/OASH)  <Tara.Broido@hhs.gov>:  Colson,  Angela 
(HHS/OASH)  <Angela.ColsonPhhs.gov>;  Gianelli,  Diane  M  (OASH)  <Diane.Gianelli(ahhs.gov>;  Migliaccio, 
Kate  (HHS/OASH)  <Kate.Migliaccio(^hhs.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCiPC)  <efd5(5)cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3g)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>;  Harben,  Kathy 
(CDC/OD/OADC)  <kxh9@cdc.gov>:  Burden,  Bernadette  (CDC/OD/OADC)  <btb8@cdc.gov>;  Fine,  Amanda 
(NIH/OD)  [E]  <amanda.fine@nih.gov> 

Subject;  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Ok 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  rmailtQ:zvq5@cdc.qov1 
Sent;  Thursday,  February  04,  2016  4:19  PM 

To:  Robinson,  Michael  J  (HHS/ASPA);  OS  -  Interviews;  Cabezas,  Miriam  (HHS/ASFR);  Beeton,  Jonathan 
(OS/OASH);  Broido,  Tara  (HHS/OASH);  Colson,  Angela  (HHS/OASH);  Gianelli,  Diane  M  (OASH); 

Migliaccio,  Kate  (HHS/OASH) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Burden,  Bernadette  (CDC/OD/OADC);  Fine, 
Amanda  (NIH/OD)  [E] 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Good  afternoon. 

We  have  a  follow  up  from  Kate: 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to  the  lobby, 
any  gun  research  completed  by  their  grantees,  whether  that  research  was  actually  completed  with 
CDC  funds  or  not? 

Proposed  response,  this  question  came  up  in  the  AP  interview  from  a  few  months  ago  and  this  is  what 
we  said: 

We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released,  including  organizations 
such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not  reached  out  to  the  NRA  in 
recent  years. 

Thanks  much! 

Courtney 

From:  Robinson,  Michael  J  (HHS/ASPA) 

Sent:  Wednesday,  February  03,  2016  1:27  PM 

To:  OS  -  Interviews  <interviewsgihhs.gov>;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>: 
Cabezas,  Miriam  (HHS/ASFR)  <Miriam.Cabezas@hhs.gov>:  Beeton,  Jonathan  (OS/OASH) 
<Jonathan.Beeton@hhs.gov>:  Broido,  Tara  (HHS/OASH)  <Tara.Broido@hhs.gov>:  Colson,  Angela 


{HH5/0ASH)  <Angela.Colson^hhs.gov>:  Gianelli,  Diane  M  (OASH)  <Diane.Gianelli@hhs.EQV>;  MigliacciOj 
Kate  (HHS/OASH)  <Kate.Migiiacclo@hhs.Eov> 

Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.Eov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>;  Harben,  Kathy 
(CDC/OD/OADC)  <kxh9iScdc.gov>:  Burden,  Bernadette  (CDC/OD/OADC)  <btb8(5)cdc.gov>;  Fine,  Amanda 
(NIH/OD)  [E]  <amanda.fine^nih.gov> 

Subject:  FW:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Ok 

(#7  is  new) 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  f mailto:zvq5@cdc.qov1 
Sent;  Wednesday,  February  03,  2016  1:05  PM 
To:  OS  '  Interviews 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Burden,  Bernadette  (CDC/OD/OADC);  Fine, 
Amanda  (NIH/OD)  [E] 

Subject:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
ASPA  Media  Interview  Request 


Outlet:  The  Trace 
Reporter:  Kate  Masters 
Phone:  (571)  643-4275 
Subject:  gun  violence  research 
Deadline:  today 

Spokesperson:  email  response  attributed  to  Deb  Houry,  MD,  MPH,  director,  CDC's  Injury  Center 
Expected  place  of  publication  (print,  online,  broadcast):  print 
Expected  date  of  publication/airing:  n/a 

Expected  prominence  (e.g.  front  page,  Sunday,  evening/morning  show,  etc.):  n/a 
Background: 

^ROM  KAlTlshe  requested  to  interview  Deb  Houry.  “My  article  is  going  to  be  about  violence  research  at 
the  CDC  versus  the  NIH,  so  most  of  my  questions  would  center  on  her  approach  to  running  the  Center  for 
Injury  Control  and  Prevention,  accomplishments  she's  made,  and  priorities  she'd  still  like  to  work  on." 
Actual  questions: 

1,  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 


6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  researc  h  per  year? 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

PROPOSED  RESPONSE^ 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence,  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Rdated  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  vyithout  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 


5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Reiated 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fata!  and  non-fatal  firearm  violence 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 
among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 
reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs, 
and  alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 

CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 


through  thsi 
for 


The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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From:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  March  16,  2016  2:18  PM 

To:  Ikeda,  Robin  (CDC/ONDIEH/OD) ;  Bonzo,  Sandra  E.  (CDC/ONDIEH/OD) 

Cc:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

Subject:  EW:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 

Eyi-  received  today 

Opp  will  begin  working  on  it 

Deb  Houry,  MD,  MPH 


Director 

National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention 
4770  Buford  Highway,  NE;  Mail  Stop  F63;  Atlanta,  GA  30341 
Twitter:  (SDebHouryCDC 
Phone:  (770)  488-4696  |  |  Fax:  (770)  488-4222 
From:  Morris,  Dena  (CDC/OD/CDCWO) 

Sent:  Wednesday,  March  16,  2016  1:59  PM 

To:  Frieden,  Thomas  (Tom)  (CDC/OD)  <txf2iS)cdc.gov>:  Schuchat,  Anne  MD  (CDC/OD)  <ac5l@cdc.Eov>: 
Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2f5)cdc.Eov>:  Berger,  Sherri  (CDC/OCOO/OD)  <sob8@cdc.gov>; 
Daniel,  Katherine  Lyon  (CDC/OD/OADC)  <kdl8(S)cdc.gov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 
<viz7Pcdc.Eov> 

Subject:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 
For  your  awareness. 
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COMMITTEE  ON 

HOMELAND  SECURITY  AND  GOVERNMENTAL  AFFAIRS 


WASHINGTON,  DC  20610-6250 


March  16,2016 


Dr.  Tom  Frieden 
Director 

Centers  for  Disease  Control  and  Prevention 
1 600  Clifton  Road 
Atlanta,  GA  30329 

Dear  Director  FTicdcn: 

I  write  today  to  request  information  regarding  the  Centers  for  Disease  Control  and 
Prevention's  (CDC)  support  for  scientific  research  into  the  causes  and  prevention  of  gun 
violence. 

As  the  largest  collection  of  public  health  professionals  conducting  scientific 
research  for  injury  prevention  in  the  world,  the  CDC’s  National  Center  lor  Injury 
Prevention  and  Control  (Injury  Center)  has  a  mission  to  prevent  violence  and  injuries, 
and  reduce  their  consequences.  Using  a  public  health  approach  of  defining  problems, 
identifying  risk  factors,  and  testing  prevention  strategies,  the  Injury  Center  has  been  at 
the  forefront  of  identifying  scientifically  sound  solutions  to  reducing  injuries  and  saving 
lives. 


In  the  1990s.  the  Injury  Center  played  an  important  role  in  conducting  high- 
quality,  peer-re vicw'cd  reseai'ch  into  the  underlying  causes  of  gun  violence.  But  this 
changed  starting  in  1996  when  Congress  began  inserting  language  into  annual  spending 
bills  prohibiting  the  CDC  from  spending  its  funds  “to  advocate  or  promote  gun  control.”’ 
While  this  language— sponsored  by  then  Representative  Jay  Dickey — only  prohibits  the 
use  of  funds  to  support  legislative  efforts  to  limit  access  to  firearms,  it  has  often  been 
misconstrued  to  ban  any  and  all  scientific  research  on  gun  violence. 

As  a  result,  public  health  researchers  at  the  CDC  and  other  federal  agencies  have 
been  discouraged  from  conducting  scientific  research  on  gun  violence.  Although  the 
CDC  self-directs  a  portion  of  its  nearly  $6.2  billion  annual  budget  to  a  wide  variety  of 
inlra-  and  extramural  research,  the  CDC  has  been  reluctant  to  devote  funding  to  gun 
violence  research  without  a  specific  appropriation  from  Congress.  Scientists  at  the  CDC 
have  expressed  frustration  with  their  inability  to  conduct  more  extensive  studies  on  gun 
violence,  which  could  help  to  reduce  the  over  30,000  Americans  killed  by  gun  violence 
each  year." 


'  P.L.  104-208,  1 10  Slat,  3009-244  (Sep.  30,  1996). 

"  Jess  Bidgood,  When  Cun  Violence  Felt  Like  a  Disease,  a  CHy^  in  Delavi'are  Turned  to  the  C.D,C.,  NEW 
YORK  Times  (Dec.  24,  20 1 5). 


Encouragingly,  recent  developments  at  the  CDC  have  shown  that  your  agency  has 
the  ability  do  more  to  assist  communities  that  struggle  with  gun  violence. 

In  my  home  town  of  Wilmington,  Delaware,  the  CDC  conducted  an  investigation 
into  elevated  levels  of  gun  violence  after  receiving  a  request  from  Wilmington  officials 
and  Delaware’s  Department  of  Health  and  Social  Services.  Released  in  December  2015, 
the  results  of  this  investigation  identified  many  of  the  root  causes  of  gun  violence  in  the 
community  and  offered  recommendations  on  how  prevention  and  early  intervention  could 
reduce  violence  for  those  most  at  risk.^  In  February  2013,  the  CDC  also  released  the 
results  of  an  investigation  of  youth  suicide  clusters  in  Delaware’s  Kent  and  Sussex 
counties,  finding  that  45  percent  of  suicides  between  January  2009  and  May  2012  were 
committed  using  firearms. 

I  am  optimistic  that  Delaware  can  benefit  from  the  CDC’s  work  and  believe  that 
many  other  communities  across  the  United  States  could  also  benefit  from  similar 
scientific  research,  as  well.  In  a  Washington  Post  op-ed  with  the  Injury  Center’s  former 
director  Mark  Rosenberg,  Representative  Dickey  came  out  in  support  of  additional 
research,  writing  that:  “. . .  [W]e  are  in  strong  agreement  now  that  scientific  research 
should  be  conducted  into  preventing  firearm  injuries  and  that  ways  to  prevent  firearm 
deaths  can  be  found  without  encroaching  on  the  rights  of  legitimate  gun  owners.  The 
same  evidence-based  approach  that  is  saving  millions  of  lives  from  motor- vehicle 
crashes,  as  well  as  from  smoking,  cancer  and  HTV/AIDS,  can  help  reduce  the  toll  of 
deaths  and  injuries  from  gun  violence.”'’ 

As  a  supporter  of  the  Second  Amendment  to  the  United  States  Constitution,  I 
believe  that  law-abiding  citizens  have  the  right  to  buy  and  own  firearms.  I  also  believe 
that  we  can  take  common  sense  steps  to  reduce  gun  violence.  With  more  than  1 1 7,000 
Americans  injured  or  killed  each  year  with  firearms,  conducting  scientific  research  on 
gun  violence  is  one  such  step.^ 

Enclosed  vrith  this  letter  is  a  set  of  questions  and  requests  for  information  for  your 
response.  I  ask  that  you  please  respond  by  April  15,  2016.  The  Committee’s  minority 
staff  is  authorized  to  conduct  this  investigation  under  the  authority  of  Senate  Rule  XXV 
and  Senate  Resolution  73  (1 14^^  Congress).  If  you  or  members  of  your  staff  have  any 
questions  about  this  request,  please  feel  free  to  contact  Kevin  Burris  at  (202)  224-2627. 
Thank  you  for  your  attention  to  this  matter. 


^  Steven  Sumner,  et,  al.  Elevated  Rates  of  Urban  Firearm  Violence  and  Opportunities  for  Prevention— 
Wilmington,  Delaware,  Division  of  Violence  Prevention,  National  Center  for  Injury  Prevention  and 
Control,  Centers  for  Disease  Control  and  Prevention  (Nov.  3, 2015). 

Jay  Dickey  and  Mark  Rosenberg,  How  to  Protect  Gun  Rights  While  Reducing  the  Toll  of  Gun  Violence, 
Washington  Po.st  (Dec.  25,  2015). 

’  Centers  for  Disease  Control  and  Prevention,  Web-based  Injury  Statistics  Query  and  Reporting  System 
(WISQARS),  Fatal  and  Nonfatal  Injury  Reports  (2013). 


With  best  personal  regards,  I  am 


Sincerely  yours, 

Thomas  R.  Carper 
Ranking  Member 


Enclosure 

cc:  The  Honorable  Ron  Johnson 

Chairman 


Questions  for  Dr.  Tom  Frieden 
Director,  Centers  for  Disease  Control  and  Prevention 


1 .  Please  describe  the  CDC’s  policy  toward  scientific  research  into  the  causes  and 
prevention  of  gun  violence. 

2.  Has  the  CDC  or  the  Department  of  Health  and  Human  Services’  Office  of  the 
General  Counsel  conducted  any  analysis  of  the  Dickey  Amendment,  including  the 
types  of  gun  violence  research  that  are  still  permissible?  If  so,  please  provide  this 
analysis. 

3.  In  the  aftermath  of  the  shooting  at  Sandy  Hook  Elementary  School  in  December 

2012,  President  Obama  issued  a  memorandum  directing  the  Secretary  of  Health 
and  Human  Services  (HHS),  through  the  Director  of  the  CDC  and  other 
agencies  within  HHS,  to  conduct  or  sponsor  research  into  the  causes  of  gun 
violence  and  the  ways  to  prevent  Please  describe  the  efforts  CDC  has  taken 
in  response  to  this  memorandum. 

4.  In  April  2013,  the  National  Center  for  Injury  Prevention  and  Control  asked  the 
Institute  of  Medicine  to  recommend  a  research  agenda  on  the  public  health 
aspects  of  firearm-related  violence.^  Please  describe  the  actions  the  CDC  plans  to 
take  in  response  to  the  findings  of  the  Institute  of  Medicine  report  issued  in  June 

2013. 

5.  From  1 996  to  the  present,  please  describe  notable  examples  of  research  conducted 
or  funded  by  the  CDC,  including  research  by  or  through  the  National  Center  for 
Injury  Prevention  and  Control,  related  to  understanding  gun  violence.  Please  also 
provide  all  instances  when  the  CDC  included  requests  for  gun  violence  research 
in  its  research  proposal  solicitation  materials. 

6.  For  each  year  from  FYl  996  to  FY2015,  what  portion  of  the  CDC’s  budget, 
including  the  budget  of  the  National  Center  for  Injury  Prevention  and  Control,  has 
been  devoted  to  gun  violence  research? 

7.  Each  year,  CDC’s  Division  of  Violence  Prevention  solicits  investigator-initiated 
research  via  an  “ROl”  Grant  Program  Announcement.  The  language  in  these 
announcements  signals  to  grant-seeking  public  health  researchers  the  research 
priorities  of  the  CDC  and  its  Division  of  Violence  Prevention.  Please  describe  any 
Division  of  Violence  Prevention’s  ROl  Grant  Program  Announcements  related  to 
gun  violence  I'esearch  put  forward  from  1996  to  the  present. 


*’  Presidential  Memorandum  -  Engaging  in  Public  Health  Research  on  the  Causes  and  Prevention  of  Gun 
Violence  (Jan.  16,2013). 

’’  New  Report  Iclentifies  Research  Priorities  for  Most  Pressing  Gim  Vioimee  Problems  in  U.S.,  National 
Academies  of  Sciences,  Engineering,  and  Medicine  (June  5,  2013). 


8.  The  National  Violent  Death  Reporting  System  collects  and  combines  data  from 
multiple  sources  to  provide  states  and  communities  with  a  more  complete  record 
of  the  circumstances  surrounding  violent  deaths.  Participation  from  all  50  states 
would  significantly  increase  tire  amount  of  data  available  to  the  National  Violent 
Death  Reporting  System  and.  thereby,  improve  its  effectiveness.  In  how  many 
states  has  the  National  Violent  Death  Reporting  System  been  implemented?  How 
many  states  have  applied  to  be  included  in  this  system?  What  circumstances  have 
prevented  all  state  applicants  from  being  added  to  the  National  Violent  Death 
Reporting  System? 

9.  Has  the  CDC  previously  entered  into  any  agreements  witli  the  National  Rifle 
Association  offering  to  provide  advanced  notice  of  any  publication  on  the  subject 
of  gun  violence?  If  so,  please  provide  a  description  of  any  such  agreements  as 
well  as  communications  and  documents  memorializing  the  agreements. 

1 0.  From  1 996  to  the  present,  has  the  CDC  instructed  any  employee  or  researcher  to 
not  conduct  scientific  research  on  gun  violence?  Has  the  CDC  instructed  any 
employees  or  researchers  to  re-write  reports  submitted  for  publication  to  avoid 
using  any  variation  of  the  word  “gun”? 

1 1.  What  remedies  are  available  to  CDC  researchers  who  believe  their  scientific 
research  has  been  inappropriately  suppressed  or  discouraged?  Please  describe  any 
review  or  appeals  processes  and  include  a  list  of  the  offices  or  review  boards  who 
would  address  any  such  concerns. 
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Blair,  Janet  (CDC/ONDIEH/NCIPC};Hall,  Jeffrey 


(CDC/ONDIEH/NCIPC);Kress,  Howard  (CDC/ONDIEH/NCIPC) 


Cc: 
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Attachments: 

Importance: 


Frazier,  Leroy  Jr.  (CDC/ONDIEH/NCIPC) 

Fw:  Over  100  orgs  sign  letter  to  Congress  re:  CDC/gun  research 
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Greetings: 

In  case  you  hadn't  rec'd  this  msg. 

Alex  C 

Sent  fronn  my  BlackBerry  10  smartphone. 

From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  6,  2016  08:51 
To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Subject:  Fw:  Over  100  orgs  sign  letter  to  Congress  re:  CDC/gun  research 


Sent  from  my  BlackBerry  10  smartphone. 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  6,  2016  8:08  AM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC);  Connelly, 
Erin  (CDC/ONDIEH/NCIPC);  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC);  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC);  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);  Burton,  Tessa 
(CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Dahiberg,  Linda  L. 
(CDC/ONDIEH/NCIPC);  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  Over  100  orgs  sign  letter  to  Congress  re:  CDC/gun  research 

Not  sure  who  all  is  around  this  week  or  checking  BB  while  out,  but  wanted  to 
share  this  around.,. 

Public  health  groups  urge  Congress  to  allow  funding  of  gun 
control  research 

Nearly  150  public  health  organizations  —  including  heavy  hitters  like  the  American  Medical 
Association,  Doctors  for  America,  and  AAAS  “  have  sent  a  letter  to  Congress  this  morning 
urging  lawmakers  to  end  restrictions  on  gun  violence  research*  The  CDC  has  been  banned  from 
funding  research  that  might  promote  gun  control  since  1996. 

http://files.www*drsforamerica*orE/bloR/bloE5-from-dc-climate-change-and-health-at-th€- 

white-house/CDC  letter  4-6  FINALpdf 

Full  letter  attached/at  link,  and  pasted  below  for  those  on  BB. 

April  6,  2016 


The  Honorable  Thad  Cochran 
Chairman,  Appropriations  Committee 
U.S.  Senate 

Washington,  DC  20515 

The  Honorable  Barbara  Mikulski 

Vice  Chairw'oman,  Appropriations  Committee 

U.S.  Senate 

Washington,  DC  20515 

The  Honorable  Harold  Rogers 

Chairman,  Appropriations  Committee 

U.S.  House  of  Representatives 

Washington,  DC  20515 

The  Honorable  Nita  Lowey 

Ranking  Member,  Appropriations  Committee 

U.S.  House  of  Representatives 

Washington,  DC  20515 

Dear  Senator/Representative: 


The  undersigned  health  care,  public  health,  scientific  organizations  and  research 
universities  representing  over  i  million  members  across  the  country  urge  you  to 
end  the  dramatic  chilling  effect  of  the  current  rider  language  restricting 
gun  violence  research  and  to  fund  this  critical  work  at  the  Centers  for 
Disease  Control  and  Prevention  (CDC). 

In  1996,  Congress  passed  the  so-called  Dickey  amendment  as  a  rider  to  the  Labor- 
Health  and  Human  Services-Education  Appropriations  bill.  The  language  stated  that 
the  CDC  could  not  fund  research  that  \vould  “advocate  or  promote  gun  control,”  and 
the  language  has  remained  in  each  subsequent  annual  funding  bill.  At  the  same  time, 
Congress  cut  CDC  funding  for  this  research.  Although  the  Dickey  amendment  does 
not  explicitly  prevent  research  on  gun  violence,  the  combination  of  these  two  actions 
has  caused  a  dramatic  chilling  effect  on  federal  research  that  has  stalled  and  stymied 
progress  on  gathering  critical  data  to  inform  prevention  of  gun  violence  for  the  past 
20  years.  Furthermore,  it  has  discouraged  the  next  generation  of  researchers  from 
entering  the  field. 

Gun  violence  is  a  serious  public  health  epidemic  resulting  in  the  senseless  deaths  of 
an  average  of  gi  Americans,  and  another  108  gun  injuries,  each  and  every  day.  A 
central  part  of  preventing  future  tragedies  is  through  conducting  rigorous  scientific 
research  as  this  has  been  a  proven  successful  approach  in  reducing  deaths  due  to 
other  injuries. 

Health  care  providers  and  public  health  professionals  are  overwhelmed  in  emergency 
departments,  clinics,  offices,  and  communities  with  the  victims  of  mass  shootings, 
homicides,  suicides,  accidental  shootings,  and  firearm  injuries.  Medical  professionals 
and  our  communities  work  to  address  the  devastating  and  long-lasting  physical  and 
emotional  effects  of  gun  violence  on  victims,  their  families  and  their  friends,  but  are 
hampered  by  the  insufficient  body  of  evidence-based  research  to  use  to  point 
communities  toward  proven  gun  violence  prevention  programs  and  policies. 

Former  Representative  Jay  Dickey  (R-AR),  author  of  the  current  language  that  has 
effectively  restricted  gun  violence  research,  recently  noted  that,  “it  is  my  position 
that  somehow  or  someway  we  should  slowly  but  methodically  fund  [gun]  research 
until  a  solution  is  reached.  Doing  nothing  is  no  longer  an  acceptable  solution.” 


Here  are  some  of  the  critical  questions  that  enhanced  research  would  help  us  answer: 

1)  What  is  the  best  way  to  protect  toddlers  from  accidentally  firing  a 
firearm?  Safe  firearm  storage  works,  but  what  kinds  of  campaigns  best  encourage 
safe  storage?  What  safe  storage  methods  are  the  most  effective  and  most  likely  to  be 
adopted?  What  should  be  the  trigger  pull  on  a  firearm  so  a  toddler  can’t  use  it? 

2)  What  are  the  most  effective  ways  to  prevent  gun-related  suicides?  Two- 
thirds  of  firearm  related  deaths  are  suicides.  Are  firearm  suicides  more  spontaneous 
than  non -firearm  suicides?  Do  other  risk  factors  vary  by  method?  How  do  we  prevent 
it  in  different  populations— active  military,  veterans,  those  with  mental  illness,  law 
enforcement  or  correctional  officers,  the  elderly,  or  teenagers? 

3)  What  is  the  impact  of  the  variety  of  state  policies  being  enacted?  How 
are  different  policies  around  safe  storage,  mental  health,  public  education,  and 
background  checks  impacting  firearm  injuries  and  deaths? 

The  CDC’s  National  Center  for  Injury  Prevention  and  Control  is  an  important  part  of 
answering  these  types  of  questions.  Public  health  uniquely  brings  together  a 
comprehensive  approach  connecting  the  complex  factors  that  result  in  violence  and 
injuries  including  clinical,  social,  criminal,  mental  health,  and  environmental  factors. 
The  impact  of  federal  public  health  research  in  reducing  deaths  from  car  accidents, 
smoking  and  Sudden  Infant  Death  Syndrome  has  been  well  proven.  Decades  ago,  we 
did  not  know  infant  car  seats  should  be  rear-facing.  Robust  research  on  car  accidents 
and  subsequent  legislation  has  helped  save  hundreds  of  thousands  of  lives  without 
preventing  people  from  being  able  to  drive.  It’s  time  to  apply  the  same  approach  to 
reducing  gun  violence  in  our  communities. 

As  professionals  dedicated  to  the  health  of  the  nation  and  to  the  application  of  sound 
science  to  improving  the  lives  of  our  fellow  Americans,  we  urge  you  to  take  action 
this  year.  Americans  deserve  to  know  that  we  are  working  with  the  best  tools  and 
information  in  the  fight  to  reduce  gun  violence  deaths  and  injuries. 

As  Congress  works  to  craft  the  FY  2017  Labor-HHS-Education 
Appropriations  bill,  we  urge  you  to  provide  the  Centers  for  Disease 
Control  and  Prevention  with  funding  for  research  into  the  causes  and 
prevention  of  gun  violence. 

Thank  you  for  your  consideration.  We  look  forward  to  working  with  you  to  improve 
health  and  protect  the  safety  of  all  Americans. 

Sincerely, 

Academic  Consortium  for  Integrative  Medicine  &  Health  Academic  Pediatric 
Association  Alameda  Health  System  Department  of  Emergency  Medicine  American 
Academy  of  Family  Physicians  American  Academy  of  Pediatrics  American 
Association  for  the  Advancement  of  Science  American  Association  of  Colleges  of 
Pharmacy  American  Association  of  Nurse  Practitioners  American  College  of 
Emergency  Physicians  American  College  of  Emergency  Physicians,  California 
Chapter  American  College  of  Occupational  and  Environmental  Medicine  American 
College  of  Physicians  American  Congress  of  Obstetricians  and  Gynecologists 
American  Educational  Research  Association  American  Geriatrics  Society  American 
Medical  Association  American  Medical  Student  Association  American  Medical 
Women's  Association  American  Pediatric  Society  American  Psychiatric  Association 
American  Psychological  Association  American  Public  Health  Association  American 
Society  for  Clinical  Pathology  American  Society  of  Hematology  American  Thoracic 
Society  American  Trauma  Society  Arkansas  Public  Health  Association  Asociacion  de 
Salud  Publica  de  Puerto  Rico  Association  for  Psychological  Science  Association  of 


American  Universities  Association  of  Medical  School  Pediatric  Department  Chairs 
Association  of  Population  Centers  Association  of  Public  and  Land-grant  Universities 
Big  Cities  Health  Coalition  Boulder  County  Public  Health  Brigham  Psychiatric 
Specialties  California  Center  for  Public  Health  Advocacy  California  Public  Health 
Association-North  Center  for  Science  and  Democracy  at  the  Union  of  Concerned 
Scientists  Central  Oregon  Medical  Society  Champaign- Urbana  Public  Health  District 
Chicago  Center  for  Psychoanalysis  Chicago  chapter  Physicians  for  Social 
Responsibility  Colorado  Public  Health  Association  Committee  of  Interns  and 
Residents/ SEIU  Healthcare  Congregation  Gates  of  Heaven 


Consortium  of  Social  Science  Associations  Council  of  State  and  Territorial 
Epidemiologists  Cure  Violence  Delaware  Academy  of  Medicine  /  Delaware  Public 
Health  Association  Doctors  Council  SEIU  Doctors  for  America  Eastern  Association 
for  the  Surgery  of  Trauma  Federation  of  Associations  in  Behavioral  and  Brain 
Sciences  Florida  Chapter  of  the  American  Academy  of  Pediatrics,  Inc.  Futures 
Without  Violence  Georgia  Public  Health  Association  Hawaii  Public  Health 
Association  Health  Officers  Association  of  California  Houston  Health  Department 
Illinois  Public  Health  Association  International  Society  for  Developmental 
Psychobiology  Iowa  Chapter  Physicians  for  Social  Responsibility  Iowa  Public  Health 
Association  .IPS  Health  Network  Kansas  Public  Health  Association  Koop  Institute 
KU  Department  of  Preventive  Medicine  and  Public  Health  Law  and  Society 
Association  Lee  County  Health  Department  Local  Public  Health  Association  of 
Minnesota  Louisiana  Center  for  Health  Equity  Maine  Public  Health  Association 
Maryland  Academy  of  Family  Physicians  Minnesota  Public  Health  Association 
Montana  Public  Health  Association  National  AH  EC  Organization  National 
Association  of  County  and  City  Health  Officials  National  Association  of  Medical 
Examiners  National  Association  of  Nurse  Practitioners  in  Women’s  Health  National 
Association  of  Social  Workers  National  Association  of  State  Emergency  Medical 
Services  Officials  National  Association  of  State  Head  Injury  Administrators  National 
Black  Nurses  Association  National  Hispanic  Medical  Association  National  Medical 
Association  National  Network  of  Public  Health  Institutes  National  Physicians 
Alliance  National  Violence  Prevention  Network  Nevada  Public  Health  Association 


New  Hampshire  Public  Health  Association  New  Mexico  Public  Health  Association 
North  Carolina  Public  Health  Association  Ohio  Public  Health  Association  Ohio 
Public  Health  Association  Oregon  Academy  of  Family  Physicians  Oregon  Physicians 
for  Social  Responsibility  Oregon  Public  Health  Association  Pediatric  Policy  Council 
Physicians  for  Social  Responsibility,  Arizona  Chapter  Physicians  for  a  National 
Health  Program  NY  Metro  Chapter  Physicians  for  Reproductive  Health  Physicians 
for  Social  Responsibility  /  Northeast  Ohio  Physicians  for  Social  Responsibility 
Wisconsin  Physicians  for  Social  Responsibility,  Arizona  Chapter  Physicians  for  Social 
Responsibility/New  York  Physicians  for  the  Prevention  of  Gun  Violence  Population 
Association  of  America  Prevention  Institute  Psychonomic  Society  Public  Health 
Association  of  Nebraska  Public  Health  Association  of  New  York  City  Public  Health 
Institute  Research! America  RiverStone  Health  Safe  States  Alliance  San  Francisco 
Bay  Area  Chapter,  Physicians  for  Social  Responsibility  Society  for  Adolescent  Health 
and  Medicine  Society  for  Advancement  of  Violence  and  Injury  Research  Society  for 
Mathematical  Psychology  Society  for  Pediatric  Research  Society  for 
Psychophysiological  Research  Society  for  Public  Health  Education  Society  of 
Experimental  Social  Psychology  Society  of  General  Internal  Medicine  Southern 
California  Public  Health  Association  Southwest  Ohio  Society  of  Family  Medicine 
Student  National  Medical  Association  Suicide  Awareness  Voices  of  Education  Texas 
Doctors  for  Social  Responsibility  Texas  Public  Health  Association  Trauma 
Foundation  Tri-County  Health  Department  Trust  for  America’s  Health 


United  Physicians  of  Newtown  Vermont  Public  Health  Association  Virginia  Public 
Health  Association  Washington  Chapter  of  the  American  Academy  of  Pediatrics 
Washington  State  Public  Health  Association  Wellness  Institute  of  Greater  Buffalo 
Whiteside  County  Health  Department 
cc: 

The  Honorable  Mitch  McConnell 

The  Honorable  Paul  Ryan 

The  Honorable  Harry  Reid 

The  Honorable  Nancy  Pelosi  Members  of  Congress 


April  6,  2016 


The  Honorable  Thad  Cochran 
Chairman,  Appropriations  Committee 
U.S,  Senate 

Washington,  DC  20515 

The  Honorable  Barbara  Mikulski 
Vice  Chairwoman,  Appropriations 
Committee 
U.S.  Senate 

Washington,  DC  20515 


The  Honorable  Harold  Rogers 
Chairman,  Appropriations  Committee 
U.S.  House  of  Representatives 
Washington,  DC  20515 

The  Honorable  Nita  Lowey 
Ranking  Member,  Appropriations 
Committee 

U.S.  House  of  Representatives 
Washington,  DC  20515 


Dear  Senator/Representative: 

The  undersigned  health  care,  public  health,  scientific  organizations  and  research  universities 
representing  over  1  million  members  across  the  country  urge  you  to  end  the  dramatic 
chilling  effect  of  the  current  rider  language  restricting  gun  violence  research  and 
to  fund  this  critical  work  at  the  Centers  for  Disease  Control  and  Prevention  (CDC). 

In  1996,  Congress  passed  the  so-called  Dickey  amendment  as  a  rider  to  the  Labor-Health  and 
Human  Services-Education  Appropriations  bill.  The  language  stated  that  the  CDC  could  not 
fund  research  that  would  “advocate  or  promote  gun  control,”  and  the  language  has  remained  in 
each  subsequent  annual  funding  bill.  At  the  same  time.  Congress  cut  CDC  funding  for  this 
research.  Although  the  Dickey  amendment  does  not  explicitly  prevent  research  on  gun  violence, 
the  combination  of  these  two  actions  has  caused  a  dramatic  chilling  effect  on  federal  research 
that  has  stalled  and  stymied  progress  on  gathering  critical  data  to  inform  prevention  of  gun 
violence  for  the  past  20  years.  Furthermore,  it  has  discouraged  the  next  generation  of 
researchers  from  entering  the  field. 

Gun  violence  is  a  serious  public  health  epidemic  resulting  in  the  senseless  deaths  of  an  average 
of  91  Americans,  and  another  108  gun  injuries,  each  and  eveiy  day.  A  central  part  of  preventing 
future  tragedies  is  through  conducting  rigorous  scientific  research  as  this  has  been  a  proven 
successful  approach  in  reducing  deaths  due  to  other  injuries. 

Health  care  providers  and  public  health  professionals  are  overwhelmed  in  emergency 
departments,  clinics,  offices,  and  communities  with  the  victims  of  mass  shootings,  homicides, 
suicides,  accidental  shootings,  and  firearm  injuries.  Medical  professionals  and  our  communities 
work  to  address  the  devastating  and  long-lasting  physical  and  emotional  effects  of  gun  violence 
on  victims,  their  families  and  their  friends,  but  are  hampered  by  the  insufficient  body  of 
evidence-based  research  to  use  to  point  communities  toward  proven  gun  violence  prevention 
programs  and  policies. 

Former  Representative  Jay  Dickey  (R-AR),  author  of  the  current  language  that  has  effectively 
restricted  gun  violence  research,  recently  noted  that,  “it  is  my  position  that  somehow  or 
someway  we  should  slowly  but  methodically  fund  [gun]  research  until  a  solution  is  reached. 
Doing  nothing  is  no  longer  an  acceptable  solution.” 


Here  are  some  of  the  critical  questions  that  enhanced  research  would  help  us  answer: 

1)  What  is  the  best  way  to  protect  toddlers  from  accidentally  firing  a  firearm?  Safe 
firearm  storage  works,  but  what  kinds  of  campaigns  best  encourage  safe  storage?  What  safe 
storage  methods  are  the  most  effective  and  most  likely  to  be  adopted?  What  should  be  the 
trigger  pull  on  a  firearm  so  a  toddler  can’t  use  it? 

2)  What  are  the  most  effective  ways  to  prevent  gun-related  suicides?  Two-thirds  of 
firearm  related  deaths  are  suicides.  Are  firearm  suicides  more  spontaneous  than  non -firearm 
suicides?  Do  other  risk  factors  vary  by  method?  How  do  we  prevent  it  in  different  populations— 
active  military,  veterans,  those  with  mental  illness,  law  enforcement  or  correctional  officers,  the 
elderly,  or  teenagers? 

3)  What  is  the  impact  of  the  variety  of  state  policies  being  enacted?  How  are  different 
policies  around  safe  storage,  mental  health,  public  education,  and  background  checks  impacting 
firearm  injuries  and  deaths? 

The  CDC’s  National  Center  for  Injury  Prevention  and  Control  is  an  important  part  of  answering 
these  types  of  questions.  Public  health  uniquely  brings  together  a  comprehensive  approach 
connecting  the  complex  factors  that  result  in  violence  and  injuries  including  clinical,  social, 
criminal,  mental  health,  and  environmental  factors. 

The  impact  of  federal  public  health  research  in  reducing  deaths  from  car  accidents,  smoking  and 
Sudden  Infant  Death  Syndrome  has  been  well  proven.  Decades  ago,  we  did  not  know  infant  car 
seats  should  be  rear-facing.  Robust  research  on  car  accidents  and  subsequent  legislation  has 
helped  save  hundreds  of  thousands  of  lives  without  preventing  people  from  being  able  to  drive. 
It’s  time  to  apply  the  same  approach  to  reducing  gun  violence  in  our  communities. 

As  professionals  dedicated  to  the  health  of  the  nation  and  to  the  application  of  sound  science  to 
improving  the  lives  of  our  fellow  Americans,  we  urge  you  to  take  action  this  year.  Americans 
deserve  to  know  that  we  are  working  with  the  best  tools  and  information  in  the  fight  to  reduce 
gun  violence  deaths  and  injuries. 

As  Congress  works  to  craft  the  FY  2017  Labor-HHS-Edu cation  Appropriations  bill, 
we  urge  you  to  provide  the  Centers  for  Disease  Control  and  Prevention  with 
funding  for  research  into  the  causes  and  prevention  of  gun  violence. 

Thank  you  for  your  consideration.  We  look  forward  to  working  with  you  to  improve  health  and 
protect  the  safety  of  all  Americans. 

Sincerely, 

Academic  Consortium  for  Integrative  Medicine  &  Health 
Academic  Pediatric  Association 


Alameda  Health  System  Department  of  Emergency  Medicine 

American  Academy  of  Family  Physicians 

American  Academy  of  Pediatrics 

American  Association  for  the  Advancement  of  Science 

American  Association  of  Colleges  of  Pharmacy 

American  Association  of  Nurse  Practitioners 

American  College  of  Emergency  Physicians 

American  College  of  Emergency  Physicians,  California  Chapter 

American  College  of  Occupational  and  Environmental  Medicine 

American  College  of  Physicians 

American  Congress  of  Obstetricians  and  Gynecologists 

American  Educational  Research  Association 

American  Geriatrics  Society 

American  Medical  Association 

American  Medical  Student  Association 

American  Medical  Women’s  Association 

American  Pediatric  Society 

American  Psychiatric  Association 

American  Psychological  Association 

American  Public  Health  Association 

American  Society  for  Clinical  Pathology 

American  Society  of  Hematology 

American  Thoracic  Society 

American  Trauma  Society 

Arkansas  Public  Health  Association 

Asociacion  de  Salud  Publica  de  Puerto  Rico 

Association  for  Psychological  Science 

Association  of  American  Universities 

Association  of  Medical  School  Pediatric  Department  Chairs 

Association  of  Population  Centers 

Association  of  Public  and  Land-grant  Universities 

Big  Cities  Health  Coalition 

Boulder  County  Public  Health 

Brigham  Psychiatric  Specialties 

California  Center  for  Public  Health  Advocacy 

California  Public  Health  Association-North 

Center  for  Science  and  Democracy  at  the  Union  of  Concerned  Scientists 

Central  Oregon  Medical  Society 

Champaign-Urbana  Public  Health  District 

Chicago  Center  for  Psychoanalysis 

Chicago  chapter  Physicians  for  Social  Responsibility 

Colorado  Public  Health  Association 

Committee  of  Interns  and  Residents/ SEIU  Healthcare 

Congregation  Gates  of  Heaven 


Consortium  of  Social  Science  Associations 
Council  of  State  and  Territorial  Epidemiologists 
Cure  Violence 

Delaware  Academy  of  Medicine  /  Delaware  Public  Health  Association 
Doctors  Council  SEIU 
Doctors  for  America 

Eastern  Association  for  the  Surgery  of  Trauma 
Federation  of  Associations  in  Behavioral  and  Brain  Sciences 
Florida  Chapter  of  the  American  Academy  of  Pediatrics,  Inc. 

Futures  Without  Violence 
Georgia  Public  Health  Association 
Hawaii  Public  Health  Association 
Health  Officers  Association  of  California 
Houston  Health  Department 
Illinois  Public  Health  Association 

International  Society  for  Developmental  Psychobiology 

Iowa  Chapter  Physicians  for  Social  Responsibility 

Iowa  Public  Health  Association 

JPS  Health  Network 

Kansas  Public  Health  Association 

Koop  Institute 

KU  Department  of  Preventive  Medicine  and  Public  Health 

Law  and  Society  Association 

Lee  County  Health  Department 

Local  Public  Health  Association  of  Minnesota 

Louisiana  Center  for  Health  Equity 

Maine  Public  Health  Association 

Maryland  Academy  of  Family  Physicians 

Minnesota  Public  Health  Association 

Montana  Public  Health  Association 

National  AHEC  Organization 

National  Association  of  County  and  City  Health  Officials 
National  Association  of  Medical  Examiners 
National  Association  of  Nurse  Practitioners  in  Women’s  Health 
National  Association  of  Social  Workers 

National  Association  of  State  Emergency  Medical  Services  Officials 

National  Association  of  State  Head  Injury  Administrators 

National  Black  Nurses  Association 

National  Hispanic  Medical  Association 

National  Medical  Association 

National  Network  of  Public  Health  Institutes 

National  Physicians  Alliance 

National  Violence  Prevention  Network 

Nevada  Public  Health  Association 


New  Hampshire  Public  Health  Association 
New  Mexico  Public  Health  Association 
North  Carolina  Public  Health  Association 
Ohio  Public  Health  Association 
Ohio  Public  Health  Association 
Oregon  Academy  of  Family  Physicians 
Oregon  Physicians  for  Social  Responsibility 
Oregon  Public  Health  Association 
Pediatric  Policy  Council 

Physicians  for  Social  Responsibility,  Arizona  Chapter 

Physicians  for  a  National  Health  Program  NY  Metro  Chapter 

Physicians  for  Reproductive  Health 

Physicians  for  Social  Responsibility  /  Northeast  Ohio 

Physicians  for  Social  Responsibility  Wisconsin 

Physicians  for  Social  Responsibility,  Arizona  Chapter 

Physicians  for  Social  Responsibility/New  York 

Physicians  for  the  Prevention  of  Gun  Violence 

Population  Association  of  America 

Prevention  Institute 

Psychonomic  Society 

Public  Health  Association  of  Nebraska 

Public  Health  Association  of  New  York  City 

Public  Health  Institute 

Research  [America 

RiverStone  Health 

Safe  States  Alliance 

San  Francisco  Bay  Area  Chapter,  Physicians  for  Social  Responsibility 

Society  for  Adolescent  Health  and  Medicine 

Society  for  Advancement  of  Violence  and  Injury  Research 

Society  for  Mathematical  Psychology 

Society  for  Pediatric  Research 

Society  for  Psychophysiological  Research 

Society  for  Public  Health  Education 

Society  of  Experimental  Social  Psychology 

Society  of  General  Internal  Medicine 

Southern  California  Public  Health  Association 

Southwest  Ohio  Society  of  Family  Medicine 

Student  National  Medical  Association 

Suicide  Awareness  Voices  of  Education 

Texas  Doctors  for  Social  Responsibility 

Texas  Public  Health  Association 

Trauma  Foundation 

Tri-County  Health  Department 

Trust  for  America's  Health 


United  Physicians  of  Newtown 
Vermont  Public  Health  Association 
Virginia  Public  Health  Association 

Washington  Chapter  of  the  American  Academy  of  Pediatrics 
Washington  State  Public  Health  Association 
Wellness  Institute  of  Greater  Buffalo 
Whiteside  County  Health  Department 

cc: 

The  Honorable  Mitch  McConnell 
The  Honorable  Paul  Ryan 
The  Honorable  Harry  Reid 
The  Honorable  Nancy  Pelosi 
Members  of  Congress 


Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

16Jun2016  14:48:15  +0000 

Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC);Amv  B.  Peeples  (CDC/ONDIEH/NCIPC) 


From: 

Sent: 

To: 

(asbO@cdc.gov) 

Subject:  FW:  Schatz  key  take  aways  if  helpful  for  tomorrow  for  Dr  Frieden 


Fyi- 1  mentioned  this  to  amy  already- 
Will  fill  you  in  too  sara  about  larger  issue 
Deb  Houry,  MD,  MPH 
Director 

National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention 

4770  Buford  Highway,  NE;  Mail  Stop  F63;  Atlanta,  GA  30341 

Twitter;  @DebHouryCDC 

Phone:  (770)  488-4696  |  |  Fax:  (770)  488-4222 


2016  Federal  Employee  viewpoint  Survey  imfurmg 


From:  Houry,  Debra  E.  {CDC/ONDIEH/NCIPC} 

Sent;  Wednesday,  June  15,  2016  8:47  PM 

To:  Fotf,  Kathryn  {CDC/OD/OCS) ;  Morris,  Dena  (CDC/OD/CDCWO) 

Subject:  Schatz  key  take  aways  if  helpful  for  tomorrow  for  Dr  Frieden 

Met  with  Aimee  his  health  LA-  she's  a  pediatrician  so  gets  public  health/  injury  prevention 

Falls-  big  interest  of  the  Senator-  they  had  been  briefed  by  American  College  of  Prev  Med  re  the  CPT 

code  we  have  been  working  with  them  on-  this  CPT  code  was  recently  rejected  by  AMA-  we  will  be 

resubmitting  this  month*  They  may  be  interested  in  sending  letter  of  support  to  AMA  re  this  (of  note,  HI 

has  one  of  the  lowest  rates  of  falls  in  US-  has  good  community  based  Tai  Chi  program) 

Suicide-  advocates  recently  met  with  them- 1  mentioned  the  FY17  request  and  what  our  vision  for  work 
in  suicide  would  be  (community  level  interventions  in  states  and  tribal  communities;  implementing 
evidence  based  approaches;  expanding  NVDRS  nationally)-  she  said  they  are  extremely  interested  in 
suicide  and  would  like  to  support  our  efforts 

FV-  she  brought  this  up  esp  with  AMA  resolution  this  week  re  lifting  Dickey  amendment.  I  talked  about 
the  work  we  were  doing  {child  injury  papers,  optional  BRFS5  module,  ICRC  projects)  but  talked  about  the 
importance  of  report  language  and/  or  appropriation.  She  wants  to  have  a  follow  up  discussion  on  this 
to  see  how  they  can  help  move  this  forward 


From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  19  Apr  2016  08:02:52  -0400 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder 

2353690 

Attachments:  2353690  Carper  Response-  Gun  Violence  Draft  v5  (003).docx 

Deb, 

_ (Mi _ 

Jim 

From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  April  18,  2016  9:48  AM 
To:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Cc:  Belser-Vega,  Eliigbeth  (CDC/ONDIEH/NCIPC) ;  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC) ;  Mercy, 
James  (CDC/ONDiEH/if^iGIPC) ;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder  2353690 


From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  April  18,  2016  9:02  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2t5>cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  FW:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder  2353690 
From;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  April  18,  2016  8:15  AM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0tg)cdc.gov>;  DVP  Policy  Requests  (CDC) 
<dvppolicvrequests@cdc.gov> 

Cc:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6g)cdc.gov>;  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC)  <xgf0@cdc,gov>;  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC)  <afoOg)cdc.gov>; 
Asekun,  Adeyelu  (CDC/ONDIEH/NCIPC)  <fpg8@cdc.gov> 

Subject:  FYI;  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder  2353690 
FYL..this  is  the  latest,  final  or  very  near  final. 

From:  Hoffmann,  Lauren  (CDC/OD/OCS) 

Sent:  Monday,  April  18,  2016  8:04  AM 

To:  Lubar,  Debra  (CDC/OCOO/OFR/OA)  <dplg@cdc.gov>;  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC) 
<afo0@cdc.gov> 

Cc:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Subject:  FW:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 
Importance:  High 

Deb  —I  think  Dr.  Frieden  is  waiting  for  you  to  say  that  you  are  OK  with  the  response  for  #6  and  then  he 
will  clear.  It  was  the  only  concern/question  that  he  raised. 

Sara— Attached  is  what  we  expect  to  be  the  final. 

Lauren 


Lauren  Hoffmann,  MA,  BS  \  Lead,  High  Profile  Action  Team,  Division  of  Issues  Management,  Analysis  and  Coordination  (iMAC)  \ 

Office  of  Chief  of  Staff  I  Office  of  the  Director  I  Centers  for  Disease  Control  and  Prevention 

1600  Clifton  Road,  HE,  Atlanta,  GA  30333  I  Office:  404^639^7126  I  Mobile:  404-547-3997  I  E-mail:  cof5@cdc.qov 

Forecast  Coordmate.  Communicate. 

From;  Frieden,  Thomas  (Tom)  (CDC/OD) 

Sent;  Friday.  April  15.  2016  6:13  PM 

To:  Payne,  Rebecca  L.  (CDC/OD/OCS)  <rco0@cdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2@cdc.eov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5^cdc.gQV>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hix0(Scdc.Eov>;  Lubar,  Debra 
(CDC/OCOO/OFR/OA)  <dpl9fg)cdc.eov> 

Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 
I'm  ok  w  it  if  Deb  is 

From;  Payne,  Rebecca  L.  (CDC/OD/OCS) 

Sent;  Friday,  April  15,  2016  5:03  PM 

To:  Frieden,  Thomas  (Tom)  (CDC/OD)  <txf2tBcdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2^cdc.eov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5(Bcdc.Eov>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hix0@cdc.gov>;  Lubar,  Debra 
(CDC/OCOO/OFR/OA)  <dpl9f5)cdc.eov> 

Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 


+Deb  in  case  this  raises  addA'ionaitidestions 
From;  Payne,  Rebecca  L.  (CbC/OD/OCS) 

Sent;  Friday,  April  15,  2016  4:47  PM 

To:  Frieden,  Thomas  (Tom)  (CDC/OD)  <txf2(acdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2@cdc,gov>:  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5^cdc.gov>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hix0@cdc.gov> 

Subject;  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 

The  appendices  are  in  the  end  of  the  word  doc  but  pasted  the  full  doc  below  as  welt  -  we  are  checking 
on  the  funding  q 

The  Honorable  Thomas  R.  Carper 

Ranking  Member,  Committee  on  Homeland  Security 

and  Governmental  Affairs 

United  States  Senate 

Washington,  DC  20510 

Dear  Senator  Carper: 

Thank  you  for  your  letter  regarding  the  status  of  the  Centers  for  Disease  Control  and 
Prevention’s  (CDC)  research  into  the  causes  and  prevention  of  gun  violence.  CDC  appreciates 
your  concerns  and  those  of  the  Committee  on  Homeland  Security  and  Governmental  Affairs,  and 
is  committed  to  protecting  the  health,  safety,  and  security  of  the  American  people. 

Enclosed,  please  find  detailed  responses  to  the  specific  questions  outlined  in  your  letter.  We 
appreciate  the  Committee’s  interest  in  this  important  public  health  issue. 


If  you  have  additional  questions  or  concerns,  please  contact  Cristi  Schwarcz  in  the  CDC 
Washington  Office  at  Cschwarcztojcdc.uov  or  (202)  245-0600, 

Sincerely, 

Thomas  R.  Frieden,  MD,  MPH 

Director,  CDC 

Enclosure 


Centers  for  Disease  Control  and  Prevention  (CDC)  Response  to  the  Senate  Committee  on 
Homeland  Security  and  Governmental  Affairs  regarding  Gun  Violence  Research 
1.  Please  describe  the  CDC's  policy  toward  scientific  research  into  the  causes  and 

prevention  of  gun  violence. _ 


rbj(5) 


2.  Has  the  CDC  or  the  Department  of  Health  and  Human  Services'  (HHS)  Office  of  the 
General  Counsel  conducted  any  analysis  of  the  Dickey  Amendment,  including  the 
types  of  gun  violence  research  that  are  still  permissible?  If  so,  please  provide  this 


3.  in  me  atiermarn  oi  tnc  snooting  at  »anay  nook  tiementary  scnooi  in  uecemoer 


2012,  President  Obama  issued  a  memorandum  directing  the  Secretary  of  Health  and 
Human  Services  (HHS),  through  the  Director  of  the  CDC  and  other  agencies  within 
HHS,  to  conduct  or  sponsor  research  into  the  causes  of  gun  violence  and  the  w  ays  to 
prevent  it.  Please  describe  the  efforts  CDC  has  taken  in  response  to  this 
memorandum. 


('b)(5) 


(b)(5) 


4.  In  April  2013,  the  National  Center  for  Injury  Prevention  and  Control  asked  the 


Institute  of  Medicine  to  recommend  a  research  agenda  on  the  public  health  aspects 
of  II rearm-related  violence.  Please  describe  the  actions  the  CDC  plans  to  take  in 


(h)(5) 


5,  From  1996  to  the  present,  please  describe  notable  examples  of  research  conducted  or 
funded  by  the  CDC,  including  research  by  or  through  the  National  Center  for 
Injury  Prevention  and  Control,  related  to  understanding  gun  violence. 


(■b,)(5,) 

5a.  Please  also  provide  ail  instances  when  the  CDC  included  requests  for  gun 
violence  research  in  its  research  proposal  solicitation  materials. _ 

(l3)C5) 


6.  For  each  year  from  FY1996  to  FY2015,  what  portion  of  the  CDC's  budget,  including 
the  budget  of  the  National  Center  for  In  jury  Prevention  and  Control,  has  been 
devoted  to  gun  violence  research? 


7.  Each  year,  CDC's  Division  of  Violence  Prevention  solicits  investigator-initiated 
research  via  an  "ROl”  Grant  Program  Announcement.  The  language  in  these 
announcements  signals  to  grant-seeking  public  health  researchers  the  research 
priorities  of  the  CDC  and  its  Division  of  Violence  Prevention.  Please  describe  any 
Division  of  Violence  Prevention's  ROl  Grant  Program  Announcements  related  to 


gun  violence  research  put  forward  from  1996  to  the  present. 


8.  The  National  Violent  Death  Reporting  System  collects  and  combines  data  from 

multiple  sources  to  provide  states  and  communities  with  a  more  complete  record  of 
the  circumstances  surrounding  violent  deaths.  Participation  from  all  50  states  would 
significantly  increase  the  amount  of  data  available  to  the  National  Violent  Death 
Reporting  System  and,  thereby,  improve  its  effectiveness.  In  how  many  states  has 
the  National  Violent  Death  Reporting  System  been  implemented? _ 

tbX5:) 


(b)(5y 

m - 


8a,  How  many  states  have  applied  to  be  included  in  this  system? 


8b.  What  circumstances  have  prevented  all  state  applicants  from  being  added  to  the 
National  Violent  Death  Reporting  System? 


9.  Has  the  CDC  previously  entered  into  any  agreements  with  the  National  Rifle 

Association  ottering  to  provide  advanced  notice  of  any  publication  on  the  subject  of 
gun  violence?  If  so,  please  provide  a  description  of  any  such  agreements  as  well  as 
communications  and  documents  memorializing  the  agreements. 


10.  from  lyyo  lo  me  present,  nas  tne  lul  insiruciea  any  employee  or  researener  to  nor 
conduct  scientific  research  on  gun  violence?  Has  the  CDC  instructed  any  employees 
or  researchers  to  re-write  reports  submitted  for  publication  to  avoid  using  any 
variation  of  the  word  "gun"? 


11.  What  remedies  are  available  to  CDC  researchers  who  believe  their  scientific 

research  has  been  inappropriately  suppressed  or  discouraged?  Please  describe  any 
review  or  appeals  processes  and  include  a  list  of  the  offices  or  review  boards  who 
would  address  any  such  concerns. 


(bl(5) 


Appendix  A  -  Examples  of  CDC  firearm- related  surveillance  activities  and  analyses 


Appendix  B  -  CDC  fircarm-relatcd  research  projects 


Appendix  C  -  Research  solicitations 


(b)(5) 


1996 

FOA#  CE96-01I  Grants  for  Violence-Related  Injury  Prevention  Research 

Grant  applicants  should  concentrate  on  the  need  to  reduce  morbidity,  mortality,  and  disabilities 
caused  by  suicidal  behavior,  assaultive  behavior  among  youth,  and  family  and  intimate  partner 
violence. 

1  ■  Injury  from  Suicidal  and  Assaultive  Behavior 

Enhancing  our  understanding  of  social,  economic,  and  environmental  factors  that  may  affect 
suicidal  behavior: 

•  Study  how  choice  of  method  (fireann,  overdosing,  etc.)  in  planning  or  attempting 

suicidal  behavior  is  influenced  by  cultural,  social,  or  environmental  factors. 

•  Conduct  research  to  determine  the  nature  of  suicide  risk  among  gay  and  lesbian 

persons  in  comparison  to  the  general  population. 

•  Evaluate  policies,  programs,  or  inter\'entions  that  may  reduce  suicidal  behavior  via  the 

modification  of  social,  economic,  or  environmental  circumstances. 

•  Assess  the  effectiveness  of  interventions  that  attempt  to  remove  access  to  lethal  means 

in  reducing  injury  and  severity  of  injury  from  suicidal  behavior. 

Enhancing  our  understanding  of  the  importance  of  social  and  economic  factors  that  influence 
assaultive  behavior  among  youth: 

•  Study  why  many  socioeconomically  disadvantaged  youth  do  not  engage  in  assaultive 

behavior  despite  their  socioeconomic  status. 

•  Undertake  research  to  increase  our  understanding  of  relationships  between  poverty  and 

assaultive  behavior  among  youth. 

•  Study  how  unequal  access  to  criminal  justice,  health  care,  and  educational  systems  is 

related  to  assaultive  behavior. 

•  Evaluate  policies,  programs,  or  interv'entions  that  may  reduce  assaultive  behavior 

among  youth  via  die  modification  of  social  or  economic  circumstances. 

2.  Family  and  Intimate  Violence  Prevention 

Address  and  define  the  needs  of  mothers  and  children  in  families  where  intimate  violence  occurs. 

•  Undertake  research  to  determine  effective  interventions  for  mothers  and  children  in 

families  with  ongoing  violence 

•  Conduct  studies  to  determine  which  mothers  and  children  are  most  likely  to  be  helped 

by  interventions  designed  for  families  with  ongoing  violence 

•  Examine  variables  related  to  mothers,  children,  and  families  that  may  predict 

intervention  effectiveness 

•  Conduct  studies  related  to  the  impact  of  children  witnessing  violence  in  their  tamilies. 
Define  the  incidence  or  prevalence  of  functional  limitations  and  disabilities  among  women  as  a 
result  of  intimate  partner  violence. 

■  Quantify  injuries  sustained  (nature  and  severity)  and  subsequent  short  and  long-term 

(1-year)  functional  limitations  and  disability 

■  Quantify  the  use  of  acute  care,  mental  health,  rehabilitation,  and  social  services 


Identify  risk  factors  for  adverse  outcomes 


1998 

FOA#  CE98-029  Grants  for  Violence-Related  Injury  Prevention  Research 

Grant  applicants  should  concentrate  on  the  need  to  reduce  morbidity,  mortality,  and  disabilities 
caused  by  suicidal  behavior,  firearm-related  injury,  sexual  violence,  or  intimate  partner  violence. 

1.  Injury  prevention  research  addressing  emerging  issues  in  suicidal  behavior 

•  Conduct  research  to  develop  and  improve  measurement  instruments  for  the 

identification  and  study  of  suicides  and  suicide  attempts  in  surveys,  research  studies, 
and  surveillance  systems. 

•  Conduct  research  designed  to  improve  understanding  of  the  nature  of  suicide  risk 

among  emerging  high-risk  populations  such  as  young  African  American  males. 

•  Conduct  research  that  further  illuminates  understanding  of  the  contribution  of  potential 

risk  factors  for  suicide  such  as  impulsivity,  sexual  orientation,  and  hopelessness. 

2.  Injury  prevention  research  addressing  firearm-related  injuries  among  children  and 
adolescents 

•  Conduct  research  to  improve  understanding  of  the  motivations  and  deterrents  for 

weapon  carrying  behavior  among  adolescents  at  high  risk  for  firearm-related  injuries. 

•  Conduct  research  that  estimates  injury  risk  associated  with  firearm  storage  or  carriage 

practices. 

•  Conduct  research  that  addresses  the  effects  of  firearm  safety  training  and  education 

programs  on  firearm  storage  and  carriage  practices. 

3.  Injury  prevention  research  addressing  sexual  violence  or  intimate  partner  violence 

•  Conduct  research  to  address  the  impact  of  welfare  and  welfare-to-work  programs  on 

women  (and  their  children)  who  experience  intimate  partner  violence. 

•  Conduct  research  to  determine  the  effectiveness  of  prevention  programs  for  adolescent 

males  at  risk  for  perpetration  of  sexual  violence  or  intimate  partner  violence  or 
intervention  programs  for  perpetrators  of  sexual  violence  or  intimate  partner  violence. 

•  Conduct  research  on  risk  factors  for  perpetration  of  sexual  violence. 


1999 

FOA#  CE99-055  Extramural  Grants  for  Violence-Related  Injurj'  Evaluation  Research 

The  purposes  of  this  program  are  to:  evaluate  the  effectiveness  and/or  cost  effectiveness  of 
interventions  and  policies  designed  to  reduce  morbidity,  mortality,  and  disabilities  caused  by 
suicidal  behavior,  firearm-related  injury,  sexual  violence,  or  intimate  partner  violence. 

1.  In  the  area  of  suicide,  there  is  particular  interest  in  projects  to  evaluate  suicide  prevention 

interventions  for  general  or  high  risk  populations  and  projects  to  evaluate  services  provided 
in  various  settings  such  as  a  managed  care  setting. 

2.  In  the  area  of  firearm  injuries,  there  is  particular  interest  in  projects  evaluating  prevention 

programs  and  policies  that  offer  promise  in  preventing  firearm  injuries  among  children  and 
adolescents  (e.g.,  safe  storage  of  firearms  in  homes,  safe  gun  technology,  curricula  to 
promote  gun  safety  for  children  and  adolescents). 


3.  In  the  areas  of  sexual  violence  and  intimate  partner  violence,  there  is  particular  interest  in 
evaluation  research  to  determine  the  effectiveness  of: 

•  Prevention  programs  for  adolescent  males  at  risk  for  perpetration  of  sexual  violence  or 

intimate  partner  violence;  or 

•  Intervention  programs  for  perpetrators  of  sexual  violence  or  intimate  partner  violence. 


2001 

FOA#  CEO  1-0 16  Grants  for  Violence-Related  Injury  Prevention  Research 

Research  is  sought  to  better  understand  the  etiology  of  violence  and  its  consequences,  to 
determine  how  best  to  prevent  violence-related  injury  among  different  segments  of  the 
population  and  in  different  settings,  and  how  best  to  reduce  the  severity  of  the  emotional  and 
physical  consequences  of  violence. 

1.  Improve  understanding  of  the  etiology  of  violence  (i.e.,  interpersonal  youth  violence, 
child  abuse,  intimate  partner  violence,  suicide,  and  sexual  assault)  and  its  consequences 
through  research  that  addresses: 

•  The  independent,  additive,  interactive,  and  sequential  effects  of  psychological, 

socioeconomic,  and  environmental  risk  and  protective  factors. 

•  Factors  that  have  differential  effects  on  the  onset,  persistence,  escalation,  de-escalation, 

or  desistance  of  violent  offending  at  different  ages. 

•  Factors  that  increase  the  severity  of  the  emotional  and  physical  consequences  of 

violence  and  suicidal  behavior. 

•  The  effect  of  social  and  economic  risk  and  protective  factors  such  as  poverty,  social 

contagion,  social  norms,  and  social  capital  on  interpersonal  violence. 

•  The  effect  of  psychological,  social,  and  environmental  factors  not  directly  related  to 

mental  health  on  suicide. 

•  The  risks  and  benefits  of  firearm  access  or  carrying. 

2.  Improve  understanding  of  the  relationships  between  different  types  of  violence,  of 
particular  concern  are: 

•  The  relationship  between  intimate  partner  violence  victimization  and  perpetration  to 

child  abuse. 

•  The  effects  of  exposure  to  child  abuse  and  intimate  partner  violence  on  suicidal 

behavior. 

•  The  effects  of  witnessing  violence  as  a  child  in  the  home  and  community  on  violent 

behavior  during  adolescence  and  adulthood. 

3.  Design  and  test  preventive  interventions  for  intimate  partner  violence,  sexual  violence, 
suicidal  behavior,  and  child  abuse. 

4.  Evaluate  the  feasibility  and  impact  of  screening  and  intervention  methods  in  the  acute 
medical  care  setting  for  youth  interpersonal  violence,  child  abuse,  suicidal  ideation,  and 
intimate  partner  violence. 

5.  Advance  our  understanding  of  the  effectiveness  of  interventions  to  prevent  youth  violence 
by  evaluating: 

•  The  long-term  impact  of  promising  interventions. 

•  Multifaceted  interventions  to  prevent  youth  violence. 

•  The  effect  youth-violence-prevention  strategies  in  diverse  cultural  and  social  settings. 


•  The  cost  effectiveness  of  promising  interventions 


2015 

FOA#  CEl 5-001  Research  Grants  for  Preventing  Violence  and  Violence-Related  Injury 

NCIPC  is  soliciting  investigator-initiated  research  that  will  help  expand  and  advance  knowledge 
in  three  areas:  (1 )  how  best  to  disseminate,  implement,  and  translate  evidence-based  primary 
prevention  strategies,  programs  and  policies  designed  to  reduce  youth  violence;  (2)  what  works 
to  prevent  violence  by  rigorously  evaluating  primary  prevention  strategies,  programs,  and 
policies;  and  (3)  research  to  determine  ways  to  effectively  prevent  serious  and  lethal 
interpersonal  and  self-directed  violence.  The  following  research  objectives  are  the  focus  of  this 
announcement: 

1 .  Research  to  prevent  youth  violence: 

•  Dissemination/implementation/translation  research  to  accelerate  the  adoption  of 
evidence-based  strategies,  programs,  and  policies  to  prevent  youth  violence.  There  is 
particular  interest  in  research  that  examines  how  models  that  have  shown  preventive 
effects  on  violence  outcomes  at  the  community  level  (e.g.,  Communities  That  Care, 
Cardiff  Violence  Prevention  Program)  can  be  adopted  for  use  in  high  risk  communities. 
Prevention  models  that  bring  together  different  sectors  within  communities  to  make  data 
driven  decisions  about  the  set  of  evidence-based  prevention  activities  that  are  most 
appropriate  for  the  local  community  and  then  ensure  implementation  of  those  strategies 
have  the  potential  to  reduce  risk  for  violence  at  the  community  level.  Additional  research 
is  needed  to  help  communities  understand  the  capacity  needed  to  implement  these 
models,  how  the  models  can  be  appropriately  adopted,  and  the  effects  of  modifications  on 
violence  outcomes. 

•  Effectiveness  research  to  determine  which  community- level  and  societal- level  strategies, 
programs,  and  policies  effectively  prevent  youth  violence.  This  includes  studies  to  assess 
the  effectiveness  of  economic  development  schemes  (e.g.,  business  improvement 
districts)  and  other  efforts  to  improve  the  physical,  social,  and  economic  characteristics  of 
neighborhoods;  and  the  effectiveness  of  strategies  aimed  at  reducing  the  level  and 
concentration  of  community  risk  factors.  There  is  also  interest  in  the  area  of  youth 
violence  to  assess  the  economic  efficiency  of  strategies,  programs  and  policies  designed 
to  prevent  youth  violence. 

•  Effectiveness  research  to  prevent  serious  and  lethal  violence  among  youth.  Although 
there  is  a  strong  and  growing  evidence-base  to  prevent  youth  violence  (e.g.,  universal 
school-based  programs,  parent/family  focused  interventions),  there  is  less  evidence 
addressing  the  more  serious  forms  of  violence  among  youth.  Research  is  needed  to 
determine  ways  to  effectively  prevent  serious  and  lethal  violence  involving  youth, 
particularly  identifying  and  evaluating  strategies  addressing  the  leading  mechanisms  of 
youth  homicide  and  assault-related  injuries. 

2.  Research  to  prevent  teen  dating  violence,  intimate  partner  violence,  and  sexual  violence: 

•  Within  the  context  of  teen  dating  violence,  intimate  partner  and  sexual  violence,  there  is 
interest  in  assessing  the  efficacy/effectiveness  of  primary  prevention  strategies  aimed  at 
preventing  the  initial  perpetration  of  violence  and  promoting  respectful,  nonviolent 
relationships. 6  Intervening  in  ways  that  prevent  the  initial  perpetration  of  violence,  that 
alter  developmental  trajectories  leading  to  initial  perpetration  of  violence,  and  that 


promote  an  environment  of  nonviolence  and  respect  is  key  to  eliminating  sexual  and 
intimate  partner  violence. 

•  Effectiveness  research  to  determine  which  community- level  and  societal-level  strategies, 
programs,  and  policies  effectively  prevent  teen  dating  violence,  intimate  partner  and 
sexual 

violence.  This  includes  studies  to  assess  the  effectiveness  of  economic  schemes  (e.g., 
microfinance,  business  improvement  districts)  and  other  efforts  to  improve  the  physical, 
social, 

and  economic  characteristics  of  neighborhoods  and  other  settings;  studies  to  assess  the 
effectiveness  of  social  and  cultural  norm  change  strategies  at  the  community  and  societal 
level  aimed  at  changing  social  contexts  that  condone  or  tolerate  aggression  and 
perpetration;  and  the  effectiveness  of  strategies  aimed  at  reducing  the  level  and 
concentration  of  community  risk  factors. 

•  There  is  also  interest  in  studies  to  assess  the  effectiveness  of  programs,  policies,  or 
strategies  to  prevent  injuries  and  deaths  in  the  context  of  teen  dating  violence  and 
intimate  partner  violence.  Women  are  much  more  likely  than  men  to  be  injured  or  killed 
in  incidents  of  violence  between  intimate  partners.  Research  is  needed  to  determine  ways 
to  effectively  prevent  serious  and  lethal  violence  against  intimate  partners,  particularly 
identifying  and  evaluating  strategies  addressing  the  leading  mechanisms  of  intimate 
partner  homicide. 

3,  Research  to  prevent  suicidal  behavior: 

•  In  the  area  of  suicidal  behavior,  there  is  interest  in  efficacy/effectiveness  studies  of  social, 
economic,  and  environmental  primary  prevention  strategies  to  prevent  suicidal  behavior, 
including  strategies  aimed  at  enhancing  connectedness  for  groups  at  high-risk  for  suicidal 
behavior  and  community-level  efforts  to  reduce  social  isolation  and  stigma  associated 
with  seeking  help  for  personal  crises.  There  is  also  interest  in  studies  to  determine 
whether  evidence-based  programs  for  other  forms  of  violence  can  also  prevent  suicidal 
behavior.  Suicidal  behavior  and  interpersonal  violence  share  a  number  of  risk  and 
protective  factors.  However,  only  a  limited  number  of  evaluations  of  strategies  that  have 
demonstrated  reductions  in  interpersonal  violence  have  examined  the  impact  of  these 
strategies  on  suicidal  behavior. 

•  There  is  also  interest  in  studies  assessing  the  effectiveness  of  programs,  policies,  and 
other  intervention  strategies  to  reduce  access  to  lethal  means.  Research  indicates  that  the 
means  used  in  suicidal  behavior  (e.g.,  jumping  from  a  bridge,  hanging  or  suffocation 
versus  taking  pills)  has  a  substantial  impact  on  whether  the  act  results  in  significant  injury 
or  death.  Strategies  related  to  means  restriction,  however,  have  rarely  been  rigorously 
evaluated  particularly  for  their  impact  and  feasibility  for  broader  implementation. 
Knowledge  is  also  limited  regarding  the  effects  of  means  restriction  on  different  age 
groups,  and  how  means  substitution  (i.e.,  switching  from  one  suicide  method  to  another) 
will  limit  the  effectiveness  of  means-restriction  strategies. 


Grants  for  Injury  Control  Research  Centers  (ICRCs) 

The  purposes  of  this  program  are:  1)  To  support  injury  prevention  and  control  research  on 
priority  issues  as  delineated  in:  Healthy  People  2000;  Injury  Control  in  the  1990's:  A  National 
Plan  for  Action;  Injury  in  America;  Injury  Prevention:  Meeting  the  Challenge;  and  Cost  of 


Injury:  A  Report  to  the  Congress;  2)  To  support  ICRCs  which  represent  CDC's  largest  national 
extramural  investment  in  injury  control  research  and  training,  intervention  development,  and 
evaluation;  3)  To  integrate  collectively,  in  the  context  of  a  national  program,  the  disciplines  of 
engineering,  epidemiology,  medicine,  biostatistics,  public  health,  law  and  criminal  justice,  and 
behavioral  and  social  sciences  in  order  to  prevent  and  control  injuries  more  effectively;  4)  To 
identify  and  evaluate  current  and  new  interventions  for  the  prevention  and  control  of  injuries;  5) 
To  bring  the  knowledge  and  expertise  of  ICRCs  to  bear  on  the  development  and  improvement  of 
effective  public  and  private  sector  programs  for  injury  prevention  and  control;  and 
6)  To  facilitate  injury  control  efforts  supported  by  various  governmental  agencies  within  a 
geographic  region. 

Grants  for  Academic  Centers  of  Excellence  for  Youth  Violence  Prevention 

The  primary  objectives  of  the  Centers  were  to:  T)  Build  the  scientific  infrastructure  necessary  to 
support  the  development  and  widespread  application  of  effective  youth  violence  interventions,  2) 
promote  interdisciplinary  research  strategies  to  address  the  problem  of  youth  violence  3)  foster 
collaboration  between  academic  researchers  and  communities,  and  4)  empower  communities  to 
address  the  problem  of  youth  violence.  For  the  research  component,  centers  could  propose 
studies  addressing  the  risk  and  protectives  associated  with  youth  violence  as  well  as  efficacy  and 
effectiveness  trials  to  prevent  youth  violence. 

From;  Frieden,  Thomas  (Tom)  (CDC/OD) 

Sent;  Friday,  April  15,  2016  4:37  PM 

To:  Payne,  Rebecca  L.  (CDC/OD/OCS)  <rcoQ@cdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2@cdc,gov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5@cdc.gQv>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hixOg)cdc.gov> 

Subject;  Re:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper - 
Folder  2353690 

I  don't  have  the  annexes  and  question  six  implies  recent  funding  in  this  area,  is  this  the  intent? 


On  Apr  15,  2016,  at  4:22  PM,  Payne,  Rebecca  L.  (CDC/OD/OCS)  <rcoQ@cdc.Rov>  wrote: 


Apologies  for  the  quick  turn  around  - 


(hm 


(bK5) 


BLUf:  Senator  Thomas  Carper,  Ranking  Member  of  Homeland  Security  and  Government 
Affairs,  has  written  to  the  CDC  Director  to  inquire  about  CDC's  support  for  scientific 
research  into  the  causes  and  prevention  of  gun  violence  gun  violence. 

DRAFT 


[DATE] 


The  Honorable  Thomas  R.  Carper 

Ranking  Member,  Committee  on  Homeland  Security 

and  Govermnental  Affairs 

United  States  Senate 

Washington,  DC  20510 

Dear  Senator  Carper: 


Sincerely, 

Thomas  R.  Frieden,  MD,  MPH 

Director,  CDC 

Enclosure 


Centers  for  Disease  Control  and  Prevention  (CDC)  Kesponsc  to  the  Senate 
Committee  on  Homeland  Security  and  Governmental  Affairs  regarding  Gun 

Violence  Research 

1.  Please  describe  the  CDC's  policy  toward  scientific  research  into  the 
causes  and  prevention  of  gun  violence. 

1. 

Has  tne  etic  or  me  uepartment  oi  tieaitn  ana  Human  ftervices' 

Office  of  the  General  Counsel  conducted  any  analysis  of  the  Dickey 
Amendment,  including  the  types  of  gun  violence  research  that  are  still 
permissible?  If  so,  please  provide  this  analysis. 

(  li  )(  5  ) 

3.  In  the  aftermath  of  the  shooting  at  Sandy  Hook  Elementary  School  in 
December  2012,  President  Obama  issued  a  memorandum  directing  the 
Secretary  of  Health  and  Human  Services  (HHS),  through  the  Director  of 
the  CDC  and  other  agencies  within  HHS,  to  conduct  or  sponsor  research 


into  the  causes  of  gun  violence  and  the  ways  to  prevent  it.  Please 
describe  the  efforts  CDC  has  taken  in  response  to  this  memorandum. 


4.  In  April  2013,  the  National  Center  for  Injury  Prevention  and  Control 
asked  the  Institute  of  Medicine  to  recommend  a  research  agenda  on  the 
public  health  aspects  of  Hrearm-related  violence.  Please  describe  the 
actions  the  CDC  plans  to  take  in  response  to  the  findings  of  the  Institute 
of  Medicine  report  issued  in  June  2013. 


conducted  or  funded  by  the  CDC,  including  research  by  or  through  the 
National  Center  for  Injury  Prevention  and  Control,  related  to 
understanding  gun  violence. 

(b)(5) 


(b)(5) 

^a.  r lease  also  provide  all  instances  when  the  CDC  included  requests  for 
gun  violence  research  in  its  research  proposal  solicitation  materials. 


(b)(5) 


6.  For  each  year  from  FY1996  to  FY2015,  what  portion  of  the  CDC's 
budget,  including  the  budget  of  the  National  Center  for  Injury 
Prevention  and  Control,  has  been  devoted  to  gun  violence  research? 


(13)151 


7.  Each  year,  CDCs  Division  of  Violence  Prevention  solicits  investigator- 
initiated  research  via  an  "ROl"  Grant  Program  Announcement.  The 
language  in  these  announcements  signals  to  grant-seeking  public  health 
researchers  the  research  priorities  of  the  CDC  and  its  Division  of 
V' iolence  Prevention.  Please  describe  any  Division  of  Violence 
Prevention's  ROl  Grant  Program  Announcements  related  to  gun 
violence  research  put  forward  from  1996  to  the  present. 


8.  The  National  Violent  Death  Reporting  System  collects  and  combines  data 
from  multiple  sources  to  provide  states  and  communities  with  a  more 
complete  record  of  the  circumstances  surrounding  violent  deaths. 
Participation  from  all  SO  states  would  significantly  increase  the  amount 
of  data  available  to  the  National  Violent  Death  Reporting  System  and, 
thereby,  improve  its  effectiveness.  In  how  many  states  has  the  National 


SD.  wnat  circumstances  nave  prevented  all  state  applicants  irom  being 
added  to  the  National  Violent  Death  Reporting  System? 


(bK51 


9.  Has  the  CDC  previously  entered  into  any  agreements  with  the  National 

Rifle  Association  offering  to  provide  advanced  notice  of  any  publication 
on  the  subject  of  gun  violence?  If  so,  please  provide  a  description  of  any 
such  agreements  as  well  as  communications  and  documents 
memorializing  the  agreements. 

fb)(5) 

10.  From  1996  to  the  present,  has  the  CDC  instructed  any  employee  or 
researcher  to  not  conduct  scientific  research  on  gun  violence?  Has  the 
CDC  instructed  any  employees  or  researchers  to  re-write  reports 
submitted  for  publication  to  avoid  using  any  variation  of  the  word 


11.  What  remedies  are  available  to  CDC  researchers  who  believe  their 

scientific  research  has  been  inappropriately  suppressed  or  discouraged? 


Please  describe  any  review  or  appeals  processes  and  include  a  list  of  the 
offices  or  review  boards  who  would  address  any  such  concerns. 


Co  mess  a  Dean 
Public  Health  Analyst 

Division  of  Issues  Management,  Analysis,  and  Coordination 

Office  of  the  Chief  of  Staff 

1600  Clifton  Road 

Atlanta,  Georgia  30329 

404-639-7143 

Cdd7@cdc.gov 

<2353690  Carper  Response-  Gun  Violence  Draft  v5  (003).docx> 


From:  NCIPC  Self- Directed  Violence  Prevention  Listserv  on  behalf  of  Crosby,  Alexander 

(CDC/ONDIEH/NCIPC) 

Sent:  17  Jun  2016  12:36:19  +0000 

To:  NCIPC-SDVP@LISTSERV.CDC.GOV 

Subject:  FW:  [ICEHS  Section]  Re:  fyi  article  on  guns  and  cdc 

Attachments:  FA&suic&hom_Kates.pdf 

Greetings: 

In  case  you  hadn’t  seen  this  article. 

AlexC 

From:  ICEHS_Section@connect.apha.org  [mailto:ICEHS_Section@connect.apha.org]  On  Behalf  Of 

Dr.  Donald  Wayne  Olson 

Sent:  Thursday,  June  16,  2016  9:28  PM 

To:  Leslie  Fisher  ;  ICEHS  Section 

Subject:  [ICEHS  Section]  Rc;  fyi  article  on  guns  and  cdc 

Greetings  Les 

I’ve  attached  an  article  that  expressly  studied  the  question:  WOULD  BANNING  FIREARMS 
REDUCE  MURDER  AND  SUICIDE? 

Their  concluding  remarks: 

If  you  are  surprised  by  [our]  finding  [s],  so  [are  we],  [We]  did 
not  begin  this  research  with  any  intent  to  "exonerate"  handguns, 
but  there  it  is--a  negative  finding,  to  be  sure,  but  a  negative 
finding  is  nevertheless  a  positive  contribution.  It  directs  us 
where  not  to  aim  public  health  resources. iso 
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Thank  you  all, 

Don  Olson  DC,  FASBE,  DACS 

On  Jun  16,  2016,  at  3:58  PM,  Leslie  Fisher  wrote: 
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wrote: 


On  Tliursday,  .tune  16, 2016  4:37  PM,  LES  FISHER _ 

Let  the  "Fourth  Estate"  continue  to  observe  that  cdc  ,  nih  et  al  dhhs  can,  if 
congressional  program  and  funding  ban  is  lifted,  be  part  of  the  solution. 
Best. 

Les 
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http://www.medph.org/apha/iniurv-contrQl-and-emergencv-health-services/ 
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There's  still  a  lot  we  don’t 
know.(Shutterstock) 


There  are  a  few  big  things 
we  know  about  gun 
violence  in  America:  The 
US  has  way  more  guns  per 
capita  than  any  other 
country.  It  has  far  more 
gun  homicides  per  capita 
than  other  wealthy 
countries.  States  with  more 
guns  have  more  gun 
deaths.  And  people  with 
guns  in  their  homes  are 
more  likely  to  be  killed  or 
to  kill  themselves  with 
guns. 


But  just  as  importantly, 
there's  an  enonnous 
amount  that  researchers 
still  don't  know.  There's 
fiTistratingly  little  evidence 
on  what  policies  work  best 
to  reduce  gun  violence. 
(Australia  saw  a  drop  in 
homicides  and  suicides 
after  confiscating 
eveiTone's  guns  in  the 

1990s,  but  that  would 
likely  never  happen  here.) 
Experts  still  don't  have  a 
great  sense  of  what  impact 
stricter  background  checks 
have,  or  how  the 
"informal"  gun  trade 
operates,  or  even  how 
people  use  guns  in  crimes. 

"We  have  superficial 
knowledge  of  most  gun 
violence  topics,"  says 
Michael  Nance,  director  of 
the  Pediatric  Trauma 
Center  at  the  Children's 
Hospital  of  Philadelphia. 
And  this  ignorance  has 
major  consequences.  It's 
awfully  hard  to  stop  gun 
violence  if  we  can't  even 
agree  on  basic  facts  about 
how  and  why  it  happens. 

This  ignorance  is  partly  by 
design.  Since  the  1 990s, 


Congress  has  prevented 
various  federal  agencies 

from  gathering  more 
detailed  data  on  gun 
violence.  The  Centers  for 
Disease  Control  and 
Prevention  (CDC),  which 
has  elaborate  data 
gathering  and  monitoring 
programs  for  other  public 
health  crises  like  Ebola  or 
heart  disease,  has  been 
dissuaded  from 
researching  gun  violence. 
The  Bureau  of  Alcohol, 
Tobacco,  Firearms,  and 
Explosives  can’t 
distribute  much  of  its 
trace  data  for  research 
purposes. 

Obamacarelimits  doctors’ 
ability  to  gather  data  on 
patients'  gun  use. 

To  get  a  sense  of  what 
we’re  missing,  I  surveyed  a 
number  of  researchers  in 
the  field  and  asked  them 
about  the  most  pressing 
questions  about  gun 
violence  that  they'd  like  to 
see  answered.  Here's  what 
they  said. 


We  still  don't 
know  some  very 


basic  facts  about 
gun  violence  in 
America 

a 

(Joshua  Lott/Getty  Images) 

1)  How  are  guns  actually 
used?  Tom  Smith  of 
NORC  at  the  University  of 
Chicago  pointed  out  that 
"studying  how  guns  are 
actually  used  in  general" 
was  a  top  research  priority 
—  including  the  question  of 
how  many  people  use  guns 
for  defensive  purposes. 

Other  researchers  pointed 
to  related  questions  like; 
What  percentage  of  gun 
owners  even  commit  gun 
crimes?  Why  do  gun 
accidents  occur?  Who's 
involved?  Are  criminals 
deterred  by  guns?  These 
questions  are  a  very  basic 
starting  point. 

2)  Can  we  get  better  data 
on  the  victims  of  gun 
violence?  Nance  also 
pointed  out  that  our  data 
on  the  victims  of  gun 
violence  leaves  a  lot  to  be 
desired.  Researchers 
typically  rely  on  death  data 
("one  of  the  few  known 


and  reliable  data  points  — 
you  ean't  hide  the  bodies," 
he  says).  But  without  more 
detailed  data  on  who 
actually  owns  guns  and 
who  is  exposed  to  guns,  it 
can  be  hard  to  put  these 
deaths  in  context. 

And  it  would  be  good  to 
have  more  detailed  data  on 
gun  injuries  that  don  Y 
result  in  death.  Daniel 
Webster,  a  professor  of 
health  policy  and 
management  at  the  Johns 
Hopkins  Bloomberg 
School  of  Public  Health, 
says,  "We  still  don't  know 
nearly  enough  about 
non  fatal  gunshot  wounds, 
including  how  often  they 
occur."  That  makes  it 
much  harder  to  get  a  full 
picture  of  gun  violence. 

3)  What  state  laws,  if 
any,  work  best  to  reduce 
gun  violence?  Michael 
Siegel,  a  professor  of 
publie  health  at  Boston 
University,  pointed  to 
these  three  (broad)  topics 
as  the  most  pressing 
unanswered  questions: 


1 .  What  state  laws,  if 
any,  are  effective  in 
reducing  rates  of 
fireann  violence? 

2.  Is  there  a 
differential  impact  of 
state  fire  arm -related 
laws  on  homicide 
rates  among  white  vs. 
African-American 
persons? 

3.  Are  higher  gun 
ownership  levels 
related  to  higher 
fireami  homicide  rates 
because  of  a  causal 
relationship  or 
because  people 
respond  to  high 
homicide  rates  by 
purchasing  firearms? 

There  has  already  been 
some  research  on  state- 
level  gun  control  policies. 
For  example,  after 
Connecticut  passed  a  law 
requiring  gun  purchasers 
to  first  obtain  a  license, 
one  study  found  that  nun 
homicides  fell  by  40 
percent.  When  Missouri 
repealed  a  similar  law,  gun 
homicides  increased  by 

23  percent.  But,  in  part 


because  they  are 
retrospective  and  it's 
impossible  to  run 
controlled  experiments, 
studies  like  these  remain 
hotly  debated. 

And  there  are  all  sorts  of 
related  questions  here  that 
(other)  researchers  would 
love  to  know  the  answers 
to.  Do  limits  on  high- 
capacity  magazines  reduce 
deaths?  Do  restrictions  on 
alcohol  sales  make  any 
difference?  What  about 
policies  that  make 
concealed  carry  licenses 
easier  to  obtain? 

To  really  dig  in, 
researchers  would  have  to 
study  state  policies  in  far 
more  detail.  But,  says 
Siegel,  that  will  require 
need  much  better  data  than 
is  currently  on  offer.  He'd 
like  to  see  more  detailed 
state-level  data  on 
household  gun  ownership, 
on  firearm  policies,  and  on 
how  well  (or  not)  those 
policies  are  actually 
enforced. 

4)  How  do  people  who 
commit  gun  crimes 


actually  get  access  to 
their  guns?  Cathy  Barber, 
who  directs  the  Means 
Matter  Campaign  at  the 
Harvard  School  of  Public 
Health's  Injury  Control 
Research  Center,  listed 
these  as  big  unanswered 
questions: 

Pretty  much  every 
gun  starts  out  as  a 
legal  gun.  Among  the 
guns  that  are  actually 
used  in  crimes,  how 
did  they  get  there? 

That  is,  how  many  are 
used  by  their  initial 
legal  purchaser  and 
did  that  person  pass  a 
background  check?  If 
the  gun  was  not  used 
by  the  initial 
purchaser,  how  did  it 
get  to  the  person  who 
used  it  in  a  crime? 
Straw  purchase?  Gun 
trafficking  (buying  in 
a  state  with  lax  laws 
and  transporting  for 
street  sales  in  state 
with  stricter  laws)? 
Theft?  (and  what  type 
of  theft?  Theft  from 
individual  homes  or 
from  gun  shops  or 


what?  And  if  from 
people's  homes,  do 
these  tend  to  be 
unsecured  guns  kept 
for  self-defense 
purchases  -  the  gun  in 
the  bedside  table?), 
etc.,  etc. 

I  think  that  both  gun 
rights  people  and  gun 
control  people  would 
be  interested  in  the 
very  specific  answers 
to  these  questions  and 
figuring  out  ways  that 
we  all  could  prevent 
the  sort  of  cross-overs 
from  legal  to  illegal 
possession  and  use. 

A  couple  of  other 
researchers  agreed  with 
this  line  of  inquiry.  Here's 
Nance:  "We  need  to  know 
how  weapons  move  in 
society  to  know  how  to 
best  limit  movement  in  the 
wrong  direction  (to  those 
unfit  to  own)."  And  here's 
Smith:  "Understanding  the 
'informal'  gun  market,  that 
is  guns  that  are  acquired 
from  others  than  licenses 
firearms  dealers  and 
therefore  without 
background  checks." 


5)  Is  there  any  way  to 
predict  gun  suicides? 

Nearly  2 1 ,000  people  in 
the  United  States  use  guns 
to  kill  themselves  each 
year,  accounting  for  about 
two  “thirds  of  all  gun 
deaths.  "We  need  to  know 
more  about  how  to  predict 
who  will  commit  suicide 
using  a  firearm,"  says 
Webster,  "and  ways  to 
prevent  [it]." 

Back  in  2013,  a  report 
from  the  Institutes  of 
Medicine  added  some 
related  questionsaround 
this  topic  that  needed 
answering:  Does  gun 
ownership  affect  whether 
people  kill  themselves? 
And  whaf  s  the  best  way  to 
restrict  fu'earm  access  to 
those  with  severe  mental 
illnesses? 

6)  Does  media  violence 
have  any  impact  on 
actual  violence?  This 
question  came  from  Brad 
Bushman,  a  professor  of 
communication  and 
psychology  at  Ohio  State 
University: 


My  research  focuses 
on  media  violence. 

We  know  that  youth 
who  see  movie 
characters  drink 
alcohol  are  more 
likely  to  drink  alcohol 
themselves.  Similarly, 
we  know  that  youth 
who  see  movie 
characters  smoke 
cigarettes  are  more 
likely  to  smoke 
themselves.  What 
about  the  impact  of 
youth  seeing  movie 
characters  with  guns? 
Does  exposure  to 
movie  characters  with 
guns  influence  youth 
attitudes  and 
behaviors  about  guns 
(e.g.,  do  they  think 
guns  are  cooler?  are 
they  more  willing  to 
own  or  use  a  gun?  do 
they  think  guns  make 
males  more 
masculine?)? 


7)  What  do  we  know 
about  stopping  mass 
shootings?  I'll  add  one 
more  question  to  the  list, 
which  was  considered  a 
pressing  research  topic  in 
the  2013  Institutes  of 


Medicine  report:  "What 
characteristics  differentiate 
mass  shootings  that  were 
prevented  from  those  that 
were  carried  out?" 

One  big  reason 
eurrent  research 
into  US  gun 
violence  is  so 
dismal 


(Kevin  Cox/Getty  Images) 


It's  fair  to  call  gun  violence 
a  public  health  crisis: 

Some  32,383  Americans 
were  killed  by  guns  in 


2013.  And  for  other  health 
crises,  like  Ebola  or  heart 
disease,  the  CDC  usually 
springs  into  action,  by 
funding  studies  and 
research  that  look  into  the 
best  policies  to  deal  with 
the  problem. 

But  that's  not  really  the 
case  here.  Back  in  1996, 
Congress  worked  with  the 
National  Rifle  Association 
to  enact  a  law  banning  the 
CDC  from  funding  any 
research  that  would 
"advocate  or  promote  gun 
control."  Technically,  this 
wasn't  a  ban  on  all  gun 
research  (and  the  CDC 
wasn't  doing  advocacy 
anyway).  But  the  law 
seemed  vague  and 
menacing  enough  that  the 
agency  shied  away  from 
most  gun  violence 
research,  period. 

Funding  for  gun  violence 
research  by  the  CDC 
dropped  96  percent 
between  1996  and  2012. 
Today,  federal  agencies 
spend  just  $2  million 
annually  on  gun  violence 
prevention  —  compared 
with,  say,  $21  million  for 


the  study  of  headaches. 

And  the  broader  field  has 
withered  over  that  period: 
Gun  studies  as  a 
percentage  of  peer- 
reviewed  research  dropped 
60  percent  since  1996. 
Today  there  are  only 
about  a  dozen  researchers 
in  the  country  whose 
primary  focus  is  on 
preventing  gun  violence. 

Private  foundations  and 
universities,  such  as  the 
Jolms  Hopkins  Bloomberg 
School  of  Public  Health, 
have  been  partly  able  to 
pick  up  the  slack,  but 
private  funders  can  rarely 
sustain  the  big, 
complicated  data  gathering 
and  monitoring  programs 
that  the  federal 
government  can  conduct. 
And  that's  a  problem 
because,  as  the  researchers 
above  noted,  one  of  the 
biggest  lacunae  in  gun 
research  is  data. 

"If  you  look  at  other  major 
public  health  issues,  like 
Zika  or  Ebola  or  heart 
disease,  the  CDC  is  really 
a  very  authoritative 
source,"  says  Andrew 


Rosenberg  of  the  Union  of 
Concerned  Scientists. 
"Privately  funded  research 
can  be  helpful,  but  there's 
no  substitute  for  the  CDC. 
They  can  do  monitoring 
programs,  long-term 
tracking,  the  stuff  thaf  s 
hard  to  fund  with  a  one-off 
grant  from  this  or  that 
foundation." 

Siegel  agrees:  "The  CDC 
has  a  critical  role  to  play, 
so  the  first  matter  that 
needs  to  be  resolved  is 
restoring  the  CDC's  ability 
to  conduct  firearm-related 
research." 

So  will  this  situation  ever 
change?  After  the  Sandy 
Hook  massacre  in  2013, 
President  Obama  signed 
an  executive  order 
directing  the  CDC  to  start 
studying  "the  causes  of 
gun  violence."  But  very 
little  has  happened  in  the 
years  since.  The  CDC 
didn't  actually  budget.  The 
problem,  Rosenberg  says, 
is  that  so  long  as  that 
congressional  amendment 
is  in  place,  the  CDC  is 
unlikely  to  move  forward. 


Lately,  there  have  been 
some  calls  to  restore 
research.  Republican  Rep. 
Jay  Dickey,  who 
spearheaded  the  original 
CDC  amendment, 
expressed  remorse  about 
the  whole  thing  last  year: 
"1  wish  we  had  started  the 
proper  research  and  kept  it 
going  all  this  time.  1  have 
regrets. ...  If  we  had 
somehow  gotten  the 
research  going,  we  could 
have  somehow  found  a 
solution  to  the  gim 
violence  without  there 
being  any  restrictions  on 
the  Second  Amendment." 
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Introduction 

International  evidence  and  comparisons  have  long  been  offered 
as  proof  of  the  mantra  that  more  guns  mean  more  deaths  and  that 
fewer  guns,  therefore,  mean  fewer  deaths^  Unfortunately,  such 
discussions  are  all  too  often  been  afflicted  by  misconceptions  and 
factual  error  and  focus  on  comparisons  that  are  unrepresentative. 
It  may  be  useful  to  begin  with  a  few  examples.  There  is  a  com¬ 
pound  assertion  that  (a)  guns  are  uniquely  available  in  the  United 
States  compared  with  other  modem  developed  nations,  which  is 
why  (b)  the  United  States  has  by  far  the  highest  murder  rate. 
Though  these  assertions  have  been  endlessly  repeated,  statement 
(b)  is,  in  fact,  false  and  statement  (a)  is  substantially  so. 

Since  at  least  1965,  the  false  assertion  that  the  United  States  has 
the  industrialized  world's  highest  murder  rate  has  been  an  artifact 
of  politically  motivated  Soviet  minimization  designed  to  hide  the 
true  homicide  rates7  Since  well  before  that  date,  the  Soviet  Union 


1.  See,  e.g.,  JOH^J  Godwin,  Murder  USA:  The  Ways  We  Kill  Each  Other  281 

(1978)  C Areas  with  the  highest  proportion  of  gun  owners  also  boast  the  highest 
homicide  ratios;  tliose  with  the  fewest  gun  owners  have  the  lowest/'):  PETE 

Shields,  Guns  Don't  Die,  People  Do  64  (1981)  (quoting  and  endorsing  an  English 
acadcmid s  remark:  "We  cannot  help  but  believe  that  America  ought  to  share  the 
basic  premise  of  our  gun  legislation— that  the  availability  of  firearms  breeds  vio 
lence.");  Janice  Somerville,  Gun  Control  as  immunization,  AM.  MED.  NEWS,  Jan.  3, 
1994,  at  9  (quoting  public  health  activist  Katherine  Christoffel,  M.D.:  "Guns  are  a 
vims  that  must  be  eradicated  ....  Get  rid  of  the  guns,  get  rid  of  the  bullets,  and  you 
get  rid  of  the  deaths.");  Deane  Calhoun,  From  Controversi/  to  Prevention:  Building  Ef¬ 
fective  Firearm  Policies,  JNJ.  PROTECnON  NETWORK  Newsl.,  Winter  1989-90,  at  17 
("[G]uns  arc  not  just  an  inanimate  object  [sic],  but  in  fact  are  a  social  ill");  see  also 
Wendy  Cukiek  &  Victor  W.  Sidel,  The  Global  Gun  Epidemic:  From  Saturday 
Night  Specials  to  AK-47S  (2006);  Susan  Baker,  Without  Guns,  Do  People  Kill  People? 
75  Am.  J.  Pub.  Health  587  (1985);  Paul  Cotton,  Gun-Assodated  Violence  Increasingli/ 
Viewed  as  Public  Health  Challenge,  267  J.  AM.  MED.  ASS'n  1171  (1992);  Diane  Schetky, 
Children  and  Handguns:  A  Public  Health  Concern,  139  AM.  J.  DlS.  CHILD.  229,  230  (1985); 
Lois  Ah  Fingerhut  &  Joel  C.  Klein  man,  Internationa!  and  Interstate  Coniparisons  of 
Homiddes  Among  Young  Males^  263  J.  AM.  MED.  ASS'N  3292, 3295  (1990). 

2.  See  William  Alex  Pridemore,  Using  Neivly  Available  Homicide  Data  to  Debunk  Two 
Myths  Abotit  Violence  in  an  Internaiional  Context:  A  Research  Note^  5  IdOMiCiDE  Stud. 
267  (2001). 


No.  2J  Would  Banning  Firearms  Reduce  Murder  and  Suicide?  651 


possessed  extremely  stringent  gun  controls^  that  were  effectuated 
by  a  police  state  apparatus  providing  stringent  enforcement.^  So 
successful  was  that  regime  that  few  Russian  civilians  now  have 
firearms  and  very  few  murders  involve  them.^  Yet,  manifest  suC’ 
cess  in  keeping  its  people  disarmed  did  not  prevent  the  Soviet 
Union  from  having  far  and  away  the  highest  murder  rate  in  the 
developed  worlds  In  the  l%0s  and  early  1970s^  the  gun-less  So¬ 
viet  Union's  murder  rates  paralleled  or  generally  exceeded  those 
of  gun-ridden  America*  While  American  rates  stabilized  and  then 
steeply  declined,  however,  Russian  murder  increased  so  drasti¬ 
cally  that  by  the  early  1990s  the  Russian  rate  was  three  times 
higher  than  that  of  the  United  States*  Between  1998-2004  (the  lat¬ 
est  figure  available  for  Russia),  Russian  murder  rates  were  nearly 
four  times  higher  than  American  rates.  Similar  murder  rates  also 
characterize  the  Ukraine,  Estonia,  Latvia,  Lithuania,  and  various 
other  now-independent  European  nations  of  the  former  U.S.S.R7 
Thus,  in  the  United  States  and  the  former  Soviet  Union  transition¬ 
ing  into  current-day  Russia,  "homicide  results  suggest  that  where 


3*  See  George  Newton  &  Tranklin  Zimring,  Firearms  and  Violence  in 
American  uee:  A  Staff  Report  Submitted  to  the  National  Commission  on  the 
Causes  andPrevenhon  of  Violence  119  &  n*3  (1970)* 

4.  Russian  law  flatly  prohibits  civilian  possession  of  handguns  and  limits  long 
guns  to  licensed  hunters,  frf.  For  more  on  the  stringency  of  enforcement,  see  Ray¬ 
mond  Kessler,  Giw.  Control  and  Political  Pozoer,  5  LAW  &  POL^Y  Q.  381,  389  (1983),  and 
Randy  E.  Barnett  &  Don  B.  Kates,  Under  Fire:  The  New  Consensus  on  the  Second 
Amendment  45  Emory  L.  |.  1139, 1239  (1996)  (noting  an  unusual  further  element  of 
Soviet  gun  policy:  the  Soviet  Army  adopted  unique  firearm  calibers  so  that,  even  if 
its  soldiers  could  not  be  prevented  from  returning  with  foreign  gun  sou%^enirs  from 
foreign  wars,  ammunition  for  them  would  be  unavailable  in  the  Soviet  Union), 

5,  See  Pridemore,  stipra  note  2,  at  271, 

6*  Russian  homicide  data  given  in  this  article  (for  years  l%5-99)  were  kindly  sup¬ 
plied  us  by  Professor  Pridemore  from  his  research  in  Russian  ministry  sources  (on 
file  with  authors).  See  also  infra  Table  1  (reporting  Russian  homidde  data  for  2tX)2), 

7.  The  highest  U.S.  homicide  rate  ever  reported  was  10.5  per  100,000  in  1980.  See 
Jeffery  A.  Miron,  Violence,  Guns,  and  Drugs:  A  Cross-Country  Analysis,  44  J.L.  &  ECON. 
615, 624-25  tbll  (2001).  As  of  2001,  the  rate  was  below^  6.  Id.  The  latest  rates  available 
for  the  Ukraine,  Belarus,  and  other  former  Soviet  nations  in  Europe  come  from  the 
mid-1990s,  when  all  were  well  above  10  and  most  were  50%  to  150%  higher.  Id. 

Note  that  the  U*S.  rates  given  above  are  rates  reported  by  the  FBI.  There  are  two 
different  sources  of  U.S.  murder  rates.  The  FBI  murder  data  is  based  on  reports  it 
obtains  from  police  agencies  throughout  the  nation.  These  data  are  significantly  less 
complete  than  the  alternative  (used  in  this  article  unless  otherwise  explicitly  stated) 
rates  of  the  U.S.  Public  Health  Service,  which  are  derived  from  data  collected  from 
medical  examiners"  offices  nationwide.  Though  tlie  latter  data  are  more  comprehen¬ 
sive,  and  the  Public  Health  Service  murder  rate  is  slightly  higher,  they  have  the  dis¬ 
advantage  of  being  slower  to  appear  tlian  the  FBI  homidde  data. 
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guns  are  scarce  other  weapons  are  substituted  in  killings."^  While 
American  gun  ownership  is  quite  high^  Table  1  shows  many  other 
developed  nations  (e.g*,  Norway,  Finland,  Germany,  France, 
Denmark)  with  high  rates  of  gun  ownership.  These  countries, 
however,  have  murder  rates  as  low  or  lower  than  many  devel¬ 
oped  nations  in  which  gun  ownership  is  much  rarer.  For  example, 
Luxembourg,  where  handguns  are  totally  banned  and  ownership 
of  any  kind  of  gun  is  minimal,  had  a  murder  rate  nine  times 
higher  than  Germany  in  2002*^ 

Table  1:  European  Gun  Ownership  and  Murder  Kates 

(rates  given  are  per  100,000  people  and  in  descending  order) 


Nation 

Murder  Rate 

Rate  of  Gun  Ownership 

Russia 

20.54  [2002] 

4,000 

Luxembourg 

9.01  [2002] 

c.  0 

Hungary 

2.22  [2003] 

2,000 

Finland 

1.98  [20041 

39,000 

Sweden 

1.87  [2001] 

24,000 

Poland 

1.79  [2003] 

1,500 

France 

1.65  [2003] 

30,000 

Denmark 

1.21  [2003] 

19,000 

Greece 

1.12  [2003] 

11,000 

Switzerland 

0.99  [2003] 

16,000 

Germany 

0.93  [2003] 

30,000 

Norway 

0.81  [2001] 

36,000 

Austria 

0.80  [2002] 

17,000 

Notes:  This  table  covers  all  the  Continental  European  nations  tor  which 
the  two  data  sets  given  are  both  available.  In  every  case,  we  have  given 
the  homicide  data  for  2003  or  the  closest  year  thereto  because  that  is  the 
year  of  the  publication  from  which  the  gun  ownership  data  are  taken.  Gun 
ownership  data  comes  from  GRADUATE  INSTITUTE  OF  INTERNATIONAL 
Studies,  Small  Aims  Survey  64  tbl.zi,  65  tbL2,3  (2003). 

The  homicide  rate  data  comes  from  an  annually  published  report, 
Canadian  Centre  for  Justice  Statistics,  Homicide  in  Canada, 

JURIST  AT,  for  the  years  2001-2004.  Each  year's  report  gives  homicide  sta¬ 
tistics  for  a  dozen  or  so  foreign  nations  in  a  section  labeled  "'Homicide 
Rates  for  Selected  Countries/"  This  section  of  the  reports  gives  no  explana- 


8.  Gary  Kleck,  Targeting  Guns:  firearms  and  tietr  Control  20  (1997)  (dis- 
cussing  patterns  revealed  by  studies  in  the  United  States), 

9.  Our  assertions  as  to  the  legality  of  handguns  are  based  on  Common  on  Crime 
Prevention  &  Crtm.  Jusuce,  U.N.  Econ.  &  Soc.  Council,  Unted  Nations 
International  Study  on  Firearms  Regulation  26,  tbl  2-1  (1997  draa). 
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tion  of  why  it  selects  the  various  nations  whose  homicide  statistics  it  cov¬ 
ers.  Also  without  explanation/  the  nations  covered  differ  from  year  to 
year.  Thus^  for  instance^  murder  statistics  for  Germany  and  Hungary  are 
given  in  all  four  of  the  pamphlets  (2001/  2002/  2003,  2004)/  for  Russia  in 
three  years  (2001/  2002/  and  2004)/  for  France  in  two  years  (2001  and  2003)/ 
and  for  Norway  and  Sweden  in  only  one  year  (2001). 

The  same  pattern  appears  when  comparisons  of  violence  to 
gun  ownership  are  made  within  nations.  Indeed^  '"data  on  fire¬ 
arms  ownership  by  constabulary  area  in  England/"  like  data 
from  the  United  States^  show  ""a  negative  correlation/'^^  that  is^ 
'"where  firearms  are  most  dense  violent  crime  rates  are  lowest 
and  where  guns  are  least  dense  violent  crime  rates  are  high- 
est."^^  Many  different  data  sets  from  various  kinds  of  sources 
are  summarized  as  follows  by  the  leading  text: 

[T]here  is  no  consistent  significant  positive  association  be¬ 
tween  gun  ownership  levels  and  violence  rates:  across  (1) 
time  within  the  United  StateS/  (2)  U.S.  cities^  (3)  counties 
within  Illinois/  (4)  country-sized  areas  like  Engl  and/  U.S. 
states,  (5)  regions  of  the  United  StateS/  (6)  nations,  or  (7) 
population  subgroups ...  3^ 

A  second  misconception  about  the  relationship  between  fire¬ 
arms  and  violence  attributes  Europe's  generally  low  homicide 


1 0.  Joyce  Lee  MalcolM/  Guns  and  Viol  ence:  Tue  English  experience  204 

(2002). 

11.  Hans  Toch  &  Alan  J.  Lizotte,  ReBearch  and  Policy:  The  Case  for  Gun  Controlf  in 
PSYCHOLOGY  h  SOCIAL  POLICY  223,  232  (Peter  Suedfeld  &  Philip  E.  Tetlock  eds., 
1992);  see  also  id.  at  234  &  n.lO  U[T]he  fact  that  national  patterns  show  little  violent 
crime  where  guns  are  mt>st  dense  implies  that  guns  do  not  elicit  aggression  in  any 
meaningful  way.  . .  .  Quite  the  contrary,  these  findings  suggest  that  Hgh  saturations 
of  guns  in  places,  or  something  correlated  with  that  condition,  inhibit  illegal  aggres¬ 
sion."). 

Approaching  the  matter  from  a  different  direction,  the  earliest  data  (nineteenth 
century  on)  reveals  that  the  American  jurisdictions  with  the  most  stringent  gun  con¬ 
trols  are  in  general  the  ones  with  the  highest  murder  rates.  Conversely,  American 
states  with  homicide  rates  as  low  as  Western  Europe's  have  high  gun  ownership, 
and  impose  no  controls  designed  to  deny  guns  to  law-abiding,  responsible  adults. 
Many  possible  reasons  may  be  offered  for  these  two  facts,  but  none  suggests  that 
gun  control  reduces  murder. 

For  examination  of  a  wide  variety  of  studies  finding  little  evidence  in  support  of 
the  efficacy  of  gun  controls  in  reducing  violence,  see  James  B.  JACOBS,  Can  Gun 
Control  Work?  111-20  (2002);  Kleck,  supra  note  8,  at  351-77;  John  R.  Lott,  Jr., 
More  Guns,  Less  Crime:  understanding  Crime  and  Gun  Control  Laws  19^20 
(1998);  James  D,  Wright  et  al..  Under  the  Gun:  Weapons,  Crime  and  Violence 
IN  America  307-08  (1983);  Matthew  R.  DeZee,  Gun  Control  Legislatiou:  hnpaot  and 
Ideology,  5  Law&  POL'Y  Q.  367, 369-71  (1983). 

12.  KlHCK/  supra  note  8,  at  22-23, 
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rates  to  stringent  gun  control.  That  attribution  cannot  be  accu¬ 
rate  since  murder  in  Europe  was  at  an  all-time  low  hefore  the 
gun  controls  were  introduced^^  For  instance^  virtually  the  only 
English  gun  control  during  the  nineteenth  and  early  twentieth 
centuries  was  the  practice  that  police  patrolled  without  guns. 
During  this  period  gun  control  prevailed  far  less  in  England  or 
Europe  than  in  certain  American  states  which  nevertheless 
had  — and  continue  to  have  — murder  rates  that  were  and  are 
comparatively  very  high.^"^ 

In  this  connection,  two  recent  studies  are  pertinent*  In  2004, 
the  U.S,  National  Academy  of  Sciences  released  its  evaluation 
from  a  review  of  253  journal  articles,  99  books,  43  government 
publications,  and  some  original  empirical  research*  It  failed  to 
identify  any  gun  control  that  had  reduced  violent  crime,  sui¬ 
cide,  or  gun  accidentsJ^'’  The  same  conclusion  was  reached  in 
2003  by  the  U*S*  Centers  for  Disease  Control's  review  of  then- 
extant  studies.^^ 

Stringent  gun  controls  were  not  adopted  in  England  and 
Western  Europe  until  after  World  War  I*  Consistent  with  the 
outcomes  of  the  recent  American  studies  just  mentioned,  these 
strict  controls  did  not  stem  the  general  trend  of  ever-growing 
violent  crime  throughout  the  post-WWII  industrialized  world 
including  the  United  States  and  Russia*  Professor  Malcolm's 
study  of  English  gun  law  and  violent  crime  summarizes  that 


13*  Barnett  &  Kates,  supra  note  4,  at  138-42* 

14*  In  the  perit>d  betvi^een  1900  and  1935,  Arkansas,  Hawaii,  Michigan,  Missouri, 
New  Jersey,  New  York,  North  Carolina,  Oregon,  and  South  Carolina  adopted  laws 
variously  requiring  a  license  to  own  or  buy  a  handgun  or  banning  handgun  pur¬ 
chase  altogether,  and  ''Saturday  Night  Speciar'-type  bans  existed  in  Tennessee,  Ar¬ 
kansas,  and  various  other  Southern  states.  Don  B*  Kates,  Jr*,  Toivard  a  History  of 
Handgun  Prohibition  in  the  United  States,  in  RESTRICTING  HANDGUNS:  THE  LIBERAL 
SKEFUCSSPEAK  Out  7, 14^15  (Don  B.  Kates,  Jr.  ed.,  1979). 

1 5*  Charles  f*  Wellford  et  al.,  NatX  Research  Council,  Firearms  and 
VIOLENCE;  A  CRmCAL  REVIEW  6-10  (2004).  It  is  perhaps  not  amiss  to  note  that  the 
review  panel,  which  w'as  set  up  during  the  Clinton  Administration,  was  composed 
almost  entirely  of  scholars  who,  to  the  extent  their  views  were  publicly  known  be¬ 
fore  their  appointments,  favored  gun  control. 

16*  Task  Force  on  Ct>mmunity  Preventitive  Servs.,  Ctrs.  for  Disease  Control,  First 
Reports  Evaluating  the  Effectiveness  of  Strategies  for  Preventing  Violence:  Firearms  Laws, 
52  Mortality  &  Morbidity  Wkly.  Rep*  {RR-14  Recommendations  &  Rep*)  ll,  16 
(2003),  available  at  http  w  w.cdc.gov/mmwr/preview/mmwrhtml/rr521 4a2.htm. 
Tlie  CDC  Ls  vehemently  anti-gun  and  interpreted  its  results  to  show  not  that  the 
''more  guns  equal  more  death"  mantra  is  erroneous,  but  only  that  the  scores  of  stud¬ 
ies  it  reviewed  were  inconclusively  done. 
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nation's  nineteenth  and  twentieth  century  experience  as  fol¬ 
lows: 

The  peacefulness  England  used  to  enjoy  was  not  the  result  of 
strict  gun  laws.  When  it  had  no  firearms  restrictions  [nine¬ 
teenth  and  early  twentieth  century]  England  had  little  vio¬ 
lent  criine,  while  the  present  extraordinarily  stringent  gun 
controls  have  not  stopped  the  increase  in  violence  or  even 
the  increase  in  armed  violence. 

Armed  crime,  never  a  problem  in  England,  has  now  be¬ 
come  one.  Handguns  are  banned  but  the  Kingdom  has  mil¬ 
lions  of  illegal  firearms.  Criminals  have  no  trouble  finding 
them  and  exhibit  a  new  willingness  to  use  them.  In  the  dec¬ 
ade  after  1957,  the  use  of  guns  in  serious  crime  increased  a 
hundredfold.^® 

In  the  late  1990s,  England  moved  from  stringent  controls  to  a 
complete  ban  of  all  handguns  and  many  types  of  long  guns. 
Hundreds  of  thousands  of  guns  were  confiscated  from  those 
owners  law-abiding  enough  to  turn  them  in  to  authorities. 
Without  suggesting  this  caused  violence,  the  ban's  ineffective¬ 
ness  was  such  that  by  the  year  2000  violent  crime  had  so  in¬ 
creased  that  England  and  Wales  had  Europe's  highest  violent 
crime  rate,  far  surpassing  even  the  United  States.'^  Today,  Eng¬ 
lish  news  media  headline  violence  in  terms  redolent  of  the 
doleful,  melodramatic  language  that  for  so  long  characterized 
American  news  reports.^*’  One  aspect  of  England's  recent  ex- 


17.  Malcolm,  supra  note  10,  at  219. 
at  209. 

19.  See  Esther  Bouten  et  aL,  Victimization  in  Seventeen  Industrialized  Coun¬ 

tries,  in  Crime  Victimization  in  Comparative  Perspective:  Results  from  the 
International  Crime  Victims  Survey,  1989-2000  at  13, 15-16  (Paul  Nieuwbeerta 
ed.,  2002).  Tlie  surveys  involved  were  conducted  under  the  auspices  of  the  govern¬ 
ments  of  eadi  nation  and  the  general  supervision  of  the  University  of  Leiden  and 
the  Dutch  Ministry  of  Justice. 

20.  See,  e.g.,  Gun  Crime  Crowing  *'Like  Cancer/'  BBC  News,  May  21,  2003, 
http://news,bbc.co.uk/l/hi/EngIand/304370Lstm;  David  Bamber,  Gn?i  Crime  Trebles 
a$  Weapons  and  Drw^s  Flood  British  Cities,  TELEGRAPH  On LLNE  (London),  Feb.  27,  2002, 
b  ttp:  // w  vt' w  .telegraob .  co.uk/news/m  ain .  jhtml  ?xni  l=/ne  ws/2002/02/24/ngu  n  s24.  xml ; 
Jason  Bennetto,  Firearms  Amnesty  to  Tackle  Surge  in  Cun  Crime,  INDEPENDENT  (Lon¬ 
don),  Dec.  27,  2002,  at  1;  Ian  Burrell,  Police  Move  to  Tackle  Fluge  Rise  in  Gun  Crime, 
Independent  (London),  Jan.  15,  2001,  at  3;  Daniel  Foggo  &  Carl  FelLstrom,  Are 
Reeling  with  the  Murders,  We  Are  in  a  Crisis  with  Major  Crime, ''  Sunday  Telegraph 
(London),  Mar.  13,  2005,  at  4;  Johann  Elari,  The  British  Become  Trigger  Happy,  NEW 
Statesman  (London),  Nov.  5,  2001,  at  35;  Philip  Johnston,  Gun  Crime  Rises  Despite 
Dunblane  Pistol  Ban,  DAILY  Telegraph  (London),  Jul.  17,  2001,  at  05;  David  Leppard 
&  Rachel  Dobson,  Murder  Rate  Soars  to  Highest  Jbr  a  Century,  SUNDAY  TIMES  (Lon- 
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perience  deserves  note,  given  how  often  and  favorably  advo¬ 
cates  have  compared  English  gun  policy  to  its  American  coun¬ 
terpart  over  the  past  35  years 3^  A  generally  unstated  issue  in 
this  notoriously  emotional  debate  was  the  effect  of  the  Warren 
Court  and  later  restrictions  on  police  powers  on  American  gun 
policy.  Critics  of  these  decisions  pointed  to  soaring  American 
crime  rates  and  argued  simplistically  that  such  decisions 
caused,  or  at  least  hampered,  police  in  suppressing  crime.  But 
to  some  supporters  of  these  judicial  decisions,  the  example  of 
England  argued  that  the  solution  to  crime  was  to  restrict  guns, 
not  civil  liberties.  To  gun  control  advocates,  England,  the  cradle 
of  our  liberties,  was  a  nation  made  so  peaceful  by  strict  gun 
control  that  its  police  did  not  even  need  to  carry  guns.  The 
United  States,  it  was  argued,  could  attain  such  a  desirable 
situation  by  radically  reducing  gun  ownership,  preferably  by 
banning  and  confiscating  handguns. 

The  results  discussed  earlier  contradict  those  expectations.  On 
the  one  hand,  despite  constant  and  substantially  increasing  gun 
ownership,  the  United  States  saw  progressive  and  dramatic  re- 
duchons  in  criminal  violence  in  the  1990s.  On  the  other  hand,  the 
same  time  period  in  the  United  Kingdom  saw  a  constant  and 
dramatic  increase  in  violent  crime  to  which  England's  response 
was  ever-more  drastic  gun  control  including,  eventually,  banning 
and  confiscating  all  handguns  and  many  types  of  long  guns.^ 
Nevertheless,  criminal  violence  rampantly  increased  so  that  by 
2000  England  surpassed  the  United  States  to  become  one  of  the 
developed  world's  most  violence-ridden  nations. 


don),  Oct.  13,  20D2,  at  1;  Adam  Mitdiell,  Killings  Double  as  Police  Claim  Progress, 
Daily  Telegraph  (London),  Aug.  17,  2001,  at  13;  Jolm  Steele,  Police  Fear  a  New  Crime 
Wme  as  School- Age  Muggers  Graduate  to  Guns^  DAILY  TELEGRAPH  (London),  Jan.  3, 
2002,  at  04;  Jon  Ungoed-Thomas,  Killings  Rise  as  3m  Illegal  Guns  Flood  Britain,  Sun¬ 
day  Times  (London),  jan.  16,  2000;  Peter  Wtxilrich,  Britain's  Tough  Gun  Control  Laws 
Termed  Total  Failure:  Land  of  Hope  and  Gunrunning,  PUNCH  Mag.,  May  3,  2000. 

21.  $ee,  e.g.,  CARL  BaKAL,  THE  RiGHT  TO  BEAR  ARMS  10-11,  31,  279  (1%6);  RaMSEY 
Clark,  Crlme  in  America  104-05,  109  (1970);  Amitai  Etzioni  &  Richard  Remp, 
Technological  Shortcuts  to  Social  change  136  (1973);  Natl  Coalition  to  Ban 
Handguns,  A  Shooting  Gallery  Called  America  (undated,  unpaginated  pamphlet); 
Shields,  supra  nt>te  1,  at  63-64;  Imnn  Bloch,  Gun  Control  Would  Reduce  Crime,  re¬ 
printed  in  Would  Cun  Control  Reduce  Crime  197  (David  Bender  cd.,  1989);  Robert  S. 
Drinan,  Banning  Handguns  Would  Reduce  Crime,  reprinted  m  GUNS  &  CRIME  45-46 
(Tarara  Roleff  ed.,  1999). 

22.  Malcolm,  supra  note  10,  at  164-216.  We  should  clarify  that  the  twin  trends 
toward  more  violent  crime  and  more  gun  control  began  long  before  the  1990s.  See  id. 
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To  conserve  the  resources  of  the  inundated  criminal  justice 
system,  English  police  no  longer  investigate  burglary  and  "mi¬ 
nor  assaults."^^  As  of  2006,  if  the  police  catch  a  mugger,  robber, 
or  burglar,  or  other  "minor"  criminal  in  the  act,  the  policy  is  to 
release  them  with  a  warning  rather  than  to  arrest  and  prosecute 
them  7^  It  used  to  be  that  English  police  vehemently  opposed 
the  idea  of  armed  policing.  Today,  ever  more  police  are  being 
armed.  Justifying  the  assignment  of  armed  squads  to  block 
roads  and  carry  out  random  car  searches,  a  police  commander 
asserts:  "It  is  a  massive  deterrent  to  gunmen  if  they  think  that 
there  are  going  to  be  armed  police."^  How  far  is  that  from  the 
rationale  on  which  40  American  states  have  enacted  laws  giv¬ 
ing  qualified,  trained  citizens  the  right  to  carry  concealed  guns? 
Indeed,  news  media  editorials  have  appeared  in  England  argu¬ 
ing  that  civilians  should  be  allowed  guns  for  defense^^  There  is 
currently  a  vigorous  controversy  over  proposals  (which  the 
Blair  government  first  endorsed  but  now  opposes)  to  amend 
the  law  of  self-defense  to  protect  victims  from  prosecution  for 
using  deadly  force  against  burglars.^^ 

The  divergence  between  the  United  States  and  the  British 
Commonwealth  became  especially  pronounced  during  the 


23.  Daniel  Foggo,  Don't  Bother  About  Burglary,  Police  Told,  SUNDAY  TELEGRAPH 
(London),  Jan.  12,  2003,  at  1  ("Tolice  have  been  ordered  not  to  bother  investigating 
crimes  such  as  burglary,  vandalism  and  assaults  unless  evidence  pointing  to  the 
culprits  is  easily  available,  The  Sunday  Telegraph  can  reveal.  Under  new  guidelines, 
officers  have  been  informed  tbat  only  '’serious"  crimes,  sucb  as  murder,  rape  or  so- 
called  hate  crimes,  should  be  investigated  as  a  matter  of  coarse.  In  all  other  cases, 
unless  there  is  immediate  and  compelling  evidence,  such  as  fingerprints  or  DNA 
material,  the  crime  will  be  listed  for  no  further  action/q. 

24.  Steve  Doughty,  Let  Burglars  Off  With  Caution  Police  Told,  DAILY  MAIL  (London), 
Apr.  3,  2006,  at  4, 

25.  Matthew  Beard,  Amicd  Police  to  Man  Checkpoints  in  London  as  Drug-Related 
Crifne  Soars,  INDEPENDENT  (London),  Sept.  7, 2002,  at  2. 

26  See  Simon  Heffer,  If  the  State  Fails  Us,  We  Must  Defend  Ourselves,  TELEGRAPH 
ONT.INE  (London),  Feb.  24,  2002,  http://www.telegrapb.co.uk/opinion/main.]btml?xml=/ 
opinion/2002/02/24/do240Lxml;  see  also  Ian  Bell,  Dtiblane  Made  Us  All  Tltink  About 
Gun  Control ..  .So  What  Wrong?,  Sunday  FIekald  (Scotland),  Feb.  24,  2007, 
h  t  tp  ://w  w  w  .su  nd  ay  heral  d .  com/oped/ opin  ion/  d  isp)  ay .  va  r  J  2 1 7778. 0.  d  u  nbla  ne_m  ad  e 
„us_all_thirLk_about_gun_control_so_what_went_ wrong. php;  Comment,  The  Night 
My  Daughter  Was  Stabbed— And  My  Liberal  Instincts  Died,  Daily  Mail  (London), 
Mar.  5,  2007,  http://www.dailymail.cxj.uk/pages/live/femail/artide.html7in_ar-tide_ 
id=4403 1 8&in_page Jd=l 766&ito=l 490. 

27.  See  Melissa  Kite,  Tories  Launch  Bill  to  Give  Householders  the  Power  to  Tackle  In¬ 
truders,  Sunday  Telegraph  (Londcjn),  Dec.  26,  2004,  at  4;  see  also  Renee  Lerner,  T7je 
Worldwide  Popular  ReiKilt  Against  Proportionality  in  Self-Defense  Law,  2  J.L.  BCON.  & 
POL'Y  (2007). 
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1980s  and  1990s.  During  these  two  decades,  while  Britain  and 
the  Commonwealth  were  making  lawful  firearm  ownership 
increasingly  difficult,  more  than  25  states  in  the  United  States 
passed  laws  allowing  responsible  citizens  to  carry  concealed 
handguns.  There  are  now  40  states  where  qualified  citizens  can 
obtain  such  a  handgun  permit.^®  As  a  result,  the  number  of  U*S. 
citizens  allowed  to  carry  concealed  handguns  in  shopping 
malls,  on  the  street,  and  in  their  cars  has  grown  to  3.5  million 
men  and  women.^^  Economists  John  Lott  and  David  Mustard 
have  suggested  that  these  new  laws  contributed  to  the  drop  in 
homicide  and  violent  crime  rates.  Based  on  25  years  of  corre¬ 
lated  statistics  from  all  of  the  more  than  3,000  American  coun¬ 
ties,  Lott  and  Mustard  conclude  that  adoption  of  these  statutes 
has  deterred  criminals  from  confrontation  crime  and  caused 
murder  and  violent  crime  to  fall  faster  in  states  that  adopted 
this  policy  than  in  states  that  did  noL^ 


2S,  In  March  2006,  Kansas  and  Nebraska  became  the  39th  and  40th  states,  respec¬ 
tively,  to  pass  ''shall  issue"  concealed  carry  legislation.  In  Kansas,  the  state  legisla¬ 
ture  voted  to  overturn  the  governor's  veto  of  the  bipartisan  legislation.  Kansas  House 
Oven  ides  Conceakd-Guns-BiU  Veto,  DbSBRbT  MORNING  News,  Mar.  24,  2006,  In  Ne¬ 
braska,  the  governor  signed  the  bill  as  passed  by  the  state  legislature.  Kevin 
O' Hanlon,  Concealed-Weapons  Bill  Adopted,  Lincoln  JOURNAL  STAR,  Mar,  31, 2006. 

29.  Don  Kates,  The  Limited  Importance  of  Gun  Control  from  a  Criminological  Per  spec - 
Hoe,  in  Suing  the  Gun  Industry:  A  Battle  at  the  Crossroads  of  Gun  Control 
AND  Mass  Torts  62,  64  (Timothy  D.  Lytton  ed.,  2005). 

30.  $ee  Jt>hn  R.  Lott  Jr.  &  David  B.  Mustard,  Crime,  Deterrence,  and  Right-to-Carrp 
Cortccakd  Handguns,  26  J.  Legal  Stud.  1,  1  (1997);  see  also  John  R.  Lott,  Jr.,  Mc^re 
Guns,  LF.SS  Crime  19  (2d.  ed.  2000).  This  conclusion  is  vehemently  rejected  by  anti¬ 
gun  advocates  and  academics  who  oppose  armed  self-defense.  See,  e.g.,  Albert  W. 
Alschuler,  Two  Guns,  Four  Gun$,  Six  Guns,  More  Guns:  Does  Arming  the  Public  Reduce 
Crune?,  31  Vai..  U.  L,  Rev,  365,  366  (1 997);  Ian  Ayres  &  John  J.  Donohue  Til,  Shooting 
Down  the  'More  Guns,  Less  Crime'  Hypothesis,  55  STAN.  L.  REV.  1193,  1197  (2003);  Dan 
A.  Black  &  Daniel  S.  Nagin,  Do  Right-to-Carry  Laws  Deter  Violent  Crime?,  27  J.  LEGAL 
Stud.  209,  209  (1998);  Franklin  Zimring  &  Gordon  Hawkins,  Concealed  Handguns: 
The  Counterfeit  Deterrent,  RESPONSIVE  COMMUNITY,  Spring  1997,  at  46;  Daniel  W. 
Webster,  The  Clahns  That  Right-to-Carry  Laws  Reduce  Violent  Crime  Are  Unsubstanti¬ 
ated  (Johns  Hopkins  Center  for  Gun  Policy  and  Research,  1997). 

Several  critics  have  now  replicated  Lott's  work  using  additional  or  different  data, 
additional  control  variables,  or  new  or  different  statistical  techniques  they  deem 
superior  to  those  Lott  used.  Interestingly,  the  replications  all  confirm  Lott's  general 
conclusions;  some  even  find  that  Lott  underesiirci^ted  the  crime-reductive  effects  of 
allowing  good  citizens  to  carry  concealed  guns.  See  Jeffrey  A.  Miron,  Violence,  Guns, 
and  Drugs:  A  Cross-Country  Analysis,  44  J.L.  &  ECON.  615  (2001);  David  B.  Mustard, 
The  Impact  of  Gun  Laws  on  Police  Deaths,  44  J.L.  ik  ECON.  635  (2001);  John  R.  Lott,  Jr.  & 
John  E.  Whitley,  Safe-Storage  Gun  Laws:  Accidental  Deaths,  Suicides,  and  Crime,  44  J.L. 
&  Econ.  659  (2001);  Thomas  B.  Marvell,  The  Impact  of  Banning  juvenile  Gun  Posses¬ 
sion,  44  J.L.  k  Econ.  691  (2001);  Jeffrey  S.  Parker,  Guns,  Crime,  and  Academics:  Some 
Reflections  on  the  Gun  Control  Debate,  44  J,L,  k  ECON.  715  (2001);  Bruce  L.  Benson  k 
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As  indicated  in  the  preceding  footnote^  the  notion  that  more 
guns  reduce  crime  is  highly  controversiaL  What  the  contro¬ 
versy  has  obscured  from  view  is  the  corrosive  effect  of  the  Lott 
and  Mustard  work  on  the  tenet  that  more  guns  equal  more 
murder.  As  previously  stated^  adoption  of  state  laws  permit¬ 
ting  millions  of  qualified  citizens  to  carry  guns  has  not  resulted 
in  more  murder  or  violent  crime  in  these  states.  Rather,  adop¬ 
tion  of  these  statutes  has  been  followed  by  very  significant  re¬ 
ductions  in  murder  and  violence  in  these  states. 

To  determine  whether  this  expansion  of  gun  availability 
caused  reductions  in  violent  crime  requires  taking  account  of 
various  other  factors  that  might  also  have  contributed  to  the 
decline.  For  instance,  two  of  Lott's  major  critics,  Donohue  and 
Levitt  attribute  much  of  the  drop  in  violent  crime  that  started 
in  1990s  to  the  legalization  of  abortion  in  the  1970s,  which  they 
argue  resulted  in  the  non-birth  of  vast  numbers  of  children 
who  would  have  been  disproportionately  involved  in  violent 
crime  had  they  existed  in  the  1990s.^^ 

The  Lott-Mustard  studies  did  not  address  the  Donohue- 
Levitt  thesis.  Lott  and  Mustard  did  account,  however,  for  two 
peculiarly  American  phenomena  which  many  people  believed 
may  have  been  responsible  for  the  1990s  crime  reduction:  the 
dramatic  increase  of  the  United  States  prison  population  and 
the  number  of  executions.  The  prison  population  in  the  United 
States  tripled  during  this  time  period,  jumping  from  approxi¬ 
mately  100  prisoners  per  100,000  in  the  late  1970s  to  more  than 
300  per  100,000  people  in  the  general  population  in  the  early 
1990s.^^  In  addition,  executions  in  the  United  States  soared 


Brent  D.  Mast,  Privately  Produced  General  Deterrence,  44  J.L.  &:  ECON.  725  (2001); 
David  E.  Olson  &  Michael  D.  Maltz,  Right-to-Carry  Concealed  Weapon  Lazos  and  Homi¬ 
cide  in  Large  U.S.  CownhVs:  Tlw  Effect  on  Weapon  Types,  Victim  Characteristics,  and  Vic¬ 
tim-Offender  Relationships,  44  J.L.  &  ECON.  747  (2001);  Florenz  Plassmann  &:  T. 
Nicolaus  Tideman,  Does  the  Right  to  Carry  Concealed  Handguns  Deter  Countable 
Crimes?  Ordy  a  Count  Analysis  Can  Say,  44  J.L.  &  Ecoisj.  771  (2001);  Carlisle  E.  Mcxidy, 
Testing  pr  the  Effects  of  Concealed  Weapons  Laws:  Specification  Errors  and  Robustness,  44 
J.L.  &  ECOM.  799  (2Q01);  see  also  Florenz  Plassman  &  John  Whitley,  Confirming  'More 
Guns,  Less  Crime/  55  Stan.  L.  Rev.  1313,  1316  (2fX13).  In  20()3,  Lott  reiterated  and 
extended  his  findings,  which  were  subsequently  endorsed  by  three  Nobel  laureates. 
See  John  R,  Lott,  Jr.,  The  Bias  Against  Guns  (2003). 

31.  John  J.  Donohue  111  &  Steven  D.  Levi  tt,  The  Impact  of  Legalized  Abortion  on 
Crime,  116  Q.  J.  ECON.  379  (2001 ). 

32.  Sire  Bureau  of  Justice  Statistics,  Key  Facts  at  a  Glance:  Incarceration  Rate,  1980- 
2004  (Oct.  23,  2005),  http://www.ojp.usdoj.gov/bjs/glance/tables/incrttab.htm,  citing 

Allen  Beck  &  Paige  Harrison,  Bureau  of  Justice  Staustics,  Correctional 
Populations  in  the  United  States  1997  (2000),  available  at 


660 


Harvard  Journal  of  Law  &  Public  Policy 


[Vol.  30 


from  approximately  5  per  year  in  the  early  1980s  to  more  than 
27  per  year  in  the  early  1990s.^^  Neither  of  these  trends  is  re¬ 
flected  in  Commonwealth  countries. 

Although  the  reason  is  thus  obscured^  the  undeniable  result 
is  that  violent  crime,  and  homicide  in  particular,  has  plum¬ 
meted  in  the  United  States  over  the  past  15  years.^  The  fall  in 
the  American  crime  rate  is  even  more  impressive  when  com¬ 
pared  with  the  rest  of  the  world.  In  18  of  the  25  countries  sur¬ 
veyed  by  the  British  Home  Office,  violent  crime  increased 
during  the  1990s.^  This  contrast  should  induce  thoughtful 
people  to  wonder  what  happened  in  those  nations,  and  to 
question  policies  based  on  the  notion  that  introducing  increas¬ 
ingly  more  restrictive  firearm  ownership  laws  reduces  violent 
crime.  Perhaps  the  United  States  is  doing  something  right  in 
promoting  firearms  for  law-abiding  responsible  adults.  Or  per¬ 
haps  the  United  States'  success  in  lowering  its  violent  crime 
rate  relates  to  increasing  its  prison  population  or  its  death  sen¬ 
tences,^  Further  research  is  required  to  identify  more  precisely 
which  elements  of  the  United  States'  approach  are  the  most 
important,  or  whether  all  three  elements  acting  in  concert  were 
necessary  to  reduce  violent  crimes. 

I.  VIOLENCE:  THE  DECISIVENESS  OF  SOCIAL  FACTORS 

One  reason  the  extent  of  gun  ownership  in  a  society  does  not 
spur  the  murder  rate  is  that  murderers  are  not  spread  evenly 
throughout  the  population.  Analysis  of  perpetrator  studies 
shows  that  violent  criminals— especially  murderers— 


http://www.ojp.usdoj.gov/bjs/pub/pdt/cpus97.pdf,  and  Allen  Beck  &  Patge 
Harrison,  Bureau  of  Justice  Statistics,  Prisoners  in  2004  (2005),  available  at 
http  ://w  w  w  .ojp  .usd  oj  .go  v/b  js/pub/pdf/p04,  pdf. ) . 

33.  Thomas  Bonczar  &  Tracy  L.  Snell,  Bureau  of  Justice  Statistics 
Bulletin,  Cai^ital  Punishment  2003,  (2004),  available  at  http://www,ojpAisdoj.gov/ 
bjs/pub/pd  f/cp03  .pd  f . 

34.  See  gctterally  FBI,  VIOLENT  CRIME,  http:// www,  fbi.gov/ucr/05cius/offerLses/ 
vioIent_crime/index.htmI;  FBI,  CRIME  IN  THE  UNITED  STATES  BY  VOLUME  AND  RATE  PER 
100,000  INHABITANTS,  1986-2005,  http://vvww.fbi.gOv/ua:/05dus/data/table_01.html. 

35.  Gordon  Barclay  et  al.  International  Comparisons  of  Criminal  Justice  Statistics 
1999,  Home  Office  Stat.  Bull.  (Research  Development  and  Statistics,  U.K.  Home 
Office,  London,  U.K.),  2001,  available  at  http://www.homeoffice.gov.uk/rds/pdfs/ 
hosbbOLpdf. 

36.  Several  recent  studies  by  economists  calculate  that  each  execution  deters  the 
commission  of  19  murders.  See  Cass  R.  Sunstein  &  Adrian  Vermuele,  Is  Capital  Pun¬ 
ishment  Morally  Required?  Acts,  Omissions,  and  Life~LiJe  Tradeoffs,  58  St  AN.  L.  Rev.  703 
(2005). 
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uniformly  have  a  long  history  of  involvement  in  criminal  behav¬ 
ior/' So  it  would  not  appreciably  raise  violence  if  all  law- 
abiding,  responsible  people  had  firearms  because  they  are  not 
the  ones  who  rape,  rob,  or  murder/®  By  the  same  token,  violent 
crime  would  not  fall  if  guns  were  totally  banned  to  civilians.  As 
the  respective  examples  of  Luxembourg  and  Russia  suggest/^ 
individuals  who  commit  violent  crimes  will  either  find  guns 
despite  severe  controls  or  will  find  other  weapons  to  use.  ^ 

Startling  as  the  foregoing  may  seem,  it  represents  the  cross- 
national  norm,  not  some  bizarre  departure  from  it.  If  the  man¬ 
tra  ''more  guns  equal  more  death  and  fewer  guns  equal  less 
death"  were  true,  broad  based  cross-national  comparisons 
should  show  that  nations  with  higher  gun  ownership  per  cap¬ 
ita  consistently  have  more  death.  Nations  with  higher  gun 
ownership  rates,  however,  do  not  have  higher  murder  or  sui¬ 
cide  rates  than  those  with  lower  gun  ownership*  Indeed  many 
high  gun  ownership  nations  have  much  lower  murder  rates. 
Consider,  for  example,  the  wide  divergence  in  murder  rates 
among  Continental  European  nations  with  widely  divergent 
gun  ownership  rates* 

The  non-correlation  between  gun  ownership  and  murder 
is  reinforced  by  examination  of  statistics  from  larger  num¬ 
bers  of  nations  across  the  developed  world.  Comparison  of 
"homicide  and  suicide  mortality  data  for  thirty-six  nations 
(including  the  United  States)  for  the  period  1990-1995"  to 
gun  ownership  levels  showed  "no  significant  (at  the  5% 
level)  association  between  gun  ownership  levels  and  the  to¬ 
tal  homicide  rate."^^  Consistent  with  this  is  a  later  European 
study  of  data  from  21  nations  in  which  "no  significant  corre¬ 
lations  [of  gun  ownership  levels]  with  total  suicide  or  homi¬ 
cide  rates  were  found."*^^ 


37.  See  Delbert  5,  Elliott,  Life’Ti^sreaiemng  Violctice  is  Primarily  a  Crime  Problem:  A 
Focus  on  Prevention,  69  COLO.  L.  REV.  1081, 1089  (1998)  (emphasis  added), 

38.  See  infra  Part  III. 

39*  See  supra  notes  3-9  and  Table  1 . 

40.  See  supra  Table  1  and  infra  Tables  2-3. 

41 .  Kleck,  supra  note  8,  at  254.  The  study  also  found  no  correlation  lo  suicide 
rates*  Id. 

42.  Martin  Killias  et  at.  Guns,  Violent  Crime,  and  Suicide  hi  21  Countries,  43  Can.  J. 

Criminolcx^Y  &  Crim.  Just.  429,  430  (2001).  It  bears  emphasis  that  the  authors,  who 
are  deeply  anti-gun,  emphasize  the  "very  strong  correlations  between  the  presence 
of  guns  in  the  home  and  suicide  committed  with  a  as  if  there  were  some  import 
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IL  ASKING  THE  WRONG  QUESTION 

However  unintentionally,  the  irrelevance  of  focusing  on 
weaponry  is  highlighted  by  the  most  common  theme  in  the 
more  guns  equal  more  death  argument.  Epitomizing  this 
theme  is  a  World  Health  Organization  (WHO)  report  assert¬ 
ing,  "'The  easy  availability  of  firearms  has  been  associated 
with  higher  firearm  mortality  rates. The  authors,  in  noting 
that  the  presence  of  a  gun  in  a  home  corresponds  to  a  higher 
risk  of  suicide,  apparently  assume  that  if  denied  firearms, 
potential  suicides  will  decide  to  live  rather  than  turning  to 
the  numerous  alternative  suicide  mechanisms.  The  evidence, 
however,  indicates  that  denying  one  particular  means  to 
people  who  are  motivated  to  commit  suicide  by  social,  eco¬ 
nomic,  cultural,  or  other  circumstances  simply  pushes  them 
to  some  other  means. Thus,  it  is  not  just  the  murder  rate  in 
gun-less  Russia  that  is  four  times  higher  than  the  American 
rate;  the  Russian  suicide  rate  is  also  about  four  times  higher 
than  the  American  rate.^^ 


to  the  death  being  by  gun  rather  than  by  hanging,  poison,  or  some  other  means.  Id.; 
see  also  infra  Part  III 

43.  WORLD  Health  Organization,  Small  Arms  and  Global  Hbalth  11  (2001) 
(emphasis  added).  This  irrelevancy  is  endlessly  repeated.  See,  e.g.^  Wendy  Cukier, 
Small  Arms  and  Light  Weapons:  A  Pnblic  Health  Approach,  9  BROWN  J.  World  Aft.  261, 
266,  267  (2002)  (''Research  has  shown  that  rates  of  small  arms  death  and  injury  are 
linked  to  small  arms  accessibility  ....  In  industrialized  countries,  studies  have 

shown  that  accessibility  is  related  to  firearm  death  rates _ Other  approaches  have 

examined  the  rates  of  death  from  firearms  across  regions,  cities,  high  income  coun¬ 
tries,  and  respondents  to  victimization  surv'^eys."  (emphasis  added)  (internal  cita¬ 
tions  omitted);  see  also  Neil  Arya,  Confronting  the  Small  Arms  Pandemic  324  British 
Med.  J.  990  (2002);  E.C.  Krug  et  al,  Firearm-Related  Deaths  in  the  United  States  and  35 
Other  High  and  Upper-Middle fncome  Countries,  27  INTL}.  EPIDEMIOLOGY  214  (1988). 

44.  See  JACOBS,  supra  note  11,  at  120  U[I]f  the  Brady  Law  did  have  the  effect  of 
modestly  reducing  firearms  suicides  . . .  this  effect  was  completely  offset  by  an  in¬ 
crease  of  the  same  magnitude  in  nonfirearm  suicide"  resulting  in  the  same  number 
of  deaths);  see  also  Kleck,  supra  note  8,  at  265-92  (summarizing  and  reviewing  stud¬ 
ies  regarding  guns  and  suicide).  Indeed,  though  without  noting  the  significance,  the 
WHO  report  states  that  out  of  sample  of  52  countries,  ''firearms  accounted  for  only 
one- fifth  of  all  suicides,  just  ahead  of  poisoning ....  [Self-]  strangulation,  [i.e.  hang¬ 
ing]  was  the  most  frequently  used  method  of  suicide."  WORLD  Health 
Organization,  supra  note  43,  at  3. 

45.  In  1999,  the  latest  year  for  which  we  have  Russian  data,  the  American  suicide 
rate  was  107  per  100,000  people,  while  the  Russian  suicide  rate  was  almost  41  per 
100,000  people,  William  Alex  Pridemore  &  Andrew^  L.  Spivak,  Patterns  of  Suicide 
Mortalit]/  in  Russia,  33  SUICIDE  &  Life-Threatening  Behavior  132,  133  (2003); 
Donna  L.  Hoyert  et  al..  Deaths:  Final  Data  for  1999,  NaTl  Vital  St  at.  Rer.,  Sept.  21, 
2001,  at  6. 
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There  is  no  social  benefit  in  decreasing  the  availability  of 
guns  if  the  result  is  only  to  increase  the  use  of  other  means  of 
suicide  and  murder,  resulting  in  more  or  less  the  same 
amount  of  death.  Elementary  as  this  point  is,  proponents  of 
the  more  guns  equal  more  death  mantra  seem  oblivious  to  it. 
One  study  asserts  that  Americans  are  more  likely  to  be  shot 
to  death  than  people  in  the  world's  other  35  wealthier  na¬ 
tions/^  While  this  is  literally  true,  it  is  irrelevant— except, 
perhaps  to  people  terrified  not  of  death  per  se  but  just  death 
by  gunshot.  A  fact  that  should  be  of  greater  concern  — but 
which  the  study  fails  to  mention— is  that  per  capita  murder 
overall  is  only  half  as  frequent  in  the  United  States  as  in  sev¬ 
eral  other  nations  where  gun  murder  is  rarer,  but  murder  by 
strangling,  stabbing,  or  beating  is  much  more  frequent.'^^ 

Of  course,  it  may  be  speculated  that  murder  rates  around 
the  world  would  be  higher  if  guns  were  more  available.  But 
there  is  simply  no  evidence  to  support  this.  Like  any  specu¬ 
lation,  it  is  not  subject  to  conclusive  disproof;  but  the  Euro¬ 
pean  data  in  Table  1  and  the  studies  across  36  and  21  nations 
already  discussed  show  no  correlation  of  high  gun  owner¬ 
ship  nations  and  greater  murder  per  capita  or  lower  gun 
ownership  nations  and  less  murder  per  capitad*^ 

To  reiterate,  the  determinants  of  murder  and  suicide  are 
basic  social,  economic,  and  cultural  factors,  not  the  preva¬ 
lence  of  some  form  of  deadly  mechanism.  In  this  connection, 
recall  that  the  American  jurisdictions  which  have  the  highest 
violent  crime  rates  are  precisely  those  with  the  most  strin¬ 
gent  gun  controls.^^  This  correlation  does  not  necessarily 


46.  See  Krug  et  at,  supra  note  42,  at  21S-19. 

47.  frf.  at  216.  Two  of  those  nations,  Brazil  and  Estonia,  bad  more  than  twice  the 
overall  murder  rates  of  the  United  States.  David  C.  Stolinsky  America:  The  Most 
Violent  Nation?,  5  MHD.  S^nTIMEL  199,  200  (2000),  Readers  may  question  the  value  of 
comparing  the  United  States  to  those  particular  nations;  however,  this  comparison 
was  first  suggested  by  Krug,  ECrug  et  al.,  supra  note  43,  at  215  (using  thirty-six  coun¬ 
tries,  having  among  the  highest  GNP  per  capita  as  listed  in  the  World  Bank's  1994 
World  Development  Report).  All  we  have  done  Ls  provide  full  murder  rate  infomra- 
tion  for  these  comparisons. 

48.  KlHCK,  supra  note  8,  at  254;  Killias  et  al.,  supra  note  41,  at  430. 

49.  See  infra  notes  128-30  and  accompanying  text.  For  at  least  thirty  years,  gun  ad¬ 
vocates  have  echoed  in  more  or  less  identical  terms  the  observation  that  twenty 
percent  of  American  homicide  is  concentrated  in  four  cities  with  the  nation's  most 
restrictive  gun  laivs.  Firearms  Legislation:  Hearing  Before  the  Subcomm.  uh  Crime  of 
the  K  Comm,  on  the  Judkiar}/,  94th  Cong.  2394  (1975)  (statement  of  Neal  Knox).  In 
October  2000,  the  head  of  a  gun  advocacy  group  ridiculed  a  Handgun  Control 
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prove  gun  advocates'  assertion  that  gun  controls  actually 
encourage  crime  by  depriving  victims  of  the  means  of  self- 
defense*  The  explanation  of  this  correlation  may  be  political 
rather  than  criminological:  jurisdictions  afflicted  with  violent 
crime  tend  to  severely  restrict  gun  ownership.  This,  how¬ 
ever,  does  not  suppress  the  crime,  for  banning  guns  cannot 
alleviate  the  socio-cultural  and  economic  factors  that  are  the 
real  determinants  of  violence  and  crime  rates* 

Table  2:  Murder  Rates  of  European  Nations  that  Ban 
Handguns  as  Compared  to  Their  Neighbors  that  Allow  Handguns 
(rates  are  per  100,000  persons) 


Nation 

Handgun  Policy 

Murder  Rate 

Year 

A*  Belarus 

banned 

10.40 

late  1990s 

[Neighboring  countries  with  gun  law  and  murder  rate  data  available] 

Poland 

allowed 

1.98 

2003 

Russia 

banned 

20.54 

2002 

B,  Luxembourg 

banned 

9.01 

2002 

[Neighboring  countries  with  gun  law  and  murder  rate  data  available] 

Belgium 

allowed 

1.70 

late  1990s 

France 

allowed 

1.65 

2003 

Germany 

allowed 

0,93 

2003 

C*  Russia 

banned 

20.54 

2002 

[Neighboring  countries  with  gun  law  and  murder  rate  data  available] 

Finland 

allowed 

1.98 

2004 

Norway 

allowed 

0.81 

2001 

Notes:  This  table  covers  all  the  European  nations  for  which  the  infor¬ 
mation  given  is  available.  As  in  Table  1,  the  homicide  rate  data  comes 
from  an  annually  published  report,  Canadian  CrNTRH  FOR  JUSTICE 
Statistics,  Homicide  in  Canada,  JURIST  AT. 

Once  again,  we  are  not  arguing  that  the  data  in  Table  2 
shows  that  gun  control  causes  nations  to  have  much  higher 


""scorecard"  for  its  misleading  attempts  to  inversely  correlate  violent  crime  rates  to 
the  extent  of  the  various  states'  gun  controls.  He  points  out  that,  in  fact,  the  states 
with  the  most  restrictive  gun  laws  consistently  have  higher  murder  rates  than  states 
with  less  restrictive  laws,  while  tht>se  with  the  least  controls  had  tire  lowest  homi¬ 
cide  rates.  Larry  Pratt,  HCI  Scorecard  (2000),  http://gunowners.oi^o  p0042.htm;  see 
also  m/rfl  note  131. 

50.  It  is  noteworthy  that  the  correlation  behveen  more  gun  control  and  more  crime 
seems  to  hold  true  in  other  nations,  though  much  less  strikingly  than  in  the  United 
States*  See  Miron,  supra  note  30,  at  628, 
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murder  rates  than  neighboring  nations  that  permit  handgun 
ownership*  Rather^  we  assert  a  political  causation  for  the  ob¬ 
served  correlation  that  nations  with  stringent  gun  controls  tend 
to  have  much  higher  murder  rates  than  nations  that  allow 
guns.  The  political  causation  is  that  nations  which  have  vio¬ 
lence  problems  tend  to  adopt  severe  gun  controls,  but  these  do 
not  reduce  violence,  which  is  determined  by  basic  socio¬ 
cultural  and  economic  factors. 

The  point  is  exemplified  by  the  conclusions  of  the  premier 
study  of  English  gun  control.  Done  by  a  senior  English  police 
official  as  his  thesis  at  the  Cambridge  University  Institute  of 
Criminology  and  later  published  as  a  book,  it  found  {as  of  the 
early  1970s),  ''Half  a  century  of  strict  controls  * .  *  has  ended, 
perversely,  with  a  far  greater  use  of  [handguns]  in  crime  than 
ever  before."  The  study  also  states  that: 

No  matter  how  one  approaches  the  figures,  one  is  forced  to 
the  rather  startling  conclusion  that  the  use  of  firearms  in 
crime  was  very  much  less  [in  England  before  1920]  when 
there  were  no  controls  of  any  sort  and  when  anyone,  con¬ 
victed  criminal  or  lunatic,  could  buy  any  type  of  firearm 
without  restriction.^^ 

Of  course  the  point  of  this  analysis  is  not  that  the  law  should 
allow  lunatics  and  criminals  to  own  guns.  The  point  is  that  vio¬ 
lence  will  be  rare  when  the  basic  socio-cultural  and  economic 
determinants  so  dictate;  and  conversely,  crime  will  rise  in  re¬ 
sponse  to  changes  in  those  determinants— without  much  re¬ 
gard  to  the  mere  availability  of  some  particular  weaponry  or 
the  severity  of  laws  against  it 

IIL  Do  Ordinary  People  Murder? 

The  "more  guns  equal  more  death"  mantra  seems  plausible 
only  when  viewed  through  the  rubric  that  murders  mostly  in¬ 
volve  ordinary  people  who  kill  because  they  have  access  to  a 
firearm  when  they  get  angry.  If  this  were  true,  murder  might 
well  increase  where  people  have  ready  access  to  firearms,  but 
the  available  data  provides  no  such  correlation*  Nations  and 


51.  Colin  Greenwood,  Firearms  Control:  A  Study  of  Armed  Crime  and 
Firearms  Control  in  England  and  Wat.es  243  (1972). 

52*  Id. 
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areas  with  more  guns  per  capita  do  not  have  higher  murder 
rates  than  those  with  fewer  guns  per  capita.^^ 

Nevertheless,  critics  of  gun  ownership  often  argue  that  a 
''gun  in  the  closet  to  protect  against  burglars  will  most  likely  be 
used  to  shoot  a  spouse  in  a  moment  of  rage .  *  .  .  The  problem  is 
you  and  me— laio-abiding  folks that  banning  handgun  posses¬ 
sion  only  for  those  with  criminal  records  will  "fail  to  protect  us 
from  the  most  likely  source  of  handgun  murder:  ordinary  citi- 
zens;"^^  that  "most  gun-related  homicides  .  *  .  are  the  result  of 
impulsive  actions  taken  by  individuals  who  have  little  or  no 
criminal  background  or  who  are  known  to  the  victims;"^  that 
"the  majority  of  firearm  homicide[s  occur]  *  .  *  not  as  the  result 
of  criminal  activity,  but  because  of  arguments  between  people 
who  know  each  other;"^^  that  each  year  there  are  thousands  of 
gun  murders  "by  law-abiding  citizens  who  might  have  stayed 
law-abiding  if  they  had  not  possessed  firearms/'^® 

These  comments  appear  to  rest  on  no  evidence  and  actually  con¬ 
tradict  facts  that  have  so  uniformly  been  established  by  homicide 
studies  dating  back  to  the  1890s  that  they  have  become  "crimino¬ 
logical  axioms."^^  Insofar  as  studies  focus  on  perpetrators,  they 
show  that  neither  a  majority,  nor  many,  nor  virtually  any  murder¬ 
ers  are  ordinary  "law-abiding  citizens."^^  Rather,  almost  aU  mur¬ 
derers  are  extremely  aberrant  individuals  with  Ufe  histories  of 
violence,  psychopathology,  substance  abuse,  and  other  dangerous 
behaviors.  "The  vast  majority  of  persons  involved  in  life- 
threatening  violence  have  a  long  criminal  record  with  many  prior 
contacts  with  the  justice  system."^^  "Thus  homicide— [whether]  of  a 


53.  supra  Tables  1-2  and  notes  10-15;  see  infra  Table  3  and  notes  125-127. 

54.  David  Kairys,  A  Carnage  in  the  Natne  of  Freedom,  PHILADELPHIA  INQUIRER,  Sept. 
12,  1988,  at  A15  (emphasis  added),  cjiioted  in  Frank  J.  Vandall,  A  Preliminary  Consid¬ 
eration  of  Issues  Raised  in  the  Firearms  Sellers  Immunity  Bill,  38  Akrom  L.  Rev.  113,  118 
a28  (2005). 

55.  Nicholas  Dixon,  Why  We  Should  Ban  Handguns  in  the  United  States,  12  ST.  LOUIS 
U.  Pub.  L.  Rev.  243,  265-66  (1993)  (emphasis  added),  i^uoted  in  Vandall,  supra  note  54, 
atll9,n.32. 

56.  ROBERT).  SPITZER,  THE  POLITICS  OF  GuN  CONTROL  147  (3rd  ed.  1995)  (empha¬ 
sis  added). 

57.  Violence  Policy  Center,  Who  Dies?  A  Look  at  Firearms  Death  and  Injury  in 
America,  http://www.v pc, org/studies/ whointro.htm  (last  visited  Nov.  17, 2006). 

58.  Natl  Coalition  to  Ban  Handguns,  supra  note  21  (emphasis  added). 

59.  David  M.  Kennedy  &:  Anthony  J.  Braga,  Homicide  in  Minneapolis:  Research 
far  Problem  Soluing,  2  HOMICIDE  STUD.  263,  267  (1998). 

60.  See  Elliott,  supra  note  37,  at  1093. 

61.  Id. 
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stranger  or  [of]  someone  known  to  the  offender— 'is  usually  part  of 
a  pattern  of  violence^  engaged  in  by  people  who  are  known  * .  *  as 
violence  prone/"^^  Though  only  15%  of  Americans  over  the  age  of 
15  have  arrest  records,^^  approximately  90  percent  of  ''adult  mur¬ 
derers  have  adult  records^  with  an  average  adult  criminal  career 
[involving  crimes  committed  as  an  adult  rather  than  a  child]  of  six 
or  more  years,  including  four  major  adult  felony  arrests/'^  These 
national  statistics  dovetail  with  data  from  local  nineteenth  and 
twentieth  century  studies.  For  example:  victims  as  well  as  offenders 
[in  1950s  and  1960s  Philadelphia  murders] . . .  tended  to  be  people 
with  prior  police  records,  usually  for  violent  crimes  such  as  as- 
sault."^^  'The  great  majority  of  both  perpetrators  and  victims  of 
[1970s  Harlem]  assaults  and  murders  had  previous  [adult]  arrests, 
probably  over  or  more/'^^  Boston  police  and  probation  officers 
in  the  1990s  agreed  that  of  those  juvenile-perpetrated  murders 
where  all  the  facts  were  known,  virtually  all  were  committed  by 
gang  members,  though  the  killing  was  not  necessarily  gang- 
directed.  One  example  would  be  a  gang  member  who  stabs  his 
girlfriend  to  death  in  a  fit  of  anger Regardless  of  their  arrests  for 
other  crimes,  80%  of  1997  Atlanta  murder  arrestees  had  at  least  one 
earlier  drug  offense  with  70%^  having  3  or  more  prior  drug  of- 
fenses.^^  A  Neu^  York  Times  study  of  the  1,662  murders  committed  in 
that  city  in  the  years  2003-2005  foimd  that  "[m]ore  than  90  percent 
of  the  killers  had  criminal  records."^*^  Baltimore  poUce  figures  show 
that  "92  percent  of  murder  suspects  had  [prior]  criminal  records  in 
2006/'^^  Several  of  the  more  recent  homicide  studies  just  reviewed 


62.  Gerald  d.  Robin,  Violent  Crime  and  Gun  Control  48  (1991)  (quoting  Gary 
Kleck,  The  Assumptions  of  Gun  Control,  in  FIREARMS  AND  VIOLENCE  23,  43  (Don  B. 
Kates  ed.,  1984)). 

63.  Mark  Cooney,  Decline  of  Elite  Homicide^  35  CRIMINOIOGY  381,  386  (1997). 

64.  Gary  Kleck  &  Don  B.  Kates,  armed:  New  Perspectives  on  Gun  Control 
20  (2001). 

65.  Roger  Lane,  Murder  in  America:  A  History  259  (1997). 

66.  A.  SWEI^SKEY  &  E.  EnLOE,  HOMICIDE  IN  PtARLEM  17  (1975). 

67.  Anthony  A.  Braga  et  at,  Youth  Homicide  in  Boston:  An  Assessment  of  Suppkmen- 
tarxj  Homicide  Report  Data,  3  HOMIQDE  STUDIES  277, 283-84  (1999). 

68.  See  id. 

69.  Dean  G.  Rojek,  Vte  Homicide  and  Drug  Connection,  in  The  Varieties  of 
Homicide  and  Its  Research:  Proceedings  op  the  1999  Meeting  of  the  Homicide 
Research  Working  Group  128  (F.H.  Blackman  et  al.  eds.,  2000)  [hereinafter  THE 
VARIETTF.S  OF  HOMICIDE]. 

70.  Jo  Craven  McGinty,  Neiv  York  Killers,  and  Those  Killed,  by  the  Numbers,  N.Y. 
Times,  April  28,  2006,  at  Al. 

71. Cus  C,  Sentcmentes,  Patterns  Persist  in  City  Killings,  Baltimore  SUN,  Jan.  1, 
2007,  at  Al. 
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were  done  at  the  Kennedy  School  of  Government  at  Harvard  and 
found  almost  all  arrested  murderers  to  have  earlier  arrests7^ 

That  murderers  are  not  ordinary^  law-abiding  responsible 
adults  is  further  documented  in  other  sources.  Psychological 
studies  of  juvenile  murderers  variously  find  that  at  least  80%,  if 
not  all,  are  psychotic  or  have  psychotic  symptoms7^0f  Massa¬ 
chusetts  domestic  murderers  in  the  years  1991-1995^  73,7%  had 
a  ''prior  ladult]  criminal  history/'  16,5%  had  an  active  restrain¬ 
ing  order  registered  against  them  at  the  time  of  the  homicide, 
and  46.3%  of  the  violent  perpetrators  had  had  a  restraining  or¬ 
der  taken  out  against  them  sometime  before  their  crime/*^ 

This  last  study  is  one  of  many  exposing  the  false  argument 
that  a  significant  number  of  murders  involve  ordinary  people 
killing  spouses  in  a  moment  of  rage.  Although  there  are  many 
domestic  homicides,  such  murders  do  not  occur  frequently  in 
ordinary  families,  nor  are  the  murderers  ordinary,  law-abiding 
adults.  "The  day-to-day  reality  is  that  most  family  murders  are 
prefaced  by  a  long  history  of  assaults,  One  study  of  such 
murders  found  that  "a  history  of  domestic  violence  was  pre¬ 
sent  in  95.8%"  of  cases.^^  These  findings  are  a  routine  feature  of 
domestic  homicide  studies:  "[domestic]  partner  homicide  is 
most  often  the  final  outcome  of  chronic  women  battering"/^ 
based  on  a  study  from  Kansas  City,  90%  of  all  the  family  homi- 


72.  Anthony  A.  Braga  et  at.  Understanding  and  Preventing  Violence:  Problem 
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cides  were  preceded  by  previous  disturbances  at  the  same  ad- 
dresS/  with  a  median  of  5  calls  per  address/'^® 

The  only  kind  of  evidence  cited  to  support  the  myth  that 
most  murderers  are  ordinary  people  is  that  many  murders 
arise  from  arguments  or  occur  in  homes  and  between  acquaint¬ 
ances/^  These  bare  facts  are  only  relevant  if  one  assumes  that 
criminals  do  not  have  acquaintances  or  homes  or  arguments. 
Of  the  many  studies  belying  this,  the  broadest  analyzed  a 
year's  national  data  on  gun  murders  occurring  in  homes  and 
between  acquaintances.  It  found  'The  most  common  victim- 
offender  relationship"  was  "where  both  parties  . . .  knew  one 
another  because  of  prior  illegal  transactions/'®^ 

Thus  the  term  "acquaintance  homicide"  does  not  refer  solely 
to  murders  between  ordinary  acquaintances.  Rather  it  encom¬ 
passes,  for  example:  drug  dealers  killed  by  competitors  or  cus¬ 
tomers,  gang  members  killed  by  members  of  the  same  or  rival 
gangs,  and  women  killed  by  stalkers  or  abusers  who  have  bru¬ 
talized  them  on  earlier  occasions,  all  individuals  for  whom  fed¬ 
eral  and  state  laws  already  prohibit  gun  possession/^ 

Obviously  there  are  certain  people  who  should  not  be  al¬ 
lowed  to  own  any  deadly  instrument  Reasonable  as  such  pro¬ 
hibitions  are,  it  is  unrealistic  to  think  those  people  will  comply 
with  such  restrictions  any  more  readily  than  they  do  with  laws 
against  violent  crime.®^  In  any  event,  studies  analyzing  ac- 


78.  ROBIN;  supra  note  62,  at  47-48;  see  also  Kathryn  E.  Moracco  et  al.,  Femidde  in 
North  Carolina,  1991-1993,  2  HOMICIDE  STUD.  422, 441  (1998). 

79.  See^  e.g.,  SPITZ ER,  supra  note  56;  Jeremiah  A.  Barondess,  Letter  to  the  Editor, 
Firearm  Violaice  and  Public  HeaUh^  272  J.  Am.  Med.  Ass'N  1406,  1409  (1994)  (respond¬ 
ing  to  criticism  of  his  article,  Karl  P.  Adler  et  al.,  Firearm  Violejice  and  Public  Health: 
Limiting  the  Availability  of  Guns,  271  J,  AM  Mhd.  ASS'N  1281  (1994));  Kairys,  supra 
note  54. 

80.  KLECK;  supra  note  8,  at  236  (analyzing  the  U,S.  Bureau  of  Justice  Statistics  data 
on  murder  defendants  being  prosecuted  in  33  U.S.  urban  counties). 

81 .  Current  federal  law  prohibits  gun  possession  by  minors,  drug  addicts,  and 
persons  who  have  been  involuntarily  committed  to  mental  institutions  or  convicted 
of  felonies  or  domestic  violence  misdemeanors.  18  U.S.C,  §  922(g)  (2000).  As  to  state 
gun  laws,  see,  for  example.  Cal.  Penal  Code  §§  12021,  12072,  12101,  12551  (Deer- 
ing  2006).  For  a  summary  of  the  general  patterns  of  federal  and  state  gun  laws,  see 
Jacobs,  supra  note  11,  at  19-35, 

82.  See  Wright  et  al.,  supra  note  11,  at  137-38  C[T]here  is  no  good  reason  to  sup¬ 
pose  that  people  intent  on  arming  themselves  for  criminal  purposes  would  not  be 
able  to  do  so  even  if  the  general  availability  of  firearms  to  the  larger  population  were 
sharply  restricted.  Here  it  may  be  appropriate  to  recall  the  First  Law  of  Economics,  a 
law  whose  operation  has  been  sharply  in  evidence  in  the  case  of  Prohibition,  mari¬ 
juana  and  other  drugs,  prostitution,  pornography,  and  a  host  of  other  banned  arti- 
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quaintance  homicide  suggest  there  is  no  reason  for  laws  pro¬ 
hibiting  gun  possession  by  ordinary^  law-abiding  responsible 
adults  because  such  people  virtually  never  murder.  If  one  ac¬ 
cepts  that  such  adults  are  far  more  likely  to  be  victims  of  vio¬ 
lent  crime  than  to  commit  it,  disarming  them  becomes  not  just 
unproductive  but  counter-productive.^ 

IV.  More  Guns,  Less  Crime? 

Anti-gun  activists  are  not  alone  in  their  belief  that  widespread 
firearm  ownership  substantially  affects  violent  crime  rates.  The 
same  understanding  also  characterizes  many  pro-gun  activists.  Of 
course,  pro-gun  activists'  belief  leads  them  to  the  opposite  conclu¬ 
sion:  that  widespread  firearm  ownership  reduces  violence  by  de¬ 
terring  criminals  from  confrontation  crimes  and  making  more 
attractive  such  nonconfrontation  crimes  as  theft  from  unoccupied 
commercial  or  residential  premises.  Superficially,  the  evidence  for 
this  belief  seems  persuasive.  Table  1,  for  instance,  shows  that  Den¬ 
mark  has  roughly  half  the  gun  ownership  rate  of  Norway,  but  a 
50%  higher  murder  rate,  while  Russia  has  only  one-ninth  Norway's 


des  and  substances —namely,  that  demand  creates  its  own  supply.  There  is  no  evi¬ 
dence  anywhere  to  show  that  reducing  the  availability  of  firearms  in  general  likewise 
reduces  their  availability  to  persons  with  criminal  intent,  or  that  persons  with  crimi¬ 
nal  intent  would  not  be  able  to  arm  themselves  under  any  set  of  general  restrictions 
on  firearms/')- 

83,  This  Article  will  not  discuss  the  defensive  use  of  firearms  beyond  making  the 
following  observations:  while  there  is  a  great  deal  of  controversy  about  the  subject, 
it  is  a  misleading  controversy  in  which  anti-gun  advocates'  deep  ethical  or  moral 
objections  to  civilian  self-defense  are  presented  in  the  guise  of  empirical  argument. 
The  empirical  evidence  unquestionably  establishes  that  gun  ownership  by  prospec¬ 
tive  victims  not  only  allows  them  to  resist  criminal  attack,  but  also  deters  violent 
criminals  from  attacking  them  in  the  first  place.  See  JOSEPH  F.  Sheley  &  JAMES  D. 
Wright,  In  the  Une  of  Ftre:  Youths,  Guns,  and  violence  in  Urban  America  63 
(1995),  and  JAMES  D.  WRIGHT  &  PETER  H.  Rossi,  Armed  and  Considered 
Dangerous:  A  Survey  of  Felons  and  Their  Firearms  154  (1986)  for  a  discussion 
of  Dept,  of  Justice-funded  surveys  of  incarcerated  adult  and  juvenile  felons.  See  also 
Lott,  The  Bias  Against  Guns,  supw  note  30,  at  8-11,  227-40;  David  B,  Kopel,  Law- 
i/ers.  Guns,  and  Burglars,  43  ARiz.  L.  REV.  345  (2001);  Lawrence  South  wick,  Jr.,  Self- 
Defense  mth  Guns:  The  Consequences,  28  J.  Crim.  Just.  351  (2000). 

The  legitimate  question  is  not  ivhether  victim  gun  possession  allows  for  self- 
defense  and  deters  criminal  violence,  but  how  extensive  and  important  these  bene¬ 
fits  are.  See  KleCK  &  KATES,  supra  note  64,  at  213-342;  LOTT,  supra  note  11;  Philip  J. 
Cook  &  Jens  Ludwig,  Dejensive  Gun  Uses:  Neu^  Evidence  fiom  a  National  Survey,  14  J. 
Quantitative  Criminology  ill  (1998);  Philip  J.  Cook  &  Jens  Ludwig,  Guns  in 
America:  National  Survey  on  Private  Ckvnership  and  Use  of  Firearms,  NaLl  Inst.  Just.: 
Research  in  Brief  (U.S.  Dep't  of  Justice,  Washington,  DU,,  1997);  Marvin  E.  Wolf¬ 
gang,  A  Tribute  to  a  View  I  Opposed,  86  J.  CRIM.  L.  CRIMINOLOGY  188  (1995). 
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gun  ownership  rate  but  a  murder  rate  2500%  higher.  Looking  at 
Tables  1-3,  it  is  easy  to  find  nations  in  which  very  high  gun  owner¬ 
ship  rates  correlate  with  very  low  murder  rates,  while  other  nations 
with  very  low  gun  ownership  rates  have  much  higher  murder 
rates.  Moreover,  there  is  not  insubstantial  evidence  that  in  the 
United  States  widespread  gun  availability  has  helped  reduce  mur¬ 
der  and  other  violent  crime  rates.  On  closer  analysis,  however,  this 
evidence  appears  uniquely  applicable  to  the  United  States. 

More  than  100  million  handguns  are  owned  in  the  United 
States^^  primarily  for  self-defense,^  and  3.5  million  people  have 
permits  to  carry  concealed  handguns  for  protection.^  Recent 
analysis  reveals  "'a  great  deal  of  self-defensive  use  of  firearms''  in 
the  United  States,  ''in  fact,  more  defensive  gun  uses  [by  victims] 
than  crimes  committed  with  firearms. It  is  little  wonder  that  the 

National  Institute  of  Justice  surveys  among  prison  inmates 
find  that  large  percentages  report  that  their  fear  that  a  victim 
might  be  armed  deterred  them  from  confrontation  crimes. 
''[T]he  felons  most  frightened  'about  confronting  an  armed 
victim'  were  those  from  states  with  the  greatest  relative 
number  of  privately  owned  firearms."  Conversely,  robbery 
is  highest  in  states  that  most  restrict  gun  ownership.®® 

Concomitantly,  a  series  of  studies  by  John  Lott  and  his  coauthor 
David  Mustard  conclude  that  the  issuance  of  millions  of  permits 
to  carry  concealed  handguns  is  associated  with  drastic  declines  in 
American  homicide  rates. 

Ironically,  to  detail  the  American  evidence  for  widespread  de¬ 
fensive  gun  ownership's  deterrent  value  is  also  to  raise  questions 
about  how  applicable  that  evidence  would  be  even  to  the  other 
nations  that  have  widespread  gun  ownership  but  low  violence. 
There  are  no  data  for  foreign  nations  comparable  to  the  American 
data  just  discussed.  Without  such  data,  we  cannot  know  whether 
millions  of  Norwegians  own  handguns  and  carry  them  for  protec- 


84.  Kates,  supra  note  29,  at  63, 

85.  Kleck,  supra  note  8,  at  74  (collecting  survey  responses). 

86.  Kates,  supra  note  29,  at  64. 

87.  Jacobs,  supra  note  11,  at  14  (collecting  studies). 

88.  Kates,  supra  note  29,  at  70  (collecting  studies). 

89.  Lott,  supra  note  11;  John  R,  Lott  &  David  B.  Mustard,  Crime^  Deterrence,  and 
Right-to-Carry,  26  J.  LEGAL  STUD.  1  (1997);  David  B,  Mustard,  Culture  Affects  Our 
Belieff  About  Firearms,  But  Data  are  Also  bnportant,  151  U.  Pennj.  L.  Rev.  1387  (2003). 
These  studies  are  highly  controversial.  See  Kates,  supra  note  29,  at  70-71,  for  discus¬ 
sion  of  critics  and  criticisms. 
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tion,  thereby  deterring  Norwegian  criminals  from  committing 
violent  crimes.  Nor  can  we  know  whether  guns  are  commonly 
kept  for  defense  in  German  homes  and  stores,  thus  preventing 
German  criminals  from  robbing  them. 

Moreover,  if  the  deterrent  effect  of  gun  ownership  accounts  for 
low  violence  rates  in  high  gun  ownership  nations  other  than  the 
United  States,  one  wonders  why  that  deterrent  effect  would  be 
amplified  there.  Even  with  the  drop  in  United  States  murder  rates 
that  Lott  and  Mustard  attribute  to  the  massive  increase  in  gun 
carry  licensing,  the  United  States  murder  rate  is  still  eight  times 
higher  than  Norway's— even  though  the  U.S.  has  an  almost  300% 
higher  rate  of  gun  ownership.  That  is  consistent  with  the  points 
made  above.  Murder  rates  are  determined  by  sociO“economic  and 
cultural  factors.  In  the  United  States,  those  factors  include  that  the 
number  of  civilian-owned  guns  nearly  equals  the  population  — 
triple  the  ownership  rate  in  even  the  highest  European  gun- 
ownership  nations— and  that  vast  numbers  of  guns  are  kept  for 
personal  defense.  That  is  not  a  factor  in  other  nations  with  com¬ 
paratively  high  firearm  ownership.  High  gun  ownership  may 
well  be  a  factor  in  the  recent  drastic  decline  in  American  homi¬ 
cide.  But  even  so,  American  homicide  is  driven  by  socio-economic 
and  cultural  factors  that  keep  it  far  higher  than  the  comparable 
rate  of  homicide  in  most  European  nations. 

In  sum,  though  many  nations  with  widespread  gun  ownership 
have  much  lower  murder  rates  than  nations  that  severely  restrict 
gun  ownership,  it  would  be  simplistic  to  assume  that  at  all  times 
and  in  all  places  widespread  gun  ownership  depresses  violence  by 
deterring  many  criminals  into  nonconfrontation  crime.  There  is 
evidence  that  it  does  so  in  the  United  States,  where  defensive  gun 
ownership  is  a  substantial  socio-cultural  phenomenon.  But  the 
more  plausible  explanation  for  many  nations  having  widespread 
gun  ownership  with  low  violence  is  that  these  nations  never  had 
high  murder  and  violence  rates  and  so  never  had  occasion  to  enact 
severe  anti-gun  laws.  On  the  other  hand,  in  nations  that  have  ex¬ 
perienced  high  and  rising  violent  crime  rates,  the  legislative  reac¬ 
tion  has  generally  been  to  enact  increasingly  severe  antigun  laws. 
This  is  futile,  for  reducing  gun  ownership  by  the  law-abiding  citi¬ 
zenry— the  only  ones  who  obey  gun  laws— does  not  reduce  vio¬ 
lence  or  murder.  The  result  is  that  high  crime  nations  that  ban  guns 
to  reduce  crime  end  up  having  both  high  crime  and  stringent  gun 
laws,  while  it  appears  that  low  crime  nations  that  do  not  signifi¬ 
cantly  restrict  guns  continue  to  have  low  violence  rates. 
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Thus  both  sides  of  the  gun  prohibition  debate  are  likely 
wrong  in  viewing  the  availability  of  guns  as  a  major  factor  in 
the  incidence  of  murder  in  any  particular  society.  Though 
many  people  may  still  cling  to  that  belief  the  historical 
graphic,  and  demographic  evidence  explored  in  this  Article 
provides  a  clear  admonishment  Whether  gun  availability  is 
viewed  as  a  cause  or  as  a  mere  coincidence,  the  long  term 
macrocosmic  evidence  is  that  gun  ownership  spread  widely 
throughout  societies  consistently  correlates  with  stable  or 
declining  murder  rates.  Whether  causative  or  not,  the  consis- 
tent  international  pattern  is  that  more  guns  equal  less  mur¬ 
der  and  other  violent  crime.  Even  if  one  is  inclined  to  think 
that  gun  availability  is  an  important  factor,  the  available  in¬ 
ternational  data  cannot  be  squared  with  the  mantra  that 
more  guns  equal  more  death  and  fewer  guns  equal  less 
death.  Rather,  if  firearms  availability  does  matter,  the  data 
consistently  show  that  the  way  it  matters  is  that  more  guns 
equal  less  violent  crime. 

V.  Geographic,  historical  and 
Demographic  Patterns 

If  more  guns  equal  more  death  and  fewer  guns  equal  less 
death,  it  should  follow,  all  things  being  equal,  (1)  that  geo¬ 
graphic  areas  with  higher  gun  ownership  should  have  more 
murder  than  those  with  less  gun  ownership;  (2)  that  demo¬ 
graphic  groups  with  higher  gun  ownership  should  be  more 
prone  to  murder  than  those  with  less  ownership;  and  (3)  that 
historical  eras  in  which  gun  ownership  is  widespread  should 
have  more  murder  than  those  in  which  guns  were  fewer  or 
less  widespread.  As  discussed  earlier,  these  effects  are  not 
present.  Historical  eras,  demographic  groups,  and  geo¬ 
graphic  areas  with  more  guns  do  not  have  more  murders 
than  those  with  fewer  guns.  Indeed,  those  with  more  guns 
often,  or  even  generally,  have  fewer  murders. 

Of  course,  all  other  things  may  not  be  equal.  Obviously, 
many  factors  other  than  guns  may  promote  or  reduce  the 
number  of  murders  in  any  given  place  or  time  or  among  par¬ 
ticular  groups.  And  it  may  be  impossible  even  to  identify 
these  factors,  much  less  to  take  account  of  them  all.  Thus  any 
conclusions  drawn  from  the  kinds  of  evidence  presented  ear¬ 
lier  in  this  paper  must  necessarily  be  tentative. 


674 


Harvard  Journal  of  Law  &  Public  Policy 


[Vol.  30 


Acknowledging  this  does  not,  however,  blunt  the  force  of 
two  crucial  points.  The  first  regards  the  burden  of  proof. 
Those  who  assert  the  mantra,  and  urge  that  public  policy  be 
based  on  it,  bear  the  burden  of  proving  that  more  guns  do 
equal  more  death  and  fewer  guns  equal  less  death.  But  they 
cannot  bear  that  burden  because  there  simply  is  no  large 
number  of  cases  in  which  the  widespread  prevalence  of 
guns  among  the  general  population  has  led  to  more  mur¬ 
der.  By  the  same  token,  but  even  more  importantly,  it  can¬ 
not  be  shown  consistently  that  a  reduction  in  the  number  of 
guns  available  to  the  general  population  has  led  to  fewer 
deaths.  Nor  is  the  burden  borne  by  speculating  that  the  rea¬ 
son  such  cases  do  not  appear  is  that  other  factors  always 
intervene. 

The  second  issue,  allied  to  the  burden  of  proof,  regards 
plausibility.  On  their  face,  the  following  facts  from  Tables  1 
and  2  suggest  that  gun  ownership  is  irrelevant,  or  has  little 
relevance,  to  murder:  France  and  neighboring  Germany 
have  exactly  the  same,  comparatively  high  rate  of  gun  own¬ 
ership,  yet  the  French  murder  rate  is  nearly  twice  the  Ger¬ 
man;  France  has  infinitely  more  gun  ownership  than 
Luxembourg,  which  nevertheless  has  a  murder  rate  five 
times  greater,  though  handguns  are  illegal  and  other  types 
of  guns  sparse;  Germany  has  almost  double  the  gun  owner¬ 
ship  rate  of  neighboring  Austria  yet  a  similarly  very  low 
murder  rate;  the  Norwegian  gun  ownership  rate  is  over 
twice  the  Austrian  rate,  yet  the  murder  rates  are  almost 
identical. 

And  then  there  is  Table  3,  which  shows  Slovenia,  with  66% 
more  gun  ownership  than  Slovakia,  nevertheless  has  roughly 
one-third  less  murder  per  capita;  Hungary  has  more  than  6 
times  the  gun  ownership  rate  of  neighboring  Romania  but  a 
lower  murder  rate;  the  Czech  Republic's  gun  ownership  rate 
is  more  than  3  times  that  of  neighboring  Poland,  but  its  mur¬ 
der  rate  is  lower;  Poland  and  neighboring  Slovenia  have  ex¬ 
actly  the  same  murder  rate,  though  Slovenia  has  over  triple 
the  gun  ownership  per  capita. 
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Table  3:  Eastern  Europe  Gun  Ownership  and  Murder  Rates 
{rates  given  are  per  100^000  people  and  in  descending  order) 


Nation 

Murder  Rate 

Rate  of  Gun  Ownership 

Russia 

20.54^  [2002] 

4,000 

Moldova 

8.13-*  [2000] 

1,000 

Slovakia 

2.65"  [2000] 

3,000 

Romania 

2.50"  [2000] 

300 

Macedonia 

2.31"  [2000] 

16,000 

Hungary 

2.22+  [2003] 

2,000 

Finland 

1.98f  [2004] 

39,000 

Poland 

1.79+  [2003] 

1,500 

Slovenia 

1.81“  [2000] 

5,000 

Cz.  Republic 

1.69"  [2000] 

5,000 

Greece 

1.12+  [2003] 

11,000 

Notes:  This  table  covers  all  the  Eastern  European  nations  for  whidi  we  have  data 
regarding  both  gun  ownership  and  murder  rates.  Gun  ownership  data  a>mes  from 

Graduate  institute  of  intern adonal  StudieS;  Smai,l  arms  Survey  (2003). 

Canadian  Centre  eor  Justice  SiATiSTtca  Homicide  in  Canada,  2002, 

JURISTAT  at  3. 

**  United  Nations  Office  on  Drugs  and  Crime,  The  Seventh  United  Nations  Survey 
on  Crime  Tretids  and  the  Operations  of  Criminal  Justice  Systems  (1993-2000),  Mar.  31, 
2004,  at  82,  260,  287,  370,  405,  398. 

*  Canadian  Centre  por  Justice  Statistics,  Homicide  in  Canada,  2003, 
JumSTATatl 

t  Canadian  Centre  for  Justice  Statistics,  Homicide  in  Canada,  2004, 
JURTSTATat3. 

On  their  face^  Tables  1,  2,  and  3  and  the  comparisons  gleaned 
from  them  suggest  that  gun  ownership  is  irrelevant,  or  has  little 
relevance,  to  murder.  Historical  and  demographic  comparisons 
offer  further  evidence.  Again,  all  the  data  may  be  misleading.  It  is 
conceivable  that  more  guns  do  equal  more  murder,  but  that  this 
causation  does  not  appear  because  some  unidentifiable  extrane¬ 
ous  factor  always  intervenes.  That  is  conceivable,  but  ultimately 
unlikely.  As  Hans  Toch,  a  senior  American  criminologist  who  35 
years  ago  endorsed  handgun  prohibition  and  confiscation,  but 
then  recanted  based  on  later  research,  argues  '3t  is  hard  to  explain 
that  where  firearms  are  most  dense,  violent  crime  rates  are  lowest 
and  where  guns  are  least  dense,  violent  crime  rates  are  highest."^^ 


90.  Toch  &  Lizotte,  supra  note  11,  at  232,  Professor  Toch  was  a  consultant  to  the 
1960s  Eisenhower  Commissioa  and  until  the  1990s  he  endorsed  its  conclusions  that 
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A.  Demographic  Patterns 

Contrary  to  what  should  be  the  case  if  more  guns  equal  more 
death,  there  are  no  '^consistent  indications  of  a  link  between 
gun  ownership  and  criminal  or  violent  behavior  by  owners/'  in 
fact,  gun  ownership  is  "higher  among  whites  than  among 
blacks,  higher  among  middle-aged  people  than  among  young 
people,  higher  among  married  than  among  unmarried  people, 
higher  among  richer  people  than  poor"  — all  "patterns  that  are 
the  reverse  of  the  way  in  which  criminal  behavior  is  distrib¬ 
uted."^^ 

These  conclusions  are  reinforced  by  focusing  on  patterns  of 
African-American  homicide.  Per  capita,  African-American 
murder  rates  are  much  higher  than  the  murder  rate  for 
whites  If  more  guns  equal  more  death,  and  fewer  guns  equal 
less,  one  might  assume  gun  ownership  is  higher  among  Afri¬ 
can-Americans  than  among  whites,  but  in  fact  African- 
American  gun  ownership  is  markedly  lower  than  white  gun 
ownership.^^ 


widespread  handgun  ownership  causes  violence  and  that  reducing  ownership 
would  reduce  violence*  Franklin  Zimring,  one  of  tlie  architects  of  those  conclusions, 
has  admitted  that  tliey  were  made  speculatively  and  essentially  without  an  empiri¬ 
cal  basis.  Franklin  E.  Zimring  &  Gordon  FiAWKiNS,  The  Citizen's  Guide  to  Gun 
Control  xi-xii  (1987)  ('Tn  the  1960s  after  the  assassinations  of  President  John  F. 
Kennedy,  Dr.  Martin  Luther  King,  Jr.,  and  Senator  Robert  F.  Kennedy,  it  [gun  con¬ 
trol]  became  a  major  subject  of  public  passion  and  controversy .  . .  [sparking  a  de¬ 
bate  that]  has  been  heated,  acrimonious  and  polarized ....  It  began  in  a  factual 
vacuum  [in  wliich] . . .  neither  side  felt  any  great  need  for  factual  support  to  buttress 
foregtme  conclusions.  Jf;  the  l960Sf  there  zoos  literallyf  no  scholarship  on  the  relationship 
betcoecn  guns  md  violence  and  the  incidence  or  consequences  of  intenyersonal  violence,  and 
no  iwrk  in  progress/'  (emphasis  added)). 

As  for  the  findings  of  the  subsequent  body  of  research,  Professt>r  Toch  has  writ¬ 
ten: 

[Wjhen  used  for  protection  firearms  can  seriously  inhibit  aggression  and 
can  provide  a  psychcjlogical  buffer  against  the  fear  of  crime.  Furthermore, 
the  fact  that  national  patterns  show  little  violent  crime  where  guns  are 
most  dense  implies  that  guns  do  not  elicit  aggression  in  any  meaningful 
way  ....  Quite  the  contrary,  these  findings  suggest  that  high  saturations 
of  guns  in  places,  or  something  correlated  with  that  condition,  inhibit 
illegal  aggression. 

Id.  at234&n.l0. 

9T  Kleck,  supra  note  8,  at  71, 

92*  Malcolm,  supra  note  10,  at  232-33;  Alfred  Blumstein,  Youth  Violence,  Guns, 
and  the  Illicit-Drug  Industry,  86  J.  Crim.  L.  &  CRIMINOLOGY  10,  21  (1995)* 

93*  See  LOTT,  supra  note  11,  at  39  ("[W]bite  gun  ownership  exceed  [ed]  that  for 
blacks  by  about  40  in  1996'');  see  also  KLECK,  supra  note  8,  at  71. 
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Particularly  corrosive  to  the  mantra  are  the  facts  as  to  rural 
African-Americans  gun  ownership*  Per  capita^  rural  African- 
Americans  are  much  more  likely  to  own  firearms  than  are  ur¬ 
ban  African-Americans,^'*  Yeh  despite  their  greater  access  to 
guns,  the  firearm  murder  rate  of  young  rural  black  males  is  a 
small  fraction  of  the  firearm  murder  rate  of  young  urban  black 
males.^^ 

These  facts  are  only  anomalous  in  relation  to  the  mantra  that 
more  guns  equal  more  death  and  fewer  guns  equal  less  death* 
In  contrast,  these  facts  accord  with  the  earlier  point  regarding 
the  aberrance  of  murderers.  Whatever  their  race,  ordinary  peo¬ 
ple  simply  do  not  murder*  Thus  preventing  law-abiding,  re¬ 
sponsible  African-Americans  from  owning  guns  does  nothing 
at  all  to  reduce  murderers,  because  they  are  not  the  ones  who 
are  doing  the  killing.  The  murderers  are  a  small  minority  of 
extreme  antisocial  abcrrants  who  manage  to  obtain  guns  whatever 
the  level  of  gun  ownership  in  the  African  American  community. 

Indeed,  murderers  generally  fall  into  a  group  some  crimi¬ 
nologists  have  called  'Violent  predators,"  sharply  differentiat¬ 
ing  them  not  only  from  the  overall  population  but  from  other 
criminals  as  welk^  Surveys  of  imprisoned  felons  indicate  that 
when  not  imprisoned  the  ordinary  felon  averages  perhaps  12 
crimes  per  year.^  In  contrast,  'Violent  predators"  spend  much 
or  most  of  their  time  committing  crimes,  averaging  at  least  5 
assaults,  63  robberies,  and  172  burglaries  annually.^^  A  Na¬ 
tional  Institute  of  Justice  survey  of  2,000  felons  in  10  state  pris¬ 
ons,  which  focused  on  gun  crime,  said  of  these  types  of 
respondents: 

lT]he  men  we  have  labeled  Predators  were  clearly  omnibus 
felons  . . .  [committing]  more  or  less  any  crime  they  had  the 
opportunity  to  commit  * .  * .  The  Predators  {handgun  and 
shotgun  combined)  * .  *  amounted  to  about  22%  of  the  sam¬ 
ple  and  yet  accounted  for  51 7o  of  the  total  crime  ladmitted 
by  the  2,000  felons]  * .  * .  Thus,  when  we  talk  about  "control- 


94,  See  Lott,  supra  note  11,  at  39;  see  abo  KLECK,  supra  note  8,  at  71. 

95h  The  murder  rate  ot  young  urban  African  Americans  is  roughly  600%  higher 
than  that  of  their  rural  counterparts.  See  Lois  A*  Fingerhut  et  al,  Firearfn  and  Nonfire- 
arin  Homicide  Among  Persons  15  Tfirough  19  Years  of  Age,  267  J.  AM.  MFD.  ASS'N  3048, 
3049tbI.L 

96.  Jan  M*  Chaiken  &  Marcia  R.  Chaiken,  Varifhes  of  Criminal  Behavior 
62-63  (1982). 

97*  W.  at  65. 

98,  Id.  at  123, 125,  219  tbl.A.19. 
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ling  crime"  in  the  United  States  today,  we  are  talking  largely 
about  controlling  the  behavior  of  these  men*^ 

The  point  is  not  just  that  demographic  patterns  of  homicide 
and  gun  ownership  in  the  African-American  community  do 
not  support  the  more  guns  equal  more  death  mantra*  More  im¬ 
portantly,  those  patterns  refute  the  logic  of  fewer  guns  equal 
less  death.  The  reason  fewer  guns  among  ordinary  African- 
Americans  does  not  lead  to  fewer  murders  is  because  that  pau¬ 
city  does  not  translate  to  fewer  guns  for  the  aberrant  minority 
who  do  murder.  The  correlation  of  very  high  murder  rates  with 
low  gun  ownership  in  African-American  communities  simply 
does  not  bear  out  the  notion  that  disarming  the  populace  as  a 
whole  will  disarm  and  prevent  murder  by  potential  murderers. 

B,  Macro-historical  Evidence:  From  the 
Middle  Ages  to  the  20th  Century 

The  Middle  Ages  were  a  time  of  notoriously  brutal  and  en¬ 
demic  warfare.  They  also  experienced  rates  of  ordinary  mur¬ 
der  almost  double  the  highest  recorded  U.S.  murder  rate*^^^ 
But  Middle  Age  homicide  ""cannot  be  explained  in  terms  of 
the  availability  of  firearms,  which  had  not  yet  been  in¬ 
vented.  The  invention  provides  some  test  of  the  mantra*  If 
it  is  true  that  more  guns  equal  more  murder  and  fewer  guns 
equal  less  death,  murder  should  have  risen  with  the  inven¬ 
tion,  increased  efficiency,  and  greater  availability  of  firearms 
across  the  population. 

Yet,  using  England  as  an  example,  murder  rates  seem  to 
have  fallen  sharply  as  guns  became  progressively  more  effi¬ 
cient  and  widely  owned  during  the  five  centuries  after  the  in¬ 
vention  of  firearms. During  much  of  this  period,  because  the 
entire  adult  male  population  of  England  was  deemed  to  con¬ 
stitute  a  militia,  every  military  age  male  was  required  to  pos¬ 
sess  arms  for  use  in  militia  training  and  service.^^^ 


99.  Wright  &  Rossi,  suj^ra  note  83,  at  76. 

100.  Lane,  supra  note  65,  at  14. 

101.  Id.  at  151.  Seegemrallp  id.  ch.  1. 

1 02.  Malcolm,  supra  note  10,  at  19-20. 

103.  See  generally  JOYCE  LEE  MALCOLM,  To  KEEP  AND  BEAR  ARMS:  THE  ORIGINS  OF 
AN  ANGLO-AMERICAN  RlCHT  1-15  (1994);  STEPHEN  P.  HaLBROOK,  THAT  EvERV  MaN 
Be  Armed:  The  Evolltion  of  a  Constitutional  Right  37-53  (1984);  Don  B.  Kates, 
Handgun  Prohibition  and  the  Original  Meaning  of  the  Second  Amendment,  82  Mtch.  L. 
REV.  204,  214-16  (1983)* 
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The  same  requirement  was  true  in  America  during  the  pe¬ 
riod  of  colonial  and  post-colonial  settlement*  Indeed^  the  basic 
English  militia  laws  were  superceded  by  the  colonies'  even 
more  specific  and  demanding  legal  requirements  of  universal 
gun  ownership*  Under  those  laws,  virtually  all  colonists  and 
every  household  were  required  to  own  guns.  Depending  on 
the  colony's  laws,  male  youths  were  deemed  of  military  age  at 
16,  17,  or  18,  and  every  military  age  man,  except  for  the  in¬ 
sane,  infirm,  and  criminals,  had  to  possess  arms*  They  were 
subject  to  being  called  for  inspection,  militia  drill,  or  service, 
all  of  which  legally  required  them  to  bring  and  present  their 
guns*  To  arm  those  too  poor  to  afford  guns,  the  laws  required 
that  guns  be  purchased  for  them  and  that  they  make  install¬ 
ment  payments  to  pay  back  the  cost*^^ 

It  bears  emphasis  that  these  gun  ownership  requirements 
were  not  limited  to  those  subject  to  militia  service*  Women, 
seamen,  clergy,  and  some  public  officials  were  automatically 
exempt  from  militia  call  up,  as  were  men  over  the  upper  mili- 


104.  Malcolm,  3upra  note  103,  at  138-41;  Kates,  $upra  note  102,  at  214-16.  Typical 
laws  (quoted  with  original  spelling  and  punctuation)  appear  from  the  following 
sources:  ARCHIVES  OF  MARYLAND  77  (William  fland  Browne  ed.,  Baltimore,  Mary¬ 
land  Histt>rical  Society  1883)  (""[TJhat  every  house  keeper  or  housekeepers  witliin 
this  Province  shall  have  ready  continually  upon  all  occasions  within  his  her  or  their 
house  for  him  or  themselves  and  for  every  person  within  his  her  or  their  house  able 
to  bear  armes  one  Serviceable  fixed  gunne  of  bastard  muskett  boare''  along  with  a 
pound  of  gunpowder,  four  pounds  of  pistol  or  musket  shot,  ""match  for  match  locks 
and  of  flints  for  firelocks"');  NARRATIVES  OF  EARLY  VIRGINIA  273  (Lyon  Gardiner 
Tyler  ed*,  pht>to.  reprint  1974)  (1907)  (requiring  that  everyone  attend  church  on 
Sunday,  further  providing  that  "all  suche  as  beare  armes  shall  bring  their  pieces 
swordes,  poulder  and  shotte"  with  them  to  church  on  penalty  of  a  fine);  Records  of 
THE  Governor  and  Company  of  the  Massachusetis  Bay  in  New  England  84 

(Nathaniel  B.  Shurtleff  ed.,  Btjston,  William  White  1853)  (ordering  towns  to  provide 
their  residents  with  arms  if  they  could  not  provide  their  own  "for  the  present,  & 
after  to  receiv^e  satisfaction  for  that  they  disburse  when  they  shall  be  able""); 
Records  of  the  Colony  of  Rhode  Island  and  Providence  Plantations,  in 
New  England  79-80,  94  (John  Russell  Bartlett  ed..  Providence,  A*  Crawford  Greene 
&  Brother,  1856}  (requiring,  respectively:  ""[Tjhat  every  man  do  come  armed  unto 
the  meeting  upon  every  sixth  day,"  and  also  that  militia  officers  go  """to  every  inhabi¬ 
tant  [in  Portsmouth  and]  see  whether  every  one  of  them  has  powder"  and  bullets; 
and  ""that  noe  man  shall  go  two  miles  from  the  Towne  unarmed,  eyther  with  Gunn 
or  Sword;  and  that  none  shall  come  to  any  public  Meeting  without  his  weapon.""); 
The  Code  of  1650,  Being  a  Compilation  of  the  Earliest  Laws  and  Orders  of 
THE  General  Court  of  Connecticut  72  (Hartford,  Silas  Andrus  1822)  (""That  all 
persons  that  are  above  the  age  of  sixteene  yeares,  except  magistrates  and  church 
officers,  shall  beare  arms  . .  .  and  every  male  person  within  this  jurisdiction,  above 
the  said  age,  shall  have  in  contmuall  readines,  a  good  muskitt  or  other  gunn,  fitt  for 
service,  and  allowed  by  the  dark  of  the  band.""). 
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tary  age^  which  varied  from  45  to  60^  depending  on  the  col¬ 
ony.  But  every  household  was  required  to  have  a  gun,  even  if 
all  its  occupants  were  otherwise  exempt  from  militia  service, 
to  deter  criminals  and  other  attackers.  Likewise,  all  respect¬ 
able  men  were  theoretically  required  to  carry  arms  when  out 
and  abroad.^^ 

These  laws  may  not  have  been  fully  enforced  (except  in 
times  of  danger)  in  areas  that  had  been  long-settled  and 
peaceful.  Nevertheless,  "by  the  eighteenth  century,  colonial 
Americans  were  the  most  heavily  armed  people  in  the 
world," Yet,  far  from  more  guns  equaling  more  death,  mur¬ 
ders  in  the  New  England  colonies  were  "rare,"  and  "few^" 
murderers  in  all  the  colonies  involved  guns  "despite  their 
wide  availability,"^^^ 

America  remained  very  well  armed  yet  homicide  remained 
quite  low  for  over  two  hundred  years,  from  the  earliest  set¬ 
tlements  through  the  entire  colonial  period  and  early  years  of 
the  United  States,  Homicide  in  more  settled  areas  only  began 
rising  markedly  in  the  two  decades  before  the  Civil  War.^^^  By 
that  time  the  universal  militia  was  inoperative  and  the  uni¬ 
versality  of  American  gun  ownership  had  disappeared  as 
many  people  in  long-settled  peaceful  areas  did  not  hunt  and 
had  no  other  need  for  a  firearm, 


105.  For  collections  of  many  of  the  relevant  laws,  see  Clayton  E.  Cramer,  Gun 

Control  in  Colonial  New  England,  (unpublished  manuscript,  available  at 
http  ://w w  w  .claytoncramer.com/GimControlCoIonialNewEngland ,  PDF )  (last  visited 
Nov.  19,  2006);  Clayton  E.  Cramer,  Gun  Control  in  Colonial  New  England,  Part  11 
(unpublished  manuscript,  available  at  http://www.claytoncramer.com/ 
GunControlColonialNewEngland2,PDF)  (last  visited  Nov.  19,  2006);  Clayton  E. 
Cramer,  Gun  Control  in  the  Middle  &:  Southern  Colonies,  (unpublished  manuscript, 
available  at  http://ivT.'t^v  .clay tcjncranrer.com/MiddleScJuthemColonialGunQmlrtTl  .PDF) 
(last  visited  Nov.  19,  2006);  Clayton  E.  Cramer,  Militia  Statutes, 

http://www.claytoncramer.com/primary,htinl#MilitiaLaws  (last  visited  Nov.  19, 
2006). 

106.  John  Morgan  Dederer,  War  in  America  to  1775,  at  116  (1990). 

107.  Lane,  supra  note  64,  at  48,  59-60. 

108.  Id.  at  344. 

109.  The  enthusiasm  modem  gun  advocates  express  for  the  ancient  militia  far  ex¬ 
ceeds  the  enthusiasm  felt  by  the  Englishmen  and  Americans  who  were  actually 
subject  to  the  obligations  involved.  Guns  were  expensive  items  even  for  those  own¬ 
ers  who  were  supplied  them  by  the  colonies  since  they  were  required  to  pay  the 
colonies  back  over  time.  And  the  duty  of  militia  drill  was  a  constant  source  of  irrita¬ 
tion  to  men  who  had  little  time  for  leisure  and  urgent  need  to  devote  their  time  to 
making  a  living  for  themselves  and  their  families.  By  the  turn  of  the  nineteenth  cen¬ 
tury,  at  the  earliest,  the  universal  militia  was  in  desuetude  and  replaced  in  the  1840s 
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The  Civil  War  acquainted  vast  numbers  of  men  with  mod¬ 
ern  rapid-fire  guns,  and,  in  its  aftermath,  provided  a  unique 
opportunity  to  acquire  them.  Before  the  Civil  War,  reliable 
multi-shot  rifles  or  shotguns  did  not  exist  and  revolvers 
(though  they  had  been  invented  in  the  1830s)  were  so  expen¬ 
sive  they  were  effectively  out  of  reach  for  most  of  the  Ameri¬ 
can  populace. The  Civil  War  changed  all  that.  Officers  on 
both  sides  had  to  buy  their  own  revolvers,  while  sidearms 
were  issued  to  noncommissioned  officers  generally,  as  well  as 
those  ordinary  soldiers  who  were  in  the  artillery,  cavalry,  and 
dragoons, The  fact  that  over  two  million  men  served  in  the 
Union  Army  at  various  times  while  the  Confederates  had  over 
half  that  number  suggests  the  number  of  revolvers  in- 
volved3^^ 


by  colorfully  garbed  volunteer  fornnations  whose  activities  were  more  social  than 
military. 

no.  Revolver  inventor  Samuel  Colt's  first  business  failed  in  1840.  It  revived  itself 
only  with  sales  to  officers  and  the  military  during  the  Mexican -American  War 
(1846-1848),  and  sustained  itself  through  the  1850s  with  sales  to  wealthy  Americans 
and  Europeans.  See  JOSBEH  G.  BILBY,  ClVlL  Wak  FIRBAKMS  157  (1996);  LEE  KENNEIT 
&  James  LaVerne  Anderson,  The  Gun  tn  Amertc-a  90  (1975);  Lane,  supra  note  65, 
at  109,  CoW s  sales  flourished  as  foreign  armies  adopted  his  revolver  and  wide  sales 
took  place  in  the  commercial  market  across  Europe,  Kennett  &  Andei^SON,  supra, 
at  90,  especially  after  Colt's  prize-winning  exhibit  at  the  1851  Great  Industrial  Exhi¬ 
bition  in  London.  See  generally  JOSEPH  G.  ROSA,  COLONEL  Colt  London  13-29 
(1976). 

111.  See  generally  Bilby,  supra  note  110,  at  157-72.  The  revolvers  involved  were  by 
no  means  all  Colts:  ''[T]he  Federal  government  also  purchased  large  numbers  of 
Remington,  Starr  and  Wliitney  revolvers,  as  well  as  the  guns  of  other  [American] 
makers,  including  the  bizarre  lot>king  Savage,  with  its  second  'ring  trigger'  which 
cocked  the  arm,  and  the  sidehammer  Joslyn."  Id.  at  158.  Vast  numbers  of  guns  were 
also  purchased  in  Europe  where,  in  the  first  15  months  of  the  war,  the  Union  bought 
(5ver  738,000  firearms  (including  long  arms  as  well  as  revolvers).  ALLAN  R.  MlLLETT 

&  Peter  Maseowskt,  For  the  common  Defense:  A  Military  History  of  the 
United  States  of  America  216  (1984).  Some  Union  infantry  units  were  issued  re¬ 
volvers  and  many  enlisted  infantrymen  in  (jther  units  bought  their  own.  BILBY,  supra 
note  1 10,  at  160. 

112.  These  figures  are  just  estimates.  While  at  least  somewhat  reliable  figures  exist 
for  how  many  men  served  at  any  one  time  in  the  Union  Army,  that  number  is  not 
co-ex  tensive  with  how  many  served  in  total.  Some  Union  soldiers  served  through¬ 
out  the  war,  rc-erJisting  when  their  original  enlistments  were  up.  Others  mustered 
out  and  were  replaced  with  new  recruits.  Still  others  deserted  long  before  their 
terms  were  up,  again  requiring  replacements.  Some  scoundrels  enlisted  just  for  the 
enlistment  bonus,  and  deserted  as  soon  as  they  could;  some  of  these  went  through 
the  enlistment  and  desertion  process  multiple  times,  collecting  a  new  bonus  under  a 
new  name  time  after  time.  THE  WORLD  ALMANAC  AND  BOOK  OF  FACTS  2006,  at  77 
(2006)  gives  figures  of  2,128,948  for  the  Union  Army  and  84,415  for  the  Marines;  it 
estimates  that  the  Confederate  Army's  size  was  between  600,000  to  1,500,000. 
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At  war's  end,  the  Army  and  Navy  were  left  with  vast 
numbers  of  surplus  revolvers^  both  those  they  had  purchased 
and  those  captured  from  Confederate  forces.  As  the  Army 
plummeted  to  slightly  over  IhOOO  men/^^  hundreds  of  thou¬ 
sands  of  military  surplus  revolvers  were  sold  at  very  low 
prices*  In  addition,  when  their  enlistments  were  up,  or  when 
they  were  mustered  out  at  war's  end,  former  officers  and  sol¬ 
diers  retained  hundreds  of  thousands  of  both  revolvers  and 
rifles*  These  commandeered  arms  included  many  of  the  new 
repeating  rifles  the  Union  had  bought  (over  the  fervent  objec¬ 
tions  of  short-sighted  military  procurement  officers)  at  the 
command  of  President  Lincoln,  who  had  tested  the  Spencer 
rifle  himself.  After  his  death  the  Army  reverted  to  the  single¬ 
shot  rifle,  disposing  of  all  its  multi-shots  at  surplus  and 
thereby  ruining  Spencer  by  glutting  the  market.^ 

Thus  over  the  immediate  post-Civil  War  years  "the  country 
was  awash  with  military  pistols"  and  rifles  of  the  most  mod¬ 
ern  designd^^  The  final  three  decades  of  the  century  saw  the 
introduction  and  marketing  of  the  "two  dollar  pistol,"  which 
were  very  cheap  handguns  manufactured  largely  out  of  pot 
metal. In  addition  to  being  sold  locally,  such  "suicide  spe¬ 
cials"  were  marketed  nationwide  through  Montgomery  Ward 
catalogs  starting  in  1872  and  by  Sears  from  1886.^^^  They  were 
priced  as  low  as  $1.69,  and  were  marketed  under  names  like 
the  "Little  Giant"  and  the  "Tramp's  Terror."^^^ 


113.  Russell  F.  Weigley,  History  of  the  United  States  Army  262  (1967)  ("The 
names  of  1,000,516  officers  and  men  were  on  the  [Union  Army's]  rolls  on  May  10, 
1865;  by  [the  end  of  1866,  the  draft  had  ended  and] . . .  only  11,043  volunteers  re¬ 
mained  . . . ."). 

1 14.  Kennett  &  Anderson,  supra  note  1  lO,  at  92-93. 

115.  David  T.  Courtwright,  Violent  Land:  Single  Men  and  Social  Disorder 
FROM  THE  Frontier  to  the  Inner  City  42  (1996). 

116.  Kennett  &  Anderson,  supra  note  110,  at  99. 

117.  M  at  98-99. 

118.  id.  at  98-100.  An  1879  issue  of  Scientific  American  contains  an  advertisement 
for  COD  purchasing  of  the  $2,75  ''Czar''  revolver,  presumably  an  attempt  to  capital¬ 
ize  on  the  Smith  &  Wesson  "Russian,"  a  very  high  quaEty  weapon  that  Smith  & 
Wesson  manufactured  for  the  Russian  government  and  sold  through  the  1870s.  Sci. 
Am.,  June  14,  1879,  at  381.  The  1884  Price  List-Firearms  Catalog  for  N.  Curry  & 
Brother,  arms  dealers  of  San  Francisco,  lists  prices  from  $2.00  for  the  7  shot  "Fash¬ 
ion"  and  "Blue  jacket"  revolvers  tt>  $2.50  and  $3.50  for  the  "Kitemaug"  and 
"Ranger"  revolvers  to  various  Colt  and  Smith  &c  Wesson  revolvers  selling  at  from 
$15.00  to  $17.00.  KENNETT  &  Anderson,  supra  note  110,  at  98-100. 
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Thus^  the  period  between  1866  and  1900  saw  a  vast  diffu¬ 
sion  of  commercial  and  military  surplus  revolvers  and  lever 
action  rifles  throughout  the  American  populace.  Yet,  far  from 
rising,  homicide  seems  to  have  fallen  off  sharply  during  these 
thirty  years. 

Whether  or  not  guns  were  the  cause,  homicide  steadily  de¬ 
clined  over  a  period  of  five  centuries  coincident  with  the  in¬ 
vention  of  guns  and  their  diffusion  throughout  the  continent. 
In  America,  from  the  seventeenth  century  through  the  early 
nineteenth  century,  murder  was  rare  and  rarely  involved 
guns,  though  gun  ownership  was  universal  by  law  and  "'colo¬ 
nial  Americans  were  the  most  heavily  armed  people  in  the 
world By  the  1840s,  gun  ownership  had  declined  but 
homicide  began  a  spectacular  rise  through  the  early  1860s. 
From  the  end  of  the  Civil  War  to  the  turn  of  the  twentieth  cen¬ 
tury,  however,  America  in  general,  and  urban  areas  in  par¬ 
ticular,  such  as  New  York,  experienced  a  tremendous  spurt  in 
ownership  of  higher  capacity  revolvers  and  rifles  than  had 
ever  existed  before,  but  the  number  of  murders  sharply  de¬ 
clined  3^^ 

In  sum,  the  notion  that  more  guns  equal  more  death  is  not 
borne  out  by  the  historical  evidence  available  for  the  period 
between  the  Middle  Ages  and  the  twentieth  century.  Yet  this 
conclusion  must  be  viewed  with  caution.  While  one  may  de¬ 
scribe  broad  general  trends  in  murder  rates  and  in  the  avail¬ 
ability  of  firearms,  it  is  not  possible  to  do  so  with  exactitude. 
Not  until  the  late  1800s  in  England,  and  the  mid-1900s  in  the 
United  States  were  there  detailed  data  on  homicide.  Informa¬ 
tion  about  the  distribution  of  firearms  is  even  more  sparse. 
For  instance,  Lane^s  generalizations  about  the  rarity  of  gun 
murders  and  low  American  murder  rates  in  general  are  sub¬ 
ject  to  some  dispute.  Professor  Randolph  Roth,  for  example, 
has  shown  that  early  American  murder  rates  and  the  extent 
to  which  guns  were  used  in  murder  varied  greatly  between 
differing  areas  and  time  periods. 


119.  DEDERER,  Bupra  note  106,  at  116. 

120.  See  Lane,  suprft  note  65,  at  181,  307;  Eric  H.  Monkkonen,  Murder  m  New 
YORK  CITY  21,  30-31, 38  (2001). 

1 21 .  Randolph  Roth,  Gun  CuHure,  and  Homicide:  The  Relationship  Betiveen 

Firearms,  the  Uses  of  Firearms,  and  Interpersonal  Violence,  59  Wm.  &  Mary  Q.  223,  234- 
40  (2002). 
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C,  Later  and  More  Specific  Macro-Historical  Evidence 

Malcolm  presents  reliable  trend  data  on  both  gun  owner¬ 
ship  and  crime  in  England  for  the  period  between  1871  and 
1964*  Significantly^  these  trend  data  do  not  at  all  correlate  as 
the  mantra  would  predict:  violent  crime  did  not  increase  with 
increased  gun  ownership  nor  did  it  decline  in  periods  in 
which  gun  ownership  was  lower7^ 

In  the  United  States,  the  murder  rate  doubled  in  the  ten- 
year  span  between  the  mid-1960s  and  the  mid-1970s.  Since 
this  rise  coincided  with  vastly  increasing  gun  sales,  it  was 
viewed  by  many  as  proof  positive  that  more  guns  equal  more 
death.  That  conclusion,  however,  does  not  follow.  It  is  at  least 
equally  possible  that  the  causation  was  reversed:  that  is,  the 
decade's  spectacular  increases  in  murder,  burglary,  and  all 
kinds  of  violent  crimes  caused  fearful  people  to  buy  guns*^^ 
The  dubiousness  of  assuming  that  the  gun  sales  caused  the 
rise  in  murder  rather  than  the  reverse  might  have  been  clearer 
had  it  been  known  in  this  period  that  virtually  the  same  mur¬ 
der  rate  increase  was  occurring  in  gun-less  Russia*^^^  Clearly 
there  is  little  basis  to  assume  guns  were  the  reason  for  the 
American  murder  rate  rise  when  the  Russian  murder  rate  ex¬ 
hibited  the  same  increase  without  a  similar  increase  in  the 
number  of  guns. 

Reliable  information  on  both  gun  ownership  and  murder 
rates  in  the  United  States  is  available  only  for  the  period 
commencing  at  the  end  of  World  War  II.  Significantly,  the 
decade  from  the  mid-1960s  to  the  mid-1970s  is  a  unique  ex¬ 
ception  to  the  general  pattern  that,  decade-by-decade,  the 
number  of  guns  owned  by  civilians  has  risen  steadily  and 


122.  See  Malcolm,  supra  note  10,  app.  at  258*  The  handgun  ownership  data  cited 
are  tax  data  and  so  doubtless  fail  to  count  the  pistols  owned  by  criminals  and  others 
who  failed  to  pay  taxes.  The  extremely  low  numbers  of  gun  crimes,  how^ever,  do  not 
support  the  notion  that  there  were  numerous  criminal  owners  of  guns,  or  at  least 
that  they  used  the  guns  for  crime. 

123.  In  contrast  to  the  more  guns  equal  more  death  mantra,  studies  suggest  that 
crime  rate  increases  fuel  gun  buying,  rather  than  the  other  way  around*  See,  e^g^, 
Douglas  C.  Bice  &  David  D*  Memley,  TTj^  Market  for  New  Handguns:  An  Empirical 
Investigation,  45  J.L.  ^  ECOJSI.  251,  253,  261-262  (2002);  Lawrence  South  wick,  Jr.,  Do 
Guns  Cause  Crimel  Does  Crime  Cause  Guns?  A  Granger  Test,  25  Atlantic  Econ.  J.  256, 
256, 272  (1997);  Kt.ECK,  supra  note  8,  at  79-81 . 

124.  In  1965,  the  Russian  homicide  rate  stood  at  5.9  per  100,000  population  while 
the  American  rate  was  5.4.  As  of  1975,  both  Russian  and  American  rates  had  nearly 
doubled,  the  Russian  to  10*3  and  the  American  to  9,7.  See  Pridemore,  supra  note  2,  at 
272  fig, 2;  see  also  supra  note  6  and  accompanying  text. 


No.  2J  Would  Banning  Firearms  Reduce  Murder  and  Suicide?  685 


dramatically  but  murder  rates  nevertheless  have  remained 
stable  or  even  declined*  As  for  the  second  half  of  the  twenti¬ 
eth  century,  and  especially  its  last  quarter,  a  study  compar¬ 
ing  the  number  of  guns  to  murder  rates  found  that  during 
the  25-year  period  from  1973  to  1997,  the  number  of  hand¬ 
guns  owned  by  Americans  increased  160%  while  the  number 
of  all  firearms  rose  103%.  Yet  over  that  period,  the  murder 
rate  declined  27.7%J^^  It  continued  to  decline  in  the  years 
1998,  1999,  and  2000,  despite  the  addition  in  each  year  of  two 
to  three  million  handguns  and  approximately  five  million 
firearms  of  all  kinds.  By  the  end  of  2000,  the  total  American 
gunstock  stood  at  well  over  260  million  — 95hl  guns  for 
every  1,000  Americans— but  the  murder  rate  had  returned  to 
the  comparatively  low  level  prior  to  the  increases  of  the  mid- 
1960s  to  mid-1970s  periodd^^ 

In  sum,  the  data  for  the  decades  since  the  end  of  World  War 
II  also  fails  to  bear  out  the  more  guns  equal  more  death  man¬ 
tra.  The  per  capita  accumulated  stock  of  guns  has  increased, 
yet  there  has  been  no  correspondingly  consistent  increase  in 
either  total  violence  or  gun  violence.  The  evidence  is  consis¬ 
tent  with  the  hypothesis  that  gun  possession  levels  have  little 
impact  on  violence  rates*^^^ 

D.  Geographic  Patterns  within  Nations 

Once  again,  if  more  guns  equal  more  death  and  fewer  guns 
equal  less  death,  areas  within  nations  with  higher  gun  owner¬ 
ship  should  in  general  have  more  murders  than  those  with 
less  gun  ownership  in  a  similar  area.  But,  in  fact,  the  reverse 
pattern  prevails  in  Canada,^^®  ^'England,  America,  and  Swit¬ 
zerland,  [where  the  areas]  with  the  highest  rates  of  gun  own¬ 
ership  were  in  fact  those  with  the  lowest  rates  of  violence. 


125.  Dim  B.  Kates  &  Daniel  D.  Polsby,  Long-Term  Nonrelationship  of  Widespread  and 
Increasing  Firearm  Availability  to  Homicide  in  the  United  States,  4  HOMTCIDE  STUD*  185, 
190-91  (2000). 

126*  See  communication  frtjm  Gary  Kleck,  Prtjfesscsr,  Florida  State  University,  to 
Don  B*  Kates  and  Gary  Mauser  (Feb.  26, 2003)  (on  file  with  Authors). 

127.  KLECK,  supra  note  8,  at  17-19* 

128.  See  Philip  C.  Stenning,  Gun  Control:  A  Critique  of  Current  Policy,  PoUy 
Options,  Oct.  1994,  at  13, 15. 

129.  Malcolm,  supra  note  10,  at  204;  see  also  BBC  News,  Handgun  Crime  'Up'  De¬ 
spite  Ban,  July  16,  2001,  http://news.bbc.CQ.Uk/2/hi/uk_news/1440764.stm  (noting  that 
English  areas  with  very  low  numbers  of  firearms  have  higher  than  average  gun 
crime  while  areas  with  the  highest  levels  of  legally  held  guns  do  not). 
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A  recent  study  of  all  counties  in  the  United  States  has  again 
demonstrated  the  lack  of  relationship  between  the  prevalence 
of  firearms  and  homidde*^^ 

This  inverse  correlation  is  one  of  several  that  seems  to 
contradict  more  guns  equal  more  death*  For  decades  the 
gun  lobby  has  emphasized  that,  in  general,  the  American 
jurisdictions  where  guns  are  most  restricted  have  consis¬ 
tently  had  the  highest  violent  crime  rates,  and  those  with 
the  fewest  restrictions  have  the  lowest  violent  crime  rates*^^^ 
For  instance,  robbery  is  highest  in  jurisdictions  which  are 
most  restrictive  of  gun  ownership. ^^^As  to  one  specific  con¬ 
trol,  the  ban  on  carrying  concealed  weapons  for  protection, 
'Violent-crime  rates  were  highest  in  states  [that  flatly  ban 
carrying  concealed  weapons],  next  highest  in  those  that  al¬ 
lowed  local  authorities  discretion  [to  deny]  permits,  and 
lowest  in  states  with  nondiscretionary^'  concealed  weapons 
laws  under  which  police  are  legally  required  to  license 
every  qualified  applicant. Also  of  interest  are  the  exten¬ 
sive  opinion  surveys  of  incarcerated  felons,  both  juvenile 
and  adult,  in  which  large  percentages  of  the  felons  replied 
that  they  often  feared  potential  victims  might  be  armed  and 
aborted  violent  crimes  because  of  that  fearJ^  The  felons 
most  frightened  about  confronting  an  armed  victim  were 
those  "from  states  with  the  greatest  relative  number  of  pri¬ 
vately  owned  firearms. 


130.  Toinislav  Kovandzic,  Mark  E.  Schaffer,  ik  Gary  Kleck,  Cim  Prevalence ^  Horni- 

ciiie  Rates  and  Cmtsality:  A  GMM  Approach  to  Endogeneity  Bias  39-40  (Ctr.  for  Econ. 
Policy  Research,  Discussion  Paper  No.  5357,  2005)  available  at 

h  ttp  ://ssrnxom/abstrad“878 1 32 . 

131.  See  e.g..  National  Rifle  Association  Institute  for  Legislative  Action  (NRA-ILA), 

More  Guns,  Less  Crime  (Sept.  26,  20t)6),  http://www.nrai  la  .(5rg/lssues/ 

FactSheets/Read.aspx?idequals206kissueequals007;  NRA-ILA,  The  War  Against 
Handguns  (Peb*  15,  2001),  www.nraiIa*org/lssues/FactSheets/Read.aspx?idequalsl7; 
NRA-ILA,  Right-toCarry  2006  (Oct.  3,  2006),  www.nraila.org/lssues/FactSheets/ 
Read.aspx?idequals18;  NRA-ILA,  The  Brady  Handgun  Violence  Prevention  Act, 
Docs  it  Live  Up  to  its  Name?  (July  28,  1999),  ivww.nraila.org/Issues/FactSheets/ 
Read.  aspx?ide  qu£ils73. 

1 32.  See^  Philip  J.  Cook,  The  Effect  of  Gun  Availabiliiy  on  Robbery  and  Robbery 
Murder:  A  Cross  Section  Study  of  Fifty  Cities^  3  POL'Y  STUD,  REV*  ANN*  743,  770  (1979), 

133.  LOTT,  supra  note  11,  at  43. 

1 34.  Wrtgut  k  Rossi,  supra  note  83,  at  147, 150. 

135.  M.  at  151. 
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E.  Geographic  Cojnparisons:  European  Gun 
Ozvnership  and  Murder  Rates 

This  topic  has  already  been  addressed  at  some  length  in  connec^ 
tion  with  Tables  1-3,  which  contain  the  latest  data  available.  Tables 
4r-6,  contain  further^  and  somewhat  more  comprehensive,  data 
from  the  early  and  mid-1990s.^^  These  statistics  reinforce  the  point 
that  murder  rates  are  determined  by  basic  sodo-cultural  and  eco¬ 
nomic  factors  rather  than  mere  availability  of  some  particular  form 
of  weaponry.  Consider  Norway  and  its  neighbors  Sweden,  the 
Netherlands,  and  Denmark.  Norway  has  far  and  away  Western 
Europe's  highest  household  gun  ownership  rate  (32%),  but  also  its 
lowest  murder  rate.  The  Netherlands  has  the  lowest  gun  owner¬ 
ship  rate  in  Western  Europe  (1.9%),  and  Sweden  lies  midway  be¬ 
tween  (15.1%)  the  Netherlands  and  Norway.  Yet  the  Dutch  gun 
murder  rate  is  laigher  than  the  Norwegian,  and  the  Swedish  rate  is 
even  higher,  though  only  slightly.^^^ 

Table  4:  Intentional  Deaths:  United  States  vs. 

Continental  Europe  Rates 

In  order  of  highest  combined  rate;  nations  having  higher  rates  than  the 
United  States  are  indicated  by  asterisk  (suicide  rate)  or  +  sign  (murder  rate). 


Nation 

Suicide 

Murder 

Combined  rates 

Russia 

41.2* 

30.6+ 

71.8 

Estonia 

40,1* 

22.2+ 

62.3 

Latvia 

40.7* 

18.2+ 

58.9 

Lithuania 

45.6* 

11.7+ 

57.3 

Belarus 

27.9* 

10.4+ 

38.3 

Hungary 

32.9* 

3.5 

36.4 

Ukraine 

22.5* 

11.3+ 

33.8 

Slovenia 

28.4* 

2.4 

30.4 

Finland 

27.2* 

2.9 

30.1 

Den  mark 

22.3* 

4.9 

27.2 

Croatia 

22.8* 

3.3 

26.1 

Austria 

22.2* 

1.0 

23.2 

Bulgaria 

17.3* 

5.1 

22.4 

France 

20.8* 

1.1 

21.9 

Switzerland 

21.4* 

l.lt 

24.1 

136.  Tables  4-6  were  previously  published  as  appendices  to  Kates,  mpra  note  81, 
app.  at  81  tbLl,  82  tbl.2, 83  tbU. 

137.  See  infra  Table  5. 
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Belgium 

18.7* 

1.7 

20.4 

United  States 

11.6 

7.8 

19.4 

Poland 

14.2* 

2.8 

17.0 

Germany 

15.8* 

1.1 

16.9 

Romania 

12.3* 

4.1 

16.4 

Sweden 

15.3* 

1.0 

16.3 

Norway 

12.3* 

0.8 

13.1 

Holland 

9.8 

1.2 

11.0 

Italy 

8.2 

1.7 

9.9 

Portugal 

8.2 

1.7 

9.9 

Spain 

8.1 

0.9 

9.0 

Greece 

3.3 

1.3 

4.6 

Notes:  Data  based  in  general  on  U.N.  DEMOGRAPtflc  YEARBOOK  (1998)  as  re¬ 
ported  in  Da\4d  C.  Stolinsky/  Ameritw.  The  Most  Violettt  Nation?  5  MED.  SENTINEL 
199-201  (2000).  It  should  be  understood  that,  tlitiugh  the  1998  Yearbook  gives  fig¬ 
ures  for  as  late  as  1996,  the  figures  are  not  necessarily  for  that  year.  Tlie  Yearbook 
contains  the  latest  figure  each  nation  has  provided  the  U.N.,  which  may  be  19%, 
1995,  or  1994. 

t  The  Swiss  homidde  figure  that  Stolinsky  reptjrts  is  an  error  because  it  com¬ 
bines  attempts  with  actual  murders.  We  have  computed  the  Swiss  murder  rate 
by  averaging  the  1994  and  1995  Swiss  National  Police  figures  for  actual  murders 
in  those  years  given  in  Richard  Munday  &  Jan  A.  Stevenson,  Guns  and 
VIOLENCE:  THE  DEBATE  BEFORE  LORD  CULLEN  268  (1996). 


Table  5:  European  Gun /Handgun  Violent  Death 


Nation 

Suicide 

with 

handgun 

Murder 

with 

handgun 

Percent  of 
households 
with  guns 

Percent  of 
households 
with  hand¬ 
guns 

Belgium 

18.7 

1.7 

16.6% 

6.8% 

Prance 

20.8 

1.1 

22.6% 

5.5% 

West  Germany 

15.8 

i.i 

8.9% 

6.7%* 

Holland 

9.8 

1.2 

1.9% 

1.2% 

Italy 

8.2 

1.7 

16.0% 

5.5% 

Norway 

12.3 

0.8 

32%% 

3.8% 

Sweden 

15.3 

1.3 

15.1% 

1.5% 

Switzerland 

20.8 

1.1*‘ 

27.2% 

12.2% 

Notes:  For  derivation  of  the  homicide  rates,  see  notes  to  Table  4.  The  data 
on  household  firearms  ownership  come  from  British  Home  Office  figyres 
printed  in  RICHARD  MUNDAY  &  jAN  A.  STEVENSON,  GUNS  AND  VIOLENCE:  THE 
Debate  Before  Lord  Cullen  30, 275  (1996). 

*  Note  that  the  data  here  are  for  West  Germany  and  were  obtained  when 
that  natitm  still  existed  as  an  independent  entity.  See  infra  Tables  1  &  4  for  later 
(but  differently  derived)  data  for  the  current  nation  of  Germany. 

**  Again,  the  Swiss  homidde  figure  that  Stolinsky  reports  is  an  error  be¬ 
cause  it  combines  attempts  with  actual  murders.  $€e  notes  for  Table  4. 


No.  2J  Would  Banning  Firearms  Reduce  Murder  and  Suicide?  689 


Table  6:  European  Firearfns-Violent  Deaths 


Nation 

Suicide 

Suicide 

with 

gun 

Murder 

Murder 

with 

gun 

Number  of 
guns  per 
100,000 
population 

Austria 

N/A 

N/A 

2.14 

0,53 

41  .or 

Belarus 

27.26 

N/A 

9.86 

N/A 

16.5 

Czech  Rep. 

9.88 

1.01 

2.80 

0.92 

27.58 

Estonia 

39.99 

3.63 

22.11 

6.2 

28.56 

Finland 

27.28 

5.78 

3.25 

0.87 

411.20^* 

Germany 

15.80 

1.23 

1.81 

0.21 

122.56 

Greece 

3.54 

1.30 

1.33 

0.55 

77.00 

Hungary 

33.34 

0.88 

4.07 

0.47 

15.54 

Moldova 

N/A 

N/A 

17.06 

0.63 

6.61 

Poland 

14.23 

0.16 

2.61 

0.27 

5.30 

Romania 

N/A 

N/A 

4.32 

0.12 

2.97 

Slovakia 

13.24 

0.58 

2.38 

036 

31.91 

Spain 

5.92 

N/A 

L58 

0.19 

64.69 

Sweden 

15.65 

1.95 

1.35 

0.31 

246.65 

Notes:  It  bears  emphasis  that  the  following  data  come  from  a  special  U.N. 
report  whose  data  are  not  fully  comparable  to  those  in  Tables  4  and  5  because 
they  cover  different  years  and  derive  from  substantially  differing  sources 
ITiis  special  report  is  based  on  data  obtained  from  the  governments  of  the  na¬ 
tions  set  out  below,  especially  data  on  gun  permits  ot  other  official  indida  of 
gtm  ownership  in  those  nationsJ^  The  data  on  suicide  and  murder  in  those 


13S,  The  data  derive  from  a  much  more  extensive  survey  of  legal  firearms  owner¬ 
ship  in  numerous  nations  which  was  carried  out  by  researchers  provided  by  the 
Government  of  Canada  under  the  auspices  tjf  the  United  Nations  Economic  and 
Social  Council,  Commission  on  Crime  Prevention  and  Criminal  Justice  in  1997.  The 
entire  survey  is  published  as  a  report  to  the  Secretary  General  on  April  25,  1997  as 
E/CN. 15/1 997/4.  That  report  is  analysed  in  some  detail  in  an  unpublished  paper  ("A 
Cross  Sectional  Study  of  the  Relationship  Between  Levels  of  Gun  Ownership  and 
Violent  Deaths'')  written  by  the  leading  English  student  of  firearms  regulation,  re¬ 
tired  Chief  Superintendent  of  English  police  Colin  Greenwood  of  the  Firearms  Re¬ 
search  and  Advisor}^  Service.  We  are  indebted  to  Chief  Superintendent  Greenwood 
for  the  opportunity  to  review  his  paper.  Note  that  in  the  table  which  follows  we 
have  focused  only  on  European  nations. 

1 39.  The  gun  ownership  data  in  Table  4  derive  from  a  random  telephone  survey 
on  gun  ownership  in  various  nations.  Chief  Superintendent  Greenwood's  paper  is 
contemptuous  of  such  data,  in  part  because  people  may  be  unwiEing  to  acknowl¬ 
edge  owning  guns  to  telephoning  pollsters.  For  similar  doubts  see  Don  B.  Kates  & 
Daniel  D,  Polsby,  Long  Term  Non-Relationship  of  Firearm  Availability  to  Homieidef  4 
HOMiClDE  Stud.  185-201  (2000).  But  that  was  in  the  context  of  comparing  survey 
data  on  the  number  of  guns  owned  to  production  and  imfxjrtant  data  tliat  are  un¬ 
questionably  more  comprehensive  and  superior  in  every  way.  Chief  Superintendent 
Greenwood  himself  admits  that  the  special  U.N.  report  data  are  not  necessarily 
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nations  also  come  from  their  governments  as  do  the  similar  data  in  Tables  4 
and  5,  but  for  later  years^  and  also  include  data  on  the  number  of  firearm 
homicides  and  firearm  suicides  which  are  not  available  from  the  U.N,  source 
used  in  Tables  4  and  5, 

This  may  well  be  an  undercoimt  because  an  Austrian  license  is  not  limited 
to  a  single  firearm  but  rather  allows  the  licensee  to  possess  multiple  guns. 

"^The  source  from  which  Table  5  derives  als<>  gives  figures  for  Finland, 
which  we  have  omitted  there  because  they  are  earlier  and  closely  similar  ex¬ 
cept  in  one  respect:  instead  of  official  o\s'nership  figures  for  guns,  they  give  a 
survey-based  figure  for  households  having  a  gun:  23.2%. 

These  comparisons  are  reinforced  by  Table  6,  which  gives  differ^ 
ently  derived  (and  non-comparable)  grin  ownership  rates^  overall 
murder  rates,  and  rates  of  gun  murder,  for  a  larger  set  of  European 
nations^^*^  Table  6  reveals  that  even  though  Sweden  has  more  than 
double  the  rate  of  gun  ownership  as  neighboring  Germany,  as  well 
as  more  gun  murders,  it  has  25%  less  murder  overall.  In  turn,  Ger¬ 
many,  with  three  times  the  gun  ownership  rate  of  neighboring  Aus¬ 
tria,  has  a  substantially  lower  murder  rate  overall  and  a  lower  gun 
murder  rate.  Likevrise,  though  Greece  has  over  twice  the  per  capita 
gun  ownership  rate  of  the  Czech  Republic,  Greece  has  substantially 
less  gun  murder  and  less  than  half  as  much  murder  overall.  Al¬ 
though  Spain  has  over  12  times  more  gun  ownership  than  Poland, 
the  latter  has  almost  a  third  more  gun  murder  and  more  overall 
murder  than  the  former.  Finally,  Finland  has  14  times  more  gun 
ownership  than  neighboring  Estonia,  yet  Estonia's  gun  murder  and 
overall  murder  rates  are  about  seven  times  higher  than  Finland's, 

F.  Geographic  Comparisons:  Gun  Ownership  and  Suicide  Rates 

The  mantra  more  guns  equal  more  death  and  fewer  guns  equal 
less  death  is  also  used  to  argue  that  "limiting  access  to  firearms 
could  prevent  many  suiddes."^^^  Once  again,  this  assertion  is  di- 


comprehensive  and  are  problematic  in  various  other  respects.  Even  assuming  they 
are  clearly  superior  to  the  survey  data,  the  latter  cover  multiple  nations  that  the 
special  U.N.  report  does  not.  Given  that  neither  source  is  indubitable,  it  seems  pref¬ 
erable  to  have  such  infonnation  on  those  nations  as  the  survey  data  reveal,  rather 
than  no  data  at  all. 

140.  Table  6  covers  different  years  from  Table  5,  its  comparative  gun  ownership 
figures  derive  from  government  records  rather  than  survey  data,  and  it  gives  rates 
for  gun  murders,  data  that  are  not  available  in  the  sources  frt>m  which  Table  5  is 
taken.  See  the  explanatory  note  that  precedes  Table  6. 

141.  Arthur  L.  Kellermann  et  al.,  Sukkk  in  the  Home  in  Relation  fo  Gnn  Ownership, 
327  New  Eng.  J,  Med.  467,  467,  471-72  (1992);  $ee  aho  Antoon  Leenaars,  et  al..  Con¬ 
trolling  the  Environment  to  Prevent  Suicide:  International  Perspectives^  45  CAN.  J. 
PSYCHIATRY  639  (2000), 
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rectly  contradicted  by  the  studies  of  36  and  21  nations  (respec¬ 
tively)  which  find  no  statistical  relationship.  Overall  suicide  rates 
were  no  worse  in  nations  with  many  firearms  than  in  those  where 
firearms  were  far  less  widespreadl^^ 

Consider  the  data  about  European  nations  in  Tables  5  and  6. 
Sweden,  with  over  twice  as  much  gun  ownership  as  neighboring 
Germany  and  a  third  more  gun  suicide,  nevertheless  has  the  lower 
overall  suicide  rate.  Greece  has  nearly  three  times  more  gun  own¬ 
ership  than  the  Czech  Republic  and  somewhat  more  gun  suicide, 
yet  the  overall  Czech  suicide  rate  is  over  175%  higher  than  the 
Greek  rate.  Spain  has  over  12  times  more  gun  ovmership  than  Po¬ 
land,  yet  the  latter's  overall  suicide  rate  is  more  than  double  the 
former's.  Tragically,  Finland  has  over  14  times  more  gun  owner¬ 
ship  than  neighboring  Estonia,  and  a  great  deal  more  gun-related 
suicide.  Estonia,  however,  turns  out  to  have  a  much  higher  suicide 
rate  than  Finland  overall. 

There  is  simply  no  relationship  evident  between  the  extent  of 
suicide  and  the  extent  of  gun  ovmership.  People  do  not  commit 
suicide  because  they  have  guns  available.  In  tihe  absence  of  fire¬ 
arms,  people  who  are  inclined  to  commit  suicide  kill  themselves 
some  other  way 2^  Two  examples  seem  as  pertinent  as  they  are 
poignant.  The  first  concerns  the  1980s  increase  in  suicide  among 
yoimg  American  males,  an  increase  that,  although  relatively  mod¬ 
est,  inspired  perfervid  denunciations  of  gun  ownership3^  What 
these  denunciations  failed  to  mention  was  that  suicide  of  teenagers 
and  yoimg  adults  was  increasing  throughout  the  entire  industrial¬ 
ized  world,  regardless  of  gun  availability,  and  often  much  more 
rapidly  than  in  the  United  States.  The  only  unusual  aspect  of  sui¬ 
cide  in  the  United  States  was  that  it  involved  guns.  The  irrelevancy 
of  guns  to  the  increase  in  American  suicide  is  evident  because  sui¬ 
cide  among  English  youth  actually  increased  10  times  more 


142.  See  Killias  et  at,  supra  note  42,  at  430  (study  of  21  natitsns);  see  generally  Kleck, 
supra  note  S. 

143.  See  KlECK,  supra  note  8,  at  ch.  8;  see  also  World  Health  Organization,  supra 
note  43,  at  3  (showing  that  around  the  world  "firearms  accounted  for  only  one-fifth 
of  all  suicides,  just  ahead  of  poisoning ....  [sjtrangulation,  i.e.  (hanging)  was  the 
most  frequently  used  method  of  suicide"). 

144.  See,  e.g,  Jeffrey  H.  Boyd  &  Eve  K.  Mosdcki,  Firearms  and  Youth  Suicide,  76  AM. 
J.  Pub.  Health  1240  (1986);  James  A.  Mercy  et  al.,  Public  Health  Policy  for  PrevaUing 
Violeuce,  12  HEALTH  AFF.  7  (1993);  Daniel  W.  Webster  &  Modena  E.  H,  Wilson,  Gun 
Violence  Among  Youth  and  the  Pediatrician's  Role  in  Primary  Preoetifion,  94  PEDIATRICS 
617  (1994);  Lois  A.  Fingerhut  &:  Joel  C,  Kleinman,  Firearm  Mortality  Among  Children 
and  Youth,  Nat'lCtr  FIealth  Stat,  Advance  Data,  Nov.  3, 1989,  at  1. 
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sharply^  with  "'car  exhaust  poisoning  [being]  the  method  of  suicide 
used  most  often/'^^^  By  omitting  such  facts,  the  articles  blaming 
guns  for  increasing  American  suicide  evaded  the  inconvenience  of 
having  to  explain  exactly  what  social  benefit  nations  with  few  guns 
received  from  having  their  youth  suicides  occur  in  other  ways. 

Even  more  poignant  are  the  suicides  of  many  young  Indian 
women  born  and  raised  on  the  island  of  Fiji.  In  general,  women 
are  much  less  likely  to  commit  suicide  than  are  men.^"^^  This  sta¬ 
tistic  is  true  of  Fijian  women  overall  as  well,  but  not  of  women 
in  the  large  part  of  Fiji's  population  that  is  of  Indian  ancestry. 
As  children,  these  Indian  women  are  raised  in  more-or-less  lov¬ 
ing  and  supportive  homes.  But  upon  marriage  they  are  dis¬ 
persed  across  the  island  to  remote  areas  where  they  live  with 
their  husbands'  families,  an  often  overtly  hostile  situation  the 
husbands  do  little  to  mitigate.  Indian  women  on  Fiji  have  a  sui¬ 
cide  rate  nearly  as  high  as  that  of  Indian  men,  a  rate  many 
times  greater  than  that  of  non-Indian  Fijian  women.^^^  It  also 
bears  emphasis  that  the  overall  Fijian  suicide  rate  far  exceeds 
that  of  the  United  States. 

The  method  of  suicide  is  particularly  significant.  Fijian 
women  of  Indian  ancestry  commit  suicide  without  using 
guns,  perhaps  because  guns  are  unavailable.  About  three- 
quarters  of  these  women  hang  themselves,  while  virtually  all 
the  rest  die  from  consuming  the  agricultural  pesticide 
paraquat.  The  recommendation  of  the  author  whose  article 
chronicles  all  these  suicides  is  so  myopic  as  to  almost  carica¬ 
ture  the  more  guns  equal  more  death  mindset:  to  reduce  sui¬ 
cide  by  Indian  women,  she  recommends  that  the  Fijian  state 
stringently  control  paraquatJ"^^  Apparently  she  believes  de- 


145.  Keith  Hawton,  By  T}i£ir  Chon  Young  Hand,  304  BRIT.  MED.  J.  1000  (1992);  see 
also  Teenage  Deaths  Increasing  Across  Enropef  CRIM.  &  JUST.  Tnt'l,  Nov.-Dee.  1991, 
at  4. 

146.  World  Health  Organij^ation,  Suicide  Rates  by  Country, 
http://www.who.int/mentaUheaIth/prevention/suicide/country_reports/en/ 
index.htmi  (follow  hyperlinks  to  specific  countries)  (last  visited  Jan.  18,  2007).  For 
example,  in  the  United  States,  suicide  rates  for  males  exceed  those  for  females  by  a 
17.9-4.2  margin  (2002  data).  In  Denmark,  the  margin  is  19.2-84  (2001  data);  in  Aus¬ 
tria,  the  margin  is  27.0-8.2  (2004  data);  and  in  Belgium,  the  margin  is  31.2-11.4  (1997 
data). 

147.  Ruth  H.  Haynes,  Suicide  in  Fiji:  A  Preliminary  Study,  145  Brtt.  J. 
Psychiatry  433  (1984). 

148.  fd^  ai  437.  More  or  less  the  same  situation  seems  to  prevail  in  the  substantially 
Indian- populated  nation  of  Sri  Lanka  (formerly  Ceylon),  It  "has  one  of  the  highest 
suicide  rates  in  the  world  ....  Suicides  are  especially  frequent  among  young  adults. 
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creased  access  to  a  means  of  death  will  reconcile  these 
women  to  a  life  situation  they  regard  as  unendurable*  At  the 
risk  of  belaboring  what  should  be  all  too  obvious,  restricting 
paraquat  will  not  improve  the  lives  of  these  poor  women.  It 
will  only  reorient  them  towards  hanging,  drowning,  or  some 
other  means  of  suicide* 

Guns  are  just  one  among  numerous  available  deadly  instru¬ 
ments.  Thus,  banning  guns  cannot  reduce  the  amount  of  sui¬ 
cides*  Such  measures  only  reduce  the  number  of  suicides  by 
firearms.  Suicides  committed  in  other  ways  increase  to  make 
up  the  difference.  People  do  not  commit  suicide  because  they 
have  guns  available.  They  kill  themselves  for  reasons  they 
deem  sufficient,  and  in  the  absence  of  firearms  they  just  kill 
themselves  in  some  other  way. 

Conclusion 

This  Article  has  reviewed  a  significant  amount  of  evidence 
from  a  wide  variety  of  international  sources*  Each  individual 
portion  of  evidence  is  subject  to  cavil— at  the  very  least  the 
general  objection  that  the  persuasiveness  of  social  scientific 
evidence  cannot  remotely  approach  the  persuasiveness  of 
conclusions  in  the  physical  sciences.  Nevertheless,  the  bur¬ 
den  of  proof  rests  on  the  proponents  of  the  more  guns  equal 
more  death  and  fewer  guns  equal  less  death  mantra,  espe¬ 
cially  since  they  argue  public  policy  ought  to  be  based  on 
that  mantra. To  bear  that  burden  would  at  the  very  least 
require  showing  that  a  large  number  of  nations  with  more 
guns  have  more  death  and  that  nations  that  have  imposed 
stringent  gun  controls  have  achieved  substantial  reductions 
in  criminal  violence  (or  suicide).  But  those  correlations  are 
not  observed  when  a  large  number  of  nations  are  compared 
across  the  world. 


both  male  and  female.  Compared  to  the  U.S*,  the  suicide  rate  for  males  ages  15  to  24 
years  in  Sri  Lanka  is  nearly  four  times  greater;  the  female  rate  nearly  13  times 
greater,  TTit'  most  common  mode  of  suicide  is  ingestion  of  liquid  pesticides/'  Lawrence  R, 
Berger,  Suicides  and  Pesticides  in  Sri  Lanka,  78  Am.  J,  PuB.  Health  826  (1988)  (empha¬ 
sis  added). 

149.  (1)  Those  who  propose  to  change  the  status  quo  bear  the  burden  of  proving 
that  diange  is  a  good  idea;  (2)  those  who  propose  a  new  policy  bear  the  burden  of 
proving  that  the  policy  is  a  gt>od  idea;  and  (3)  in  a  free  society  those  who  propose  to 
abolish  a  personal  liberty  passionately  valued  by  millions  bear  the  burden  of  prov¬ 
ing  that  abolishment  is  a  good  idea. 
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Over  a  decade  ago^  Professor  Brandon  Centerwall  of  the  Uni¬ 
versity  of  Washington  undertook  an  extensive,  statistically  sophis¬ 
ticated  study  comparing  areas  in  the  United  States  and  Canada  to 
determine  whether  Canada's  more  restrictive  policies  had  better 
contained  criminal  violence.  When  he  published  his  results  it  was 
with  the  admonition: 

If  you  are  surprised  by  [our]  findmg[s],  so  [are  we].  [We]  did 
not  begin  this  research  with  any  intent  to  ''exonerate"  hand¬ 
guns,  but  there  it  is— a  negative  finding,  to  be  sure,  but  a  nega¬ 
tive  finding  is  nevertheless  a  positive  contribution.  It  directs  us 
where  not  to  aim  public  health  resources.^^^^ 


150.  Brandon  S.  Centerwall,  Aidhor"s  Response  to  "Invited  Commentary:  Common 
Wisdom  and  Plain  Truth/'  134  AM.  J.  EPIDEMIOLOGY  1264, 1264  (1991). 


From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  20  Mar  2018  08:06:19 -0400 

To:  Mercy,  James  {CDC/ONDIEH/NCIPC);Dahlberg,  Linda  L. 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Ferdon,  Cohnne 
(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC};Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC);Fox,  Kate  (CDC/ONDIEH/NCIPC) 

Cc;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Lenard,  Courtney 

(CDC/ONDIEH/NCIPC) 

Subject:  FYI:  Annals  of  internal  Medicine  editorial  on  GV  research  (CDC,  lOM  report) 

httD://annals.org/aim/fullartide/2675740/public-health-research-gun-violence-lQng-overdue 

DEAS  AND  OPINIONS  20  MARCH  2018 

Public  Health  Research  on  Gun  Violence; 

Long  Overdue 

lit  tar  J.  Dziiii.  MD:  Aiiui  L  Leshnen  PhD 
Article.  Author,  and  Disclosure  Informal  ion 

Gun  violence  is  a  defining  public  health  challenge  of  our  lime.  As  the  United  States  grapples  with  the 
shooting  deaths  of  1 7  people  in  Parklanti  Florida,  on  14  Febniary  2018,  the  medical  and  public 
health  coniniunities  must  step  up  and  do  our  share  to  prevent  such  devastation  from  recurring. 
Effective  public  health  strategies  have  reduced  such  threats  as  motor  vehicle  injury,  tobacco  use, 
accidental  poisonings,  and  drownings.  Effective  strategies  are  built  on  research  to  identify  patterns  of 
risk^  illuminate  productive  targets  for  inieiwention,  and  assess  the  effectiveness  of  inlervenlions. 
Unfortunately,  the  United  States  lacks  a  comprehensive  public  health  approach  to  gun  violence,  due 
in  large  part  to  the  absence  of  federal  funding  for  research  on  gun  violence  for  more  than  2  decades. 
In  2013j  after  the  tragedy  at  Sandy  Hook  Elementary  School,  President  Obama  directed  federal 
agencies  to  mount  research  programs  to  improve  understanding  of  the  causes  of  gun  violence  and 
interventions  to  reduce  it.  As  a  result,  the  Centers  for  Disease  Control  and  Prevention  (CDC)  asked 
the  Institute  of  Medicine  (lOM)  and  the  National  Research  Council  (NRC)  to  define  a  public  health 
research  agenda  for  gun  violence.  The  resulting  consensus  report,  “Priorities  for  Research  to  Reduce 
the  Threat  of  Fiream:i- Related  Violence,”  laid  out  the  highest-priorily  research  questions  to  effect 
progress  in  a  3-  to  5-year  time  frame  (1 ).  These  recommendations  remain  relevant  and  may  be  even 
more  urgent  today.  Without  research,  policymakers  are  flying  blind  when  they  propose  new  laws  or 
policies. 

A  provision  in  a  1996  ojmiibus  spending  bill  knowm  as  the  Dickey  Amendment  forbade  the  CDC 
from  using  its  funds  to  promote  or  advocate  for  gun  conlrok  This  was  interpreted  as  a  prohibition  on 
supporting  any  research  on  firearms,  and  the  CDC  program  w^as  dismantled.  As  a  result,  we  lack  even 
the  most  basic  information  about  the  prevalence  and  safety  of  fireanns  in  the  United  States,  as  well 
as  data  on  the  effectiveness  of  interventions  aimed  at  reducing  the  probability  of  injui7  and  death 
related  to  their  use. 

The  shooting  in  Parkland  has  prompted  renewed  calls  for  research,  including  from  members  of 
Congress.  The  2013  tOM/NRC  report  provides  an  immediately  actionable  blueprint  to  advance  such 
an  agenda.  The  report  notes  that  public  health  research  should  be  integrated  with  insights  from 
criminal  Justice  and  other  fields  because  no  single  agency  or  research  strategy  can  provide  all  of  the 
answers.  The  proposed  research  agenda  focuses  on  characteristics  of  fireann  violence,  risk  and 


protective  factors,  interventions  and  strategies,  the  effects  of  gun  safety  technology,  and  the  influence 
of  video  games  and  other  media. 

To  develop  effective  strategies  to  reduce  firearm  injury  and  death,  it  is  important  to  understand  v^hat 
is  and  v^hat  is  not  knov^n.  We  lack  good  data  on  the  number  and  types  of  guns  in  the  United  States. 
We  need  to  understand  the  scope  and  nature  of  gun  acquisition,  o^vnership,  and  use  across  the  U.S* 
population,  especially  among  groups  at  risk  for  perpetrating  or  experiencing  gun  violence.  To  protect 
civil  liberties,  these  data  should  be  collected  anonymously.  We  also  need  good  data  on  fatal  and 
nonfatal  gun  incidents,  including  the  proportions  that  are  accidental  versus  intentional. 

Factors  that  may  influence  the  risk  posed  by  guns  range  from  how  securely  they  are  stored  to 
complex  predictors  at  the  societal,  community,  situational,  and  individual  levels.  At  the  individual 
level,  risk  for  perpetration  of  gun  violence  coincides  with  low  educational  attainment,  substance  use, 
and  a  history  of  aggression  and  abuse.  In  the  home,  secure  storage  of  guns  and  accessibility  by 
children  arc  areas  of  major  concern.  At  the  community  level,  poverty  and  drug  trafficking  arc  known 
to  increase  the  risk  for  violence,  and  at  the  societal  level,  cultural  norms  that  promote  violence  as  an 
acceptable  means  of  conflict  resolution  may  be  harmful.  These  are  just  a  few  of  the  many  factors  that 
may  relate  to  risk  for  gun  violence.  Only  dedicated  research  can  reveal  which  of  these  factors,  alone 
or  in  combination,  are  the  most  promising  targets  for  intervention. 

It  is  important  for  research  agendas  to  include  evaluations  of  the  effectiveness  of  interventions  to 
prevent  gun  violence.  Recently,  various  interventions  have  been  proposed  or  implemented,  such  as 
firearm  safety  education  programs  or  modifications  to  the  physical  environment,  including 
installation  of  metal  detectors.  However,  we  lack  conclusive  evidence  about  their  effecti  veness. 
Policymakers  should  be  wary  of  potential  unintended  consequences  of  untested  “solutions.’’ 

Firearm  technologies  may  provide  an  important  opportunity  to  reduce  the  public  health  burden  of 
gun-related  injury.  Like  an  airbag  in  a  car  or  a  childproof  cap  on  a  pill  bottle,  the  objectives  of 
fireaiTn  technologies  range  from  preventing  unintentional  shootings  by  young  children  to  reducing 
suicide.  The  lOM/NRC  report  argued  that  research  should  examine  product  safety  measures. 
Specifically,  the  report  proposes  research  to  identify  the  effects  of  different  technologies  designed  to 
reduce  firearm  injury  and  death  and  to  explore  state  and  international  policy  approaches  to  firearm 
safety  technology  for  applicability  to  the  United  States. 

Finally,  the  lOM/NRC  report  advocated  for  study  of  the  influence  of  video  games  and  other  media  on 
violence.  In  more  than  50  years  of  research,  no  study  has  focused  on  real-life  firearm  violence  as  a 
specific  outcome  of  violence  in  media.  As  a  result,  a  direct  relationship  between  the  two  is  unproven. 
If  implemented,  the  public  health  research  agenda  proposed  in  the  2013  lOM/NRC  report  would 
provide  knowledge  to  infonn  our  nation's  approach  to  minimizing  firearm -related  violence  and  its 
effects  on  the  health  of  the  U.S.  public.  Scientific  evidence  generated  by  this  research  would  enable 
the  development  of  sound  policies  that  support  the  rights  and  responsibilities  central  to  gun 
ownership  in  the  United  States,  It  is  time  to  bring  the  full  power  of  science  to  bear  to  deal  with  this 
issue  of  such  great  concern  to  our  country.  We  need  researchers  from  different  disciplines,  including 
public  health,  social  and  behavioral  sciences,  mental  health,  and  law  enforcement,  to  work  together 
to  tackle  this  problem.  That  can  only  happen  if  we  restore  the  much-needed  research  funding.  It  is 
time  to  end  the  counterproductive  research  freeze. 


From:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  18  Apr  2016  08:12:48 -0400 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

Cc;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);Pattersonj  Sara  S. 

(CDC/ONDIEH/NCIPC);Greenspan,  Arlene  (CDC/ONDIEH/NCIPC);Biagioni,  Mark  T.  (CDC/ONDIEH/NCIPC) 
Subject:  FYI:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder 

2353690 

Attachments:  2353690  Carper  Response-  Gun  Violence  Draft  v5  (003).docx 

Importance:  High 


FYI.,.looks  like  this  is  final  or  very  near  final. 

From:  Hoffmann,  Lauren  (CDC/OD/OCS) 

Sent:  Monday,  April  18,  2016  8:04  AM 

To:  Lubar,  Debra  (CDC/OCOO/OFR/OA) ;  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC) 

Cc:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 


Importance:  High 


Deb  - 


(bj(5) 


Sara— 


fb)f5) 


Lauren 


Lsuren  Hoffmann,  MA,  BS  1  Lead.  High  Profile  Action  Team,  Division  of  Issues  Management,  Analysis  and  Coordination  (IMAC)  I 

Office  of  Chief  of  Staff  I  Office  of  the  Director  I  Centers  for  Disease  Control  and  Prevention 

1600  Clifton  Road,  NE,  Atlanta.  GA  30333  I  Office:  404-639-7126  I  Mobile:  404-547-3997  I  E-mail:  cof5f5>cdc,oov 

Forecast  Coordmate.  Communicate. 

From;  Frieden,  Thomas  (Tom)  (CDC/OD) 

Sent:  Friday,  April  15,  2016  6:13  PM 

To:  Payne,  Rebecca  L,  (CDC/OD/OCS)  <rco0@cdc.gov> 

Cc:  Villar,  Carmen  S,  (CDC/OD/OCS)  <coh2@cdc.gov>:  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5(acdc.Eov>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hix0^cdc.gov>;  Lubar,  Debra 
(CDC/OCOO/OFR/OA)  <dpl9(S)cdc.eov> 


Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 


I'm  ok  w  it  if  Deb  is 

From;  Payne,  Rebecca  L.  (CDC/OD/OCS) 

Sent;  Friday,  April  15,  2016  5:03  PM 

To:  Frieden,  Thomas  (Tom)  (CDC/OD)  <txf2g)cdc.fiov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2@cdc.gov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5@cdc.Eov>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hix0@cdc  gov>;  Lubar,  Debra 
(CDC/OCOO/OFR/OA)  <dpl9(g)cdc.gQV> 

Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 


From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  4  Apr  2016  15:37:20  +0000 

To:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Cc;  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Action  -  please  review  proposed  responses  to  qs  1-3:  Letter  from  Senate 

HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 
Attachments:  Carper.docx 

Hi  Beth  - 


(b)(5) 


Linda 

From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  April  04,  2016  10:41  AM 
To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Cc:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject;  Action  -  please  review  proposed  responses  to  qs  1-3:  Letter  from  Senate  HSGAC  Ranking 
Member  Carper  regarding  gun  violence  research 
Linda, 

I  wanted  to  give  you  an  opportunity  to  review  our  proposed  responses  to  the  other  questions  in  the 
Carper  response,  which  were  prepared  while  you  were  out.  I  have  included  the  raw  info  we  received 
from  program  and  a  proposed  response  which  is  clearly  labeled  as  such.  Please  let  me  know  if  you  have 
any  questions. _ 


(b)(5) 

(b)(5) 

(b)(5) 

(bl(5l 

Proposed  response  -  see  additions  to  the  original  list  in  red: 


(b)(5) 


From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  April  01,  2016  1:15  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <v$x6@cdc.gov> 

Subject:  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
research 

Could  you  please  check-in  with  Melissa  to  see  where  they  are  with  the  draft,  when  they  expect  to  have 
it  to  us  for  our  review  and  if  there  is  any  way  we  can  help  now  that  Linda  and  I  are  back  in  the  office? 
From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  01,  2016  1:12  PM 

To:  Reimels,  Elizabeth  (CDC/ONDlEH/NClPC)  <ixn2@cdc-eov> 

Subject:  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
research 

Ok-  let  me  know  how  I  can  help  fix  this.  Sorry  it  has  gotten  so  messy- 1  didn't  mean  to  mess  it  up. 

From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  April  01,  2016  1:06  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6g)cdc.gov> 

Subject:  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
resea  rch 


(b)(5) 


From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  April  01,  2016  1:00  PM 

To:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ixn2@cdc.Eov> 

Subject;  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
resea  rch 


From;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  01,  2016  12:57  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6^cdc.eov> 

Subject:  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
research 

Thanks.  Don't  worry  about  it,  you  are  still  learning  and  I  should  have  mentioned  in  team  meeting  that ) 
need  to  see  all  firearm  related  content  before  it  goes  to  the  Center.  Thanks  for  this.  -Beth 
From;  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  01,  2016  12:55  PM 

To:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ixn2@cdc.Rov> 

Subject:  Re;  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
research 

Here  is  what  I  sent  forward  to  Melissa  who  was  going  to  check  back  with  Elizabeth  S  before  I  reached 
back  outto  Kristen  Holland 


(b)(5) 


(b)(5) 


We  haven't  received  all  the  answers  back  yet  for, a  full  review,  which  is  what  I  was  going  to  have  you  and 
Linda  review  again.  Sorry  I  didn't  know  you  wanted  to  review  these  before  I  sent  back  to  Elizabeth  S.  I 
figured  they  were  ok  since  Tom  reviewed  them.  Sorry! 

From:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  March  30,  2016  6:33  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <v5x6(acdc.Eov> 

Subject:  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
research 

Hmm..  let  me  check  with  ES  before  you  push  back.  Will  let  you  know.  Thank  you  I 
From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  March  30,  2016  5:49  PM 

To:  Cyril,  Melissa  R.  (CDC/ONDIEH/NOPC)  <xgf0^cdc.gov> 

Subject;  Re:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
research 
Hi  there! 

So  sorry  this  is  late! 


(b)(5) 


the 


(b)(5) 


Thank  you! 


EBV 


From:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  March  28,  2016  2:11:32  PM  (UTC-05:00)  Eastern  Time  (US  &  Canada) 

To:  DVP  Policy  Requests  (CDC) 

Subject:  FW:  For  Action  Due  by  4/1:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun 
violence  research 


Hi  DVPI 

I  have  a  couple  of  questions  highlighted  for  you  as  we  are  working  on  a  congressional  response  to 
Senator  Carper's  inquiries. 


Vb)(5) 


fas  hoping  to  get  these 


rbir5i 


back  by  COB  Wednesday  but  let  me  know  if  that  deadline  is  not  feasible!  Thank  you  so  much! 


(b)(5) 


Thanks  so  much  for  your  help! 

Bestj 

Melissa 


From:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  March  28,  2016  10:47  AM 

To:  DVP  Policy  Requests  (CDC)  <dvppolicvreauestsiacdc.gov>:  Williams-Johnson,  Mildred  M. 
(CDC/ONDIEH/NCIPC)  <mmwl(5)cdc.gov>:  Greenspan,  Arlene  (CDC/ONDIEH/NCIPC)  <aigO@cdc.gov>: 
Newton,  Donovan  (CDC/ONDIEH/NCIPC)  <imel(5)cdc.Eov> 

Cc:  Cattledge,  Gwendolyn  Ph.D  (CDC/ONDIEH/NCIPC)  <gxc8@cdc.gov>:  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC)  <xgfOfacdc.gov>:  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC)  <afo0(5)cdc.gov>: 
Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(S)cdc.gov>;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zva5(acdc.gov>:  Asekun,  Adeyelu  (CDC/ONDIEH/NCIPC)  <fpg8(Scdc.gov> 

Subject:  RE:  For  Action  Due  by  4/1:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun 
violence  research 
Hi  everyone, 

Thanks  for  your  continued  work  on  this  request.  Once  I  have  received  all  answers,  I  will  compile  and 
send  to  everyone  for  \  fb)(5)  [review.  I  have  an  additional  piece  that  I  need  your  assistance  in 


answering,  so  please  add  this  to  the  information  you  will  be  sending  NLT  this  Friday. 
Question  5  asks: 


Elizabeth 


From:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  March  16,  2016  2:38  PM 

To:  DVP  Policy  Requests  (CDC)  <dvppQlicyreque5tsg)cdc.gov>;  Williams-Johnson,  Mildred  M. 
(CDC/ONDIEH/NCIPC)  <mmwlt5)cdc.gov>:  Igbo,  Tochukwu  (CDC/ONDIEH/NCIPC)  <tbiO@cdc.gov>; 
Greenspan,  Arlene  (CDC/ONDIEH/NCIPC)  <aigQ@cdc.gov> 

Cc:  Newton,  Donovan  (CDC/ONDIEH/NCIPC)  <imel(5)cdc.Eov>:  Cattledge,  Gwendolyn  Ph.D 
(CDC/ONDIEH/NCIPC)  <Exc8@cdc.Eov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfQ@cdc.EQV>: 
Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC)  <afo0@cdc.gov>:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) 
<efd5t5)cdc.gov>:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.eov>:  Asekun,  Adeyelu 
(CDC/ONDIEH/NCIPC)  <fpg8@cdc.gov> 

■  Subject:  For  Action  Due  by  4/1:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun 
violence  research 
Importance:  High 
Hi  everyone. 


Attached  is  a  letter  from  Senator  Carper  (D-DE)  fronn  the  Committee  on  Homeland  Security  and 
Governmental  Affairs  (ranking  member).  The  letter  is  in  reference  to  firearm  violence  activities  and  he 
poses  11  questions  to  us  that  we  must  respond  to  by  4/15.  Keeping  in  mind  that  all  questions  will  have 
to  go  through  clearance  at  every  level  within  CDC  and  HHS,  I  would  like  to  have  responses  compiled  by 


no  later  than  April  1^^. 


(b)(5) 


I 


JIf  you  feel  like  \  mistakenly  assigned  a  response,  please  let  me  know. 


7.  Each  year,  CDC^s  Division  of  Violence  Prevention  solicits  investigator-initiated 
research  via  an  ^’RC)  E’  Grant  Program  Announcement.  The  language  in  these 
announcements  signals  to  grant-seeking  public  health  researchers  the  research 
priorities  of  the  CDC  and  its  Division  of  Violence  Prevention.  Please  describe  any 
Division  of  Violence  Prevention's  ROI  Grant  Program  Announcetnents  related  to 
gun  violence  research  put  forward  from  1996  to  the  present. 


(b)f5) 


8.  The  National  Violent  Death  Reporting  System  collects  and  combines  data  from 
multiple  sources  to  provide  states  and  communities  with  a  more  complete  record 
of  the  circumstances  suiTOunding  violent  deaths.  Participation  from  all  50  states 
would  significantly  increase  the  amount  of  data  available  to  the  National  Violent 
Death  Reporting  System  and,  thereby,  improve  its  effectiveness.  In  how  many 
states  has  the  National  Violent  Death  Reporting  System  been  implemented?  How 
many  states  have  applied  to  be  included  in  this  system?  What  circumstances  have 
prevented  all  stale  applicants  from  being  added  to  the  National  Violent  Death 
Reporting  System? 


(b)l5) 


9.  Has  the  CDC  previously  entered  into  any  agreements  with  the  National  Rifle 
Association  offering  to  provide  advanced  notice  of  any  publication  on  the  subject 
of  gun  violence?  If  so,  please  provide  a  description  of  any  such  agreements  as 
well  as  communications  and  documents  memorializing  the  agreements. 


(b)(5) 


10.  From  1996  to  the  present  has  the  CDC  instructed  any  employee  or  researcher  to 
not  conduct  scientific  research  on  gun  violence?  Has  the  CDC  instructed  any 
employees  or  researchers  to  re-write  reports  submitted  for  publication  to  avoid 
using  any  variation  of  the  word  "gun^'? 


[ 


all  for  review. 


(b)(5j 


1 1.  What  remedies  are  available  to  CDC  researchers  who  believe  their  scientific 
research  has  been  inappropriately  suppressed  or  discouraged?  Please  describe  any 
review  or  appeals  processes  and  include  a  list  of  the  offices  or  review  boards  who 
would  address  any  such  concems. 


(b)(5) 


(b)(5) 


Thanks, 

Elizabeth 

Elizabeth  Solhtalab;  MPA 

Legislative  6t  Issues  Management  Team  Lead 
Office  of  Policy  and  Partnerships 
National  Center  for  Injury  Prevention  and  Control 
Centers  for  Disease  Control  and  Prevention 
p:  770.48S.6151 
bb;  404.219.8685 

ikdq(^cdc,gQv 

/  telework  on  Tuesdays  and  Thursdays  and  can  be  reached  via  email  or  blackberry 


We  didn't  receive  FY  16  funding  fronn  NIJ. 


(rnmmput  IHI  I  Yl?  1  K\ 

□ 

.1 

(W) 

I 


From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  01,  2016  1:1S  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6@cdc.gov> 

Subject:  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 

Could  you  please  check-in  with  Melissa  to  see  where  they  are  with  the  draft,  when  they  expect  to  have  it  to  us 
for  our  review  and  if  there  is  any  way  we  can  help  now  that  Linda  and  I  are  back  in  the  office? 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  01,  2016  1:12  PM 

To:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ixn2@cdc.gov> 

Subject:  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 

Ok-  let  me  know  how  I  can  help  fix  this.  Sorry  it  has  gotten  so  messy- 1  didn't  mean  to  mess  it  up. 

From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  01,  2016  1:06  PM 

To:  Belser-Vega,  Elizabeth  [CDC/ONDIEH/NCIPC)  <vsx6@cdc.gov> 

Subject:  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 


(b)(5) 

(b)(5j 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  01,  2016  1:00  PM 

To:  Reimels.  Elizabeth  (CDC/ONDIEH/NCIPC)  <ixn2{®cdc.eov> 

Subject;  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 

(b)(5) 

I  sent  those  both  on  Weds  and  have  been  getting  nervous  because  I  didn't  hear  anything  back  vet  from  Elizabeth 


about  either  and  1  think  the  letter  is  due  today. 

(b)(5) 

(b)(5) 

From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  01,  2016  12:S7  PM 

To:  Belser-Vega,  Elizabeth  [CDC/ONDIEH/NCIPC)  <vsx6@cdc.eov> 

Subject:  RE:  Action;  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 


Thanks.  Don't  worry  about  it^  you  are  still  learning  and  I  should  have  mentioned  in  team  meeting  that  ]  need  to 
see  all  firearm  related  content  before  it  goes  to  the  Center.  Thanks  for  this.  ^Beth 


From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  01,  2016  12:55  PM 

To:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ixn2@cdc.gov> 

Subject:  Re:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 


Here  is  what  I  sent  forward  to  Melissa  who  was  going  to  check  back  with  Elizabeth  S  before  I  reached  back  out  to 
Kristen  Hollanc 


(iDfSl 


aix>) 


We  haven't  received  all  the  answers  back  yet  for  a  full  review,  which  is  what  I  was  going  to  have  you  and  Linda 
review  again.  Sorry  I  didn't  know  you  wanted  to  review  these  before  I  sent  back  to  Elizabeth  S.  I  figured  they 
were  ok  since  Tom  reviewed  them*  Sorry! 


From:  Cyril,  Melissa  R*  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  March  30,  2016  6:33  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6@cdc*gQV> 

Subject:  RE:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 

Hmm..  let  me  check  with  ES  before  you  push  back*  Will  let  you  know.  Thank  you! 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  March  30,  2016  5:49  PM 

To:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0Pcdc*gov> 

Subject:  Re:  Action:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 
Hi  there! 

So  sorry  this  is  late!  So  I  like  the  answers  (below)  they  gave  me  for  #1  and  #2,  but  #3  I  don't  think  really  answers 
the  question.  I  am  going  to  reach  back  out  and  see  if  I  can  get  a  simila  r  answer  to  #2  for  #3. 1  think  they 
interpreted  the  request  to  be  about  funding  $  for  2016,  but  I  interpret  to  read  do  we  have  the  2016  data  yet- 
can  you  clarify  for  me  before  I  push  back? 


From: 

Sent: 

To: 

Subject: 


Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

4  Feb  2016  20:15:39+0000 
Mercy,  James  {CDC/ONDIEH/NCIPC) 

RE:  ACTION:  Do  you  have  the  report  mentioned  below? 


Okay  -  I'll  let  Courtney  know.  Thanks  for  checking. 

From;  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:11  PM 
To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  ACTION:  Do  you  have  the  report  mentioned  below? 

I  looked  and  can't  find  it. 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  1:37  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2Pcdc.Eov> 

Subject:  ACTION:  Do  you  have  the  report  mentioned  below? 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  12:20  PM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0f5)cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Thanks,  Linda! 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  12:13  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Not  sure  about  this  one  -  I'll  do  some  digging  to  see  if  1  can  find  the  report  referenced  below. 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  11:09  AM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldOOcdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(acdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfOOcdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5^cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(a)cdc.gOv>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2(S)cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Good  morning, 

Quick  follow  up  from  Kate,  do  you  have  a  copy  of  this  report  or  title? 

One  of  the  subjects  for  my  story  mentioned  that  in  the  1990s,  after  the  CDC  Injury  Center  had 
produced/funded  a  number  of  studies  about  gun  violence,  then -CDC  Director  David  Satcher 
commissioned  a  panel  of  outside  experts  to  review  that  portfolio  of  work  and  make  sure  it  wasn't 
biased  toward  gun  control  advocacy.  The  panel  ultimately  concluded  that  the  studies  weren't 
biased  and  were  in  fact  extremely  well  done,  and  1  was  wondering  if  you  knew  of  a  way  I  could 
access  that  report  so  I  could  cite  it  in  my  article.  I  would  love  to  get  a  copy  or  even  the  name  so  I 
can  look  it  up  myself. 

Thank  you! 

Courtney 


From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  February  03,  2016  6:10  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(Scdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <:tgs9@cdc.Eov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9facdc.gQV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  Re:  For  Review:  The  Trace-gun  violence 
Hi  Courtney, 

The  responses  are  fine. 

Thank  you, 

Linda 

Sent  from  my  BlackBerry 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  12:49  AM  Eastern  Standard  Time 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC);  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Linda, 

Wilt  you  please  take  a  look  at  the  responses  and  let  me  know  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  I  don't  have  her  exact  changes.  Looks  tike  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  COC's  annual  appropriation  for  both 


research  and  non-research  activities.  Hovi/ever,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Reiated  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention, 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 


7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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and  2009-2010 

MMWR.  August  2,  2013/  62(30);597-602 
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MMWR.  March  6,  2015  /  64(08);20 1-205 
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From:  Dahiberg,  Linda  lTcdC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  20l6-3;55  PM 

To:  Lenard,  Courtney  (CDC/OWDIEH/NCIPC)  <zva5(acdc.eov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(g)cdc-gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9t5)cdc,gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.eov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(S)cdc.gQV>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2g)cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<lldQ{5)cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(a)cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5(Scdc.gov>:  Williams,  Alan  J, 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2t5)cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  (23. 


Thanks  much! 

Courtney 

Questions: 

1,  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

2, 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S,  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 


it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  nnillion 
would  be  necessary, 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  tliat  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 
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Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 
http://www.ncbi.nlin.nih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 
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Violence  in  the  United  States:  Status,  Chailenges,  and  Opportunities 
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Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  2015  /  64(08);20 1-205 

http://www.cdc.gOv/mmwr./preview/mmwrhtml/mm6408al,  htm 

Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62(27);545-548 

http://www.cdc.gOv/m.mwr/preview/mmwrhtml/mm6227al.htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 
MMWR.  January  27,  2012  /  61(03);46-51 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6 1 03a2.htm 

Most  recent  NVDRS  Surveillance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 

MMWR.  January  17,  2014  /  63(SS01);  1-33 
http://www.cdc.gov/mmwr/preview/mmwrhtml/ss630 1  al  .htm 

Courtney  N.  Lenard,  MA 

Health  Communication  Specialist  I  National  Center  for  Injury  Prevention  and  Control  I  Health  Communicaiion  and  Science 
Office  I  0:  770.488  3733  I  Monday  i  Friday  tetework.:  404.806.3037 


Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From: 

Sent: 

To: 


Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

24  Aug  2016  21:03:26  +0000 

Fox,  Kate  (CDC/ONDIEH/NCIPC);Patterson,  Sara  S. 


(CDC/ONDIEH/NCIPC);Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 


Cc: 

Subject: 


Ghulamali,  Sabah  (CDC/ONDIEH/NCIPC) 

RE:  Draft  TPs  for  Next  Week:  Please  Review  by  Noon  on  Tuesday 


Thx-  this  works-  maybe  just  a  bit  of  info  on  what  is  together  for  girts?  le  how  big,  what  they  do,  etc- 1 
know  we  have  VACS  through  them,  but  not  familiar  with  the  org  itself 
Deb  Houry,  MD,  MPH 
Director 

National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention 
4770  Buford  Highway,  NE;  Mail  Stop  F63;  Atlanta,  GA  30341 
Twitter;  (SDebHouryCDC 
Phone:  (770)  488-4696  |  |  Fax:  (770)  488-4222 
From:  Fox,  Kate  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  August  24,  2016  3:02  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) ;  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC) ;  Peeples,  Amy  B. 
(CDC/ONDIEH/NCIPC) 

Cc:  Ghulamali,  Sabah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Draft  TPs  for  Next  Week:  Please  Review  by  Noon  on  Tuesday 

Re:  LOS:  Paul  Bonta  decided  that  it  wasn't  worth  pursuing  at  this  point,  given  that  they  submitted  a  new 
application.  He  will,  however,  request  a  LOS  if  this  application  is  rejected  at  the  editorial  panel  meeting. 
Also,  I've  attached  the  last  set  of  briefing  materials.  These  are  for  the  meet-and-greet  with  the  new 
Executive  Director  of  Together  for  Girls.  We've  kept  these  materials  higher-level  and  are  including 
background  materials,  since  we  expect  it  be  an  informal  meeting.  Let  us  know  if  you  have  questions  or 
need  anything  else. 

Thanks! 

Kate 

From;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  August  24,  2016  1:38  PM 

To:  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC)  <afoQ@cdc.gov>;  Peeples,  Amy  B,  (CDC/ONDIEH/NCIPC) 
<asbD@cdc.gov> 

Cc:  Ghulamali,  Sabah  (CDC/ONDIEH/NCIPC)  <leuQtg)cdc.gov>;  Fox,  Kate  (CDC/ONDIEH/NCIPC) 
<kki4@cdc.gov> 

Subject:  RE:  Draft  TPs  for  Next  Week:  Please  Review  by  Noon  on  Tuesday 
On  Schatz  I  pulled  my  notes  from  last  trip 

Falls-  big  interest  of  the  Senator-  they  had  been  briefed  by  American  College  of  Prev  Med  re  the  CPT 
code  we  have  been  working  with  them  on-  this  CPT  code  was  recently  rejected  by  AMA-  we  will  be 
resubmitting  this  month.  They  may  be  interested  in  sending  letter  of  support  to  AMA  re  this  (of  note,  HI 
has  one  of  the  lowest  rates  of  falls  in  US-  has  good  community  based  Tai  Chi  program) 

Suicide-  advocates  recently  met  with  them- 1  mentioned  the  FY17  request  and  what  our  vision  for  work 
in  suicide  would  be  (community  level  interventions  in  states  and  tribal  communities;  implementing 
evidence  based  approaches;  expanding  NVDRS  nationally)-  she  said  they  are  extremely  interested  in 
suicide  and  would  like  to  support  our  efforts 

FV-  she  brought  this  up  esp  with  AMA  resolution  this  week  re  lifting  Dickey  amendment.  I  talked  about 
the  work  we  were  doing  (child  injury  papers,  optional  BRFSS  module,  ICRC  projects)  but  talked  about  the 


importance  of  report  language  and/  or  appropriation.  She  wants  to  have  a  follow  up  discussion  on  this 
to  see  how  they  can  help  move  this  forward 

Did  we  want  to  ask  about  LOS  to  AMA;  and  was  there  a  follow  up  discussion  regarding  FV? 

Deb  Houry,  MD,  MPH 
Director 

National  Center  for  Injury  Prevention  and  Control;  Centers  for  Disease  Control  and  Prevention 
4770  Buford  Highway,  NE;  Mail  Stop  F63;  Atlanta,  GA  30341 
Twitter:  (SDebMouryCDC 
Phone:  (770)  488-4696  1 1  Fax:  (770)  488-4222 
From:  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  August  23,  2016  9:07  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7(5)cdc.gov>:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
<asbQ(@cdc.gov> 

Cc:  Ghulamali,  Sabah  (CDC/ONDIEH/NCIPC)  <leu0@cdc-gov>:  Fox,  Kate  (CDC/ONDIEH/NCIPC) 
<kki4@cdc.gov> 

Subject:  Draft  TPs  for  Next  Week:  Please  Review  by  Noon  on  Tuesday 
Hi  Deb  and  Amy, 

Attached  are  the  draft  talking  points  for  our  two  congressional  briefings  and  the  meetings  with 
BIAA/NASHIA  and  AAMC  next  week.  The  one  set  of  TPs  that  are  outstanding  are  the  ones  you'll  need  for 
your  meeting  with  Together  for  Girls  on  Wednesday,  Deb.  If  you  could  review  and  send  Sabah  and  Kate 
any  feedback  by  noon  on  Tuesday,  they  can  finalize  and  get  you  (Deb)  a  final  packet  on  Friday  before 
you  head  out.  Deb,  would  you  be  OK  bringing  me  a  packet,  too,  when  you  come  to  DC?  I  could  print 
from  home  on  Sunday  when  I  return  [ 


but  it  may  be  easier  to  just  get  a  packet  made  at 


work  if  you  don't  mind  bringing  it  with  you  to  DC. 
Thanks! 

Sara 


From: 

Sent: 

To: 


Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

24  Aug  2016  17:50:47  +0000 

Fox,  Kate  (CDC/ONDIEH/NCIPC);Patterson,  Sara  S. 


(CDC/ONDIEH/NCIPC);Peeples,  Amy  B.  (CDC/ONDIEH/NCfPC) 


Cc; 

Subject: 


Ghulamali,  Sabah  (CDC/ONDIEH/NCIPC) 

RE:  Draft  TPs  for  Next  Week:  Please  Review  by  Noon  on  Tuesday 


Sounds  good 

Deb  Houry,  MD,  MPH 

Director 

National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention 
4770  Buford  Highway,  NE;  Mail  Stop  F63;  Atlanta,  GA  30341 
Twitter:  (§)DebHouryCDC 
Phone:  (770)  488-4696  1 1  Fax:  (770)  488-4222 
From;  Fox,  Kate  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  August  24,  2016  1:50  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) ;  Patterson,  Sara  S,  (CDC/ONDIEH/NCIPC) ;  Peeples,  Amy  B. 
(CDC/ONDIEH/NCIPC) 

Cc:  Ghulamali,  Sabah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Draft  TPs  for  Next  Week:  Please  Review  by  Noon  on  Tuesday 
Fll  follow-up  with  Hilary  to  see  if  we  followed  up  on  the  LOS. 

On  FV,  we'd  recommend  focusing  on  NVDRS/suicide  and  mostly  doing  Q&A  on  FV.  Based  on  what  you 
discussed  last  time,  Lm  not  sure  there's  too  much  more  we'd  have  to  say,  other  than  updating  her  on 
the  other  papers  we  have  in  the  works.  Maybe  we  can  discuss  in  our  2:1  tomorrow? 

From;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  August  24,  2016  1:38  PM 

To:  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC)  <afoQ(5)cdc.gQv>:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
<asb0@cdc.gov> 

Cc:  Ghulamali,  Sabah  (CDC/ONDIEH/NCIPC)  <leuQ@cdc.gov>;  Fox,  Kate  (CDC/ONDIEH/NCIPC) 
<kki4@cdc.aov> 

Subject:  RE:  Draft  TPs  for  Next  Week:  Please  Review  by  Noon  on  Tuesday 
On  Schatz  I  pulled  my  notes  from  last  trip 

Falls-  big  interest  of  the  Senator-  they  had  been  briefed  by  American  College  of  Prev  Med  re  the  CPT 
code  we  have  been  working  with  them  on-  this  CPT  code  was  recently  rejected  by  AMA-  we  will  be 
resubmitting  this  month.  They  may  be  interested  in  sending  letterof  support  to  AMA  re  this  (of  note,  HI 
has  one  of  the  lowest  rates  of  falls  in  US-  has  good  community  based  Tai  Chi  program) 

SuicidG“  advocates  recently  met  with  them- 1  mentioned  the  FY17  request  and  what  our  vision  for  work 
in  suicide  would  be  (community  level  interventions  in  states  and  tribal  communities;  implementing 
evidence  based  approaches;  expanding  NVDRS  nationally)-  she  said  they  are  extremely  interested  in 
suicide  and  would  like  to  support  our  efforts 

FV-  she  brought  this  up  esp  with  AMA  resolution  this  week  re  lifting  Dickey  amendment.  I  talked  about 
the  work  we  were  doing  (child  injury  papers,  optional  BRFSS  module,  ICRC  projects)  but  talked  about  the 
importance  of  report  language  and/  or  appropriation.  She  wants  to  have  a  follow  up  discussion  on  this 
to  see  how  they  can  help  move  this  forward 

Did  we  want  to  ask  about  LOS  to  AMA;  and  was  there  a  follow  up  discussion  regarding  FV? 

Deb  Houry,  MD,  MPH 
Director 

National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention 


4770  Buford  Highway,  NE;  Mail  Stop  F63;  Atlanta,  GA  30341 
Twitter:  @DebHourvCDC 
Phone:  (770)  488-4696  1 1  Fax:  (770)  488-4222 
From:  Patterson,  Sara  S.  {CDC/ONDI  EH/NCI  PC) 

Sent:  Tuesday,  August  23,  2016  9:07  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7(5)cdc.gov>:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
<asb0@cdc.gQV> 

Cc:  Ghulamali,  Sabah  (CDC/ONDIEH/NCIPC)  <leu0@cdc.RQV>:  Fox,  Kate  (CDC/ONDIEH/NCIPC) 
<kki4@cdc.gov> 

Subject:  Draft  TPs  for  Next  Week:  Please  Review  by  Noon  on  Tuesday 
Hi  Deb  and  Amy, 

Attached  are  the  draft  talking  points  for  our  two  congressional  briefings  and  the  meetings  with 
BIAA/NASHIA  and  AAMC  next  week.  The  one  set  of  TPs  that  are  outstanding  are  the  ones  you'll  need  for 
your  meeting  with  Together  for  Girls  on  Wednesday,  Deb,  If  you  could  review  and  send  Sabah  and  Kate 
any  feedback  by  noon  on  Tuesday,  they  can  finalize  and  get  you  (Deb)  a  final  packet  on  Friday  before 
you  head  out.  Deb,  would  you  be  OK  bringing  me  a  packet,  too,  when  you  come  to  DC?  1  could  print 
from  home  on  Sunday  when  I  return 


(b)(6) 


but  it  may  be  easier  to  just  get  a  packet  made  at 


work  if  you  don't  mind  bringing  it  with  you  to  DC. 
Thanks! 

Sara 


From: 

Sent: 

To: 

Subject: 


Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
1  Aug  2016  15:44:44  +0000 
Sloan,  Robin  (CDC/ONDIEH/NCIPC)  (CTR) 
RE:  Firearms  Inquiry 


You're  welcome. 

From:  Sloan,  Robin  (CDC/ONDIEH/NCIPC)  (CTR) 

Sent:  Monday,  August  01,  2016  11:18  AM 
To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Firearms  Inquiry 
Good  stuff.  Thanks,  Linda  I 

Robin  Sloan,  MA,  CCPH  |  Health  Communication  Specialist  |  Carter  Consulting,  Inc. 
CPC  I  NCIPC  I  DVP  I  OD  I  HCET 
From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  August  01,  2016  11:00  AM 

To:  Sloan,  Robin  (CDC/ONDIEH/NCIPC)  (CTR)  <dgulfacdc.eov> 

Subject:  RE:  Firearms  Inquiry 

Hi  Robin, 

See  response  below. 

Response: 


(b)f5) 


•  Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007  and 

2009-2010,  MMWR.  August  2,  2013  /  62(30);597-602. 

•  Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012,  MMWR.  March  6, 

2015  /  64(0S};2Ol-205. 

•  Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010,  MMWR.  July  12, 

2013  /  62(27);545-548. 

From:  Sloan,  Robin  (CDC/ONDIEH/NCIPC)  (CTR) 

Sent:  Monday,  August  01,  2016  9:19  AM 

To:  Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldQ@cdc.gov> 

Subject:  Firearms  Inquiry 
Hey  Linda, 

I  think  the  question  below  is  a  new  one.  Can  you  help  me  with  a  response? 

Subject:  Information  on  Gun  Violence  and  Firearm  Use 
From:  General 
Email  Address: 

Your  Question:  I  am  doing  a  study  on  gin  violence  and  information  that  is  collected  for  my 
internship.  I  am  asking  what  sort  of  information,  such  as  reports,  data,  statistics,  and  outcomes, 
were  collected  by  the  CDC  before  the  Dickey  Act  was  approved, 

Robin  G,  S/oon,  MA^  CCPH 

Health  Communication  Specialist  |  Carter  Consulting,  Inc. 

CDC  1  NCIPC  I  DVP 
770-48S-4019  (office) 

404-625-3272  (mobile) 

Telework  Tu  &  Fri.  Please  email. 


Public 

m6) 


CDC 


SMlr>g  LMi  ind  Protecting  People 
from  Vtotence  md  tn^iry 


From: 

Sent: 

To: 

Cc: 

Subject: 


Sucosky,  Marissa  Scalia  (CDC/ONDIEH/NCCDPHP) 

14  Oct  2016  16:45:51  -0400 
Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Doyle,  Nadine  (CDC/ONDIEH/NCIPC) 

RE:  firearms  research  --  please  review  by  COB  10/14 


Thunk  you  very  much,  Linda! 

Marissa  Scalia  Sucosky,  MPH 

Policy  and  Partnerships  Team  Detailee 

DVP/NCIPC/CDC 

Blackberry:  404-384-9135 
msucQsky@cdc.gQv 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  October  14,  2016  4:11  PM 

To:  Sucosky,  Marissa  Scalia  (CDC/ONDIEH/NCCDPHP) 

Cc:  Doyle,  Nadine  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  firearms  research  -  please  review  by  COB  10/14 
Hi  Marissa  - 

Here's  the  response  with  my  suggested  edits  in  blue,  I  added  Steve  Sumner's  recent  paper  and  the  AJPM 
supplement  on  the  NVDRS  findings  related  to  law  enforcement,  suicide,  etc. 

Let  me  know  if  you  have  any  questions. 

Thanks, 

Linda 

From:  Sucosky,  Marissa  Scalia  (CDC/ONDIEH/NCCDPHP) 

Sent:  Tuesday,  October  11,  2016  2:05  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lid0@cdc,fiov> 

Cc:  Doyle,  Nadine  (CDC/ONDIEH/NCIPC)  <hvx8@cdc.ROV> 

Subject:  FW:  firearms  research  -  please  review  by  COB  10/14 
Hi,  Linda, 

In  response  to  the  inquiry  we  received,  please  review  the  response  we  have  drafted  and  let  me  know 
whether  you  have  anything  to  add  or  change.  Also,  do  you  have  web  links  for  the  discussion  papers 
referenced  in  the  lOM  report  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-fjelated 
Violence'* 

•  youth  possession  and  acquisition  of  firearms 

•  the  relationship  between  alcohol  and  firearm  violence 

•  firearm  access  for  persons  at  risk  of  harming  themselves  or  others 
Please  respond  by  COB  this  Friday  10/14. 

Marissa  Scalia  Sucosky,  AAPH 
Policy  and  Partnerships  Team  Detailee 


DVP/NCIPC/CDC 


Blackberry:  404-384-9135 
msucosky@cdc.QQv 


Dear  Dr.  Zehrung: 


Recent  examples  are  included  below. 

•  Findings  from  the  National  Violent  Death  Reporting  System  -  Special  Supplement;  American 

Journal  of  Preventive  Medicine;  2016  Nov;  http://www.Qjpmonline.org/issue/5Q749- 

37971161X0016-5 

•  Sentinel  events  preceding  youth  firearm  violence:  an  investigation  of  administrative  data  in 

Delaware.  American  Journal  of  Preventive  Medicine:  2016  Nov;  647-655. 

http://www.ajpmonline.orQ/article/S0749-3797fl613Q307-5/fulltext 

•  Firearm  injuries  in  the  United  States.  Preventive  Medicine.  2015  Oct;79:5-14; 

http://www.ncbi.n)m.nih.qov/pubmed/26116133 

•  Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 

and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602; 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6230al.htm 

Additionally,  in  response  to  the  President's  Now  is  the  Time  plan  released  in  January  of  2013,  CDC 
asked  the  Institute  of  Medicine  (lOM)  in  collaboration  with  the  National  Research  Council  (NRC)  to 
convene  a  committee  to  engage  diverse  stakeholders  and  identify  the  most  pressing  research 
questions  on  gun  violence,  including  those  with  the  greatest  potential  public  health  impact.  The 
lOM/NRC  released  their  report  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-delated 
Violenceon  June  5,  2013,  (Note  that  if  you  wanted  to  download  a  PDF,  you  just  need  to  create  a 
free  guest  account  on  the  lOM  page.) 


The  CbC  Foundation,  in  collaboration  with  the  CbC,  also  commissioned  the  lOM/NRC  to  develop  and 
disseminate  three  supplemental  discussion  papers  focusing  on  priorities  identified  in  2013  report: 
youth  possession  and  acquisition  of  firearms;  the  relationship  between  alcohol  and  firearm  violence; 
and  firearm  access  for  persons  at  risk  of  harming  themselves  or  others, 
birect  Links  to  the  Papers: 

http://iom.nQtionalaCQdemies.org/~/mediQ/Files/Activitv7o20Files/&lobal/2014-bEC-18/Alcohol- 

Firearms.pdf. 

http://nQtionQlaCQdemies.org/hmd/~/mediQ/Fil&s/AetivitY7n20Files/&loba!/2014-bEC-18/youth- 

Acquisrtion-Carryinq-Firearms-US.pdf 

http://iom.nctionalacademies.org/~/media/Files/ActivitY%20Files/Global/2014-bEC-18/FireQrms- 

5uicide-Homicide.pdf. 

The  Injury  Center  Funding  Opportunity  Announcements  fFOAs)  Web  page  lists  funding 
opportunities  that  have  been  recently  available  in  our  Center.  You  might  also  be  interested  in  the 
CPC  Injury  Center  Research  Priorities  (scroll  to  the  bottom  of  the  webpage  for  direct  links  to 
Violence  Prevention  research  topics). 

I  hope  this  addresses  your  questions.  Please  let  me  know  if  you  need  additional  information. 

From;  David  Zehrung  rnnailto| 

Sent:  Monday,  September  19,  2016  5:06  PM 

To:  Sucosky,  Marissa  Scalia  (CDC/ONDIEH/NCCDPHP)  <aql8@cdc.gov> 

Subject;  Fwd:  firearms  research 

Hi  Marissa,  DVP  Inquiries  suggested  I  reach  out  to  you. 

As  President-Elect  of  the  Pennsylvania  Psychological  Association,  I  am  working  on  an  issue  that 
has  arisen.  Some  of  our  members,  in  advocating  for  more  gun  control,  have  suggested  that  CDC 
is  prohibited  from  conducting  firearms  related  research.  I  contacted  the  CDC  info  folks,  who 
provided  the  helpful  statement  at  the  bottom  of  this  email. 

Ed  be  interested  in  understanding  in  greater  detail  about  funding/research  directions  over  the 
next  year  or  so,  as  well  as  initiatives  CDC  has  in  place  currently  that  might  relate  to  firearms  and 
violence  and/or  suicide.  As  an  association,  we  are  not  interested  in  taking  a  stand  on  policy 
issues  such  as  gun  control,  but  we  are  interested  in  violence  prevention  efforts. 

This  must  sound  rather  vague.  I  guess  two  main  lines  of  questions  I  have  relate  to  a)  things  we 
can  share  with  our  membership  that  CDC  is  doing  on  these  topics;  b)  possibly  grants  that  might 
be  available  for  PA  to  conduct  research  in  this  area. 

Regards, 

□  David 

David  L.  Zehrung,  Ph.D. 

Greencastle,  PA 

(b)(6j 

_ (b)(6) _ 


Begin  forwarded  message: 

From:  "DVP  Inquiries  (CDC)"  <dvpinquiries@cdc.gov> 
Subject:  RE:  firearms  research 
Date:  September  19,  2016  at  12:48:06  PM  EDT 
To:(  ' 


(b)(6) 

Thank  you  for  your  inqd 


(h)f6) 


Tryr 


One  of  our  Subject  Matter  Experts  from  CDCs  Policy  Team  will  be  in  contact  with  you  by 
next  week.  In  the  meantime,  please  direct  your  questions  to  Marissa  Scalia  Sucosky  at 
m5uco5kv@cdc.aov. 


(b)(6j 


From:  David  Zehrung 
Sent:  Friday,  September  16,  2016  2:50  PM 
To:  DVP  Inquiries  (CDC) 

Subject:  Re:  firearms  research 


(bX6) 


Thank  yon  for  your  prompt  and  infomiative  reply! 

I  am  President-Elect  of  the  Pennsylvania  Psychological  Association,  and  we  are 
expanding  our  work  on  interpersonal  violence,  and  suicide  prevention.  Is  there  a 
person  at  CDC  1  might  speak  with/correspond  with  further  regarding  firearms 
research,  the  budget  regarding  this,  etc? 

Much  appreciated, 

David 

David  L.  Zehrung,  Ph.D. 

<^encastle,  PA 


On  Sep  16,  2016,  at  2:02  PM,  DVP  Inquiries  (CDC) 
<dvpinquiries@cdc.gov>  wrote: 

Thank  you  for  contacting  the  Centers  for  Disease  Control  and 
Prevention. 

CDC  appropriation  language  states  that  none  of  the  funds  made 
available  to  CDC  may  be  used,  in  whole  or  in  part,  to  advocate  or 
promote  gun  control  (in  place  since  FY 1 997;  extended  to  all  of  HHS  in 
2012),  but  the  language  does  not  prohibit  the  CDC  from  conducting 
public  health  research  into  gun  violence.  CDC  historically  conducted 
research  on  fireann- related  violence,  and  in  2013,  the  President  called 
upon  the  CDC  and  other  scientific  agencies  to  conduct  research  into  the 
causes  and  prevention  of  gun  violence.  The  CDC  and  the  Obama 
Administration  are  committed  to  engaging  in  this  work,  and  many 
partners  and  several  members  of  Congress  are  interested  in  CDC  doing 
research  on  this  topic.  That  said,  CDC  has  very  limited  discretionary 
funding  to  conduct  this  research  and  would  need  the  funding  requested 
in  the  FY2017  President’s  Budget  to  conduct  significant  research  in  this 
area. 


From:  Eiring,  Hilary  (CDC/ONDIEH/NCIPC) 

Sent:  21  Jun  2018  09:02:38 -0400 

To;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Cc;  Watkins,  Jacqueline  (CDC/OID/NCEZID);Nesbit,  Brandon 

(CDC/ONDIEH/NCIPC);Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  OD  TPs  for  NAM  meeting 

Attachments:  Epi_SAHS_ForensicScilnternational.docx,  Trends  in  SAVD  1992-2016  v3.pptx, 

FACTSHEET_Vital  Signs_June_2018_Suidde_Final_WEB.PDF,  MMWR_Vital  Signs_ 

Suicide_6. 7.2018_article.pdf,  Kegler  FA  Homicides  and  Suicides  Metro  Areas  (Manuscript). docx,  Redfield 
NAM  Meeting  NCIPC  6  20  2018  vZ.docx 

Thanks.  Updates  attached.  I  confirmed  with  Liz  Finkelman  from  NAM  that  she  did  call  in  to  the  BSC  since 
she  reached  out  about  the  slides  and  minutes, 

I  also  have  attached  the  supplemental  materials  so  that  it's  all  in  one  place  to  go  back  to  Hugh.  I  am 
confirming  anticipated  publication  date  for  the  MMWR  -  will  send  that  to  Jackie  once  I  have  it. 

Thanks, 

Hilary 

From;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  20,  2018  9:13  PM 
To:  Eiring,  Hilary  (CDC/ONDIEH/NCIPC) 

Cc:  Watkins,  Jacqueline  (CDC/OID/NCEZID) ;  Nesbit,  Brandon  (CDC/ONDIEH/NCIPC) ;  Peeples,  Amy  B. 
(CDC/ONDIEH/NCIPC) 

Subject;  RE:  For  Review;  OD  TPs  for  NAM  meeting 

I  had  a  bunch  of  suggested  edits- 1  also  think  there  needs  to  be  a  BLUF  for  both  of  our  sections  and  an 
ask  where  appropriate 
From:  Eiring,  Hilary  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  3:01  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7g)cdc.gov> 

Cc:  Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2@cdc.gov>;  Nesbit,  Brandon  (CDC/ONDIEH/NCIPC) 
<vxw6(S)cdc.gov> 

Subject;  For  Review:  OD  TPs  for  NAM  meeting 
Hi  Deb, 

We  put  together  background  information  and  talking  points  for  Dr.  Redfield's  meeting  with  NAM.  I  am 
still  waiting  for  the  MSA  paper  from  DVP  but  wanted  to  go  ahead  and  get  this  to  you  before  we  send  on 
to  the  OD  (which  will  include  the  SAVD  and  Suicide  Vital  Signs)  as  well. 

I  included  information  from  Althea  on  the  Mental  Health  Forum  since  the  request  did  not  go  to  her 
directly. 

Please  let  me  know  if  you  have  any  questions/edits/concerns. 

Thanks, 

Hilary 

From;  Eiring,  Hilary  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  15,  2018  2:03  PM 

To:  Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2@cdc.gov> 

Subject:  Re:  OD  TPs  for  NAM  meeting 

Yes,  we  can  handle  and  I'll  let  you  know  if  I  have  any  questions. 

Thanks! 


From:  Watkins,  Jacqueline  (CDC/OID/NCEZID)  <grit2@cdcggy> 

Date;  June  15,  2018  at  1:57:28  PM  EDT 

To:  Erring,  Hilary  (CDC/ONDIEH/IMCIPC)  <vteO@cdc.RQV> 

Subject:  OD  TPs  for  NAM  meeting 
Hilary, 

Dr.  Redfield  is  meeting  with  NAM  on  June  26^*^  and  we've  been  asked  to  provide  information  to  CDC  OD 

by  June  20**^  at  12noon.  The  agenda  for  the  NAM  meeting  includes  the  following: 

1.  Vital  Directions  for  Health  and  Health  Care  initiative  (see  attached  checklist) 

2.  Action  Collaborative  on  countering  the  opioid  epidemic  (see  attached  concept  paper) 

3.  Potential  research  on  GV 

For  #2,  OD  is  requesting  any  pertinent  background  or  messages  around  the  action  collaborative.  Deb 
noted  that  she  and  Anne  are  CDC  reps  to  the  action  collaborative  and  we  have  funded  it  {Deb  thinks 
$10k/yr  for  2  years).  Deb  suggested  we  mention  that  Liz  F  from  NAM  called  into  our  BSC  meeting  on 
benchmarking  and  has  been  communicating  with  Deb  about  our  project  and  how  hopefully  it  can  help 
inform  the  consensus  paper  they  are  working  on  scheduled  to  come  out  in  about  20  months.  Either 

Anne  or  Deb  will  attend  a  kickoff  on  July  27^^.  Deb  also  mentioned,  there  is  a  mental  health  forum  Anne 
is  funding  for  $50k  and  Althea  is  the  rep  (I  don't  know  who  that  is,  but  assume  you  do  -  let  me  know  if 
we  need  to  figure  out  though). 

For  #3,  they  asked  for  our  standard  GV  talking  points.  Deb  asked  we  include  the  MSA  and  SAVD  in 
clearance  (Elizabeth  was  tracking  down  the  SAVD  article  the  other  day  and  should  have  it;  do  you  know 
anything  about  the  MSA?)  to  highlight  that  we  are  still  continuing  to  produce  GV  surveillance  papers  and 
we  will  now  be  expanding  our  NVDRS  to  al.  50  states.  Deb  suggested  that  we  share  the  suicide  vital 
signs.  Also  asked  to  mention  we  don't  have  a  dedicated  line  and  that  if  we  get  an  appropriation  for  for 
GV  we  would  use  the  NAM  research  agenda  to  guide  our  funding  announcements  (especially  around 
surveillance,  safe  storage,  kids  and  vets). 

Can  you  /  your  team  take  the  lead  on  this? 

Jackie 
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SCHOOL-ASSOCIATED  HOMICIDE- SUICIDES 

The  Epidemiology  of  School- Associated  Homicide-Suicides  in  the  United  States,  1994-2014 

Abstract 

School-associated  homicide- suicides  are  tragic  events  that  devastate  the  communities  where  they  occur 
and  even  the  nation  at  large.  However,  little  is  known  about  such  events  and  how  to  prevent  them.  This 
study  used  the  School-Associated  Violent  Death  Surveillance  System,  a  population-based 
epidemiological  study,  to  assess  national  frequencies  of  school-associated  homicide-suicides  from  July 
1,  1994  through  June  30,  2014  as  well  as  event  and  decedent  characteristics.  Data  were  obtained  from 
law  enforcement  investigative  reports,  structured  telephone  interviews  with  law  enforcement  officials, 
and  media  scans.  Over  20  years,  42  (0-6  annually)  school-associated  homicide-suicide  events  resulted  in 
141  deaths:  98  homicides  and  43  suicides.  Six  cases  (14%)  were  mass  killings.  All  141  deaths  (100.0%) 
involved  firearms.  Homicide  victims  were  often  female  (n=59,  69%),  non-Hispanic  White  (n=58,  67%), 
students  (n=50,  58%)  or  faculty/staff  (n=24,  28%).  Suicide  decedents  were  mostly  male  (n=41,  95%), 
non-Hispanic  White  (n=25,  58%),  community  residents  (n=16,  37%),  students  (n=l  1,  26%),  or  staff 
partners  (n=9,  21%).  Most  events  (n=27,  64%)  involved  intimate  partner  violence.  Although  school- 
associated  homicide-suicides  are  rare,  they  involve  a  complex  mix  of  interpersonal  dynamics  that  are  not 
often  tied  to  conditions  within  schools  themselves.  Epidemiologic  examinations  of  these  events  can  help 


to  inform  prevention  efforts. 
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Highlights 

Highlights  are  mandatory  for  this  journal.  They  consist  of  a  short  collection  of  bullet  points  that 
convey  the  core  findings  of  the  article  and  should  be  submitted  in  a  separate  editable  file  in  the 
online  submission  system.  Please  use  'Highlights'  in  the  file  name  and  include  3  to  5  bullet  points 
(maximum  85  characters,  including  spaces,  per  bullet  point).  You  can  view  example  Highlights  on 
our  information  site,  https://www.elsevier.com/authors/journal-authors/highlights 

Keywords 

violence;  schools;  epidemiology;  homicide-suicide;  intimate  partner  violence 


5 
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Introduction 

While  homicide{s)-fo] lowed- by-suicide(s)  are  relatively  rare  in  the  U.S.,  approximately  1,500 
Americans,  about  13%  of  whom  are  children,  die  in  homicide-suicide  events  annually  [1-3].  By 
definition,  these  events  involve  multiple  deaths  and  can  have  detrimental  effects  on  the  communities  in 
which  they  occur  and  even  the  nation  at  large,  as  some  events  are  highly  publicized  [4].  Yet,  little 
epidemiological  research  on  homicide- suicide  exists,  and  most  studies  focus  on  localized  or 
international  samples,  or  are  limited  by  brief  time  periods  for  which  data  are  available  [5-9]. 

Studies  assessing  contextual  factors  of  homicide-suicides  have  demonstrated  that  they  are 
usually  perpetrated  by  adult  men,  typically  result  in  adult  female  or  child  homicide  victims,  and  are 
often  precipitated  by  interpersonal  or  intimate  partner  violence  [1-3,5,7-10],  Additionally,  incidents  are 
commonly  perpetrated  in  private  settings,  such  as  the  home  [2,1 1].  While  the  rates  of  homicide-suicide 
events  vary  by  study  locale  and  time  period,  these  characteristics  of  perpetrators,  victims,  and  their 
relationships  have  been  consistently  reported  across  studies.  However,  there  may  be  reason  to  believe 
that  the  demographic  and  relational  characteristics  of  homicide- suicide  events  in  school  settings,  in 
particular,  differ  from  those  perpetrated  in  private  settings.  For  instance,  case  studies  of  mass  shootings 
at  schools  indicate  that  both  the  victims  and  perpetrators  of  these  events  are  often  school-aged,  and  the 
perpetrator  is  frequently  a  classmate  of  the  homicide  victims;  ostracism  and  teasing  by  fellow  students 
are  frequently  noted  as  motivations  for  these  events  [12],  However,  there  is  also  evidence  of  exceptions 
to  these  commonalities,  specifically  where  the  perpetrator  of  a  school  shooting  is  identified  as  an  adult 
who  was  unknown  to  homicide  victims  [13,14],  While  these  studies  are  helpful  for  understanding 
relationship  distinctions  common  to  school  shootings,  their  focus  on  mass  shootings  provides  little  to  no 
information  on  violent  deaths  that  occur  in  school  settings  but  that  result  in  a  small  number  of  victims  or 
events  that  involve  only  family  members  and  victims  related  to  the  perpetrator.  Additionally,  they 
provide  little  demographic  information  regarding  the  victims  and  perpetrators. 
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The  School-Associated  Violent  Death  Surveillance  System  (SAVD-SS)  collects  data  on 

homicide,  suicide,  and  legal  intervention  deaths  and  allows  for  analysis  of  all  reported  homicide- suicide 
events  occurring  in  and  around  U.S.  primary  and  secondary  schools.  Previous  studies  using  SAVD-SS 
data  have  examined  context  and  trends  related  to  school -associated  homicides  and  suicides.  For 
example,  from  1994  to  1999,  there  were  220  school-associated  violent  death  (SAVD)  events,  78% 
(n=172)  of  which  were  homicides,  13%  (n=30)  were  suicides,  and  5%  (n=l  1)  were  homicide-suicides. 
The  average  annual  rate  of  SAVDs  during  this  period  was  very  low  -  less  than  1  per  100,000  students 
[15].  SAVD-SS  data  have  demonstrated  that  SAVDs  remain  rare  events  over  time,  and  homicide-suicide 
events  in  the  school  setting  are  even  rarer.  To  date,  however,  no  SAVD-SS  studies  have  closely 
examined  homicide-suicide  events  in  school  settings,  other  than  by  count  [15],  nor  have  they  assessed 
decedent  relationships  and  school  affiliations  in  detail.  The  objective  of  the  current  study  is  to  provide 
an  epidemiologic  characterization  of  school-associated  homicide-suicides  that  occurred  at  elementary 
and  secondary  schools  in  the  U.S.  over  a  20-year  period,  along  with  the  demographic  and  relational 
characteristics  of  all  victims  and  perpetrators  involved. 

Material  and  Methods 

The  SAVD-SS  was  initiated  in  1992  by  the  Centers  for  Disease  Control  and  Prevention  (CDC), 
in  collaboration  with  the  Departments  of  Education  and  Justice,  as  an  epidemiological  study  to  describe 
the  distribution  of  SAVDs  and  identify  common  features  of  these  deaths.  The  SAVD-SS  includes 
descriptive  data  on  violent  deaths  where  a)  the  fatal  injury  occurred  on  the  campus  of  a  functioning 
elementary  or  secondary  school  in  the  U.S.,  b)  while  the  victim  was  on  the  way  to/from  regular  sessions 
at  such  a  school,  or  c)  while  the  victim  was  attending  or  traveling  to/ from  a  school-sponsored  event. 
Information  on  violent  deaths  on  university  campuses  are  not  included  within  the  surveillance  system 
due  to  difficulties  in  identifying  school  boundaries  and  fewer  policies  about  where  students  and  staff  are 
supposed  to  be.  SAVD-SS  cases  include  the  deaths  of  students  and  non-students  (e.g.,  faculty/staff. 
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family  members,  community  residents),  and  were  identified  through  a  systematic  search  of  media 
databases  via  Nexis  and  then  confirmed  through  interviews  with  law  enforcement  (LE)  officers  familiar 
with  each  event.  Data  were  obtained  from  LE  investigative  reports  and  structured  telephone  interviews 
with  LE  officials  on  an  ongoing  basis  as  part  of  the  surveillance  system’s  protocol.  The  U.S.  Office  of 
Management  and  Budget  and  CDC’s  Institutional  Review  Board  approved  data  collection  activities,  and 
data  are  protected  with  an  Assurance  of  Confidentiality.  As  a  result,  detailed  information  about  the 
specific  locations  and  characteristics  of  these  events  cannot  be  disclosed. 

For  this  study,  we  examined  the  frequency  and  characteristics  of  homicide-suicide  events  from 
July  1994-June  2014  when  at  least  one  of  the  homicide  or  suicide  deaths  was  school-associated. '  Data 
collection  tools  were  designed  to  gather  information  on  SAVDs  and  any  affiliated  perpetrators,  so  data 
are  available  for  school-associated  homicides  and  suicides  and  off-campus  suicides  when  decedents 
were  also  school-associated  homicide  perpetrators.  Homicide  deaths  that  occurred  off-campus  but  were 
affiliated  with  the  homicide-suicide  event  are  noted  within  the  system,  but  detailed  demographic 
information  for  those  victims  is  not  collected.  Thus,  if  a  homicide  victim  is  killed  off-campus  prior  to  an 
SAVD,  information  about  the  off-campus  homicide  victim  may  be  limited. 

Of  the  914  SAVDs  captured  by  SAVD-SS  from  1994—2014,  42  school-associated  homicide- 
suicides  were  identified.  Supplemental  Nexis  scans  were  conducted  to  identify  case  characteristics  when 
LE  interviews  or  reports  were  not  received  (n=l)  or  lacked  contextual  information  (n=l).  These  scans 
used  similar  methods  as  a  seminal  study  to  identify  decedent  relationships  and  school  affiliation  [16], 
which  were  otherwise  missing.  Specifically,  Nexis  search  terms  included  relevant  victim  and  school 
names;  articles  published  within  two  years  of  the  incident  were  coded  for  pertinent  information. 

Data  extraction  forms  were  created  in  Epilnfo  3.5.4,  which  six  researchers  used  to  enter  data 
from  LE  reports  (n=39),  LE  interviews  (n=18),  and  supplementary  Nexis  scans  (n=2).  Two  researchers 
conducted  quality  assurance  reviews  and  cleaned  the  data.  Finally,  the  frequency  and  nature  of  school- 
'  Due  to  a  lack  of  complete  data  for  cases  from  Fall  1 992  through  Spring  1 994,  those  years  were  not  ineluded  in  this  study. 
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associated  homicide-suicides  were  examined  in  SPSS  v.23  using  descriptive  statistics.  Attributes  of 
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interest  included  frequency  of  events,  decedent  demographics,  relational  characteristics,  and  school 
affiliation.  Supplemental  media  scan  and  data  extraction  procedures  as  well  as  analyses  were  conducted 
in  2016  and  2017. 


Results 

Overall,  42  school-associated  homicide-suicides  occurred  in  and  around  U.S.  schools  from 
1994-2014.  Of  those  events,  34  (81%)  involved  one  homicide  decedent  and  one  suicide  decedent.  Eight 
cases  (19%)  involved  multiple  homicide  decedents,  six  (14%)  of  which  were  mass  killings  (i.e.,  killings 
with  three  or  more  homicide  victims)  [17].  One  of  those  eight  cases  also  had  multiple  suicide  decedents. 
The  42  school-associated  homicide- suicides  resulted  in  141  deaths:  120  (85.1%)  that  were  school- 
associated  and  21  (14.9%)  that  occurred  off  campus  prior  or  subsequent  to  a  SAVD.  Table  1  presents  the 
number  of  deaths  by  homicide  and  suicide  and  according  to  school-association  case  criteria;  average 
death  counts  for  events  and  mass  killings  are  also  reported.  All  141  deaths  (100%)  involved  firearms. 


Table  1.  Number  of  Deaths  in  42  Homicide-Suicide  Events,  United  States,  1994-2014 


On-campus  Deaths 
(n=120) 

Off-campus  Deaths 
(n=21) 

Total  Deaths  (N=141) 

No.  (%) 

No.  (%) 

No.  (%) 

Homicide 

86  (72) 

12 (57) 

98  (70)'’ 

Suicide 

34  (28) 

_ 9(43) _ 

43  (31)'’ 

Average  (Range) 

Average  (Range) 

Deaths  per  Event 
(n=42  events) 

2.9  (1-27) 

0.5  (0  -  2) 

3.4  (2-28) 

Deaths  per  Event 
Excluding  Mass 
Killings*  (n=36 
events) 

1.6(1  -3) 

1 

0.4  (0  -  2) 

2.1  (2-3)^ 

Deaths  per  Mass 
Killing*  (n=6  events) 

10.3  (2  -  27) 

0.8  (0  -  2) 

11.2  (4-28)'’ 

“Mass  killings  include  cases  where  there  are  three  or  more  homicide  victims. 

'’Percentages  within  categories  may  not  sum  to  100%  due  to  rounding. 

‘’Averages  for  on-campus  and  off-campus  death  categories  may  not  sum  to  equal  the  total  death  value 
due  to  rounding.  Ranges  are  calculated  across  each  individual  event  and  cannot  be  summed  across 
categories. 
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Decedent  demographic  characteristics  and  school  affiliation  are  presented  in  Table  2.  Homicide 

victims  had  a  median  age  of  16.0  years  (range  7  months-73),  and  were  often  female  {n=59,  69%),  non- 

Hispanic  White  (n=58,  67%),  students  (n=50,  58%),  or  faculty/staff  (n=24,  28%).  Suicide  decedents  had 

a  median  age  of  30.0  years  (range  12-76),  and  were  mostly  male  (n^l,  95%),  non-Hispanic  White 

(n=25,  58%),  and  either  community  residents  (n=16,  37%),  students  (n=l  1,  26%),  or  staff  partners  (n=9, 

21%).  Ten  cases  (24%)  involved  44  hospitalizations  for  non-fatal  injuries,  with  a  median  of  1.5  per  case 

(range  1-24).  Most  non-fatal  injuries  (n=37,  84%)  occurred  during  mass  killings.  Four  additional  events 

( 1 0%)  involved  students  who  may  have  intended  to  kill  multiple  people,  according  to  information 

gathered  by  LE  officers  (e.g.,  suicide  decedent  disclosed  intent  to  kill  many  people),  but  did  not  succeed. 


Tabic  2.  Homicide-Suicide  Decedent  Demographics,  United  States,  1994-2014 


On-campus  Homicide  Victims 
(n=86)“ 

Total  Suicide  Decedents 
(n=43) 

Median  (Range) 

Median  (Range) 

Age 

16.0  (7  months -73) 

30.0(12-76) 

Sex 

No.  (%) 

No.  (%o) 

Male 

27  (31) 

41  (95) 

Female 

59 (69) 

2(5) 

Race 

White,  non-Hispanic 

58 (67) 

25  (58) 

Black,  non-Hispanic 

7(8) 

7(16) 

Hispanic 

10(12) 

7(16) 

American  Indian  or  Alaska 
Native 

5(6) 

1(2) 

Asian 

1(1) 

1(2) 

Unknown 

5(6) 

2(5) 

School  Affiliation 

Community  Resident 

5(6) 

16(37) 

Faculty/Staff 

24  (28) 

1(2) 

Student 

50(58) 

1 1  (26) 

Partner  of  Staff 

0(0) 

9(21) 

Family  Member  of  Student 

4(5) 

4(9) 

No  or  Unknown  School 
Affiliation 

3(4) 

2(5) 

^Off-campus  homicide  deaths  that  are  affiliated  with  the  homicide-suicide  event  are  noted  within  the 
School-Associated  Violent  Death  Surveillance  System  but  detailed  demographic  and  contextual 
information  for  those  homicide  victims  are  not  collected. 

’’Percentages  within  categories  may  not  sum  to  1 00%  due  to  rounding. 
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Figure  1  depicts  the  frequencies  of  school-associated  homicide-suicides  and  deaths  by  academic 

year.  Zero  to  six  school-associated  homicide-suicides  occurred  per  year,  and  this  number  fluctuated  over 

time.  Death  counts  varied  according  to  the  number  of  events  but  spiked  in  years  with  mass  killings.  The 

four  mass  killings  that  caused  the  highest  spikes  involved  perpetrators  who  targeted  many  individuals 

within  schools;  the  other  two  were  family  disputes  that  occurred  on  school  property  but  had  no  known 

school  connection.  Most  school-associated  homicide-suicides  occurred  before  classes  began  (n=14, 

33%),  while  school  was  in  session  (n=14,  33%),  or  immediately  after  school  or  school- sponsored 

activities  (n=6,  14%).  Events  occurred  mostly  in  public  schools  {n=36,  86%).  While  some  events 

involved  deaths  in  multiple  locations,  incidents  most  frequently  occurred  in  parking  lots  or  school 

driveways  (n=16,  38%),  campus  lawns  or  outdoor  walkways  (n=7,  17%),  and  hallways  (n=6,  14%). 

Events  occurred  in  24  states,  with  nine  states  experiencing  two  or  more  school-associated  homicide- 

suicides. 

Figure  1.  Frequencies  of  Homicide-Suicide  Events  and  Deaths  by  Academic  Year 


Relationships  between  victims  and  perpetrators  and  their  school  affiliations  varied  across  events. 


Most  cases  involved  interpersonal  or  familial  disputes  between  two  (n=29,  69%)  or  more  individuals 
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(n=4,  10%).  Figure  2  highlights  the  nature  of  relationships  between  the  43  homicide  perpetrators/suicide 
decedents  and  the  98  homicide  victims.  Most  school-associated  homicide-suicides  (n=27,  64%)  involved 
intimate  partner  violence  (IPV)  and/or  IPV  corollary  victims  (i.e.,  victims  whose  deaths  were  connected 
to  IPV  but  who  were  not  the  perpetrator’s  intimate  partner;  e.g.,  affair  partners)  [18  J.  IPV-related  events 
resulted  in  one-third  of  the  98  homicide  deaths  (n=33,  34%).  Four  events  (10%)  involved  four  deaths  of 
non-student  family  members.  With  respect  to  school-affiliated  homicide  victims,  seven  cases  (17%) 
involved  students  or  teachers  targeting  other  school  facuity/staff,  resulting  in  a  total  of  eight  deaths.  Six 
events  (14%)  involved  students  targeting  classmates  resulting  in  21  homicide  deaths.  Finally,  only  three 
cases  (7%)  involved  strangers  targeting  strangers,  but  these  events  resulted  in  the  most  homicides  (n=32, 
33%). 


Figure  2.  Relationship^  Affiliation  between  Homicide  Perpetrators/Suicide  Decedents  and 
Homicide  Victims 
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Figure  3  further  delineates  victim -perpetrator  relationships  according  to  decedents’  school 
affiliation.  The  y-axis  of  the  bar  chart  indicates  suicide  decedents’  school  affdiation  and  the  x-axis 
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represents  the  number  of  homicide  victims  by  school  affiliation.  Twenty-five  of  the  43  suicide  decedents 
(58%)  had  a  direct  school  affiliation.  Among  school-affiliated  decedents,  12  (28%)  were  students  or 
faculty/staff,  9  (21%)  were  staff  partners,  and  4  (9%)  were  parents  of  students.  Sixteen  (37%)  suicide 
decedents  were  community  residents,  and  two  (5%)  suicide  decedents  had  no  or  an  unknown  affiliation 
with  the  school.  Students  represented  50  homicide  deaths  (51%)  across  ten  events,  and  were  killed  by 
community  residents,  other  students,  and  one  person  with  unknown  school  affiliation.  Twenty- four 
faculty/staff  members  (24%  of  homicide  deaths)  were  killed  in  19  events  by  their  partners,  community 
residents,  students,  and  another  staff  member.  Community  residents  with  no  school  affiliation  were 
killed  in  twelve  events  by  other  community  residents  and  a  student’s  parent  and  accounted  for  15%  of 
homicide  deaths. 

Figure  3.  School  Affiliation  of  Homicide  Perpetrators/Suicide  Decedents  and  Homicide  Victims 
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Discussion 

School-associated  student  homicides  represent  less  than  1%  of  all  youth  homicides  in  the  U.S. 
[19];  by  extension,  homicide-suicide  events  that  occur  at  school  are  also  very  rare.  Our  findings  indicate 
that  over  the  20  years  included  in  this  study,  there  were  four  or  fewer  school-associated  homicide- 
suicides  per  year  with  the  exception  of  2013-2014,  when  six  events  occurred.  The  majority  of  cases 
involved  interpersonal  or  family- re  la  ted  disputes,  reinforcing  evidence  that  school  properties  may  serve 
as  an  opportunistic  venue  for  targeted  interpersonal  violence  [20,21].  This  finding,  coupled  with  the 
occurrence  of  six  mass  killings,  is  a  testament  to  the  relatively  infrequent  occurrence  of  multiple- 
homicide  victim  events  [4,13,19-22].  However,  four  mass  killings  resulted  in  large  numbers  of  deaths 
and  injuries,  primarily  of  students,  due  to  the  homicidal  actions  of  students  and  strangers.  The  number  of 
homicide  victims  is  likely  related  to  the  lethality  of  firearms.  Further,  some  perpetrators  may  have  tried, 
but  failed,  to  carry  out  multiple-victim  homicides  according  to  information  gathered  during  LE 
investigations.  Therefore,  despite  the  rarity  of  these  events,  the  tragic  occurrence  of  multiple  deaths  per 
event  warrants  continued  surveillance,  research,  and  prevention  efforts. 

School-associated  homicide  victims  in  this  study  were  often  young,  White,  females.  These 
results  converge  with  findings  that  homicide  victims  in  homicide-suicide  events  outside  of  school 
settings  are  often  adult  White  females  [1,2,23,24],  but  differed  from  single- victim  homicides  which 
disproportionately  result  in  young.  Black  male  victims  [25,26].  Further,  suicide  decedents  were  slightly 
older  than  homicide  victims,  and  often  White  males,  which  is  relatively  consistent  with  statistics  for 
both  suicide  decedents  and  homicide  perpetrators  who  die  by  suicide  [2,25,27].  However,  this 
demographic  differs  from  homicide  perpetrators  who  do  not  die  by  suicide,  which  generally  have  higher 
rates  among  Black  males  [28].  While  faculty/staff,  community  residents,  staff  partners,  and  parents  were 
killed  in  many  of  the  events  included  in  this  study,  the  school  environment  in  which  these  violent  acts 
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take  place  is  undoubtedly  related  to  the  greater  frequency  of  student  deaths  compared  to  homicide- 
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suicides  outside  of  school  settings. 

From  1994  to  2014,  most  school-associated  homicide-suicides  involved  IPV  and/or  IPV 
corollary  victims,  resulting  in  about  one-third  of  homicide  deaths.  This  finding  is  consistent  with  other 
studies,  which  have  found  that  most  homicide-suicides  involve  male  perpetrators  killing  their  female 
partners,  often  coinciding  with  problems  of  divorce/break-up  and  infidelity  [2,3,10,24,29].  In  fact,  one 
of  the  most  striking  study  findings  is  the  involvement  of  so  many  non-students  in  school-associated 
homicide-suicides.  While  the  majority  of  homicide  perpetrators/suicide  decedents  had  a  direct  school 
affiliation,  less  than  one- third  were  students  or  faculty/staff;  other  school  affiliations  among  this 
subgroup  included  staff  partners  or  student  family  members.  Moreover,  more  than  one-third  of 
perpetrators  were  nearby  community  residents  with  only  an  indirect  school  affiliation  by  proximity. 
Students  represented  the  majority  of  homicide  deaths  across  almost  one-fourth  of  the  cases,  but 
faculty/staff,  community  residents,  and  student  family  members  also  played  a  large  role  in  the 
occurrence  and  death  tolls  of  these  events.  This  is  reinforced  by  the  fact  that  almost  three- fourths  of 
events  involved  IPV-  or  family-related  issues,  and  that  two  of  the  mass  killings  involved  family 
disputes.  Because  previous  school-associated  violence  studies  have  focused  largely  on  student  and 
faculty/staff  deaths  [15,19],  this  finding  is  important  and  warrants  more  contextual  research. 

Although  there  is  some  understanding  of  the  circumstances  preceding  homicide-suicide  events 
outside  of  school  settings,  more  research  is  needed  on  circumstances  preceding  school-associated  events. 
Situational  factors  for  non-students  (e.g.,  intimate  partner  problems)  may  be  vastly  different  than  those 
relevant  to  students,  and  data  on  the  frequency  of  their  occurrence  and  the  characteristics  of  suicide 
decedents  and  homicide  perpetrators  may  provide  valuable  information  to  guide  prevention  [24].  While 
mass  killings  targeting  students  and  teachers  within  schools  are  widely  publicized,  this  study  illustrates 
that  isolated  interpersonal  events  between  students,  school  staff,  parents,  and  community  residents 
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resulted  in  more  overall  deaths  (n=72,  51%)  than  did  the  four  mass  killings  targeting  students  and 


15 


teachers  {n=59, 42%).  Thus,  interpersonal  violence  prevention  efforts  are  critical.  Studying  contextual 
factors  may  also  provide  insight  as  to  whether  events  are  motivated  by  homicidal  anger  or  a  planned 
suicide,  or  are  a  distinct  act  of  violence  [30,31]. 

The  diversity  of  the  individuals  involved  in  school-associated  homicide-suicides  and  the 
relationships  between  decedents  suggests  that  prevention  efforts  should  not  only  target  students,  but  also 
school  staff,  parents,  and  community  members.  Comprehensive  community- based  strategies  that  aim  to 
prevent  youth  violence,  IPV,  and  suicide  may  also  help  to  prevent  homicide-suicides.  For  example, 
strategies  that  enhance  school  and  community  connectedness  and  access  to  mental  health  care,  along 
with  promotion  of  family  environments  that  support  healthy  development  may  help  ensure  that  the  risk 
for  suicide  and  perpetration  of  severe  interpersonal  violence  never  develops  in  the  first  place.  The 
CDC’s  technical  packages  for  violence  prevention  can  serve  as  guidance  for  states  and  communities 
interested  in  implementing  evidence-based  programs  and  policies  that  have  demonstrated  impact  on 
reducing  interpersonal  and  self-directed  violence  [32].  Evidence-based  programs  for  communities  and 
schools  include  the  Pre-maritaJ  Relationship  Enhancement  Program  (PREP)  and  Strengthening 
Families  10-14  which  promote  healthy  relationships  and  family  environments  as  well  as  the  Good 
Behavior  Game  which  has  been  shown  to  improve  youth  coping  and  problem-solving  skills  [33,34,35]. 

The  results  of  this  study  should  be  considered  in  the  context  of  several  limitations.  First,  SAVD 
cases  are  identified  primarily  through  media  scans;  thus,  unpublicized  events  may  be  excluded  from 
analyses.  Second,  results  are  based  on  second-hand  accounts  of  the  event  through  LE  investigations. 
Relevant  factors,  such  as  information  on  prior  IPV  or  suicidal  ideation,  may  be  unknown  or  unreported, 
resulting  in  missing  information.  However,  this  is  a  general  limitation  of  postmortem  interview 
methodology  given  the  nature  of  these  deaths  [36],  Third,  information  for  two  cases  was  abstracted  from 
Nexis  media  scans.  Although  media  articles  were  used  only  to  identify  relationships  and  school 


16 

SCHOOL-ASSOCIATED  HOMICIDE- SUICIDES 

affiliations,  the  articles  could  have  contained  incorrect  information.  Fourth,  because  the  SAVD-SS 
captures  information  on  deaths  but  not  non-lethal  violence  (unless  it  also  involved  a  death),  information 
is  not  known  about  homicide-suicide  attempts  that  did  not  result  in  fatalities.  Finally,  despite  the  long 
period  of  assessment,  findings  are  drawn  from  a  relatively  small  number  of  cases  and  may  change  as 
new  cases  occur. 

Conclusions 

Despite  study  limitations,  findings  reinforce  the  rarity  of  school-associated  homicide-suicides  in 
the  U.S.  and  provide  information  on  the  characteristics  of  decedents.  This  study  builds  upon  previous 
research  and  provides  important  information  about  individuals  with  no  or  indirect  ties  to  the  school 
[15,19],  Although  students  and  faculty/staff  were  the  most  frequent  homicide  victims,  community 
residents  were  also  commonly  targeted.  And,  despite  the  large  number  of  student  homicides, 
faculty/staff,  parents,  and  community  residents  were  killed  in  a  greater  number  of  isolated  interpersonal 
events,  often  involving  IPV,  In  comparison,  only  three  cases  over  20  years  involved  strangers  targeting 
strangers,  although  these  events  resulted  in  the  largest  number  of  homicide  deaths.  Overall,  almost  two- 
thirds  of  suicide  decedents  were  affiliated  with  the  school,  whereas  one-third  were  nearby  community 
residents.  By  describing  these  relationships,  this  study  highlights  the  complexity  of  school-associated 
homicide-suicides  and  the  need  for  implementation  of  comprehensive  prevention  strategies  in  schools, 
homes,  and  communities  at  large. 
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Rate  per  100,000  Students 


Figure  la.  Rates  of  School  Associated  Homicide  per  100,000  Students  -single  victim 


APC=Annual  Percentage  Change;  AAPC=Average  Annual  Percentage  ChangeDotted  lines  indiSsfewHsl^P^d  rates  and  solid  lines  indicate  modeled  rates.  *  P  for  trend  <0.05Victim  rates  were  calculat 
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Figure  lb.  Rates  of  School  Associated  Homicide  per  100,000  Students -multiple  victims 


APC=Annual  Percentage  Change;  AAPC=Average  Annual  Percentage  ChangeDotted  lines  rates  and  solid  lines  indicate  modeled  rates.  *  P  for  trend  <0.05Victinn  rates 


Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 
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Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 
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•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 
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38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 


i 


•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 


r - 1 

Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 
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Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 
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per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 
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TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 
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Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 
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Fireami  homicides  and  suicides  represent  a  continuing  public  health  concern  in  the  United  States.  During 
2015-2016,  a  total  of  27,394  tirearm  homicides  and  44,955  ftrearm  suicides  occurred  among  U.S. 
residents  (1).  This  includes  3,224  firearm  homicides  and  2,1  IS  firearm  suicides  among  10-19  year  olds. 
This  report  updates  an  earlier  MMWR*  that  provided  statistics  on  firearm  homicides  and  suicides  in  major 
metropolitan  areas  for  2006-2007  and  2009-2010,  and  places  continued  emphasis  on  10-19  year  olds  in 
recognition  of  the  importance  of  early  prevention  efforts.  Firearm  homicide  and  suicide  rates  were 
detennined  for  the  50  most  populous  U.S.  metropolitan  statistical  areas  (MSAs)^  for  2012-2013  and 
2015-2016  using  mortality  data  from  the  National  Vital  Statistics  System  (TMVSS)  and  population  data 
from  the  U.S.  Census  Bureau.  In  contrast  to  the  earlier  report,  which  indicated  that  the  all-ages  firearm 
homicide  rate  had  been  declining  both  nationally  and  in  large  MSAs  overall,  current  findings  show  that 
rates  have  returned  to  levels  comparable  to  those  observed  for  2006-2007.  Consistent  with  the  earlier 
report,  current  findings  show  that  the  all-ages  firearm  suicide  rate  has  continued  to  increase,  both 
nationally  and  in  large  MSAs  overall.  Although  the  firearm  suicide  rate  among  10-19  year  olds  remains 
notably  lower  than  the  all-ages  rate,  it  has  also  shown  continuing  increases  both  nationally  and  in  large 
MSAs  collectively.  These  findings  can  infonn  ongoing  development  and  monitoring  of  strategies  directed 
at  reducing  firearm-related  violence. 

NVSS  mortality  data  for  2012-2013  and  2015-2016  were  used  to  identify  firearm  homicides 
{Inlernational  Classificalion  of  Diseases.  lOlh  Revision  [lCD-10]  underlying  cause  codes  X93-X95  and 
U01.4  [provisional])  and  firearm  suicides  (codes  X72-X74)  among  U.S.  residents.  Fireai'm  homicide  and 
suicide  counts  were  tabulated  for  county  groupings  forming  the  50  largest  MSAs  (by  population  rank  mid¬ 
year  2016).^  Tabulated  counts  were  integrated  with  U.S.  Census  Bureau  population  estimates  for  the 
counties  forming  these  MSAs  to  calculate  annual  firearm  homicide  rates  for  persons  of  all  ages  and  annual 
firearm  suicide  rates  for  persons  of  all  ages  >10  years  (data  for  persons  <10  years  old  were  excluded  because 
intent  for  self-harm  often  is  not  attributed  to  young  children).  Rates  were  similarly  calculated  for  10-19  year 
olds.  All-ages  rates  were  age-adjusted  to  the  year  2000  U.S.  standard.  MSA-level  data  involving  fireann 
homicide  or  suicide  counts  <20  are  not  reported  separately  due  to  concerns  related  to  statistical  reliability 
(stability)  and  data  privacy.  However,  such  data  were  included  in  the  calculations  for  all  large  MSAs 
combined. 

All-ages  firearm  homicide  rates  during  2015-2016  varied  widely  among  the  50  largest  MSAs,  ranging 
from  1.1  to  16.6  per  100,000  residents  per  year  (Table).  The  rate  for  all  large  MSAs  combined  was  4.9, 
compared  with  a  national  rate  of  4.4.  This  represents  an  increase  from  2012-2013,  when  the  rate  for  large 
MSAs  combined  was  4.1  and  the  national  rate  was  3.7.  Between  2012-2013  and  2015-2016  firearm 
homicide  rates  increased  for  86%  of  large  MSAs  (43  of  50)  considered  individually.  Among  10-19  year 
olds  the  firearm  homicide  rate  for  large  MSAs  combined  was  4.7  during  2015-2016,  compared  with  a 


national  rate  of  3.9.  Similar  to  the  all-ages  rate,  this  represents  an  increase  from  2012-2013,  when  the  rate 
for  large  MSAs  combined  was  4.3  and  the  national  rate  was  3.4.  Males  accounted  for  approximately  85% 
of  firearm  homicide  victims  (all  ages)  during  both  reporting  periods,  for  the  50  largest  MSAs  combined 
as  well  as  nationally. 

All-ages  firearm  suicide  rates  during  2015-2016  also  varied  widely  by  large  MSA,  ranging  from  1.5  to 
13.5  (Table).  The  rate  for  large  MSAs  combined  was  5.8,  compared  with  a  national  rate  of  7.7.  This 
represents  an  increase  from  2012-2013,  when  the  rate  for  large  MSAs  combined  was  5.6  and  the  national 
rate  was  7.4.  Firearm  suicide  rates  among  10-19  year  olds  remained  much  lower  than  all- ages  rates.  The 
rate  for  this  age  group  for  large  MSAs  combined  was  1.9  during  2015-2016,  with  a  national  rate  of  2.5. 
This  also  represents  an  increase  from  2012-2013,  when  the  rate  for  large  MSAs  combined  was  1.5  and 
the  national  rate  was  2.1 .  Similar  to  firearm  homicides,  males  represented  approximately  85%  of  firearm 
suicides  (all  ages)  in  both  reporting  periods,  for  the  50  largest  MSAs  combined  and  nationally. 

Discussion 

During  2015-2016,  homicide  was  the  16th  leading  cause  of  death  (all  ages)  in  the  United  States  and  the 
third  leading  cause  among  10-19  year  olds;  a  firearm  injury  was  the  underlying  cause  in  74%  of  all 
homicides  and  in  87%  of  youth  homicides  (1).  Previously  observed  decreases  in  firearm  homicide  rates 
have  not  continued,  with  more  recent  rates  showing  an  increase  both  nationally  and  in  large  MSAs 
considered  collectively.  All-ages  and  youth  firearm  homicide  rates  in  large  MSAs  overall  have  both 
remained  higher  than  corresponding  national  rates. 

Concurrently,  suicide  was  the  10th  leading  cause  of  death  (all  ages)  nationally  and  the  second  leading 
cause  for  10-19  year  olds;  a  firearm  injury  was  the  underlying  cause  in  50%  of  all  suicides  and  in  42%  of 
youth  suicides  (1).  Previously  observed  increases  in  all-ages  firearm  suicide  rates  continued  in  recent 
years,  both  nationally  and  in  large  MSAs  collectively;  youth  firearm  suicide  rates  also  showed  increases 
both  nationally  and  in  large  MSAs  overall.  All-ages  and  youth  firearm  suicide  rates  in  large  MSAs  overall 
have  both  remained  lower  than  national  rates. 

The  findings  in  this  report  are  subject  to  several  limitations.  First,  statistics  on  nonfatal  injuries  associated 
with  firearm  assault  or  self-harm  are  not  presented  because  population-based  nonfatal  injury  data  are  not 
available  for  MSAs.  Second,  although  the  statistics  presented  convey  the  seriousness  of  firearm  violence 
among  10-19  year  olds,  other  age  groups  not  separately  considered  here  had  higher  firearm  homicide  rates 
(persons  20-44  years  old)  or  higher  firearm  suicide  rates  (all  older  age  groups). 

It  is  too  soon  to  know  whether  recent  increases  in  firearm  homicide  rates  in  large  MSAs,  both  all -ages  and 
among  youth,  represent  a  short-term  fluctuation  or  the  beginning  of  a  longer-term  trend.  From  2015  to 
2016,  violent  crime  increased  for  the  nation  (-1-3.8%),  in  cities  with  populations  of  250,000  or  more 
(-1-6.1%),  in  suburban  areas  (-^2.2%)  and  in  nonmetropolitan  counties  (-1-1.6%),  suggesting  a  short-term 
increase  concentrated  particularly  in  the  core  cities  of  metropolitan  areas  (2).  Efforts  to  continue  to  monitor 
this  trend  are  important,  but  regardless  of  whether  or  not  continued  increases  occur,  firearm  homicides  are 
an  important  public  health  problem,  particularly  among  young  people.  Preventing  firearm  homicides  can 
be  a  challenge  for  cities  across  the  country.  Previous  research,  however,  suggests  that  efforts  to  modify 
the  physical  and  social  environment  in  cities  through  abandoned  building  and  vacant  lot  remediation, 
greening  activities,  street  outreach  and  community  norm  change,  low-income  housing  tax  credits,  and 


business  improvement  districts  can  significantly  reduce  gun  assaults,  youth  homicide,  and  other  violent 
crime  (3), 

In  contrast  to  homicide,  rates  of  suicide  have  been  increasing  in  the  U.S.  since  1999  across  states,  all 
population  groups,  and  in  rural  and  urban  settings  (4-6).  Rates  of  firearm  suicide,  in  particular,  began 
increasing  coincident  with  the  economic  downturn  of  2007-2008  and  have  continued  to  increase  despite 
the  subsequent  economic  recovery.  After  declining  7%  from  1999  to  2006,  rates  of  firearm  suicide 
increased  21%  from  2006  to  2016  (from  6.5  to  7.8  among  those  aged  10  and  older)  (1).  Urban  areas 
recovered  more  quickly  from  the  downturn  than  rural  areas  but  the  continued  increase  in  rates  of  firearm 
suicide  in  large  MS  As  suggests  that  multiple  factors  are  driving  the  increase  and  that  a  combination  of 
prevention  approaches  might  be  necessaiy  to  reduce  these  risks.  Efforts  to  strengthen  household  financial 
security,  stabilize  housing,  teach  youth  coping  and  problem-solving  skills,  identify  and  support  people  at 
risk,  and  proactive  prevention  policies  in  schools,  workplaces  and  other  organizational  settings  are 
associated  with  reduced  rates  of  suicide,  suicide  attempts,  and/or  co-occurring  risks  such  as  substance 
abuse,  depression,  and  social  isolation  (7). 

Another  factor  likely  affecting  both  firearm  homicide  and  suicide  is  access  to  fireamis  by  persons  at  risk 
of  harming  themselves  or  others.  Research  shows  that  the  amount  of  time  between  deciding  to  act  and 
attempting  suicide  can  be  as  little  as  10  minutes  or  less  and  that  people  tend  not  to  substitute  a  different 
method  when  a  highly  lethal  method  is  unavailable  or  difficult  to  access  (8,  9).  Reducing  access  to  lethal 
means  during  an  acute  suicidal  crisis  by  safely  storing  firearms  or  temporarily  removing  them  from  the 
home  can  help  reduce  suicide  risk,  particularly  among  youth  (7).  Preventing  persons  convicted  of  or  under 
a  restraining  order  for  domestic  violence  from  possessing  a  firearm  has  been  associated  with  reductions 
in  intimate  partner- related  homicide,  including  firearm  homicide  (10).  Efforts  to  strengthen  the 
background  check  system  to  better  screen  for  persons  convicted  of  violent  crimes  or  at  risk  of  banning 
themselves  or  others  may  also  prevent  lethal  firearm  violence,  although  these  policies  need  further  study 
(10). 

Firearm-related  violence  represents  a  continuing  public  health  problem  in  the  U.S,,  contributing 
substantially  each  year  to  premature  death  and  disability.  Understanding  the  patterns,  characteristics,  and 
impact  of  firearm  violence  is  an  important  factor  in  preventing  injuries  and  deaths. 


*  Available  at  https:.//www .cdc.aov/mmwr/preview/mmwrhtml/mm623Qa  1 , litm. 

An  MSA  is  defined  by  the  U.S.  Office  of  Management  and  Budget  (OMB)  as  consisting  of  “at  least 
one  urbanized  area  of  50,000  or  more  population,  plus  adjacent  teiritory  that  has  a  high  degree  of 
social  and  economic  integration  with  the  core  as  measured  by  commuting  ties.”  This  report  is  based 
on  the  revised  geographic  delineations  for  MSAs  issued  by  OMB  in  August  2017. 

®  The  same  MSAs  were  the  50  most  populous  during  both  reporting  periods;  rankings  by  total 
population  changed  slightly. 
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Summaiy  (Box) 

What  is  already  known  about  this  topic? 

Although  firearm  homicide  rates  in  large  metro  areas  are  generally  higher  than  for  the  nation  overall,  such 
rates  had  been  declining  more  quickly  than  the  national  rate.  In  contrast,  fireami  suicide  rates  in  large 
metro  areas  are  generally  lower  than  for  the  nation  overall,  but  rates  for  both  had  been  increasing. 

What  is  added  by  this  report? 

In  more  recent  years,  fireaim  homicide  rates  in  large  metro  areas  and  the  nation  overall  began  increasing, 
returning  to  levels  comparable  to  those  seen  a  decade  ago.  Firearm  suicide  rates  have  continued  to  increase 
in  large  metro  areas  and  the  nation  overall. 


What  are  the  implications  for  public  health  practice? 


Firearm  homicides  and  firearm  suicides  represent  a  continuing  public  health  concern  in  the  U.S.  Ongoing 
tracking  of  rates  at  all  geographic  levels  can  provide  important  input  for  initiatives  directed  at  reducing 
firearm-related  violence. 


Dr,  Redfield— National  Academy  of  Medicine  (NAM) 


Action  Collaborative  on  Countering  the  Opioid  Epidemic 


BLUF:  The  National  Academy  of  Medicine  (NAM),  in  partnership  with  the  Aspen  Institute  (Al),  seeks  to  launch  a 
two-year  Action  Collaborative  on  countering  the  U.S.  opioid  epidemic, 

ASK:  Given  the  efforts  we  have  underway  at  CDC,  it  would  be  great  if  either  Anne  Shcuchat  or  Deb  Houry  could 
brief  the  Action  Collaborative  on  our  indication  specific  guideline  in  order  to  inform  the  development  of  the 
consensus  report. 

Background 

The  Action  Collaborative  will  be  an  NAMTacilitated  standing  body  that  brings  together  stakeholders  nationally 
to  advance  progress  across  priority  areas  through  collaboration,  coordination,  communication,  and  shared 
learning  activities*  These  would  be  areas  where  the  NAM  can  play  an  important  role,  and  in  particular,  where 
they  can  help  facilitate  enhanced  collaboration  and  coordination  among  stakeholder  groups,  many  of  which  are 
already  engaged  in  opioid  initiatives  of  their  own.  The  Collaborative  membership  will  meet  2-3  times  per  year,  in 
both  public  and  closed  sessions,  with  workgroups  convening  by  phone  regularly  to  advance  the  defined 
objectives  of  the  Collaborative. 

The  feedback  and  data  generated  from  NAM's  early  outreach  efforts,  including  a  stakeholder  survey,  indicated 
several  areas  the  Collaborative  should  emphasize*  These  include:  health  professional  education  and  training; 
prescribing  behavior  and  guidelines;  medical  treatment,  including  financing  and  strengthening  the  links  between 
medical  and  supportive  services;  community  engagement  and  resources;  culture  change  and  stigma;  and 
research,  data,  and  metrics.  While  they  will  ultimately  use  the  July  meeting  to  affirm  the  Collaborative's  focus 
areas,  there  is  much  enthusiasm  and  support  for  the  Collaborative  to  address  health  professional  education  and 
training  (creating  an  "education  continuum"  across  UME,  GME,  and  CME),  opioid  prescribing  guidelines  and 
behavior,  treatment,  and  community-focused  implementation  models  and  resources* 

The  Collaborative's  membership  consists  of  individuals  and  entities  from  across  the  public,  private,  and  non¬ 
governmental  sectors,  all  working  together  to  accelerate  shared  solutions  and  learning.  Included  among  the 
entities  participating  are  the  Office  of  the  Assistant  Secretary  for  Health,  the  Food  and  Drug  Administration, 
National  Institute  on  Drug  Abuse,  Substance  Abuse  and  Mental  Health  Services  Administration,  the  Centers  for 
Disease  Control  and  Prevention,  the  Centers  for  Medicare  and  Medicaid  Services,  the  Department  of  Veterans 
Affairs,  the  American  Medical  Association,  the  Association  of  American  Medical  Colleges,  the  Accreditation 
Council  for  Graduate  Medical  Education,  the  Accreditation  Council  for  Continuing  Medical  Education,  the  Council 
of  Medical  Specialty  Societies,  the  Federation  of  State  Medical  Boards,  the  American  Hospital  Association,  the 
Hospital  Corporation  of  America,  and  Aetna*  The  Collaborative's  membership  will  be  finalized  soon  after  the  July 
27  planning  meeting.  The  July  27  meeting  will  seek  to  affirm  the  mission,  goals,  and  objectives  of  the 
Collaborative,  finalize  the  focus  areas  ("workstreams"),  as  well  as  to  explore  the  objectives  of  the  workstreams 
and  potential  activities  to  achieve  those  objectives* 

Notes: 

•  Dr*  Houry  and  Dr*  Shuchat  serve  as  CDC's  representatives  to  NAM's  Action  Collaborative  on  countering 
the  opioid  epidemic  and  will  participate  in  the  kickoff  on  July  27^^  and  have  contributed  $10k  to  this 
effort* 

•  Liz  Finkelman  {lead  for  this  work  at  NAM)  called  into  the  NCIPC  BSC  meeting  on  6/19  for  the  discussion 
on  the  "Methodologies  for  Estimating  Rates  of  Opioid  Prescribing"  project. 

•  IF  NEEDED:  CDC  is  undertaking  a  new  project  to  estimate  best  practice  opioid  prescribing  in  the  United 
States,  The  plan  is  to  estimate  current  opioid  prescribing  rates  in  the  US  for  various  conditions  and 
procedures.  Using  clinical  guidelines  and  related  research,  CDC  will  estimate  what  the  prescribing  rates 


would  be  for  these  conditions  and  procedures  if  best  practices  were  followed.  Based  on  this 
information,  CDC  will  calculate  how  much  the  current  prescribing  rates  for  acute  and  chronic  pain  would 
need  to  change  across  the  US  population  to  be  consistent  with  best  practices. 

•  This  was  presented  to  the  Injury  Center's  Board  of  Scientific  Counselors  (BSC)  last  week.  The  BSC  voted 
to  approve  the  formation  of  the  workgroup  after  considering  comments  from  the  public.  Most  of  the 
comments  were  suggestions  for  additional  experts  to  consider  as  consultants  or  members  of  the 
workgroup  (e,g.,  occupational  medicine,  pharmacy,  and  behavioral  health).  We  will  consider  the 
suggestions  and  fine  tune  the  group  as  needed  as  well  as  how  it  complements  the  work  of  the  Action 
Collaborative. 

•  Does  the  "Methodologies  for  Estimating  Rates  of  Opioid  Prescribing"  duplicate  any  other  efforts  that  are 
underway  by  CDC  or  other  agencies? 

o  To  the  best  of  CDC's  knowledge,  these  efforts  are  unique  to  any  others  that  are  underway, 
o  With  regard  to  other  efforts,  CDC  is  aware  that  the  National  Academy  of  Medicine  is  working 
with  FDA  on  a  study  evaluating  the  evidence  base  for  existing  opioid  prescribing  guidelines, 
including  identification  of  areas  where  guidelines  are  felt  to  be  missing  but  necessary, 
o  To  help  inform  this  work,  NAM  has  convened  the  Collaborative  composed  of  representatives 
from  major  medical  specialty  societies;  beyond  this  particular  study,  this  Collaborative  may  also 
pursue  broader  research  into  prescribing  behaviors  and  the  role  of  regulation  in  this  space, 
among  other  ideas. 

o  However,  to  our  knowledge,  NAM's  undertaking  does  not  address  CDC's  primary  research 
question  addressing  the  differences  between  opioid  prescribing  best  practices  and  current 
prescribing  data  at  a  population  level,  the  overarching  focus  of  our  project, 
o  We  are  not  aware  of  any  other  efforts  underway  by  other  stakeholders  that  address  our  main 
research  question. 

•  Related  to  this,  we  are  leading  a  multi-HHS  agency  effort  to  (1)  leverage  existing  guidelines  to  develop 
best  practices  for  opioid  prescribing  for  specific  indications^  and  settings;  (2)  collaborate  with  AHRQto 
update  the  evidence  review  around  prescribing  and  update  the  CDC  opioid  prescribing  guideline  to 
include  acute  pain  and  specific  indications  as  appropriate;  (3)  and  disseminate  and  identify  tools  and 
resources  for  providers. 

o  Using  the  clinical  guidelines  and  related  research,  we  will  identify  best  practices  for  opioid 
prescribing  for  specific  indications  and  for  specific  settings  (e.g.,  ED  visits  for  ankle  sprains, 
treatment  for  kidney  stones,  and  post-surgical  treatments  for  c-sections). 
o  Materials  will  be  developed  to  provide  clinical  guidance  to  providers  on  best  prescribing 
practices  for  these  specific  indications. 

NAM  Forum  on  Mental  Health  and  Substance  Use  Disorders 

Despite  the  high  rates  of  comorbidity  of  physical  and  behavioral  health  conditions  (which  include  mental  health 
and  substance-related  and  addictive  disorders),  the  integration  of  services  for  these  conditions  into  the 
American  healthcare  system  has  proved  challenging.  The  Health  and  Medicine  Division  of  the  National 
Academies  of  Sciences,  Engineering,  and  Medicine  is  developing  a  new  Forum  on  Mental  Health  and  Substance 
Use  Disorders  to  address  challenges  in  the  delivery  of  high-quality  care  to  individuals  with  these  disorders  that 
frequently  intersect.  The  Forum  will  focus  on  data,  policies,  practices,  and  systems  that  affect  the  diagnosis  and 
provision  of  care  for  mental  health  and  substance  use  disorders.  Its  activities  will  focus  on  adults  (including  older 
adults)  and  will  facilitate  sustained  attention  to  these  disorders.  The  priorities  of  the  Forum  will  be  defined  by 
the  Forum  members,  and  may  evolve  over  time  based  on  emerging  needs  and  opportunities,  but  the 
overarching  theme  will  be  access  to  care  and  challenges  to  the  integration  of  mental  healthcare  with  primary 
and  specialty  care. 

Forum  participants  will  include  representatives  from  a  diverse  group  of  stakeholders  -  government  agencies, 
professional  associations,  consumer  and  advocacy  groups,  private  foundations,  private  insurers,  and  large 


pharmaceutical  industry  organizations.  The  tentative  list  of  federal  sponsoring  agencies  include  VA,  DoD,  CMS, 
HRSA,  SAMHSA  and  CDC.  The  Forum  will  host  convening  activities  (primarily  public  workshops)  and  publish 
perspectives  papers  to  illuminate  shared  challenges  and  potential  solutions. 

Notes:  Dr.  Althea  Grant  serves  as  CDC's  representatives  to  the  Forum.  The  kickoff  will  likely  be  in  September 
2018.  CDC  is  contributing  $50k  to  the  effort. 

Note:  Mental  Flealth  and  Substance  Use  Forum  vs  Action  Collaborative  on  countering  the  opioid  epidemic 
The  work  of  the  Forum  and  the  Collaborative  will  be  complementary  and  reinforcing  of  one  another  through 
shared  learnings,  and  not  redundant.  While  the  Forum  will  have  a  broader  scope  and  tackle  issues  pertaining  to 
the  larger  fields  of  mental  health  and  substance  use  disorders,  the  Collaborative  will  focus  solely  on  targeted 
priorities  related  to  addressing  the  opioid  epidemic.  Members  of  the  same,  core  Academies'  staff  team  will  work 
across  these  activities  to  ensure  coordination  and  continuity  across  these  activities. 


Potential  Research  on  Gun  Violence 


BLUF:  CDC  does  not  have  specific  appropriated  funding  to  support  firearm  violence  research  and  prevention. 
Should  Congress  provide  CDC  with  funding  and  direction  to  expand  this  work,  CDC  would  look  to  pursue 
research  activities  that  align  with  the  priorities  identified  in  the  lOM/NRC  report,  Priorities  for  Research  to 
Reduce  the  Threat  of  Firearm-Rated  Violence. 

Appropriotions 

•  Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of  the 
funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control." 

•  This  language  was  extended  to  all  FIFIS  agencies  in  FY  2012. 

•  The  language  does  not  prohibit  CDC  from  conducting  public  health  research  on  firearm  violence. 

•  CDC  receives  its  funding  through  the  appropriation  process,  which  provides  funding  by  topical  line  item. 

•  We  currently  conduct  and  fund  research  on  a  variety  of  Injury-related  topics,  including  youth  violence, 
child  abuse  and  neglect,  domestic  violence  and  sexual  violence. 

•  CDC  does  not  have  specific  appropriated  funding  to  support  firearm  violence  research  and  prevention. 
Should  Congress  provide  CDC  with  funding  and  direction  to  expand  this  work,  CDC  would  look  to  pursue 
research  activities  that  align  with  the  priorities  identified  in  the  lOM/NRC  report,  Priorities  for  Research 
to  Reduce  the  Threat  of  Firearm-Rated  Violence. 

o  This  includes  understanding  the  characteristics  of  firearm  violence;  the  risk  and  protective 
factors  for  interpersonal  and  self-directed  firearm  violence;  safe  storage,  specific  populations 
such  as  children  and  Veterans;  and  the  effectiveness  of  interventions  to  prevent  firearm 
violence. 

•  However,  CDC  has  and  continues  epi-aid  investigation  and  analyses  of  data  to  document  the  public 
health  burden  of  firearm  injuries  in  the  U.S. 

•  Firearms  are  also  a  mechanism  of  injury,  so  it  is  possible  to  address  firearm-related  violence  in  the 
context  of  addressing  these  topical  areas. 

•  The  recently  released  Vital  Signs  on  Suicide,  which  you'll  hear  more  about  next,  is  just  one  example  of 
research  we've  done  that  includes  a  firearm  component. 

Surveillance 

•  We  also  collect  information  on  firearm-related  violence  through  national  surveillance  systems. 

•  Another  system  is  our  National  Violent  Death  Reporting  System  -  or  NVDRS. 

•  NVDRS  is  the  only  state-based  surveillance  system  that  pools  data  on  violent  deaths  from  multiple 
sources  into  a  usable,  anonymous  database.  It  captures  information  about  the  firearm  used  in  the 


violent  death  (e.g.  type  of  firearm,  make  and  model,  caliber/gauge)  as  well  as  information  about 
whether  the  firearm  was  stolen,  how  it  was  stored,  and  whether  it  belonged  to  the  victim, 

NVDRS  currently  funds  40  states  plus  the  District  of  Columbia  and  Puerto  Rico,  and  with  the  increase  in 
appropriations  for  FY  2018,  the  goal  is  to  reach  all  50  states.  We  have,  and  continue  to,  facilitate 
conversations  with  unfunded  states  to  better  understand  what  they  need  in  order  to  join  NVDRS, 
including  resources,  capacity,  staffing,  and  leadership  buy-in. 

We  are  also  enhancing  the  NVDRS  system  overall,  through  increasing  efficiency  in  releasing  data,  in 
allowing  access  to  data,  and  in  assuring  completeness  of  data.  Data  collection  on  firearm  related- 
variables  has  varied  across  states,  so  we  are  assisting  states  in  improving  collection  of  those  data  as  well. 


From: 

Sent: 

To: 

Cc; 

Subject: 


Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

21  Mar  2016  16:32:47  -0400 

Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
Connelly,  Erin  (CDC/ONDIEH/NCIPC) 

Re:  For  Review:  The  Trace-gun  violence 


Thank  you! 


From:  Iloury,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  March  21,  2016  04:30  PM 

To:  Lenard.  Courtney  (CDC/ONDIEH/NCIPC);  Peeples,  Amy  B,  (CDC/ONDIEII/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEII/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

I  think  this  is  fine  and  yes  attribution  ok 

Deb  Houry,  MD,  MPH 

Director 

National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention 
4770  Buford  Highway,  NE;  Mail  Stop  F63;  Atlanta,  GA  30341 
Twitter:  @DebHouryCDC 
Phone:  (770)  488-4696  [  |  Fax:  (770)  488-4222 
From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  March  21,  2016  4:03  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) ;  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Deb, 

Kate  Masters  has  come  back  with  a  follow  up  for  you,  she  is  publishing  her  piece  tomorrow  on 
CDC  and  gun  violence  research.  I  don't  think  there  is  anything  different  to  say  and  suggest 
repeating  pretty  much  what  we  have  already  said  to  her.  Are  you  ok  with  this  attributed  to 
you?  DVP  has  reviewed. 

Thank  you! 

Courtney 

Question  for  Deb:  Does  she  think  that  the  CDC  does  enough  research  on  gun  violence  and 
prevention?  Is  it  doing  everything  it  possibly  can  under  the  current  circumstances? 

Proposed  Ressponse; 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  tine  items  that  are  supported  through  CDCs  annual  appropriation  for  both 
research  and  non-research  activities.  CDC  has  and  continues  to  support  surveillance  activities 
and  analyses  of  surveillance  and  other  data  to  document  the  public  health  burden  of  firearm 
injuries  in  the  U.S.  Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is 
an  important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United  States.  White 
firearm  injuries  are  a  mechanism  of  injury  and  can  be  examined  in  the  context  of  other  violence 


topics,  the  $10  million  in  the  President's  budget  request  to  Congress  would  be  necessary  to 
pursue  the  research  priorities  identified  in  the  lOM/NRC  research  agenda. 

From;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  7:01  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5(5)cdc.gov>:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
<asbO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
See  my  edits  below 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  4:27  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz70cdc.gov>:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
<asb0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Hi  Deb, 

Kate  Masters  with  The  Trace  requested  an  interview  with  you,  originally  stating  she  wanted  to 
discuss:  "My  article  is  going  to  be  about  violence  research  at  the  CDC  versus  the  NIH,  so  most  of 
my  questions  would  center  on  her  approach  to  running  the  Center  for  Injury  Control  and 
Prevention,  accomplishments  she's  mode,  and  priorities  she'd  still  like  to  work  on." 

Based  on  prior  requests  she  has  had  with  us  (Wilmington  and  gun  violence)  and  with  NIH,  I 
asked  for  specific  questions  that  we  could  address  via  email.  Here  they  are.  Responses  have 
been  reviewed/revised  with  Linda  Dahiberg,  OPP  has  also  been  in  the  loop.  Responses  are 
primarily  pulled  from  our  cleared  Q&A  on  the  issue.  I  will  also  get  HHS  clearance  once  you 
review. 

Thank  you! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 


3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 


Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 

^ARTICLES 

Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 
http://www.ncbi.nlm.mh.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 

http://www.cdc.  gov/m  mwr/preview/mmwrhtml/mm6230a  1  .htm 

Violence  in  the  United  States:  Status,  Chaiienges,  and  Opportunities 

JAMA.  2015;315(5):478-488 


Attached 

Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 
MMWR.  March  6,  2015  /  64(08);20 1-205 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6408a1  .htm 
Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 
MMWR.  July  12,  2013  /  62(27);545-548 

http://www.cdc.  gov/mmwr/preview/mmw'rhtml/mm6227al  .htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 
MMWR.  January  27,  2012  /  61(03);46-51 

http://www.cdc.gQv/mmwr/preview/mmwrhtml/mm6103a2.htm  •. 

Most  recent  NVDRS  Surveillance  Summary:  ,V 

_  I  I  ■  '  ■ ' 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  Slates, 

2010  I 

MMWR.  January  17,  2014  /  63(SS01);l-33 
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Courtney  N.  Lenard,  MA 

Heafth  Communication  Specialist  \  National  Center  foi  injury  Prevention  and  Conlrol  i  Health  Communicaiion  and  Science 
Office  I  Q  770.488.3733  I  Monday  &  Friday  telework:  404,808,3037 


Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  10  Mar  2016  13:59:41  -0500 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC);Mercy,  James 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Solhtalab,  Elizabeth 
{CDC/ONDIEH/NCIPC);Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer  {CDC/ONDIEH/NCIPC);Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR);Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Thank  you,  Linda!  I'll  see  how  OADC  would  like  to  handle. 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  10,  2016  10:49  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) ;  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC) ;  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR) ;  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

Not  sure  what  else  to  say.  The  story  they  are  proposing  was  first  written  by  the  Washington  Post  several 
months  ago  and  has  been  picked  up  by  other  outlets. 

Dr,  Frieden  noted  in  recent  conversations  with  members  of  Congress  that  given  the  President's  request 
for  the  CDC  to  conduct  research  into  the  causes  and  prevention  of  gun  violence,  it  would  be  in  CDC's 
best  interest  to  have  Congress  appropriate  funds  for  this  work.  That  would  make  it  clear  that  Congress 
wants  to  fund  CDC  to  do  gun  violence  research  and  would  remove  any  ambiguity.  Dr.  Frieden  noted  that 
the  lOM  report  conducted  a  few  years  ago  lists  many  research  avenues  that  might  gain  bipartisan 
support  for  research. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  10,  2016  10:32  AM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2g)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfQ(acdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5^cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5g>cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4^cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Good  morning! 

Kate  Masters  with  The  Trace  has  reached  out  again  with  the  note  below.  You  can  see  in  the  thread  all 
that  we  have  provided  in  the  past.  Aside  from  reiterating  again,  please  let  me  know  if  you  have  any 
other  thoughts  on  how  to  respond. 

Thank  you! 

Courtney 
From  Kate; 

Thanks  again  for  all  the  information  about  the  NVDRS.  It  was  definitely  helpful  and  that  piece 


should  be  up  on  our  site  soon.  I'm  emailing  today  because  my  editors  and  I  are  in  the  drafting 
phase  of  my  piece  on  gun  violence  research  at  the  CDC,  and  1  wanted  to  let  you  know  that  the 
basis  of  the  story  is  that  the  CDC  is  avoiding  the  issue  of  gun  violence  and  bowing  to  political 
pressure  by  essentially  foregoing  research  on  firearms,  even  though  there  are  things  the  agency 
could  be  doing.  This  is  coming  from  former  employees  of  the  CDC,  as  well  as  outside  gun 
violence  researchers. 

I  wanted  to  tell  you  this  so  there  would  be  no  surprise  when  the  article  came  out,  and  also 
because  1  wanted  to  give  the  CDC  a  chance  to  respond  to  what  others  are  saying.  That  response 
could  be  a  statement  from  you,  or  I  would  still  love  to  speak  with  Dr.  Houry  directly  about  the 
lack  of  gun  research  at  the  Injury  Center,  but  I  do  recommend  addressing  these  statements 
somehow  so  that  the  CDC's  voice  is  included  in  the  piece. 

From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  09,  2016  8:55  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9g0cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0^cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4^cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5g)cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzl4(5)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace*gun  violence 

Suggest  a  simple  response.  "We  have  not  reached  out  to  them  specifically". 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  08,  2016  6:14  PM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldQt5)cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(acdc.gQV>:  Cyril,  Melissa|R.'(CDC^ONDIEH/NCIPC)  <xgf0f5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd50cdc.goV>:  Lane,  gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDI$H/NCIPC|  <;jod5@cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi- 

After  providing  this.  We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released, 
including  organizations  such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not 
reached  out  to  the  NRA  in  recent  years.  Here’s  a  follow  up  from  The  Trace: 

And  when  you  say  that  you  have  not  reached  out  to  the  NRA  in  recent  years,  do  you  mean  that 
you  have  not  informed  them  of  firearm-related  articles  in  recent  years,  or  you  just  haven't 
reached  out  to  them  specifically?  Has  the  CDC  always  alerted  stakeholders  on  gun  violence 
articles? 

Proposed  Response: 

We  have  not  informed  the  NRA  of  firearm-related  articles  in  recent  years.  As  previously  mentioned,  we 
routinely  alert  stakeholder  organizations  when  relevant  articles  are  released. 

Thanks  much! 

Courtney 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  4:01  PM 


To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gQV>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2f©cdc.RQV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril.  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfQ(®cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5Pcdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5@cdc.Rov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gQV>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2{@cdc.gQV> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 

Works  for  me,  although  I  believe  the  word  ''specifically"  was  deleted  last  time.  We  can  save  the  second 
part  if  she  comes  back  again. 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:59  PM 

To:  Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldO(gcdc.gQV>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc,gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc,ROV>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc,Rov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc,gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.RQV> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Here's  what  we  provided  to  AP,  will  the  first  part  work? 

We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released,  including  organizations 
such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not  reached  out  specifically  to 
the  NRA  in  recent  years. 

Mike  Stobbe  asked  when  it  started/why  it  stopped,  don't  think  it  is  necessary  at  this  point. 

Providing  advance  notification  to  NRA  about  forthcoming  articles  was  done  at  the  request  of  the  NRA  as 
a  part  of  an  effort  to  improve  communication  between  our  two  organizations.  We  do  not  have 
documentation  about  when  this  started,  but  believe  it  was  in  the  early  2000s.  The  Associate  Director  for 
Science  in  the  National  Center  for  Injury  Prevention  and  Control  provided  advance  notification  of 
forthcoming  articles,  but  not  an  advance  copy  of  articles.  The  practice  ended  due  to  staff  turnover  in 
both  organizations. 

From:  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:35  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5fg)cdc.RQv>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2g>cdc.Rov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tRs9@cdc.ROv>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.ROV>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0#cdcgpy> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCiPC)  <efd5@cdc.gQV>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gQV>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5(g>cdc.ROV>;  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.RQV>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.Rov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney- 

I  checked  with  Jim.  He  doesn't  have  a  copy  of  the  report. 

In  terms  of  the  "gentleman's  agreement"  -1  believe  NCI  PC  OD  prepared  a  response  before  to  that 
question  -  so  I  defer  to  others  to  answer.  It  said  something  along  the  following  lines:  "We  have  not 
communicated  with  the  NRA  for  several  years" 

Thanks, 

Linda 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:24  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0^cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  ctgs9@cdc.Kov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  all. 

Another  follow  up  from  The  Trace: 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to  the  lobby, 
any  gun  research  completed  by  their  grantees,  whether  that  research  was  actually  completed  with 
CDC  funds  or  not? 

Also,  to  keep  everyone  in  the  loop,  I  sent  Linda  a  separate  email  with  this  question,  she  and  Jim 
are  consulting. 

One  of  the  subjects  for  my  story  mentioned  that  in  the  1990s,  after  the  CDC  Injury  Center  had 
produced/funded  a  number  of  studies  about  gun  violence,  then-CDC  Director  David  Satcher 
commissioned  a  panel  of  outside  experts  to  review  that  portfolio  of  work  and  make  sure  it  wasn't 
biased  toward  gun  control  advocacy.  The  panel  ultimately  concluded  that  the  studies  weren't 
biased  and  were  in  fact  extremely  well  done,  and  I  was  wondering  if  you  knew  of  a  way  I  could 
access  that  report  so  I  could  cite  it  in  my  article.  I  would  love  to  get  a  copy  or  even  the  name  so  1 
can  look  it  up  myself. 

Thanks  you! 

Courtney 

From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  February  03,  2016  6:10  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <z vQ5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.eov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>;  Williams,  Alan  J, 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  Re:  For  Review:  The  Trace-gun  violence 
Hi  Courtney, 

The  responses  are  fine. 

Thank  you, 

Linda 

Sent  from  my  BlackBerry 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  12:49  AM  Eastern  Standard  Time 


To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC);  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Linda, 

Will  you  please  take  a  look  at  the  responses  and  let  me  know  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  I  don't  have  her  exact  changes.  Looks  like  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence, 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence,  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 


CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 


•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  3:55  PM 


To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gQV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(a)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5icdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gQV> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2f5)cdc.gov>:  DahIberg,  Linda  L  (CDC/ONDIEH/NCIPC) 
<[ld0Pcdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@ cdc.gov>.*  Solhtalab.  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(5)cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(S)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4facdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  w/ith  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  Q3. 

Thanks  much! 

Courtney 

Questions: 

I .  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  whaf  s  stopping  the  CDC  from  doing  something  similar? 


Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non- fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  flreann-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 


initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995}  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 
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Courtney  N.  Lenard,  MA 

Healfh  Communication  Specialist  i  National  Center  for  Injury  Prevention  and  Control  I  Health  Communication  and  Science 
Office  I  0:  770.488.3733  I  Monday  &  Friday  telework:  404.808.3037 


Saving  Lives  and  Protecting  People 
fromVtoience  and  Injury 


From: 

Sent: 

To: 

Subject: 


Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
9  Feb  2016  21:40:54  +0000 


Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
RE:  For  Review:  The  Trace-gun  violence 


You're  welcome! 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  09,  2016  4:33  PM 
To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Linda,  I  forgot  to  thank  you... probably  the  millionth  time  © 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  09,  2016  8:55  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(Scdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9fBcdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5tacdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkD4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5^cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Suggest  a  simple  response.  "We  have  not  reached  out  to  them  specifically". 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  February  08,  2016  6:14  PM 

To:, Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0facdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(5icdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5g>cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc-gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi- 

After  providing  this,  We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released, 
including  organizations  such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not 
reached  out  to  the  NRA  in  recent  years.  Here’s  a  follow  up  from  The  Trace: 

And  when  you  say  that  you  have  not  reached  out  to  the  NRA  in  recent  years,  do  you  mean  that 
you  have  not  informed  them  of  firearm-related  articles  in  recent  years,  or  you  just  haven't 
reached  out  to  them  specifically?  Has  the  CDC  always  alerted  stakeholders  on  gun  violence 
articles? 

Proposed  Response: 

We  have  not  informed  the  NRA  of  firearm-related  articles  in  recent  years.  As  previously  mentioned,  we 
routinely  alert  stakeholder  organizations  when  relevant  articles  are  released. 

Thanks  much! 

Courtney 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  4:01  PM 


To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gQV>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2f©cdc.RQV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril.  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfQ(®cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5Pcdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5@cdc.Rov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gQV>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2{@cdc.gQV> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 

Works  for  me,  although  I  believe  the  word  ''specifically"  was  deleted  last  time.  We  can  save  the  second 
part  if  she  comes  back  again. 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:59  PM 

To:  Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldO(gcdc.gQV>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc,gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc,ROV>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc,Rov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc,gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.RQV> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Here's  what  we  provided  to  AP,  will  the  first  part  work? 

We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released,  including  organizations 
such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not  reached  out  specifically  to 
the  NRA  in  recent  years. 

Mike  Stobbe  asked  when  it  started/why  it  stopped,  don't  think  it  is  necessary  at  this  point. 

Providing  advance  notification  to  NRA  about  forthcoming  articles  was  done  at  the  request  of  the  NRA  as 
a  part  of  an  effort  to  improve  communication  between  our  two  organizations.  We  do  not  have 
documentation  about  when  this  started,  but  believe  it  was  in  the  early  2000s.  The  Associate  Director  for 
Science  in  the  National  Center  for  Injury  Prevention  and  Control  provided  advance  notification  of 
forthcoming  articles,  but  not  an  advance  copy  of  articles.  The  practice  ended  due  to  staff  turnover  in 
both  organizations. 

From:  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:35  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5fg)cdc.RQv>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2g>cdc.Rov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tRs9@cdc.ROv>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.ROV>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0#cdcgpy> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCiPC)  <efd5@cdc.gQV>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gQV>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5(g>cdc.ROV>;  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.RQV>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.Rov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney- 

I  checked  with  Jim.  He  doesn't  have  a  copy  of  the  report. 

In  terms  of  the  "gentleman's  agreement"  -1  believe  NCI  PC  OD  prepared  a  response  before  to  that 
question  -  so  I  defer  to  others  to  answer.  It  said  something  along  the  following  lines:  "We  have  not 
communicated  with  the  NRA  for  several  years" 

Thanks, 

Linda 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:24  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0^cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  ctgs9@cdc.Kov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  all. 

Another  follow  up  from  The  Trace: 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to  the  lobby, 
any  gun  research  completed  by  their  grantees,  whether  that  research  was  actually  completed  with 
CDC  funds  or  not? 

Also,  to  keep  everyone  in  the  loop,  I  sent  Linda  a  separate  email  with  this  question,  she  and  Jim 
are  consulting. 

One  of  the  subjects  for  my  story  mentioned  that  in  the  1990s,  after  the  CDC  Injury  Center  had 
produced/funded  a  number  of  studies  about  gun  violence,  then-CDC  Director  David  Satcher 
commissioned  a  panel  of  outside  experts  to  review  that  portfolio  of  work  and  make  sure  it  wasn't 
biased  toward  gun  control  advocacy.  The  panel  ultimately  concluded  that  the  studies  weren't 
biased  and  were  in  fact  extremely  well  done,  and  I  was  wondering  if  you  knew  of  a  way  I  could 
access  that  report  so  I  could  cite  it  in  my  article.  I  would  love  to  get  a  copy  or  even  the  name  so  1 
can  look  it  up  myself. 

Thanks  you! 

Courtney 

From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  February  03,  2016  6:10  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <z vQ5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.eov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>;  Williams,  Alan  J, 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  Re:  For  Review:  The  Trace-gun  violence 
Hi  Courtney, 

The  responses  are  fine. 

Thank  you, 

Linda 

Sent  from  my  BlackBerry 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  12:49  AM  Eastern  Standard  Time 


To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC);  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Linda, 

Will  you  please  take  a  look  at  the  responses  and  let  me  know  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  I  don't  have  her  exact  changes.  Looks  like  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence, 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence,  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 


CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 


•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 

^ARTICLES 

Fircarin  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 
http://www.ncbi.nlm.nih.aov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6230al.htm 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  2015;3I5(5):478-488 
Attached 

Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  2015  /  64(08);20 1-205 

http://www.cdc.  gov/mmwr/preview/mmwrhtml/mm 6408a  1  .htm 

Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62(27);545-548 

http://www.cdc.gQv/mmwr/preview/mmwrhtml/mm6227al  .htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 

MMWR.  January  27,  2012  /  61(03);46-51 

http  ://www .  cdc.  go  v/mmwr /previe  w/ mmwrhtml/mm6 1 03  a2 .  htm 

Most  recent  NVDRS  Surveillance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 

MMWR.  January  17,  2014  /  63(SS01);l-33 
http://www.cdc.gov/mmwr/preview/mmwrhtml/ss630  la  1  .htm 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  3:55  PM 


To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gQV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(a)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5icdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gQV> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2f5)cdc.gov>:  DahIberg,  Linda  L  (CDC/ONDIEH/NCIPC) 
<[ld0Pcdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@ cdc.gov>.*  Solhtalab.  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(5)cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(S)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4facdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  w/ith  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  Q3. 

Thanks  much! 

Courtney 

Questions: 

I .  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  whaf  s  stopping  the  CDC  from  doing  something  similar? 


Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non- fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  flreann-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 


initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995}  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 
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Courtney  N.  Lenard,  MA 

Healfh  Communication  Specialist  i  National  Center  for  Injury  Prevention  and  Control  I  Health  Communication  and  Science 
Office  I  0:  770.488.3733  I  Monday  &  Friday  telework:  404.808.3037 


Saving  Lives  and  Protecting  People 
fromVtoience  and  Injury 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  4  Feb  2016  16:18:54  -0500 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC);Mercy,  James 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC);Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR);Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Sounds  good..,thanksl 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  4:01  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) ;  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC) ;  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR) ;  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Works  for  me,  although  I  believe  the  word  "specifically"  was  deleted  last  time.  We  can  save  the  second 
part  if  she  comes  back  again. 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:59  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0facdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(§)cdc.&ov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gOv>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(S)cdc.gOV> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5g>cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wz|4(5)cdc-gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<lxn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Here's  what  we  provided  to  AP,  will  the  first  part  work? 

We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released,  including  organizations 
such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not  reached  out  specifically  to 
the  NRA  in  recent  years. 

Mike  Stobbe  asked  when  it  started/why  it  stopped,  don't  think  it  is  necessary  at  this  point. 

Providing  advance  notification  to  NRA  about  forthcoming  articles  was  done  at  the  request  of  the  NRA  as 
a  part  of  an  effort  to  improve  communication  between  our  two  organizations.  We  do  not  have 
documentation  about  when  this  started,  but  believe  it  was  in  the  early  2000s.  The  Associate  Director  for 
Science  in  the  National  Center  for  Injury  Prevention  and  Control  provided  advance  notification  of 
forthcoming  articles,  but  not  an  advance  copy  of  articles.  The  practice  ended  due  to  staff  turnover  in 
both  organizations. 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:35  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(Scdc.eQV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ij<d9(®cdcgoy>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 


Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(Scdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<:xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5)cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2^cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

I  checked  with  Jim,  He  doesn't  have  a  copy  of  the  report. 

In  terms  of  the  "gentleman's  agreement"  - 1  believe  NCIPC  OD  prepared  a  response  before  to  that 
question  -  so  i  defer  to  others  to  answer.  It  said  something  along  the  following  lines:  "We  have  not 
communicated  with  the  NRA  for  several  years" 

Thanks, 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:24  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldOfacdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(a)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2^cdcgoy> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 

Hi  alt, 

Another  follow  up  from  The  Trace: 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to  the  lobby, 
any  gun  research  completed  by  their  grantees,  whether  that  research  was  actually  completed  with 
CDC  funds  or  not? 

Also,  to  keep  everyone  in  the  loop,  I  sent  Linda  a  separate  email  with  this  question,  she  and  Jim 
are  consulting. 

One  of  the  subjects  for  my  story  mentioned  that  in  the  1990s,  after  the  CDC  Injury  Center  had 
produced/funded  a  number  of  studies  about  gun  violence,  then-CDC  Director  David  Sate  her 
commissioned  a  panel  of  outside  experts  to  review  that  portfolio  of  work  and  make  sure  it  wasn't 
biased  toward  gun  control  advocacy.  The  panel  ultimately  concluded  that  the  studies  weren't 
biased  and  were  in  fact  extremely  well  done,  and  I  was  wondering  if  you  knew  of  a  way  1  could 
access  that  report  so  I  could  cite  it  in  my  article.  I  would  love  to  get  a  copy  or  even  the  name  so  1 
can  look  it  up  myself. 

Thanks  you! 

Courtney 

From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  6:10  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tE59@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(acdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5f5>cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4<S)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 


<ixn2@cdc.gQV> 

Subject:  Re:  For  Review:  The  Trace-gun  violence 
Hi  Courtney, 

The  responses  are  fine. 

Thank  you, 

Linda 

Sent  from  my  BlackBerry 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  12:49  AM  Eastern  Standard  Time 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC);  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Linda, 

Will  you  please  take  a  look  at  the  responses  and  let  me  know  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  I  don't  have  her  exact  changes.  Looks  like  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney 

1.  Do  you  feet  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 


appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  Is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 


initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
COC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  3:55  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gQV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9g0cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5<S)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4^cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>;  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzl4(5)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2facdc.gov>:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<lld0Pcdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.Eov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9tacdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0f5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(acdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2^cdc.gQV> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  QB. 

Thanks  much! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 


2, 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas, 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  if  s  also  subject  to  federal 
limitations  on  gun  research?  And  whaf  s  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is;.an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  tO'  ded'icate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  fireami -related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 


United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

FolloiAfing  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995}  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 
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From:  /o-cdc/ou=exchange  administrative  group 

(fydibohf23spdlt)/cn=recipients/cn-f43dd520dl854120aa942ac284dc7713-discoverysearchmailb 
Sent:  28  Aug  2018  19:24:48  +0000 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);Peeples,  Amy  B.  (CDC/ONDiEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

How  about- 1  added  some  edits  in  red- feel  free  to  delete  though 

Deb  Houry,  MD,  MPH 

Director 

National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention 
4770  Buford  Highway,  NE;  Mail  Stop  F63;  Atlanta,  GA  30341 
Twitter;  @DebHouryCDC 
Phone:  (770)  488-4696  [  |  Fax:  (770)  488-4222 
From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  March  21,  2016  4:03  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) ;  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Deb, 

Kate  Masters  has  come  back  with  a  follow  up  for  you,  she  is  publishing  her  piece  tomorrow  on 
CDC  and  gun  violence  research,  I  don't  think  there  is  anything  different  to  say  and  suggest 
repeating  pretty  much  what  we  have  already  said  to  her.  Are  you  ok  with  this  attributed  to 
you?  DVP  has  reviewed. 

Thank  you! 

Courtney 

Question  for  Deb:  Does  she  think  that  the  CDC  does  enough  research  on  gun  violence  and 
prevention?  Is  it  doing  everything  it  possibly  can  under  the  current  circumstances? 

Proposed  Ressponse: 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence  and 
would  like  to  do  more.  These  are  the  topical  line  items  that  are  supported  through  CDC's  annua 
appropriation  for  both  research  and  non-research  activities.  CDC  has  and  continues  to  support 
surveillance  activities  and  analyses  of  surveillance  and  other  data  to  document  the  public 
health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the  patterns,  characteristics,  and 
impact  of  firearm  violence  is  an  important  step  toward  preventing  firearm  injuries  and  deaths 
in  the  United  States.  While  firearm  injuries  are  a  mechanism  of  injury  and  can  be  examined  in 
the  context  of  other  violence  topics,  the  $10  million  in  the  President's  budget  request  to 
Congress  would  be  necessary  to  pursue  the  research  priorities  identified  in  the  lOM/NRC 
research  agenda. 

From;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  7:01  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
<asb0@cdc.eov> 


Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
See  my  edits  below 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  4:27  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7(a)cdc.gov>:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
<asbO(Scdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Hi  Deb, 

Kate  Masters  with  The  Trace  requested  an  interview  with  you,  originally  stating  she  wanted  to 
discuss:  "My  article  Is  going  to  be  about  violence  research  at  the  CDC  versus  the  NIH,  so  most  of 
my  questions  would  center  on  her  approach  to  running  the  Center  for  Injury  Control  and 
Prevention,  accomplishments  she's  made,  and  priorities  she'd  still  like  to  work  on." 

Based  on  prior  requests  she  has  had  with  us  (Wilmington  and  gun  violence)  and  with  NIH,  I 
asked  for  specific  questions  that  we  could  address  via  email.  Here  they  are.  Responses  have 
been  reviewed/revised  with  Linda  Dahiberg,  OPP  has  also  been  in  the  loop.  Responses  are 
primarily  pulled  from  our  cleared  Q&A  on  the  issue.  I  will  also  get  HHS  clearance  once  you 
review. 

Thank  you! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-res«arch  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place, 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 


because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U,S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries," 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 


•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  {approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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Saving  Lives  and  Protecting  People 
from  Violence  and  injury 


From: 

Sent: 

To: 

Subject: 


Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
4  Feb  2016  20:56:13  +0000 


Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
RE:  For  Review:  The  Trace-gun  violence 


These  reporters  are  driving  me  crazy! 

From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:53  PM 
To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
©.  Made  me  laugh! 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:40  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2Pcdc.gov>:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zva5Pcdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd90cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(acdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkD4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Me  either  -  sorry.  I  was  nine  years  old  at  the  time... 

From;  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:39  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5(5)cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<[ld0@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9f5)cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfOOcdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5g>cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc-gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
I  remember  the  report,  but  can't  recall  the  name  of  it. 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:37  PM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iamZg>cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9g)cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5^cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4iacdc.gQv>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Thanks  Linda  and  Jim. ..do  we  know  the  name  of  the  report? 

For  the  second,  let  me  look  back,  that  was  developed  for  the  AP  request.  I'll  send  around  in  a  minute... 
From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:35  PM 


To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(5)cdc.gQV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(a)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

I  checked  with  Jim.  He  doesn't  have  a  copy  of  the  report. 

In  terms  of  the  "gentleman's  agreement"  - 1  believe  NCIPC  OD  prepared  a  response  before  to  that 
question  -  so  I  defer  to  others  to  answer,  it  said  something  along  the  following  lines:  "We  have  not 
communicated  with  the  NRA  for  several  years" 

Thanks, 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:24  PM 

To:  DahIberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0f5icdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9f5)cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdogpy> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(a)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4gQcdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  all. 

Another  follow  up  from  The  Trace: 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to  the  lobby, 
any  gun  research  completed  by  their  grantees,  whether  that  research  was  actually  completed  with 
CDC  funds  or  not? 

Also,  to  keep  everyone  in  the  loop,  I  sent  Linda  a  separate  email  with  this  question,  she  and  Jim 
are  consulting. 

One  of  the  subjects  for  my  story  mentioned  that  in  the  1990s,  after  the  CDC  Injury  Center  had 
produced/funded  a  number  of  studies  about  gun  violence,  then-CDC  Director  David  Sate  her 
commissioned  a  panel  of  outside  experts  to  review  that  portfolio  of  work  and  make  sure  it  wasn't 
biased  toward  gun  control  advocacy.  The  panel  ultimately  concluded  that  the  studies  weren't 
biased  and  were  in  fact  extremely  well  done,  and  I  was  wondering  if  you  knew  of  a  way  I  could 
access  that  report  so  I  could  cite  it  in  my  article.  I  would  love  to  get  a  copy  or  even  the  name  so  I 
can  look  it  up  myself. 

Thanks  you! 

Courtney 

From;  DahIberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  February  03,  2016  6:10  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(acdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(acdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 


<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5^cdc.gov>:  Williams,  Alan  J. 
(CDC/OND(EH/NCIPC)  (CTR)  <wzi4(acdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gQV> 

Subject:  Re:  For  Review:  The  Trace-gun  violence 
Hi  Courtney, 

The  responses  are  fine. 

Thank  you, 

Linda 

Sent  from  my  BlackBerry 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  12:49  AM  Eastern  Standard  Time 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC);  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Linda, 

Will  you  please  take  a  look  at  the  responses  and  let  me  knovw  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  I  don't  have  her  exact  changes.  Looks  like  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 


Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control,"  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary, 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 


Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  3:55  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2Pcdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9^cdcgoy>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(S)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(acdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4(Scdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2facdc.fiov>:  DahIberg,  Linda  L  (CDC/ONDIEH/NCIPC) 
<lld0(acdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(5>cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9iacdc.Eov>:  Cyril,  Melissa  R,  (CDC/ONDIEH/NCIPC)  <xgf 0Ocdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd50cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp40cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod50cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi40cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn20cdc,gov> 

Subject:  For  Review;  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilnnington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  Q3. 

Thanks  much! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 


2, 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas, 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  if  s  also  subject  to  federal 
limitations  on  gun  research?  And  whaf  s  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is;.an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  tO'  ded'icate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  fireami -related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 


United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

FolloiAfing  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995}  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 
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Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From: 

Sent: 

To: 

Subject: 


Lenard,  Courtney  (CDC/OIMDIEH/NCIPC) 
4  Feb  2016  15:20:28  -0500 


Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
RE:  For  Review:  The  Trace-gun  violence 


Appreciate  you  checking!  She  has  come  back  with  another  question  that  I'm  not  familiar  with. ..I'll  also 
send  to  the  whole  group. 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to  the  lobby, 
any  gun  research  completed  by  their  grantees,  whether  that  research  was  actually  completed  with 
CDC  funds  or  not? 


From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  1:53  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Hi  Courtney  - 

I  sent  Jim  a  message  about  this.  I  can't  find  anything  other  than  reference  to  three  investigations  -  GAO, 
National  Academy  of  Sciences,  and  HHS  Inspector  General.  I  also  found  that  Phil  Cook  was  on  the 
independent  panel  of  experts  to  review  our  gun  violence  research  portfolio  -  so  there  was  a  panel,  just 
don't  know  if  a  report  is  available  to  send.  It  was  a  long  time  ago  ©  Hoping  Jim  will  have  some 
information. 


Linda 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  12:20  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 

Thanks,  Linda! 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  12:13  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Not  sure  about  this  one  -  I'll  do  some  digging  to  see  if  I  can  find  the  report  referenced  below. 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  11:09  AM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0i5)cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(Scdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(5)cdc.gQV>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(S)cdc.gov> 
Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5<aicdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 


<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5^cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gQV> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Good  morning, 

Quick  follow  up  from  Kate,  do  you  have  a  copy  of  this  report  or  title? 

One  of  the  subjects  for  my  story  mentioned  that  in  the  1990s,  after  the  CDC  Injury  Center  had 
produced/funded  a  number  of  studies  about  gun  violence,  then-CDC  Director  David  Satcher 
commissioned  a  panel  of  outside  experts  to  review  that  portfolio  of  work  and  make  sure  it  wasn't 
biased  toward  gun  control  advocacy.  The  panel  ultimately  concluded  that  the  studies  weren't 
biased  and  were  in  fact  extremely  well  done,  and  1  was  wondering  if  you  knew  of  a  way  I  could 
access  that  report  so  I  could  cite  it  in  my  article.  I  would  love  to  get  a  copy  or  even  the  name  so  I 
can  look  it  up  myself. 

Thank  you! 

Courtney 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  6:10  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2g>cdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gOV>;  Cyril,  Melissa  R.  (CDC/ONDlEH/NClPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gQv>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.fiov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5(S?cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2glcdc.gOV> 

Subject:  Re:  For  Review:  The  Trace-gun  violence 

Hi  Courtney, 

The  responses  are  fine. 

Thank  you, 

Linda 

Sent  from  my  BlackBerry 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  12:49  AM  Eastern  Standard  Time 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlebrooks, 

Jennifer  (CDC/ONOIEH/NCIPC);  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 


Hi  Linda, 

Will  you  please  take  a  look  at  the  responses  and  let  me  know  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  I  don't  have  her  exact  changes.  Looks  like  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  Impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence  -. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 


firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary, 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States,  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries," 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 
among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 
reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 


•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs, 
and  alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 

CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health} 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 


*ARTICLES 

Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79;5-14 
http://www.ncbi.nlm.rLih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6230al  .htm 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  2015;315(5):478-488 
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Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  2015  /  64(08);20 1-205  d’,  ^  ' ' 
http://www.cdc.gQv/mmwr/preview/'mmwrhtriii/mm6408al  .htm 


Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62(27);545-548 
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Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 

MMWR.  January  27,  2012  /  61(03);46-51 

http  ://www .  cdc.  gov/mmwr/previ  ew/mmwrh  tml/mm  6 1 03  a2  .htm 

Most  recent  NVDRS  Sunset! lance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 

MMWR.  January  17,  2014  /  63(SS01);l-33 
http://www.cdc.  gov/mmwr/preview/mmwrhtml/ss630 1  a  1  .htm 


From:  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  3:55  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5^cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tRs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9g0cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5tS)cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2facdc.gov>:  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<lld0g)cdc.Eov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9@cdc.fiov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(S)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5(g>cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.eov> 

Subject:  For  Review;  The  Trace-gun  violence 


Good  afternoon. 


Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  Q3. 

Thanks  much! 

Courtnev 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 


2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  whaf  s  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 


5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  fireanu  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 
among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 
reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs, 
and  alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 


CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  i990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 


^ARTICLES 


Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 
http://www.ncbi.iilm.nih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 

http://www.cdc.  go  v./mmwr/preview/mmwrhtml/mm6230al.htm 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  2015;315(5):478-488 
Attached 

Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  20 1 5  /  64(08);20 1  -205 
http:/./www.cdc.gov/mmwr/preview/mmwrhtml/mm 6408al.htm 

Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62(27);545-548 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6227al  .htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 

MMWR.  January  27,  2012  /  61(03);46-51 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6103a2.htm 


Most  recent  NVDRS  Surveillance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 


MMWR.  January  17,  2014  /  63(SS01);l-33 
http://www.cdc.^ov/mmwr/preview/miTiwrhtml/ss6301al  .htm 


Courtney  N.  Lenard,  MA 

Health  Communication  Specialist  I  National  Center  for  Injury  Prevention  and  Control  I  Health  Communication  and  Science 
Office  I  Q:  770.488.3733  I  Monday  &  Friday  telework:  404.808.3037 


CDCe24y7 


Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  21  Mar  2016  16:06:56 -0400 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC);Mercy,  James 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC);Cvril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR);Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Got  it,  thank  you  Linda! 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  March  21,  2016  3:10  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) ;  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC) ;  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR) ;  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

The  response  seems  fine  to  me.  See  additional  edits  below. 

Linda 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  March  21,  2016  2:42  PM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(gicdc-eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9gDcdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xefD(acdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gQv>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzf4(a)cdc,gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hialll 

Kate  Masters  has  come  back  again,  she  is  publishing  her  piece  tomorrow  on  CDC  and  gun 
violence  research.  Again,  I  don't  think  there  is  anything  different  to  say  and  suggest  repeating 
what  we  have  already  said  to  her.  Are  you  ok  with  this? 

Thank  you! 

Courtney 

Question  for  Deb;  Does  she  think  that  the  CDC  does  enough  research  on  gun  violence  and 
prevention?  Is  it  doing  everything  it  possibly  can  under  the  current  circumstances? 

Proposed  Ressponse: 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 


research  and  non-research  activities.  CDC  has  and  continues  to  support  surveillance  activities 
and  analyses  of  surveillance  and  other  data  to  document  the  public  health  burden  of  firearm 
injuries  in  the  U.S.  Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is 
an  important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United  States.  While 
firearm  injuries  are  a  mechanism  of  injury  and  can  be  examined  in  the  context  of  other  violence 
topics,  the  $10  million  in  the  President's  budget  request  to  Congress  would  be  necessary  to 
pursue  the  research  priorities  identified  in  the  lOM/NRC  research  agenda. 

Questions/Responses  from  early  February: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  noC appropriations  language  that  prohibits  CDC  from  conducting  public  health  research 
into  gun  violence. 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention.  CDC  cuiTently  conducts  and  funds  research  on  a  variety  of  related  topics, 
including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence.  These  are 
the  topical  line  items  that  are  supported  through  CDC’s  annual  appropriation  for  both  research 
and  non-research  activities.  While  firearm  injuries  are  a  mechanism  of  injury  and  can  be 
examined  in  the  context  of  other  violence  topics,  the  SIO  million  in  the  President’s  budget 
request  to  Congress  would  be  necessary  to  pursue  the  research  priorities  identified  in  the 
lOM/NRC  research  agenda. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  whaf  s  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  “advocate  or  promote  gun  control.”  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY 
2012.  The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  over  time,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC’s  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  —  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

There  is  nothing  in  the  appropriations  language  that  prohibits  CDC  from  conducting  research  on 
gun  violence.  CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of 
surveillance  and  other  data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S. 
Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step 
toward  preventing  firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury 


Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and 
prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  —  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm- 
Related  Violence  -  was  released  by  the  lOMfNRC  on  June  5,  2013.  It  was  intended  to  guide 
research  in  the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies. 
Individual  researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every 
year  since  the  release  of  Now  is  the  Time,  President  Obama  has  included  a  S 10  million  request  in 
his  budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessaiy. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non-tatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  fireami-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1  -64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC  funded  investigator-initiated,  peer- 
reviewed  studies  on  fatal  and  non-fatal  fii’earm  violence  through  the  Injiuy  Control  and  Response 
Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for  Excellence  on  Youth  Violence 
Prevention  (ACEs),  and  through  its  ROl  grant  program.  Some  of  these  projects  be^n  before  FY 
1997  and  contmued  throughout  their  fimding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 
among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  detennined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1 998  study  examined  the  effectiveness  of  household  fireann  storage  methods  in 
reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and  adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs, 
and  alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying. 

CDC  has  also  published  a  number  of  papers  and  reports.  Examples  are  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Fireanns  questions  were  included  as  optional  modules  for  states  to  consider  betw^een 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 


In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury- related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health  departments 
decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this  development 
and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health  needs  in  an  effort 
to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection  process.  Also,  state 
health  departments  can  decide  to  include  additional  questions.  Firearm  safety  questions  are 
cun'ently  under  consideration  for  fiiture  BRFSS  surveys.  For  more  information  about  BRFSS, 
please  visit:  www.cdc.gQv/brfss. 

*ARTICLES 

Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 
http://www.ncbi.nlm.nih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);  5  97- 602 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6230al.htm 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  2015;315(5):478-488 
Attached 

Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  2015  /  64(08);20 1-205 

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6408al.htm 

Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62(27);545-548 

http://w^ww^cdc.gov/lnmwr/preview/mmwrhtml/mm6227al.htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 
MMWR.  January  27,  2012  /  61(03);46-51 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6103a2.htm 

Most  recent  NVDRS  Sur\^eiUance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 

MMWR.  January  17,  2014  /  63(SS01);l-33 
http://www.cdc.  gov/mmwr/preview/mmw  rhtmt/ss630 1  a  1  .htm 

From:  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  10,  2016  10:49  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(5)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0^cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5t5)cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gQV> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 


Not  sure  what  else  to  say.  The  story  they  are  proposing  was  first  written  by  the  Washington  Post  several 
months  ago  and  has  been  picked  up  by  other  outlets. 

Dr.  Frieden  noted  in  recent  conversations  with  members  of  Congress  that  given  the  President's  request 
for  the  CDC  to  conduct  research  into  the  causes  and  prevention  of  gun  violence,  it  would  be  in  CDC's 
best  interest  to  have  Congress  appropriate  funds  for  this  work.  That  would  make  it  clear  that  Congress 
wants  to  fund  CDC  to  do  gun  violence  research  and  would  remove  any  ambiguity.  Dr.  Frieden  noted  that 
the  lOM  report  conducted  a  few  years  ago  lists  many  research  avenues  that  might  gain  bipartisan 
support  for  research. 

Linda 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  10,  2016  10:32  AM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldO(acdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9f5)cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4iScdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Good  morningl 

Kate  Masters  with  The  Trace  has  reached  out  again  with  the  note  below.  You  can  see  in  the  thread  all 
that  we  have  provided  in  the  past.  Aside  from  reiterating  again,  please  let  me  know  if  you  have  any 
other  thoughts  on  how  to  respond. 

Thank  youl 
Courtney 
From  Kate: 

Thanks  again  for  all  the  information  about  the  NVDRS.  It  was  defmitely  helpful  and  that  piece 
should  be  up  on  our  site  soon.  I'm  emailing  today  because  my  editors  and  I  are  in  the  drafting 
phase  of  my  piece  on  gun  violence  research  at  the  CDC,  and  I  wanted  to  let  you  know  that  the 
basis  of  the  story  is  that  the  CDC  is  avoiding  the  issue  of  gun  violence  and  bowing  to  political 
pressure  by  essentially  foregoing  research  on  firearms,  even  though  there  are  things  the  agency 
could  be  doing.  This  is  coming  from  former  employees  of  the  CDC,  as  well  as  outside  gun 
violence  researchers. 

I  wanted  to  tell  you  this  so  there  would  be  no  surprise  when  the  article  came  out,  and  also 
because  I  wanted  to  give  the  CDC  a  chance  to  respond  to  what  others  are  saying.  That  response 
could  be  a  statement  from  you,  or  I  would  still  love  to. speak  with  Dr.  Houiy  directly  about  the 
lack  of  gun  research  at  the  Injury  Center,  but  I  do  recommend  addressing  these  statements 
somehow  so  that  the  CDC's  voice  is  included  in  the  piece. 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  09,  2016  8:55.AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2t5>cdc-gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC); <ikd9^cdcgoy>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0^cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4tacdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 


<ixn2@cdc.gQV> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Suggest  a  simple  response,  "We  have  not  reached  out  to  them  specifically". 

From:  Lenard,  Courtney  (CDC/OND)EH/NCIPC) 

Sent:  Monday,  February  08,  2016  6:14  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldOfacdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi- 

After  providing  this,  We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released, 
including  organizations  such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not 
reached  out  to  the  NRA  in  recent  years.  Here’s  a  follow  up  from  Tlie  Trace; 

And  when  you  say  that  you  have  not  reached  out  to  the  NRA  in  recent  years,  do  you  mean  that 
you  have  not  informed  them  of  firearm-related  articles  in  recent  years,  or  you  just  haven't 
reached  out  to  them  specifically?  Has  the  CDC  always  alerted  stakeholders  on  gun  violence 
articles? 

Proposed  Response: 

We  have  not  informed  the  NRA  of  firearm-related  articles  in  recent  years.  As  previously  mentioned,  we 
routinely  alert  stakeholder  organizations  when  relevant  articles  are  released. 

Thanks  much! 

Courtney 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  4:01  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(g)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Works  for  me,  although  I  believe  the  word  "specifically"  was  deleted  last  time.  We  can  save  the  second 
part  if  she  comes  back  again. 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:59  PM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldQ@cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(5>cdc.gQV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 


<ixn2@cdc.gQV> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Here's  what  we  provided  to  AP,  will  the  first  part  work? 

We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released,  including  organizations 
such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not  reached  out  specifically  to 
the  NRA  in  recent  years. 

Mike  Stobbe  asked  when  it  started/why  it  stopped,  don't  think  it  is  necessary  at  this  point. 

Providing  advance  notification  to  NRA  about  forthcoming  articles  was  done  at  the  request  of  the  NRA  as 
a  part  of  an  effort  to  improve  communication  between  our  two  organizations.  We  do  not  have 
documentation  about  when  this  started,  but  believe  it  was  in  the  early  2000s,  The  Associate  Director  for 
Science  in  the  National  Center  for  Injury  Prevention  and  Control  provided  advance  notification  of 
forthcoming  articles,  but  not  an  advance  copy  of  articles.  The  practice  ended  due  to  staff  turnover  in 
both  organizations. 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:35  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zyg5^cdcgpy>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(Scdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9t5)cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi40cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review;  The  Trace-gun  violence 
Hi  Courtney  — 

I  checked  with  Jim.  He  doesn't  have  a  copy  of  the  report. 

In  terms  of  the  "gentleman's  agreement"-]  believe  NCIPC  OD  prepared  a  response  before  to  that 
question  -  so  I  defer  to  others  to  answer.  It  said  something  along  the  following  lines;  "We  have  not 
communicated  with  the  NRA  for  several  years" 

Thanks, 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:24  PM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gOV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfD@cdc.gOV> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5^cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>;  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4^cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  all, 

Another  follow  up  from  The  Trace: 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to  the  lobby, 
any  gun  research  completed  by  their  grantees,  whether  that  research  was  actually  completed  with 
CDC  funds  or  not? 

Also,  to  keep  everyone  in  the  loop,  I  sent  Linda  a  separate  email  with  this  question,  she  and  Jim 
are  consulting. 


One  of  the  subjects  for  my  story  mentioned  that  in  the  1990s,  after  the  CDC  Injury  Center  had 
produced/funded  a  number  of  studies  about  gun  violence,  then-CDC  Director  David  Satcher 
commissioned  a  panel  of  outside  experts  to  review  that  portfolio  of  work  and  make  sure  it  wasn’t 
biased  toward  gun  control  advocacy.  The  panel  ultimately  concluded  that  the  studies  weren't 
biased  and  were  in  fact  extremely  well  done,  and  1  was  wondering  if  you  knew  of  a  way  1  could 
access  that  report  so  I  could  cite  it  in  my  article.  I  would  love  to  get  a  copy  or  even  the  name  so  1 
can  look  it  up  myself. 

Thanks  you! 

Courtney 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  February  03,  2016  6:10  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvqS@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(5)cdc.Rov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <lkd9^cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(Scdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5^cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5t5)cdc,eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(Scdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  Re:  For  Review:  The  Trace-gun  violence 
Hi  Courtney, 

The  responses  are  fine. 

Thank  you, 

Linda 

Sent  from  my  BlackBerry 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  12:49  AM  Eastern  Standard  Time 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlebrooks, 
Jennifer  (CDC/ONDIEH/NCIPC);  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  Linda, 

Will  you  please  take  a  look  at  the  responses  and  let  me  know  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  I  don't  have  her  exact  changes.  Looks  like  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney,^ 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 


There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  COC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place, 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 


6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 


safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  3:55  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NOPC)  <zvq5facdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <il<d9Pcdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi40cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<lxn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
HI  Courtney - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<lld0@cdc.gQv>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9gDcdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(acdc.gov> 


Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  QB. 

Thanks  much! 

Courtney 

Questions: 

1,  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  201 3,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  whafs  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4,  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 


5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non- fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  fireami-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 


questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  COC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  ROD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 
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Courtney  N.  Lenard,  MA 

Health  Communication  Specialist  I  National  Center  for  Injury  Prevention  and  Control  I  Health  Communication  and  Science 
Office  I  0:  770.468.3733  I  Monday  &  Friday  telework:  404.608.3037 


Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From: 

Sent: 

To: 

(CDC/ONDIEH/NCIPC) 

Cc: 

Subject: 


Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

3  Feb  2016  13:44:22-0500 

Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Peeples,  Amy  B. 


Connelly,  Erin  (CDC/ONDIEH/NCIPC) 

Re:  For  Review;  The  Trace-gun  violence 


FYI:  these  have  been  cleared. 


From:  Iloury,  Debra  E,  (CDC/ONDIEII/NCIPC) 

Sent:  Tuesday,  February  02, 2016  08:51  PM 

To:  Lenard,  Courtney  (CDC/ONDIEII/NCIPC);  Peeples,  Amy  B.  (CDC/ONDIEII/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEII/NCIPC) 

Subject:  Re:  For  Review:  The  Traec-gun  violence 

And  assuming  this  needs  to  go  up  for  clearance?  I  just  want  to  make  sure  folks  ok  with 
my  edits.  Thx 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  2,  2016  7:01  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Sec  my  edits  below 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  4:27  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  ;  Peeples,  Amy  B.  (CDC/OKDIEH/NCIPC) 

Cc;  Connelly,  Erin  (CDC/ONDlEH/NClPC) 

Subject:  For  Review:  The  Trace-gun  violence 
Hi  Deb, 

Kate  Masters  with  The  Trace  requested  an  interview  with  you,  originally  stating  she 
wanted  to  discuss:  “My  article  is  going  to  be  about  violence  research  at  the  CDC  versus 
the  NIH,  so  most  of  my  questions  would  center  on  her  approach  to  running  the  Center  for 
Injury’  Control  and  Prevention,  accomplishments  she's  made,  and  priorities  she'd  still  like 
to  work  on.  ” 

Based  on  prior  requests  she  has  had  with  us  (Wilmington  and  gun  violence)  and  with 
NIH,  I  asked  for  specific  questions  that  we  could  address  via  email.  Here  they  are. 
Responses  have  been  reviewed/revised  with  Linda  Dahlberg,  OPP  has  also  been  in  the 
loop.  Responses  are  primarily  pulled  from  our  cleared  Q&A  on  the  issue.  I  will  also  get 
HHS  clearance  once  you  review. 

Thank  you ! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for 
doing  any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to 


repeal  the  Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And 
if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research 
into  gun  violence, 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun 
violence  research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall 
budget  to  go  to  gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of 
related  topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and 
sexual  violence.  These  are  the  topical  line  items  that  are  supported  through  CDC’s  annual 
appropriation  for  both  research  and  non-research  activities.  However,  firearms  are  a 
mechanism  of  injury,  so  it  is  possible  to  address  firearm-related  violence  in  the  context  of 
addressing  these  topical  areas  and  preventing  violence  from  occurring  in  the  first  place, 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for 
research  projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also 
subject  to  federal  limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing 
something  similar? 

Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that 
none  of  the  funds  made  available  to  CDC  may  be  used  to  “advocate  or  promote  gun 
control.”  Similar  appropriations  language  was  extended  to  all  HHS  agencies,  including 
NIH,  beginning  in  FY  2012.  The  appropriations  language  does  not  prohibit  the  CDC  or 
the  NIH  from  conducting  public  health  research  into  gun  violence.  CDC  limited  its 
research  on  gun  violence  over  time,  not  because  it  was  legally  prohibited,  but  rather, 
because  in  1997  Congress  cut  CDC’s  budget  by  an  amount  equal  to  what  had  been  spent 
on  research  into  gun  violence  (about  $2.7  million  at  the  time)  and  threatened  to  impose 
further  cuts  if  that  research  continued.  Should  we  receive  appropriations,  we  are  ready  to 
support  research  in  this  area  in  line  with  lOM/NRC  research  agenda  -  Priorities  for 
Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there 
any  projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating 
the  language  of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and 
other  data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S. 
Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is  an 
important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United  States.  As 
noted  above,  the  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to 
firearm  violence  research  and  prevention. 

5 .  Whatever  happened  to  the  20 1 3  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 
The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of 
Firearm-Related  Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was 
intended  to  guide  research  in  the  field  and  has  been  referenced  in  various  funding 
solicitations  by  other  agencies.  Individual  researchers  may  also  be  pursuing  some  of  the 
research  priorities  on  their  own.  Every  year  since  the  release  of  Now  is  the  Time, 

President  Obama  has  included  a  $10  million  request  in  his  budget  to  research  the  causes 


and  prevention  of  gun  violence,  but  Congress  has  not  approved  it.  To  pursue  many  of  the 
research  priorities  that  lOM  and  NRC  identified,  this  $10  million  would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it 
falls  under  the  jurisdiction  of  the  agency? 

More  than  1 17,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot 
wound,  making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people 
aged  1  -64  in  the  United  States.  Public  health  research  is  fundamental  to  understanding  the 
problem  and  developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The 
complexity  and  frequency  of  firearm  violence,  combined  with  its  impact  on  the  health 
and  safety  of  Americans,  suggest  that  a  public  health  approach  should  be  incorporated 
into  the  strategies  used  to  prevent  future  harm  and  injuries,” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since 
the  Dickey  Amendment  was  passed?  If  so,  how^  much  money  would  you  say  goes  toward 
that  kind  of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence 
through  the  Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the 
Academic  Centers  for  Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities 
awarded  ROl  (investigator-initiated)  grants.  Some  of  these  projects  began  before  FY 
1 997  and  continued  throughout  their  funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun 

injury  among  young  males  in  neighborhoods  with  high  rates  of  homicide  and 
determined  the  characteristics  and  processes  of  interpersonal  interactions  where 
gun  injuries  occur  compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  fireann  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs, 

drugs,  and  alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban 

youth,  which  included  questions  regarding  gun  carrying  and  reasons  for  gun 
carrying;  and 

CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

I  approved/ re  viewed  by  Division  of  Population  Mealthi 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data 
about  firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to 
consider  between  1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey 
in  2001,  2002,  and  2004.  In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only 
the  question  on  seat  belts  in  the  survey  and  dropped  the  other  injury-related  topics  from 
the  survey.  The  injury  questions  had  been  on  the  survey  for  a  number  of  years  and  there 
was  interest  at  the  time  in  pursuing  other  public  health  topics.  Each  year,  BRFSS 
coordinators  from  state  and  teiTitorial  health  departments  decide  which  questions  to 
include  on  the  BRFSS  questionnaire.  CDC  supports  this  development  and  works  with  the 
state  coordinators  to  balance  state  and  federal  public  health  needs  in  an  effort  to  ensure  a 


standardized,  valid,  and  reliable  questionnaire  and  data  collection  process.  Also,  state 
health  departments  can  decide  to  include  additional  questions.  Firearm  safety  questions 
are  currently  under  consideration  for  ftiture  BRFSS  surveys.  For  more  information  about 
BRFSS,  please  visit:  wwv^. cdc . eov/br fs s . 
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Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


Lenard,  Courtney  {CDC/ONDIEH/NCIPC} 
3  Feb  2016  09:10:17  -0500 
Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
Re:  For  Review:  The  Trace-gun  violence 

Thank  you!! 


From: 

Sent: 

To: 

Subject: 


From:  Dahlberg,  Linda  L.  (CDC/ONDlEHyTJCIPC) 

Sent:  Wednesday,  February  03, 2016  06:09  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Mcrey,  Janies  {CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEHOSCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEIl/NCIPC);  Cyril,  Melissa  R. 

(CDC/ONDIEH/NCIPC) 

Cc;  Connelly.  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlcbrooks,  Jennifer 
(CDC/ONDIEH/NCIPC);  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  Re:  For  Review:  The  Trace-gun  violence 

Hi  Courtney, 

The  responses  are  fine. 

Tliank  you, 

Linda 

Sent  from  niy  BlackBerry 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03.  201 6  1 2:49  AM  Eastern  Standard  Time 

To;  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);  Cyril,  Melissa  R. 

(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlebrooks,  Jennifer 
(CDC/ONDlEH,TsIClPC);  Williams,  Alan  J.  (CDC/ONDIEIL'NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Hi  Linda, 

Will  you  please  take  a  look  at  the  responses  and  let  me  know  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  I  don't  have  her  exact  changes.  Looks  like  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 


2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  COC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  hts 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 


More  than  117,000  Annericans  are  non-fatally  injured  or  die  each  year  fronn  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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Prev  Med.  2015  Oct;79:5-14 
http://www.ncbi.nli'n.  nih.gov/Dubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
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MMWR.  August  2,  2013  /  62(30);597-602 
bttp://www.cdc.gov/i'nrnwr/previewATimwrhtnnl/mm6230al.htm 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  2015;315(5):478-488 
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Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  2015  /  64(08);20 1-205 

http://www, cdc.  gov/mmwr/preview/mmwrhtml/mm 6408a  l.htm 

Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62(27);545-548 

http://www.cdc.gov/mmwr/prcview/ninriwrhtml/iTim6227al.htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 
MMWR.  January  27,  2012  /  61(03);46-51 
http://www.cdc.gov/mmivr/preview/mmwrhtml/mm6 1 03a2.htni 

Most  recent  NVDRS  Surveillance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 

MMWR.  January  17,  2014  /  63(SS01);l-33 
http://www.cdc.gov/mmwr/preview/mmwrhtml/ss630 1  a  1  .htm 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  3:55  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) ;  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC) ;  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR) ;  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2gicdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<lld0@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.eov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gOV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4g)cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 


<ixn2@cdc.gQV> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  Q3. 

Thanks  much! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  fireanns?  And  if  so,  why? 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2,7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 


The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  ~  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 17,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year  ? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work. 


the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 

^ARTICLES 

Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79;5-14 
http://\\^vw.ncbi. nlin.nih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 
h  ttp  ://vvw  w .  cdc.  gov/mmwr/ previ  ew/  mmwrhtm]/m.m623  Oa  1 .  htm 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  2015;315(5):478-488 
Attached 

Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  2015  /  64(08);20 1-205 

http://www.cdc.  gov/mm\vr/preview/mmwrh  tnil/mm 6408a  1  .htm 

Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62(27);545-548 

http://www.cdc.  gov/mmwr/preview/mmwrhtml/mm6227a  1  .htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 

MMWR.  January  27,  2012  /  61(03);46-51 

http  ://www'. cdc.  gov/mmwr/preview/mmwrhtml/mm6 1 03a2.htm 

Most  recent  NVDRS  Surveillance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 

MMWR.  January  1772014  /  63(SS01);l-33 
http://www.cdc.gov/mmwr/preview/mmwrhtml/ss630  tal  .htm 

Courtney  N.  Lenard,  MA 

Health  Communication  Snecialist  I  National  Center  for  Injury  Prevention  and  Control  I  Health  Communication  and  Science 
Office  I  0:  r/0. 488. 3733  I  Monday  &  Friday  telework:  404.808.3037 


Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From: 

Sent: 

To: 

(CDC/ONDIEH/NCIPC) 

Cc: 

Subject: 


Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

2  Feb  2016  21:43:07  -0500 

Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Peeples,  Amy  B. 


Connelly,  Erin  (CDC/ONDIEH/NCIPC) 

Re:  For  Review:  The  Trace-gun  violence 


Yes,  I'll  be  sending  this  up  for  HHS  clearance. 


From:  Iloury,  Debra  E,  (CDC/ONDIEII/NCIPC) 

Sent:  Tuesday,  February  02, 2016  08:51  PM 

To:  Lenard,  Courtney  (CDC/ONDIEII/NCIPC);  Peeples,  Amy  B.  (CDC/ONDIEII/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEII/NCIPC) 

Subject:  Re:  For  Review:  The  Trace-gun  violence 

And  assuming  this  needs  to  go  up  for  clearance?  I  just  want  to  make  sure  folks  ok  with 
my  edits.  Thx 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  2,  2016  7:01  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Sec  my  edits  below 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  4:27  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  ;  Peeples,  Amy  B.  (CDC/OKDIEH/NCIPC) 

Cc;  Connelly,  Erin  (CDC/ONDlEH/NClPC) 

Subject:  For  Review:  The  Trace-gun  violence 
Hi  Deb, 

Kate  Masters  with  The  Trace  requested  an  interview  with  you,  originally  stating  she 
wanted  to  discuss:  “My  article  is  going  to  be  about  violence  research  at  the  CDC  versus 
the  NIH,  so  most  of  my  questions  would  center  on  her  approach  to  running  the  Center  for 
Injury’  Control  and  Prevention,  accomplishments  she's  made,  and  priorities  she'd  still  like 
to  work  on.  ” 

Based  on  prior  requests  she  has  had  with  us  (Wilmington  and  gun  violence)  and  with 
NIH,  I  asked  for  specific  questions  that  we  could  address  via  email.  Here  they  are. 
Responses  have  been  reviewed/revised  with  Linda  Dahlberg,  OPP  has  also  been  in  the 
loop.  Responses  are  primarily  pulled  from  our  cleared  Q&A  on  the  issue.  I  will  also  get 
HHS  clearance  once  you  review. 

Thank  you ! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for 
doing  any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to 


repeal  the  Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And 
if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research 
into  gun  violence, 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun 
violence  research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall 
budget  to  go  to  gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of 
related  topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and 
sexual  violence.  These  are  the  topical  line  items  that  are  supported  through  CDC’s  annual 
appropriation  for  both  research  and  non-research  activities.  However,  firearms  are  a 
mechanism  of  injury,  so  it  is  possible  to  address  firearm-related  violence  in  the  context  of 
addressing  these  topical  areas  and  preventing  violence  from  occurring  in  the  first  place, 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for 
research  projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also 
subject  to  federal  limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing 
something  similar? 

Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that 
none  of  the  funds  made  available  to  CDC  may  be  used  to  “advocate  or  promote  gun 
control.”  Similar  appropriations  language  was  extended  to  all  HHS  agencies,  including 
NIH,  beginning  in  FY  2012.  The  appropriations  language  does  not  prohibit  the  CDC  or 
the  NIH  from  conducting  public  health  research  into  gun  violence.  CDC  limited  its 
research  on  gun  violence  over  time,  not  because  it  was  legally  prohibited,  but  rather, 
because  in  1997  Congress  cut  CDC’s  budget  by  an  amount  equal  to  what  had  been  spent 
on  research  into  gun  violence  (about  $2.7  million  at  the  time)  and  threatened  to  impose 
further  cuts  if  that  research  continued.  Should  we  receive  appropriations,  we  are  ready  to 
support  research  in  this  area  in  line  with  lOM/NRC  research  agenda  -  Priorities  for 
Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there 
any  projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating 
the  language  of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and 
other  data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S. 
Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is  an 
important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United  States.  As 
noted  above,  the  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to 
firearm  violence  research  and  prevention. 

5 .  Whatever  happened  to  the  20 1 3  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 
The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of 
Firearm-Related  Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was 
intended  to  guide  research  in  the  field  and  has  been  referenced  in  various  funding 
solicitations  by  other  agencies.  Individual  researchers  may  also  be  pursuing  some  of  the 
research  priorities  on  their  own.  Every  year  since  the  release  of  Now  is  the  Time, 

President  Obama  has  included  a  $10  million  request  in  his  budget  to  research  the  causes 


and  prevention  of  gun  violence,  but  Congress  has  not  approved  it.  To  pursue  many  of  the 
research  priorities  that  lOM  and  NRC  identified,  this  $10  million  would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it 
falls  under  the  jurisdiction  of  the  agency? 

More  than  1 17,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot 
wound,  making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people 
aged  1  -64  in  the  United  States.  Public  health  research  is  fundamental  to  understanding  the 
problem  and  developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The 
complexity  and  frequency  of  firearm  violence,  combined  with  its  impact  on  the  health 
and  safety  of  Americans,  suggest  that  a  public  health  approach  should  be  incorporated 
into  the  strategies  used  to  prevent  future  harm  and  injuries,” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since 
the  Dickey  Amendment  was  passed?  If  so,  how^  much  money  would  you  say  goes  toward 
that  kind  of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence 
through  the  Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the 
Academic  Centers  for  Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities 
awarded  ROl  (investigator-initiated)  grants.  Some  of  these  projects  began  before  FY 
1 997  and  continued  throughout  their  funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun 

injury  among  young  males  in  neighborhoods  with  high  rates  of  homicide  and 
determined  the  characteristics  and  processes  of  interpersonal  interactions  where 
gun  injuries  occur  compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  fireann  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs, 

drugs,  and  alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban 

youth,  which  included  questions  regarding  gun  carrying  and  reasons  for  gun 
carrying;  and 

CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

I  approved/ re  viewed  by  Division  of  Population  Mealthi 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data 
about  firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to 
consider  between  1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey 
in  2001,  2002,  and  2004.  In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only 
the  question  on  seat  belts  in  the  survey  and  dropped  the  other  injury-related  topics  from 
the  survey.  The  injury  questions  had  been  on  the  survey  for  a  number  of  years  and  there 
was  interest  at  the  time  in  pursuing  other  public  health  topics.  Each  year,  BRFSS 
coordinators  from  state  and  teiTitorial  health  departments  decide  which  questions  to 
include  on  the  BRFSS  questionnaire.  CDC  supports  this  development  and  works  with  the 
state  coordinators  to  balance  state  and  federal  public  health  needs  in  an  effort  to  ensure  a 


standardized,  valid,  and  reliable  questionnaire  and  data  collection  process.  Also,  state 
health  departments  can  decide  to  include  additional  questions.  Firearm  safety  questions 
are  currently  under  consideration  for  ftiture  BRFSS  surveys.  For  more  information  about 
BRFSS,  please  visit:  wwv^. cdc . eov/br fs s . 

■^ARTICLES 

Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 
http://vvww.ncbi.nlm.nih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States, 

2006-2007  and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 

http://www.cdc.gov./mi'nwr./preview/mmwrhtm]/]nm6230al.ht]n 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  20 1 5;3 1 5(5):478-488 

Attached 

Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  2015  /  64(08 );201-205 

http  ://www.cdc .  gov/mmwr/ prev  lew/ mmwrhtml/nim6408a  1 .  htm 

Homicide  Rates  Among  Persons  Aged  10-24  Years —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62{27);545-548 

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6227al.htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 

MMWR.  January  27,  2012  /  61(03);46-5 1 

http :  //  w  w  w.cdc .  gov/ mmwr/pre  vie  w/ m  mwrhtml  /mm6 1 03  a2  .htm 

Most  recent  NVDRS  Surveillance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16 
States,  2010 

MMWR.  January  17,  2014  /  63(SS0l);l-33 
http://www.cdc.  gov/mmwr/preview/mmwrhtml/ss630 1  al  .htm 

Courtney  N.  Uenard,  M.4 

Health  Cominutiicalian  Specialist  1  National  Center  for  Injury  Prevention  and  Control  I  Health  Communication  and  Science 
Office  1  O:  770.488.3733  1  Monday  &  Friday  telework:  404.808.3037 


Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  2  Feb  2016  16:24:34  -0500 

To:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);Dahlberg,  Linda  L. 

(CDC/ONDIEH/NCIPC);Mercy,  James  (CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Cyril, 
Melissa  R.  (CDC/ONDIEH/NCIPC) 

Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR);Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Much  better  © 

From:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  4:22  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) ;  Mercy,  James 
(CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC) ;  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR) ;  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

I  don't  think  that  answers  the  question,  since  it's  not  referencing  the  past. 

How  about: 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence,  therefore  we  decline  to  comment  on  theoretical  consequences. 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  4:17  PM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(g)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0g)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5^cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4fScdC-eQv>:  Reimels,  Elizabeth  (CDC/ONDlEH/NClPC) 

<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
For  Ql,  what  do  you  think  about  this: 

We  will  decline  to  answer  this  question,  you  may  want  to  reach  out  to  David  Satcher,  he  was 
the  CDC  director  during  this  time. 

From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  3:55  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iamZ@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9g)cdc.gOV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gQv>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5@cdc.gov>;  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4gi)cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney- 


See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From;  Lenard,-Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2(a)cdc.gov>:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 
<lldQ@cdc.sov>;  Simon/Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.eov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NClPC)  <ikd9fScdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(a)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4^cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4iaicdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  Q3. 

Thanks  much! 

Courtney 

Questions: 

1,  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifieally  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  COC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  whafs  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2,7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 


4.  The  Dickey  Amendment  doesn’t  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S,  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  ~  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  hami  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995}  examined  the  risk  factors  for  gun  use  and  gun  injury 
among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 


•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below, 

8.  Did  the  CDC  stop  monitoring  U.S,  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 

^ARTICLES 

Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 
http://www.iicbi.rLlm.iiih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6230al.htm 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  2015;315(5):478-488 
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Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  2015  /  64(08);20 1-205 

http://www.cdc.  gov/miTiwr/preview/mmwrhtml/mm6408a  1  .htm 

Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62(27);545-548 

http://www.cdc.  gov/mmwr/preview/mmwrhtml/mm6227a  1  .htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 
MMWR.  January  27,  2012  /  61(03);46-51 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6103a2.htm 

Most  recent  NVDRS  Sun^eillance  Sunimary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 

MMWR.  January  17,  2014  /  63(SS01);l-33 
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CDCt24/7 


Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From: 

Sent: 

To: 

Subject: 


Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
2  Feb  2016  16:07:08  -0500 


Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
RE:  For  Review:  The  Trace-gun  violence 


Great!  I'll  remove  the  DOJ  portion. ..thank  you! 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  4:06  PM 
To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Just  saw  the  revised  response  from  BRF5S,  I'm  okay  with  what  they  provided  below.  However,  I  would 
strike  the  sentence  in  red  about  contacting  DOJ.  DOJ  doesn't  have  information  on  firearm  ownership. 
From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  2:20  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0(5)cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(a)cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5^cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Thank  you,  Linda!  Please  see  the  revised  response  below  to  Q8,  provided  by  the  Division  of  Population 
Health. 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  2:03  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5(5)cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9gQcdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(acdc.gQv> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5g>cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gQv> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney - 

I'll  send  you  a  response  soon.  I  have  a  few  meetings  until  3:30. 

Linda 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<lld0@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gOV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5^cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5g>cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4^cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<txn2@cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 


Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  Q.3. 

Thanks  much! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  fireanns?  And  if  so,  why? 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  language  in  CDC's  appropriation  does  not  prohibit  CDC  from  conducting  public  health 
research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  over  time,  not  because  it 
was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an  amount 
equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the  time) 
and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  Firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  In  order  to  pursue  many  of  the  research  priorities  identified  in  the 
lOM/NRC  report  commissioned  by  CDC,  the  funding  requested  in  the  FY16  President's  Budget 
would  be  necessary. 


6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States. 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

CDC  has  focused  on  violence,  including  gun  violence,  as  a  public  health  problem  since  the  early 
1980s  and  continues  to  support  injury  surveillance  activities,  epi-aid  investigations,  and 
analyses  of  injury  surveillance  and  other  data  to  document  the  public  health  burden  of  firearm 
injuries  in  the  United  States.  President  Obama  has  included  $10  million  for  CDC  to  conduct 
research  into  the  causes  and  prevention  of  gun  violence  in  his  budget  requests  to  Congress 
since  FY  2014.  However,  Congress  has  not  included  those  funds  in  CDC's  FY  2014,  FY  2015,  or  FY 
2016  appropriation.  *Please  see  below,  examples  of  CDC's  research, 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss.  You  may  want  to  touch  base  with 
Department  of  Justice  to  see  if  they  have  information  on  firearms  ownership.  You  can  reach 
them  at  202-514-2007. 
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MMWR.  March  6,2015/  64(08);20 1  -205 


http://www.cdc.gov/mmwr/preview/minwrhtm]/mm 640 8al.htm 
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http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6227a1  .him 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 
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Most  recent  NVDRS  Surveillance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 
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Courtney  N.  Lenard,  MA 

Health  Communication  Specialist  I  National  Center  for  Injury  Prevention  and  Control  i  Health  Communication  and  Science 
Office  I  0:  770.488.3733  I  Monday  &  Friday  telework:  404.808.3037 

CDC 

Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  2  Feb  2016  16:06:39  -0500 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC);Mercy,  James 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC);Cvril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR);Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Thank  you  very  much>,'tinda !  I  think  we  can  decline  to  answer  the  first  one. 

From:  Dahiberg,  Linda' L.  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  FeHruafy  02,  2016  3:55  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) ;  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Middlebrooks, 
Jennifer  (CDC/ONDIEH/NCIPC) ;  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR) ;  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

See  edits  in  red  below,  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2f5)cdc.gov>:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<lid0@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9g)cdc.eov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9t5)cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5)cdc.gQv>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2ig)cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  03. 

Thanks  much! 

Courtney 

Questions; 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 


2, 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas, 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  if  s  also  subject  to  federal 
limitations  on  gun  research?  And  whaf  s  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is;.an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  tO'  ded'icate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  fireami -related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 


United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

FolloiAfing  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995}  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 
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Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 
http://www.ncbi.nlm.nih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 
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http  ://www .  cdc.  gov/mmwr/ preview/  mmwrhtm  l/mm623  Oa  1 .  htm 
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Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 
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Courtney  N.  Lenard.  MA 

Health  Com  muni  cation  Soecialtst  i  National  Center  for  Injury  Prevention  and  Control  I  Iteaith  Cormnunloation  and  Science 
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Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  2  Feb  2016  19:03:15  +0000 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);Mercy,  James 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC);Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR);Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Hi  Courtney  - 

I'll  send  you  a  response  soon.  I  have  a  few  meetings  until  3:30. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <jam2@cdc.gov>;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 
<lld0@cdc.gov>;  Simon,  Thomas  (CDC/ONDlEH/NCiPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <il<d9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xl<p4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <jod5@cdc.gov>;  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzj4@cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  QB. 

Thanks  much! 

Courtney 

Questions: 

1 .  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

2.  1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 


These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  FIHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  language  in  CDC's  appropriation  does  not  prohibit  CDC  from  conducting  public  health 
research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  over  time,  not  because  it 
was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an  amount 
equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the  time) 
and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  Firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  In  order  to  pursue  many  of  the  research  priorities  identified  in  the 
lOM/NRC  report  commissioned  by  CDC,  the  funding  requested  in  the  FY16  President's  Budget 
would  be  necessary. 


6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States. 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 


CDC  has  focused  on  violence,  including  gun  violence,  as  a  public  health  problem  since  the  early 
19S0s  and  continues  to  support  injury  surveillance  activities,  epi-aid  investigations,  and 
analyses  of  injury  surveillance  and  other  data  to  document  the  public  health  burden  of  firearm 
injuries  in  the  United  States.  President  Obama  has  included  $10  million  for  CDC  to  conduct 
research  into  the  causes  and  prevention  of  gun  violence  in  his  budget  requests  to  Congress 
since  FY  2014,  However,  Congress  has  not  included  those  funds  in  CDC's  FY  2014,  FY  2015,  or  FY 
2016  appropriation.  *Please  see  below,  examples  of  CDC's  research. 


8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearms  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  predominant  reason  the  questions 
were  discontinued  was  because  of  the  length  of  the  interview.  The  BRFSS  questionnaire  is 
designed  by  a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates 
the  work,  the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and 
changes  to  the  survey  questionnaire  from  year  to  year.  CDC  staff  asked  the  state  coordinators 
to  consider  adding  the  firearm  module  to  the  fixed  core  in  2014  and  2015,  but  to  date  they 
have  not  been  included,  (making  sure  this  is  still  ok  with  DPH) 
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Courtney  N.  Lenard,  MA 

Health  Communication  Specialist  I  National  Center  for  Injury  Prevention  and  Control  I  Health  Communication  and  Science 
Office  I  0:  770  488.3733  I  Monday  &  Friday  lelewofk:  404.308.3037 


Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  21  Mar  2016  14:42:15  -0400 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC);Mercy,  Jannes 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC);Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR);Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Hi  all! 

Kate  Masters  has  come  back  again,  she  is  publishing  her  piece  tomorrow  on  CDC  and  gun 
violence  research.  Again,  I  don't  think  there  is  anything  different  to  say  and  suggest  repeating 
what  we  have  already  said  to  her.  Are  you  ok  with  this? 

Thank  you! 

Courtney 

Question  for  Deb:  Does  she  think  that  the  CDC  does  enough  research  on  gun  violence  and 
prevention?  Is  it  doing  everything  it  possibly  can  under  the  current  circumstances? 

Proposed  Ressponse: 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States. 

Questions/Responses  from  early  February: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research 
into  gun  violence. 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  fireann  violence  research 
and  prevention.  CDC  cuirently  conducts  and  funds  research  on  a  variety  of  related  topics, 
including  youth  violence,  child  maltreatment  domestic  violence  and  sexual  violence.  These  are 
the  topical  line  items  that  are  supported  through  CDC’s  annual  appropriation  for  both  research 
and  non-research  activities.  Flowcver,  firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas  and  preventing 
violence  from  occunaiig  in  the  first  place. 


3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  whaf  s  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  fiinds  made  available  to  CDC  may  be  used  to  “advocate  or  promote  gun  control.’"  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY 
2012.  The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  over  time,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC’s  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm- 
Related  Violence  —  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide 
research  in  the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies. 
Individual  researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every 
year  since  the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in 
his  budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 17,000  Americans  are  non- fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  witli  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC -funded  entities  conducted  some 
investigator-initiated,  peer -reviewed  studies  on  fatal  and  non-fatai  ftreami  violence  through  the 


Injur>'  Control  and  Response  Centers  (TCRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excelience  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 
among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 
reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and  adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs, 
and  alcohol  to  infonn  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 

CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1 995-1999  and  a  subset  of  questions  were  included  on  the  core  suivey  in  2001 , 2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury- related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health  departments 
decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this  development 
and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health  needs  in  an  effort 
to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection  process.  Also,  state 
health  departments  can  decide  to  include  additional  questions.  Fireann  safety  questions  are 
currently  under  consideration  for  future  BRFSS  surveys.  For  more  infomiation  about  BRFSS, 
please  visit:  ww w . cdc . go v/brfss . 

^ARTICLES 

Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 
http://www.ncbi.nlm.nih.gov/pubmed/261 16133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 
http://www.cdc.gov/mmwr/preview/mmwrhtmEnim6230al  .htm 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  2015;3t5(5):478-488 
Attached 

Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 

MMWR.  March  6,  2015  /  64(08);20 1-205 

http://www.cdc.  gov/mmwr/preview/mmwrhtml/mm 6408a  1  .htm 

Homicide  Rates  Among  Persons  Aged  10-24  Years  —  United  States,  1981-2010 

MMWR.  July  12,  2013  /  62(27);545-548 


http  ://www  .cdc.  gov/mm  wr/ preview/  mmwrhtml/mm622  7a  1 .  htm 

Gang  Homicides  —  Five  U.S.  Cities,  2003-2008 

MMWR.  January  27,  2012  /  61(03);46-51 

http://www.cdc.gov/mmwr/preview/mmwrhtml/nrim6I03a2.htm 

Most  recent  NVDRS  Surveillance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
2010 

MMWR.  January  17,  2014  /  63(SS01);  1-33 
http://www.cdc.gov/mmwr/preview/mmwrhtml/ss630  la  1  .htm 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  10,  2016  10:49  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) ;  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC) ;  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR) ;  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney - 

Not  sure  what  else  to  say.  The  story  they  are  proposing  was  first  written  by  the  Washington  Post  several 
months  ago  and  has  been  picked  up  by  other  outlets. 

Dr.  Frieden  noted  in  recent  conversations  with  members  of  Congress  that  given  the  President's  request 
for  the  CDC  to  conduct  research  into  the  causes  and  prevention  of  gun  violence,  it  would  be  in  CDC's 
best  interest  to  have  Congress  appropriate  funds  for  this  work.  That  would  make  it  clear  that  Congress 
wants  to  fund  CDC  to  do  gun  violence  research  and  would  remove  any  ambiguity.  Dr.  Frieden  noted  that 
the  lOM  report  conducted  a  few  years  ago  lists  many  research  avenues  that  might  gain  bipartisan 
support  for  research. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  10,  2016  10:32  AM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0@cdc.gQV>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2g)cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gOV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4^cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Good  morning! 

Kate  Masters  with  The  Trace  has  reached  out  again  with  the  note  below.  You  can  see  in  the  thread  all 
that  we  have  provided  in  the  past.  Aside  from  reiterating  again,  please  let  me  know  if  you  have  any 
other  thoughts  on  how  to  respond. 

Thank  you! 

Courtney 
From  Kate: 

Thanks  again  for  all  the  information  about  the  NVDRS.  It  was  definitely  helpful  and  that  piece 
should  be  up  on  our  site  soon.  I'm  emailing  today  because  my  editors  and  I  are  in  the  drafting 


phase  of  my  piece  on  gun  violence  research  at  the  CDC,  and  I  wanted  to  let  you  know  that  the 
basis  of  the  story  is  that  the  CDC  is  avoiding  the  issue  of  gun  violence  and  bowing  to  political 
pressure  by  essentially  foregoing  research  on  firearms,  even  though  there  are  things  the  agency 
could  be  doing.  This  is  coming  from  former  employees  of  the  CDC,  as  well  as  outside  gun 
violence  researchers. 

I  wanted  to  tell  you  this  so  there  would  be  no  surprise  when  the  article  came  out,  and  also 
because  I  wanted  to  give  the  CDC  a  chance  to  respond  to  what  others  are  saying.  That  response 
could  be  a  statement  from  you,  or  I  would  still  love  to  speak  with  Dr.  Houry  directly  about  the 
lack  of  gun  research  at  the  Injury  Center,  but  1  do  recommend  addressing  these  statements 
somehow  so  that  the  CDC's  voice  is  included  in  the  piece. 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  D9,  2016  8:55  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <2va5(a)cdc.eov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2g)cdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfQ@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5g)cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <w2i4^cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2(S)cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Suggest  a  simple  response.  "We  have  not  reached  out  to  them  specifically". 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  February  08,  2016  6:14  PM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldQ@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5^cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5g)cdc.gov>;  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(S)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi- 

After  providing  this,  We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released, 
including  organizations  such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not 
reached  out  to  the  NRA  in  recent  years.  Here’s  a  follow  up  from  The  Trace: 

And  when  you  say  that  you  have  not  reached  out  to  the  NRA  in  recent  years,  do  you  mean  that 
you  have  not  informed  them  of  firearm-related  articles  in  recent  years,  or  you  just  haven't 
reached  out  to  them  specifically?  Has  the  CDC  always  alerted  stakeholders  on  gun  violence 
articles? 

Proposed  Response: 

We  have  not  informed  the  NRA  of  firearm-related  articles  in  recent  years.  As  previously  mentioned,  we 
routinely  alert  stakeholder  organizations  when  relevant  articles  are  released. 

Thanks  much! 

Courtney 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  4:01  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5tacdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 


<i3m2@cdc.Rov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tRs9@cdc.gov>:  Solhtalab,  Elizabeth 
(COC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5@cdc.gQV>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<[xn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Works  for  me,  although  I  believe  the  word  "specifically"  was  deleted  last  time.  We  can  save  the  second 
part  if  she  comes  back  again. 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:59  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldO@cdcgov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<i3m2(@cdc-gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.fiQV>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc,gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Here's  What  we  provided  to  AP,  will  the  first  part  work? 

'  We  TOUitinely  alert  stakeholder  organizations  when  relevant  articles  are  released,  including  organizations 
^  su'tfhastiieNRA,  who  are  interested  in  firearm  related  violence.  We  have  not  reached  out  specifically  to 
the  NRA  in  recent  years. 

Mike  Stobbe  asked  when  it  started/why  it  stopped,  don't  think  it  is  necessary  at  this  point. 

Providing  advance  notification  to  NRA  about  forthcoming  articles  was  done  at  the  request  of  the  NRA  as 
a  part  of  an  effort  to  improve  communication  between  our  two  organizations.  We  do  not  have 
documentation  about  when  this  started,  but  believe  it  was  in  the  early  2000s.  The  Associate  Director  for 
Science  in  the  National  Center  for  Injury  Prevention  and  Control  provided  advance  notification  of 
forthcoming  articles,  but  not  an  advance  copy  of  articles.  The  practice  ended  due  to  staff  turnover  in 
both  organizations. 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:35  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2{g)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.g0V>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gQV>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gQV>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5(g>cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gQV>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<rxn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney - 

I  checked  with  Jim.  He  doesn't  have  a  copy  of  the  report. 

In  terms  of  the  "gentleman's  agreement"-!  believe  NCIPCOD  prepared  a  response  before  to  that 
question  -  so  I  defer  to  others  to  answer.  It  said  something  along  the  following  lines:  "We  have  not 
communicated  with  the  NRA  for  several  years" 

Thanks, 

Linda 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:24  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0^cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  ctgs9@cdc.Kov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  all. 

Another  follow  up  from  The  Trace: 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to  the  lobby, 
any  gun  research  completed  by  their  grantees,  whether  that  research  was  actually  completed  with 
CDC  funds  or  not? 

Also,  to  keep  everyone  in  the  loop,  I  sent  Linda  a  separate  email  with  this  question,  she  and  Jim 
are  consulting. 

One  of  the  subjects  for  my  story  mentioned  that  in  the  1990s,  after  the  CDC  Injury  Center  had 
produced/funded  a  number  of  studies  about  gun  violence,  then-CDC  Director  David  Satcher 
commissioned  a  panel  of  outside  experts  to  review  that  portfolio  of  work  and  make  sure  it  wasn't 
biased  toward  gun  control  advocacy.  The  panel  ultimately  concluded  that  the  studies  weren't 
biased  and  were  in  fact  extremely  well  done,  and  I  was  wondering  if  you  knew  of  a  way  I  could 
access  that  report  so  I  could  cite  it  in  my  article.  I  would  love  to  get  a  copy  or  even  the  name  so  1 
can  look  it  up  myself. 

Thanks  you! 

Courtney 

From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  February  03,  2016  6:10  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <z vQ5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.eov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>;  Williams,  Alan  J, 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  Re:  For  Review:  The  Trace-gun  violence 
Hi  Courtney, 

The  responses  are  fine. 

Thank  you, 

Linda 

Sent  from  my  BlackBerry 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  12:49  AM  Eastern  Standard  Time 


To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);  Middlebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC);  Williams,  Alan  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Linda, 

Will  you  please  take  a  look  at  the  responses  and  let  me  know  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  I  don't  have  her  exact  changes.  Looks  like  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence, 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence,  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 


CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 


•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004. 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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2010 

MMWR.  January  17,  2014  /  63(SS01);l-33 
http://www.cdc.gov/mmwr/preview/mmwrhtml/ss630  la  1  .htm 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  3:55  PM 


To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gQV>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(a)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5icdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gQV> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  12:09  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2f5)cdc.gov>:  DahIberg,  Linda  L  (CDC/ONDIEH/NCIPC) 
<[ld0Pcdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@ cdc.gov>.*  Solhtalab.  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(5)cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO(S)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4facdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  w/ith  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  Q3. 

Thanks  much! 

Courtney 

Questions: 

I .  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  whaf  s  stopping  the  CDC  from  doing  something  similar? 


Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non- fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  flreann-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  “The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 


initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995}  examined  the  risk  factors  for  gun  use  and  gun  injury 

among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 

reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs,  and 

alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 

which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 
CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 
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Most  recent  NVDRS  Surveillance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  16  States, 
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Courtney  N.  Lenard,  MA 

Healfh  Communication  Specialist  i  National  Center  for  Injury  Prevention  and  Control  I  Health  Communication  and  Science 
Office  I  0:  770.488.3733  I  Monday  &  Friday  telework:  404.808.3037 


Saving  Lives  and  Protecting  People 
fromVtoience  and  Injury 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  14  Mar  2016  17:46:48 -0400 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC);Reimels,  Elizabeth 

(CDC/ONDIEH/NCIPC);Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC);Simon,  Thomas 

(CDC/ONDIEH/NCIPC);Soihtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 
Cc;  Connelly,  Erin  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer  {CDC/ONDIEH/NCIPC);Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR) 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Thanks,  Jim  and  Beth! 

From;  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  March  14,  2016  5:43  PM 

To:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ixn2@cdc,gov>;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zvq5@)cdc.gov>;  Dahiberg,  Linda  L,  (CDC/ONDIEH/NCIPC)  <lld0@cdc,gov>;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9(®cdc.gov>;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9(a)cdc.gov>; 
Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC) |<efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc,gov>;  Middlebrooks,  Jennifeir  (CDC/ONDIEH/NCIPC)  <jod5(S>cdc.gov>;  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzj4@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Me  too 

From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  March  14,  2016  5:18  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<lldQ@cdc.gQV>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9@cdc.gQV>;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gQV>; 
Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0^cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4tacdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Works  for  me,  -Beth 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  March  14,  2016  5:11  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0^cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<i3m2@cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.eov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9tS)cdc.gov>:  Cyril,  Melissa  R,  (CDC/ONDIEH/NCIPC)  <xgf0(S)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5tacdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5^cdc.gov>:  Williams,  Alan  J, 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4<a)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 


<ixn2@cdc.gov> 

Subject:  RE:  For  Review;  The  Trace-gun  violence 
Hi  All! 

OADC/OD  suggests  the  following  response,  is  everyone  comfortable  with  this?  Particularly  the 
last  part. 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and 
other  data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S. 
Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is  an 
important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United  States. 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot 
wound,  making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people 
aged  1-64  in  the  United  States.  Public  health  research  is  fundamental  to  understanding 
the  problem  and  developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC, 
"The  complexity  and  frequency  of  firearm  violence,  combined  with  its  impact  on  the 
health  and  safety  of  Americans,  suggest  that  a  public  health  approach  should  be 
incorporated  into  the  strategies  used  to  prevent  future  harm  and  injuries." 

The  President  has  requested  that  CDC  conduct  research  into  the  causes  and  prevention 
of  gun  violence  and  the  lOM  Report  noted  a  number  of  research  areas  that  might  have 
bipartisan  support.  CDC  is  ready  to  conduct  that  research  if  funds  are  appropriated  by 
Congress. 

Thanks  much! 

Courtney 

Fronn:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  10,  2016  10:49  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4(g)cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4^cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney- 

Not  sure  what  else  to  say.  The  story  they  are  proposing  was  first  written  by  the  Washington  Post  several 
months  ago  and  has  been  picked  up  by  other  outlets. 

Dr.  Frieden  noted  in  recent  conversations  with  members  of  Congress  that  given  the  President's  request 
for  the  CDC  to  conduct  research  into  the  causes  and  prevention  of  gun  violence,  it  would  be  in  CDC's 
best  interest  to  have  Congress  appropriate  funds  for  this  work.  That  would  make  it  clear  that  Congress 


wants  to  fund  CDC  to  do  gun  violence  research  and  would  remove  any  ambiguity.  Dr.  Frieden  noted  that 
the  lOM  report  conducted  a  few  years  ago  lists  many  research  avenues  that  might  gain  bipartisan 
support  for  research. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  10,  2016  10:32  AM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0f5)cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(Scdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(acdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(acdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd50cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkD4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5)cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Good  morning! 

Kate  Masters  with  The  Trace  has  reached  out  again  with  the  note  below.  You  can  see  in  the  thread  all 
that  we  have  provided  in  the  past.  Aside  from  reiterating  again,  please  let  me  know  if  you  have  any 
other  thoughts  on  how  to  respond. 

Thank  you! 

Courtney 
From  Kate: 

Thanks  again  for  all  the  information  about  the  NVDRS.  It  was  definitely  helpful  and  that  piece 
should  be  up  on  our  site  soon.  I'm  emailing  today  because  my  editors  and  I  are  in  the  drafting 
phase  of  my  piece  on  gun  violence  research  at  the  CDC,  and  I  wanted  to  let  you  know  that  the 
basis  of  the  story  is  that  the  CDC  is  avoiding  the  issue  of  gun  violence  and  bowing  to  political 
pressure  by  essentially  foregoing  research  on  firearms,  even  though  there  are  things  the  agency 
could  be  doing.  This  is  coming  from  former  employees  of  the  CDC,  as  well  as  outside  gun 
violence  researchers. 

I  wanted  to  tell  you  this  so  there  would  be  no  surprise  when  the  article  came  out,  and  allso 
because  I  wanted  to  give  the  CDC  a  chance  to  respond  to  what  others  are  saying.  That  response 
could  be  a  statement  from  you,  or  1  would  still  love  to  speak  with  Dr.  Houry  directly  aibout  the 
lack  of  gun  research  at  the  Injury  Center,  but  I  do  recommend  addressing  these  statements 
somehow  so  that  the  CDCs  voice  is  included  in  the  piece. 


From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  09,  2016  8:55  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.sov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(Scdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfOfBcdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(acdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gQV>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 


<ixn2@cdc.gQV> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 

Suggest  a  simple  response.  "We  have  not  reached  out  to  them  specifically". 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  08,  2016  6:14  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0f5!cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9<acdc,gov>:  Cyril,  Melissa  R,  (CDC/ONDIEH/NCIPC)  <xgf0(®cdcgpy> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5f5)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkD4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(S)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 


Hi- 

After  providing  this,  We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released, 
including  organizations  such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not 
reached  out  to  the  NRA  in  recent  years.  Here’s  a  follow  up  from  The  Trace; 

And  when  you  say  that  you  have  not  reached  out  to  the  NRA  in  recent  years,  do  you  mean  that 
you  have  not  informed  them  of  firearm-related  articles  in  recent  years,  or  you  just  haven't 
reached  out  to  them  specifically?  Has  the  CDC  always  alerted  stakeholders  on  gun  violence 
articles? 

Proposed  Response: 

We  have  not  informed  the  NRA  of  firearm-related  articles  in  recent  years.  As  previously  mentioned,  we 
routinely  alert  stakeholder  organizations  when  relevant  articles  are  released. 

Thanks  much  I 
Courtney 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  4:01  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5ta)cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(Sicdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0(5)cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5^cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(5)cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 


Works  for  me,  although  I  believe  the  word  "specifically"  was  deleted  last  time.  We  can  save  the  second 
part  If  she  comes  back  again. 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:59  PM 

To:  Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lidOPcdcgov>:  Mercyjames  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5(Scdc.gQV>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gQV>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Here's  what  we  provided  to  AP,  will  the  first  part  work? 

We  routinely  alert  stakeholder  organizations  when  relevant  articles  are  released,  including  organizations 
such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not  reached  out  specifically  to 
the  NRA  in  recent  years. 

Mike  Stobbe  asked  when  it  started/why  it  stopped,  don't  think  it  is  necessary  at  this  point. 

Providing  advance  notification  to  NRA  about  forthcoming  articles  was  done  at  the  request  of  the  NRA  as 
a  part  of  an  effort  to  improve  communication  between  our  two  organizations.  We  do  not  have 
documentation  about  when  this  started,  but  believe  it  was  in  the  early  2000s.  The  Associate  Director  for 
Science  in  the  National  Center  for  Injury  Prevention  and  Control  provided  advance  notification  of 
forthcoming  articles,  but  not  an  advance  copy  of  articles.  The  practice  ended  due  to  staff  turnover  in 
both  organizations. 


From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  February  04,  2016  3:35  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(g>cdc.gQV>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gQV> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney- 

I  checked  with  Jim.  He  doesn't  have  a  copy  of  the  report. 

In  terms  of  the  ''gentleman's  agreement"  -  I  believe  NCIPC  OD  prepared  a  response  before  to  that 
question  -  so  I  defer  to  others  to  answer.  It  said  something  along  the  following  lines:  "We  have  not 
communicated  with  the  NRA  for  several  years" 


Thanks, 

Linda 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  February  04,  2016  3:24  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldOfacdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  ctgs9@cdc.Kov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfO@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  RE:  For  Review:  The  Trace-gun  violence 
Hi  all. 

Another  follow  up  from  The  Trace: 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to  the  lobby, 
any  gun  research  completed  by  their  grantees,  whether  that  research  was  actually  completed  with 
CDC  funds  or  not? 

Also,  to  keep  everyone  in  the  loop,  I  sent  Linda  a  separate  email  with  this  question,  she  and  Jim 
are  consulting. 

One  of  the  subjects  for  my  stoiy  mentioned  that  in  the  1990s,  after  the  CDC  Injury  Center  had 
produced/funded  a  number  of  studies  about  gun  violence,  then -CDC  Director  David  Satcher 
commissioned  a  panel  of  outside  experts  to  review  that  portfolio  of  work  and  make  sure  it  wasn't 
biased  toward  gun  control  advocacy.  The  panel  ultimately  concluded  that  the  studies  weren't 
biased  and  were  in  fact  extremely  well  done,  and  I  was  wondering  if  you  knew  of  a  way  1  could 
access  that  report  so  I  could  cite  it  in  my  article.  1  would  love  to  get  a  copy  or  even  the  name  so  1 
can  look  it  up  myself. 

Thanks  you! 

Courtney 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  February  03,  2016  6:10  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkD4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4@cdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject;  Re;  For  Review:  The  Trace-gun  violence 

Hi  Courtney, 

The  responses  are  fine. 

Thank  you, 

Linda 


Sent  from  my  BlackBerry 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  February  03,  2016  12:49  AM  Eastern  Standard  Time 

To:  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Simon,  Thomas 
(CDC/ONDIEH/NCIPC);  Soihtaiab,  Eiizabeth  (CDC/ONDIEH/NCIPC);  Cyrii,  Meiissa  R. 
(CDC/ONDIEH/NCIPC) 

Cc;  Conneiiy,  Erin  (CDC/ONDIEH/NCIPC);  Lane,  Gabraeile  (CDC/ONDIEH/NCIPC);  Middiebrooks, 

Jennifer  (CDC/ONDIEH/NCIPC);  Wiiiiams,  Aian  J.  (CDC/ONDIEH/NCIPC)  (CTR);  Reimeis,  Eiizabeth 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review:  The  Trace-gun  vioience 
Hi  Linda, 

Wiil  you  piease  take  a  iook  at  the  responses  and  let  me  know  if  you  are  ok  with  how  they  read? 
Deb  revised  but  unfortunately  1  don't  have  her  exact  changes.  Looks  tike  mainly  she  shortened 
some  answers. 

Thank  you! 

Courtney 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms?  And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research  into  gun 
violence. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  However,  firearms  are  a  mechanism  of  injury,  so  it  is 
possible  to  address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas 
and  preventing  violence  from  occurring  in  the  first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 

projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  .giiri  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 

the  funds  rhade  a,vaifeble  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations, lapgpage  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 


amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued.  Should  we  receive 
appropriations,  we  are  ready  to  support  research  in  this  area  in  line  with  lOM/NRC  research 
agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U,S.  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  As  noted  above,  the  Injury  Center  has  very 
limited  discretionary  funding  to  dedicate  to  firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  wound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1-64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to 
prevent  future  harm  and  injuries," 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 


initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 
among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 
reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs, 
and  alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 

CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why?  (approved/reviewed  by 
Division  of  Population  Health) 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data  about 
firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to  consider  between 
1995-1999  and  a  subset  of  questions  were  included  on  the  core  survey  in  2001,  2002,  and  2004, 
In  2004,  the  BRFSS  state  coordinators  decided  to  retain  only  the  question  on  seat  belts  in  the 
survey  and  dropped  the  other  injury-related  topics  from  the  survey.  The  injury  questions  had 
been  on  the  survey  for  a  number  of  years  and  there  was  interest  at  the  time  in  pursuing  other 
public  health  topics.  Each  year,  BRFSS  coordinators  from  state  and  territorial  health 
departments  decide  which  questions  to  include  on  the  BRFSS  questionnaire.  CDC  supports  this 
development  and  works  with  the  state  coordinators  to  balance  state  and  federal  public  health 
needs  in  an  effort  to  ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection 
process.  Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 
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From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  02,  2016  3:55  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(acdc.eov>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgf0@cdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(S)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5t5)cdc.gov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4(acdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gov> 

Subject:  RE:  For  Review:  The  Trace-gun  violence 
Hi  Courtney  - 

See  edits  in  red  below.  I  didn't  provide  an  answer  for  the  first  question.  I  will  leave  that  one  to  someone 
else. 

Let  me  know  if  you  have  any  questions. 

Linda 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  02,  2016  12:09  PM 


To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2facdc.gov>:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 
<lld0^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9@cdc.eov>;  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC)  <ikd9(a)cdc.gQV>:  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC)  <xgfOOcdc.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(acdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.Eov>:  Williams,  Alan  J. 
(CDC/ONDIEH/NCIPC)  (CTR)  <wzi4tacdc.gov>:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

<ixn2@cdc.gQV> 

Subject:  For  Review:  The  Trace-gun  violence 
Good  afternoon, 

Kate  Masters  with  The  Trace  has  the  questions  below  (directed  towards  Deb).  Kate  asked  us 
several  questions  about  Wilmington  and  gun  violence  back  in  November.  Please  edit  below  and 
also  looking  for  guidance  on  Q1  &  Q3. 

Thanks  much! 

Courtney 

Questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for  doing 
any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure  to  repeal  the 
Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  fireanus?  And  if  so,  why? 


2. 1  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun  violence 
research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall  budget  to  go  to 
gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of  related 
topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and  sexual  violence. 
These  are  the  topical  line  items  that  are  supported  through  CDC's  annual  appropriation  for  both 
research  and  non-research  activities.  Firearms  are  a  mechanism  of  injury,  so  it  is  possible  to 
address  firearm-related  violence  in  the  context  of  addressing  these  topical  areas. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for  research 
projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also  subject  to  federal 
limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing  something  similar? 
Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun  control."  Similar 
appropriations  language  was  extended  to  all  HHS  agencies,  including  NIH,  beginning  in  FY  2012. 
The  appropriations  language  does  not  prohibit  the  CDC  or  the  NIH  from  conducting  public 
health  research  into  gun  violence.  CDC  limited  its  research  on  gun  violence  overtime,  not 
because  it  was  legally  prohibited,  but  rather,  because  in  1997  Congress  cut  CDC's  budget  by  an 
amount  equal  to  what  had  been  spent  on  research  into  gun  violence  (about  $2.7  million  at  the 
time)  and  threatened  to  impose  further  cuts  if  that  research  continued. 


4.  The  Dickey  Amendment  doesn’t  technically  ban  gun  violence  research,  so  are  there  any 
projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating  the  language 
of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and  other 
data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U,S,  Understanding  the 
patterns,  characteristics,  and  impact  of  firearm  violence  is  an  important  step  toward  preventing 
firearm  injuries  and  deaths  in  the  United  States.  There  is  nothing  in  CDC's  appropriation 
language  that  prevents  the  agency  from  conducting  gun  violence  research.  As  noted  above,  the 
Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence  research 
and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC  commissioned 
from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been  addressed?  If  not,  why 
commission  a  research  agenda  if  there  was  no  intention  to  use  it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm-Related 
Violence  -  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to  guide  research  in 
the  field  and  has  been  referenced  in  various  funding  solicitations  by  other  agencies.  Individual 
researchers  may  also  be  pursuing  some  of  the  research  priorities  on  their  own.  Every  year  since 
the  release  of  Now  is  the  Time,  President  Obama  has  included  a  $10  million  request  in  his 
budget  to  research  the  causes  and  prevention  of  gun  violence,  but  Congress  has  not  approved 
it.  To  pursue  many  of  the  research  priorities  that  lOM  and  NRC  identified,  this  $10  million 
would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it  falls 
under  the  jurisdiction  of  the  agency? 

More  than  1 1 7,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot  w'ound, 
making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people  aged  1  -64  in  the 
United  States.  Public  health  research  is  fundamental  to  understanding  the  problem  and 
developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC,  ‘The  complexity  and 
frequency  of  firearm  violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies  used  to  prevent 
future  harm  and  injuries.” 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since  the 
Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward  that  kind 
of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatal  firearm  violence  through  the 
Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic  Centers  for 
Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded  ROl  (investigator- 
initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and  continued  throughout  their 
funding  period. 


Examples: 


•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun  injury 
among  young  males  in  neighborhoods  with  high  rates  of  homicide  and  determined  the 
characteristics  and  processes  of  interpersonal  interactions  where  gun  injuries  occur 
compared  to  non-gun  injuries. 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods  in 
reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs,  drugs, 
and  alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban  youth, 
which  included  questions  regarding  gun  carrying  and  reasons  for  gun  carrying;  and 

CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

CDC's  Behavioral  Risk  Factor  Surveillance  System  (BRFSS),  which  provides  state  and  national 
data,  included  questions  on  firearm  safety  in  the  1990s  and  early  2000s.  The  last  time  firearm 
questions  were  included  in  the  BRFSS  survey  was  2004.  The  BRFSS  questionnaire  is  designed  by 
a  working  group  of  BRFSS  state  coordinators  and  CDC  staff.  While  CDC  coordinates  the  work, 
the  actual  states  run  the  program  and  have  the  voting  rights  to  make  additions  and  changes  to 
the  survey  questionnaire  from  year  to  year.  The  Injury  Center  submitted  a  formal  application  to 
include  the  firearm  questions  on  the  2016  survey.  The  BRFSS  State  Coordinators  did  not 
approve  the  inclusion  of  the  firearm  questions  (or  questions  pertaining  to  other  topics)  citing 
concerns  about  the  length  of  the  current  survey  and  declining  response  rates  in  RDD  surveys  in 
general,  (making  sure  this  is  still  ok  with  DPH) 
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Saving  Lives  and  Protecting  People 
from  Violence  and  Injury 


From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  5  Oct  2017  10:30:14 -0400 

To:  Fox,  Kate  (CDC/ONDIEH/NCIPC);Dorigo,  Leslie  (CDC/ONDI EH/NCI PC);Simon, 

Thomas  (CDC/ONDIEH/NCIPC);Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC) 

Cc;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Eschelbach,  Julie 

(CDC/ONDIEH/NCIPC);Lane,  Gabraelle  (CDC/ONDIEH/NCIPC);Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC);Cvril,  Melissa  R.  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Daniel, 
Valerie  M.  (CDC/ONDlEH/NCIPC);Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);MercY,  James  (CDC/ONDIEH/NCIPC);Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
Subject:  RE:  FYI:  CNN  inquiry  on  firearms  research 

Attachments:  Webster  and  Wintemute  -  policy  review  2015.pdf,  Santaella-Tenorio  et  al 

review  of  firearm  policies  2016, pdf,  Rowhani-Rahbar  et  al  2016  -  Safe  storage  review.pdf 

Feel  free  to  respond  however  you  wish.  We  do  have  cleared  Q&A  related  to  CNN's  questions  (which  you 
have  shared  with  OADC).  The  state  of  gun  violence  research  goes  beyond  CDC's  work.  There  have  been 
some  recent  reviews  that  might  be  helpful  to  them.  Perhaps  you  can  share  them. 

From;  Fox,  Kate  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  October  05,  2017  10:20  AM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) ;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC) 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC) ;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC) ;  Lane, 
Gabraelle  (CDC/ONDIEH/NCIPC) ;  Solhtalab,  Elizabeth  (CDC/ONDIEH^CIPC) ;  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) ; 
Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Mercy, 
James  (CDC/ONDIEH/NCIPC) ;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  FYI:  CNN  inquiry  on  firearms  research 

A  couple  of  updates  below  to  reflect  updates  on  the  PB.  We  could  explicitly  say  that  the  request  was  not 
renewed  in  the  FY  2018  PB,  but  I'm  not  sure  that  it's  necessary. 

From;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  October  5,  2017  10:15  AM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0g)cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9tS)cdc.gov>;  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC)  <afo0@cdc-gov>;  Fox,  Kate 
(CDC/ONDIEH/NCIPC)  <kki4g)cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <|od5@cdc.gov>;  Eschelbach,  Julie 
(CDC/ONDIEH/NCIPC)  <hsa7f5)cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>: 
Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9(acdc.gov>;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 
<xgfQg>cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(5}cdc.gov>:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov> 

Subject;  FYI;  CNN  inquiry  on  firearms  research 
Good  morning. 

We  have  a  request  from  reporter  Susan  Scutti  at  CNN: 

Questions  for  CDC:  it's  been  widely  said  that  the  CDC  has  neglected  this  area  of  research  since 
the  mid-1990s  in  response  to  the  1996  Omnibus  Consolidated  Appropriations  bill  for  FY  1997 
that  stated  "none  of  the  funds  made  available  for  injury  prevention  and  control  at  the  Centers  for 
Disease  Control  and  Prevention  may  be  used  to  advocate  or  promote  gun  control."  Yet,  I  also 


know  that  the  NAS  released  a  report,  "Priorities  for  Research  to  Reduce  the  threat  of  Firearm- 
related  Violence,"  in  June  2013  —  a  task  requested  by  the  CDC.  This  report  stemmed  from 
President  Obama's  executive  order  earlier  that  year  directing  federal  agencies  to  improve 
knowledge  of  this  area.  Essentially,  then,  I  am  wondering  where  the  state  of  gun  and  gun 
violence  research  really  stands  -  has  gun  violence  research  been  stagnant  in  the  US?  A  scan  of 
pubmed  shows  some  work  has  been  done  in  recent  years.  (Basically,  then,  1  am  challenging  the 
prevailing  notion  that  nothing  has  been  done  -  is  this  true?)  What,  if  anything,  came  about  as  a 
result  of  the  "Priorities  for  Research"  report,  which  set  out  an  entire  research  agenda?  Did  the 
CDC  act  on  any  of  these  recommendations?  What  discussions  were  had  about  the  report?  What 
insight  can  you  provide  about  gun  violence  research  since  2013?  Do  you  wish  to  share  any  other 
thoughts  about  this  topic? 

I'm  connecting  with  OADC,  but  I  believe  our  response  will  be  the  one  cleared  by  the  OD  yesterday: 

Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that  none  of 
the  funds  made  available  to  CDC  may  be  used  to  “advocate  or  promote  gun  control.”  This 
language  was  extended  to  all  HFIS  agencies  in  FY  2012.  The  language  does  not  prohibit  CDC 
from  collecting  public  health  data  on  firearm  violence. 

Firearm-related  injuries  are  among  the  5  leading  causes  of  death  for  people  ages  1-64  in  the 
United  States.  CDC  has  and  continues  to  support  data  collection  activities  and  analyses  to 
document  the  public  health  burden  of  firearm  injuries  in  the  U.S. 

However,  I  also  sent  up  to  OADC  what  was  previously  used*  when  asked  about  the  lOM  report  or  Now  Is 
the  Time  (appears  to  have  been  sent  last  in  mid-January),  to  see  if  there's  any  part  that  might  be  used: 


Examples  are  included  below. 

Firearm  injuries  in  the  United  States 

Prev  Med.  2015  Oct;79:5-14 

li  tl  10 :  wvv  w .  nebi .  n  Im.nih .  gov/pu  bmed/2  6 116133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006-2007 
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Most  recent  NVDRS  Sur\>eiUance  Summary: 

Surveillance  for  Violent  Deaths  —  National  Violent  Death  Reporting  System,  17  States, 
2013 

MMWR  August  19,  2016/65(10);1^Z 
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*/  know  there  are  a  couple  more  recent  articles  we  could  add...but  wonted  to  see  what  we're  able  to 
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Abstract 

This  article  suinmarizes  and  critiques  available  evidence  from  studies  pub¬ 
lished  between  1999  and  August  2014  on  the  effects  of  policies  designed  to 
keep  firearms  from  high-risk  individuals  in  the  United  States.  Some  pro¬ 
hibitions  for  high-risk  individuals  (e.g.,  those  under  domestic  violence  re¬ 
straining  orders,  violent  misdemeanants)  and  procedures  for  checking  for 
more  types  of  prohibiting  conditions  are  associated  with  lower  rates  of  vio¬ 
lence.  Certain  hw5  intended  to  prevent  prohibited  persons  from  accessing 
firearms — ngort>us  peinnit-to-purchase,  comprehensive  background  checks, 
strong  regulation  and  oversight  of  gun  dealers,  and  requiring  gun  owners 
to  promptly  report  lost  or  stolen  firearms — are  negatively  associated  with 
the  diversion  of  guns  to  criminals.  Future  research  is  needed  to  examine 
whether  these  laws  curtail  nonlethai  gun  violence  and  whether  the  effects  of 
expanding  prohibiting  conditions  for  firearm  possession  are  modified  by  the 
presence  of  policies  to  prevent  diversion* 
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INTRODUCTION 


The  United  States  has  an  uiiiLsually  high  homicide  rate  For  a  high-income  country — nearly  six 
rimes  higher  than  average.  This  discrepancy  is  obsen  ed  only  tbr  homicides  committed  by  firearms, 
tor  which  the  rate  in  the  United  States  is  nearly  20  times  higher  than  die  average  of  other  liigh- 
income  countries  (32).  Yet  the  Llnited  States  is  al>out  average  in  its  rate  of  nonfatal  violent  crime 
and  aggress h^e  behaiaor  that  do  not  involve  fireanns  (18). 

This  disparit)'  suggests  that  the  availability  of  firearms  in  the  United  States,  which  is  far  greater 
than  that  in  other  high-income  nations,  plays  an  important  role  in  the  imusually  high  US  homicide 
rate.  Perhaps  even  more  importanily^  the  United  States  stands  out  in  terms  of  its  reJadvely  low 
standards  for  legal  gun  ownership  and  the  weakness  of  its  law's  designed  to  prevent  proscribed 
individuals  from  accessing  fi rearm s. 

Alany  topics  concerning  guns  in  American  society^  are  contendous.  These  include  whether 
Widespread  gun  ownership  serves  on  balance  as  a  protection  against  violent  nime  or  coonibutes 
to  more  \ioieiicc,  whether  certain  npc-s  of  guns  should  be  banned,  and  whetber  wc  should  restrict 
legal  gun  owners  from  carrying  guns — concealed  or  openly — in  public.  Yet,  there  is  widespread 
support  for  policies  designed  to  prevent  high-risk  individuals  (e.g.,  felons,  persons  who  are  subject 
to  a  restraining  order  for  domesdc  violence,  individuals  widi  serious  nientaJ  illnesses)  from  having 
firearms  (4),  This  support  exists  among  gun  owners  and  nonawners  alike  and  across  the  spectrum 
of  political  party  idendficatton  (4). 

Given  the  lethal  capacity'  of  firearms  (61)  and  evidence  that  access  to  firearms  significantly 
increases  risk  of  violence  among  individuals  with  a  history^  of  violence  and  criminality^  (8),  policies 
designed  to  keep  firearms  from  dangerous  persons  seem  logical  and  have  the  potential  to  reduce 
violence,  pardcularly  lethal  violence.  The  fact  that  a  policy'  is  logical  or  widely  supported,  of  course, 
does  not  mean  that  it  is  effective  or  just.  Sufficiently  moriv'ated  and  resourceful  criminals  could 
circumvent  law  s  designed  to  prevent  their  access  to  firearms  in  a  nation  wTere  gun  ownership  is 
widespread.  Furthermore,  firearm  sales  regulations  could,  theoretically,  baA^e  harmful  effects  on 
public  safety'  if  their  primary'  impact  is  to  depress  firearm  acquisition  among  individuals  who  are  at 
low  risk  for  criminal  misuse  or  suicide  and  w'ho  might  incur  safety  benefits  from  having  a  firearm. 

Ill  2005,  llahu  et  al.  published  a  comprehensive  review  of  studies  on  the  effects  of  firearm  laws 
diat  w'ere  published  between  1979  and  Maj-di  2001,  wiiich  concluded  that  tlvere  w'as  insufficient 
evidence  to  detennine  the  effects  of  restricting  firearm  access  for  members  of  high- risk  groups  (1 7). 
More  than  a  decade  later,  does  this  judgment  stand?  The  current  review'  summarizes  and  critiques 
the  available  evidence  fi^om  studies  published  between  1999  and  August  2014  on  the  effects  of 
policies  designed  to  keep  firearms  from  high-risk  indmduals  in  the  United  States.  It  suggests 
directions  for  future  research,  given  that  the  evidence  currently  available  has  shortcomings. 

The  impact  of  such  policies  is  likely  to  be  a  function  of  two  factiirs:  how'  broadly  policies 
identify  and  disqualify'  individuals  at  greatest  risk  for  committing  gun  violence  and  how  effective 
the  policies  are  in  preventing  firearms  from  being  diverted  to  prohibited  individuals  or  to  the 
underground  market  where  criminals  often  acquire  lireamis.  Thus,  we  have  organized  this  review 
to  consider,  first,  prohibitions  for  high-risk  individuals,  then,  accountability  measures  to  prevent 
guns  from  being  diverted  to  proliibited  persons,  and  finally,  studies  that  simultaneously  address 
both  prohibidons  for  high-risk  individuals  and  diversion  prevention. 

PROHIBITING  CONDITIONS  FOR  FIREARM  PURCHASE 
AN  D  POSSESSION  IN  TliE  UNITED  STATES 

Federal  law  has  established  the  following  conditions,  among  others,  that  bar  an  individual  from 
legal  purchase  or  possession  of  a  firearnu  being  convicted  of  any  felony  or  a  misdemeanor  crime  of 
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domestic  violence;  being  subject  to  a  final  domestic  violence  restraining  order;  being  a  fugitive  from 
justice;  being  adjudicated  as  mentally  defective  or  involuntarily  committed  to  a  mental  institution; 
and  being  addicted  to  or  an  unlawful  user  of  controlled  substances.  Federal  law  also  establishes 
1 B  years  as  the  minimum  legal  age  for  possessing  a  handgun  and  2 1  years  for  purchasing  a  handgun 
from  a  federally  licensed  firearm  dealer  (persons  ages  IB-20  may  purchase  handguns  from  private 
parties,  however). 

Although  each  of  the  prohibiting  conditions  under  federal  law^  is  defensible,  in  that  the  alfceted 
population  is  at  elevated  risk  for  commining  violence,  available  evidence  indicates  that  they"  would 
not  disqualify  the  majori  ty  of  individuals  w^ho  commit  gun  Wolence.  For  example,  in  the  1 3  states 
with  standards  for  legal  gun  ownership  tliat  essentially  mirror  or  are  in  some  cases  weaker,  than 
those  set  under  federal  law,  onfy  40%  of  offenders  imprisoned  for  crimes  c’ommitte<l  w  ith  a  firearm 
were  proliibited  from  possessmg  the  type  of  gun  they  used  to  commit  crimes  (42).  In  these  stares 
and  in  many  others,  individuals  who  are  under  21  years  of  age,  who  have  committed  serious 
crimes  that  w^ere  adjudicated  in  juvenile  courts,  or  w^ho  have  been  convicted  of  misdemeanor 
crimes  involving  violence,  firearms,  drugs,  or  alcohol  abuse  can  legally  purchase  and  possess 
firearms. 

Most  states  do  hai"e  additional  prohibiting  conditions  or  stricter  standards  for  legal  gun  own¬ 
ership  than  arc  mandated  under  federal  lavv.  Many  states  have  extended  firearm  probibirions  for 
persons  subject  to  restraining  orders  for  domesderioience  to  cover  those  involving  dadng partners 
and  temporary^  restraining  orders.  Cionvictions  for  misdemeanor  crimes  of  violence,  extending  be¬ 
yond  domestic  partners,  lead  to  firearm  prohibitions  in  a  few"  states,  as  can  multiple  convictions 
for  a  I  coho  I -related  offenses  occurring  within  a  span  of  1-5  years.  Most  states  now  have  tetiiporary 
fireaim  prohibitions  for  individuals  who  coimiiitted  serious  cranes  adjudicated  m  juvenile  courts. 
Twelve  states  and  die  District  of  Columbia  have  established  21  as  the  minimum  legal  age  for 
purchasing  a  handgun,  even  if  the  seller  is  not  a  licensed  dealer  (24). 


Evidence  on  the  Effects  of  Prohibiting  Firearm  Possession 
by  High-Risk  Indixdduals 

Most  of  the  availahlc  literature  consists  of  cross-sectional  nr  longitudinal  studies  of  association. 
‘Fhey  have  been  conducted  with  writlely"  varying  degrees  of  attention  to  factors  besides  the  policies 
under  study"  that  could  have  produced  the  obsen^ed  effects.  Few"  have  incorporated  any  assessment 
of  whether  the  policies  w^ere  actively  enforced.  In  fairness,  doing  so  is  fjfren  difficult  or  impossible. 

Vigdor  &  jVlercy  pubUshed  two  studies  to  estimate  die  effects  of  law's  designed  to  disarm 
perpetrators  of  domestic  violence  on  rates  of  intimate  partner  homicides  (IPIis)  (40,  41).  We 
focus  on  die  more  recent  of  diese  snidies  because  it  includes  the  most  data,  covering  the  years 
1982  dirough  2002  for  46  states  widi  complete  data.  The  authors  used  state  and  year  fixed  effects 
and  a  broad  range  of  covariates  to  estimate  average  treatment  effects  for  1 2  state  laws  disqualifying 
persons  convicted  of  misdemeanor  domestic  batteiy  from  purchasing  firearms,  2 1  state  laws  with 
domestic  violence  restraining  order  (D\T?.0)  fircann  restrictions,  and  15  state  la  w^s  authorizing  or 
mandating  firearm  confiscation  by  police  responding  to  domestic  violence  calls.  The  existence  of 
any"  D\/RC)  firearm  prohil>ition  was  associated  w"ith  an  8%  reduction  in  IPFl  rates,  and  the  seven 
state  law"S  that  prohibited  both  firearm  purchase  and  possession  were  associated  with  a 

10%  reduction  in  IPI  l  rates.  Impartandy,  protective  effects  of  these  law  s  were  evident  only  when 
states  had  sufficient  records  in  criminti  history'  databases  used  for  background  checks. 

To  rule  out  the  possibility'  that  DVRO  firearm  law"s  were  confounded  by  other  measures  to 
reduce  \iolent  crime  that  could  be  affecting  iPHs,  Vogdor  &  Mercy  examined  whether  the  hws 
were  associated  with  changes  in  stranger  homiiijid^ '4;nd  other  measures  of  nonfatal  violent  crime, 
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and  they  found  no  such  association.  In  contrast  with  the  findings  for  D\^0  restrictions,  neither 
domestic  violence  misdemeanor  prohibitions  nor  laws  allowing  or  mandating  police  confiscation 
of  firearms  from  the  scenes  of  domestic  violence  incidents  were  associated  w  ith  changes  in  IPII 
rates. 

Zeoli  &  Webster  used  the  same  study  design  to  examine  the  same  set  of  gun  laws  but  used  city- 
level  data  for  the  46  largest  US  cities  (60).  Importantly,  this  suidy  controlled  for  other  policies 
that  were  associated  wdth  reductions  in  TPHs.  Similar  to  the  findings  from  Vigdor  &  Mercy, 
D\TiO  firearm  restrictions  wxre  associated  with  a  19%  reduction  in  TPH  rates,  but  no  effects 
were  associated  with  domestic  \nolcnce  misdemeanor  restrictions  or  fireanTi  confiscation  laws. 

One  challenge  to  developing  valid  estimates  of  the  effects  of  laws  establishing  prohibiting 
conditions  for  firearm  possession  is  the  absence  of  data  on  w^hether  an  offender  had  the  prohibiting 
condition  targeted  by  the  laws  under  study.  A  few^  studies  are  exceptions.  Using  data  from  two 
cohorts  in  California  that  attempted  to  purchase  a  handgun  from  a  licensed  fireann  dealer,  Wright 
et  al.  (59)  estimated  the  effects  of  denying  felons  the  ability  to  legally  purchase  firearms:  2,470 
individuals  who  had  one  or  more  prior  felony  arrests  but  no  felony  convictions  w^ere  approved 
for  purchase,  and  1 70  w^ere  denied  wdien  attempting  to  purchase  handguns  due  to  prior  felony 
convictions  (59).  After  controlling  for  prior  criminal  history,  age,  sex,  and  race,  those  w^ho  wxre 
approved  to  purchase  a  handgun  w^erc  21%  more  likely  to  be  subsequently  arrested  for  a  crime 
involving  a  gun  [relative  risk  (RR)  =  1.21,  95%  confidence  interval  (Cl)  1,08-1.36]  and  24% 
more  likely  to  be  arrested  for  a  violent  crime  (RR  =  1.24,  95%  Cl  1.1 1-1.39)  than  would  have 
been  expected  had  their  attempt  to  purchase  a  handgun  been  denied  based  on  felons’  likelihood 
of  re  offense.  Of  course,  these  findings  likely  suffer  fn^m  selection  bias  and  may  not  generalize  to 
the  larger  population  of  felons.  Felons  who  attempt  to  purchase  handguns  from  licensed  firearm 
dealers  may  have  few^er  connections  with  suppliers  in  underground  markets  than  is  the  case  for 
most  felons  and  therefore  may  be  a  lower  risk  for  violent  offending. 

In  1991,  a  California  law  went  into  effect  that  extended  firearm  prohibitions  to  persons  con¬ 
victed  of  misdemeanor  crimes  of  violence.  Wintemute  and  colleagues  collected  criminal  history 
data  on  a  retrospective,  population -based  cohort  of  persons  younger  than  35  years  of  age  who 
sought  to  purchase  a  handgun  in  California  in  1991  but  were  denied  as  a  result  of  this  new-^  dis¬ 
qualification  (57).  To  estimate  the  effect  of  the  law,  investigators  contrasted  criminal  offending  in 
the  newdy  denied  cohort  w  ith  that  of  a  comparison  gnmp  of  persons  younger  than  35  years  of  age 
who  had  been  convicted  of  a  violent  misdemeanor  during  the  10  years  prior  to  legally  purchasing 
handguns  in  California  in  1989  or  1990,  just  before  the  new^  law^  w^ent  into  effect.  After  adjusting 
for  differences  in  age,  sex,  and  prior  criminal  history,  those  approved  for  handgun  purchases  prior 
to  the  new^  law  were  29%  more  likely  to  be  arrested  for  new^  gun  and/or  violent  crimes  during  the 
three  years  following  the  attempted  purchase  than  were  persons  denied  from  purchasing  a  hand¬ 
gun  based  on  the  new  law  (relative  hazard  —  1.29,  95%  Cl  1.04-1.60).  As  would  be  expected  if 
handgun  purchase  denial,  and  not  some  other  factor,  had  reduced  violent  offending,  investigators 
saw  no  difference  between  the  groups  in  tbeir  risk  for  new^  offenses  that  did  not  involve  firearms 
or  violence. 

Maiwel  (26)  examined  the  effects  of  state  laws  that  prohibited  juveniles  (ages  <18  years  of  age) 
from  possessing  handguns  on  juveniles’  involvement  in  homicides  as  victims  and  arrestees  during 
1970-1999.  Juvenile  handgun  prohibitions  were  unrelated  to  juvenile  involvement  in  homicides 
in  regression  analyses.  Many  of  the  juvenile  handgun  prohibitions  w  ere  enacted  during  the  early 
1990s,  a  time  when  juvenile  homicide  rates  w^ere  peaking  after  surging  in  the  late  1980s  and  just 
before  a  steep  decline  in  juvenile  homicides  from  1994  to  1999.  These  dramatic  changes  in  juvenile 
homicides  were  believed  to  be  driven  by  forces  that  were  difficult  to  measure  (e.g.,  changes  in  drug 
markets,  gang  involvement,  changes  in  social  norms)  (5)  and  were  likely  to  be  uneven  across  the 
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50  states  (1).  xVlarvel^s  attempt  to  account  for  social  forces  that  were  not  directly  measured  and  that 
were  unique  to  each  state  (state -specific  linear  terms  to  control  for  very  nonlinear  changes)  w'as 
likely  to  be  inadequate  to  avoid  biases  from  omitted  variables.  Even  if  jMan'eFs  null  findings  are 
valid,  they  may  not  be  surprising.  Risks  that  jnveniles  face  when  carrying  handguns  may  not  have 
changed  signilicantlywitb  die  passage  of  juvenile  handgun  prohibitions.  Prior  to  such  prohibitiems, 
juveniles  could  still  be  charged  wnh  possessing  a  gun  outside  the  home  without  a  permit  to  carry 
a  concealed  firearm. 

Using  sratc- level  data  for  50  states  and  the  District  of  Columbia  for  the  period  1979"199S^ 
Rosen  gaiT  and  colleagues  (33)  estimated  the  effects  of  state  law^s  that  set  age  21  as  the  minimum 
age  for  legal  purchase  and  possession  of  a  handgun  on  homicide  and  suicide  victimization  for 
victims  under  age  20,  Handgun  purchase  and  possession  prohibitions  for  individuaJs  under  age  2 1 
were  not  associated  with  risks  for  fireann-related  homicides  and  suicides.  The  authors  noted  tw  o 
limitations  of  the  study,  which  may  partly  explain  the  null  findings:  First,  only  diree  purchase  laws 
and  one  possession  law  had  at  least  five  years  of  postamendment  enactment  data,  w  hich  limits  die 
statistical  power  of  the  study;  and  second,  the  models  :are  based  on  the  assumption  that  die  effect 
of  each  law  was  immediate  and  constant  witen  more  gradual  effects  may  be  more  realistic. 

Laws  restricting  firearm  access  by  individuals  deemerl  to  be  a  threat  to  others  or  to  themselves  as 
a  result  of  a  serious  mental  illness  have  been  in  place  for  many  decades.  But  the  first  rigorous  study 
of  the  effects  of  such  policies  on  violence  w^as  published  in  2013.  Sw^anson  and  colleagues  obtained 
data  for  more  than  23,000  individuaJs  hospitalized  in  Connecticut  for  schizophrenia,  bipolar 
disorder,  or  major  depressive  disorder  during  an  eight-year  period  (2002-2009)  and  merged  these 
record.s  with  criminal  justice  records  for  violent  crime  convictions.  Roughly  40%  of  this  group 
was  found  to  be  disqualified  from  legally  purchasing  or  possessing  firearms  in  Connecticut  due  to 
mental  health  adjudication,  criminal  offense,  or  liotii.  Regression  analysis,  wliich  controUed  for 
individual  risk  factors,  found  that  having  a  firearm -disqualifying  condition  was  associated  with  a 
60%  increased  odds  of  violent  offending  [odds  ratio  (OR)  —  1 .60,  95%  Cf  1.52-L68].  However, 
having  a  disquali lying  mental  health  condition  during  the  period  when  the  state  w'as  submitiing 
relevant  records  to  the  FBFs  National  Instant  Check  System  (NICS)  w^as  associated  with  a  reduced 
likdihoocl  of  riolent  offending  by  a  factor  of  0.69  (OR  =  0.69,  95%  Cl  0.57-0. 82). 


FIREARxM  SALES  ACCOUNTABILITY  POLICIES  DESIGNED  TO 
PREWNT  DrVTRSION  OF  CLNS  TO  PROHIBITED  PERSONS 

Federal  Firearm  Laws 

Law^s  prohibiting  firearm  sales  to  and  possession  by  high-risk  persons  may  have  limited  impact  on 
violence  without  complementary  laws  and  regulations  that  provide  sufficiently  strong  deterrents 
to  illegal  firearm  transfers.  The  Federal  Fircamis  Act  of  1938  and  the  Gun  Control  Act  (GCA)  of 
1968  created  a  viidi  men  tart-  stnteture  for  accountability  in  the  firearm  industry  by  requiring  those 
in  the  business  of  selling  firearms  to  obtain  a  federal  firearm  license  and  by  limiting  interstate  sales 
of  firearms  to  federal  firearm  licensees  (FFLs)  (62).  The  GCA  required  firearms  mamifactured 
in  or  imported  into  the  United  States  to  have  serial  numbers  imprinted  on  them  and  imposed 
record-keepingrequirements  that  would  allow  law  enforcement  to  trace  fireann  transfers  involving 
licensed  manufacturers,  wholesalers,  retailers,  and  retail  purchasers.  The  GCA  required  individuals 
purchasing  firearms  from  FFLs  to  sign  a  fonn  staring  diat  they  w'ere  not  convicted  felons  or 
otherwise  disqualified  under  federal  law ,  Prohibited  individuals  could  be  prosecuted  for  ^lying 
and  buying,”  but  gun  dealers  had  no  obligation  to  verify  that  a  purchaser  w^as  not  proscribed  from 
possessing  firearms.  Lbider  die  GCA,  fireami  iransfers  by  private  gun  ovvners  are  not  regidated, 
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although  the  GCA  made  it  a  crime  to  transfer  a  firearm  to  someone  known  to  be  proscribed  from 
possessing  fire  a  mis  (e.g.,  a  felon). 

The  Brady  Handgun  Violence  Prevention  Act  of  1994  mandated  background  checks  to  deter¬ 
mine  whether  individuals  seeking  to  purchase  firearms  from  licensed  gun  dealers  were  prohibited 
from  possessing  firearms.  During  the  initial  or  interim  phase  of  the  law's  implementation,  the 
background  check  requirement  applied  only  to  sales  of  handguns  and  included  a  five-day  waiting 
period  between  a  purchase  application  and  delivery  to  approved  purchasers.  In  December  1998^ 
the  law'  was  fully  implemented  for  all  firearms,  but  the  five-day  w^aiting  period  w^as  replaced  wdth 
the  NICS.  From  1994  through  2010,  NIGS  received  more  than  118  million  firearm  purchase 
applications,  and  2.1  million  of  those  reque,sts  were  denied  either  by  the  FBI  or  by  state  or  local 
law^  enforcement  agencies  processing  the  applications  (16). 

The  Firearm  Owners  Protection  Act  (FOPA)  was  signed  into  federal  law  in  1986.  The  pro¬ 
visions  of  this  law  substantially  weakened  the  GCA  by  raising  the  legal  standard  for  prosecuting 
gun  dealers  who  violated  fire  ami  sales  laws.  Prosecutors  had  the  burden  of  proving  not  only  that 
a  violation  had  occurred,  but  that  the  violation  was  willfuL  Peiialdes  for  firearm  sales  law^s  viola¬ 
tions  were  reduced,  and  law  compliance  inspections  of  licensed  firearm  dealers  w^ere  limited.  This 
high  standard  for  taking  legal  action  against  licensed  firearm  dealers  makes  it  easier  for  scoffiaw^ 
or  negligent  gun  dealers  to  divert  or  allow^'  the  diversion  of  large  numbers  of  guns  to  criminals 
without  incurring  corrective  action.  Separate  provisions  of  the  FOPA  raised  the  bar  for  classify¬ 
ing  someone  as  “in  the  business  of  selling  firearms”  and  thus  facilitated  the  unregulated  sale  of 
firearms  by  private  parties  who  sell  a  large  number  of  firearms  without  a  formal  business.  Fhese 
sales  proceed  in  most  states  with  purchasers  remaining  anonymous,  w^ithout  background  checks, 
and/or  without  record  keeping.  The  FOPA  also  specifically  prohibited  the  federal  government 
from  establishing  a  registry  of  firearm  purchasers.  This  limitation  materially  affects  the  ability  of 
the  Bureau  of  Alcohol,  Tobacco,  Firearms  and  Explosives  (ATF)  to  trace  firearm  sales  using  the 
records  of  out-of-business  firearm  dealers. 

The  FOPA  is  not  the  only  federal  policy  that  has  reduced  retailer  accountability  that  might 
othei’wase  prevent  the  diversion  of  guns  to  prohibited  persons.  Congress  passed  an  amendment 
to  an  appropriations  bill  in  2003  that  exempted  the  ATF's  crime  gun  trace  data  from  Freedom 
of  Information  Act  requests,  whether  from  public  agencies  or  from  researchers.  These  Tiahrt 
Amendments,  so  known  in  reference  to  their  sponsor  Representative  I’odd  Fiahrt  (Republican 
from  Kansas),  also  mandated  that  information  from  the  FBFs  background  checks  for  gun  pur¬ 
chasers  be  destroyed  within  24  hours  <jf  the  check’s  completion  and  prevented  the  ATF  from 
requiring  firearm  dealers  to  perfonn  physical  inventories  during  compliance  audits.  Provisions 
added  to  the  law^  in  subsequent  years  prohibited  the  subpoena  of  the  ATF^s  crime  gun  trace  data 
for  use  in  local  or  state  license  revocations,  civil  lawsuits,  or  other  administrative  proceedings 
unless  filed  by  the  ATF. 

Prior  to  the  passage  of  this  legislation,  researchers  used  data  from  the  ATF  tracing  of  firearms 
recovered  by  police  from  criminals  and  crime  scenes  and  made  the  startling  finding  that  1%  of 
licensed  firearm  dealers  accounted  for  more  than  half  of  the  crime  guns  traced  by  the  ATF  in  the 
late  1 990s  (36).  This  concentration  of  crime  gun  sales  among  a  small  number  of  retailers  persisted 
even  when  firearm  sales  volume  w^as  taken  into  account.  For  these  retailers,  crime  gun  sales  w^ere 
not  just  frequent;  they  were  disproportionate  (56).  In  s<ime  instances,  the  names  of  gun  dealers 
connected  with  the  most  crime  guns  were  released  to  the  public  (28).  Cities  highly  affected  by 
firearm  violence  began  to  rely  on  the  crime  gun  trace  data  to  identify  gun  dealers  to  target  for 
undercover  stings  and  lawsuits  (51). 

The  Protection  of  Lawful  Commerce  in  Arms  Act  (PLCAA)  was  enacted  in  2005  in  response 
to  lawsuits  brought  against  gun  dealers  and  manufaemrers  on  the  basis  of  claims  that,  among 
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other  things,  negligent  sales  practices  by  licensed  hrearni  dealers  were  enabling  criminals  to  arm 
themselves  and  contributing  to  gim  vio letice.  The  PCLAA  protected  gun  makers  and  retailers 
against  lawsuits  ‘‘resulting  from  the  criminal  or  unlawful  misuse  of  a  qualified  product  by  the 
person  or  a  third  panyc”  Numerous  lawsuits  brought  against  the  firearm  industry  were  dismissed 
on  the  basis  of  the  PCLAA  (38). 


Evidence  on  Federal  Fire  arm  Laws’  Ability  to  Prevent  Diversions 
to  Criminals  and  to  Reduce  Molence 

Considerable  evidence  has  demonstrated  that  criminals  and  firearm  traffickers  regularly  exploit 
weaknesses  in  federal  fire  arm  laws.  A43-statesurvey  of  licensed  retai  lers  selling  at  lea,st  50  firearms 
annually  estimated  tliat  diese  retailers  experienced  33,800  attempted  surrogate  (straw)  purchases, 
and  37,000  attempted  undocumented  purchases,  per  year  (54). 

The  most  conmionly  discussed  weakness  is  the  Brady  AePs  exemption  of  background  checks 
and  record  keeping  for  firearm  transfers  by  private  gun  owners*  This  omission  hinders  the  ability 
of  law  enforcement  to  hold  a  gun  owner  accountable  if  he  or  she  transfers  a  firearm  to  someone 
whn  is  prohibited  from  owning  guns.  Nearly  B  out  of  10  gun  crime  offenders  participating  in  a 
national  sun^cy  of  state  prison  inmates  conducted  in  2004  reported  that  they  obtained  their  guns 
from  a  friend,  family  mcmfier,  or  the  underground  gun  market  (50). 

Firearm  transactions  between  strangers  witliout  background  checks  or  record  keeping  can  he 
observ^ed  directly  at  gun  show^s  in  states  that  do  not  close  the  Brady  Act  loophole  for  prwate  gun 
sales  (52).  Some  unlicensed  vendors  at  these  events  sell  a  substantial  number  of  firearms  such  that 
it  appears  to  be  more  of  a  liveliliood  than  a  hobby  (53)*  It  is  important  to  emphasize  that  gun 
shows  make  up  a  small  portion  of  the  secondary  gun  market. 

In  fact,  the  importance  of  the  private-seller  exemption  to  the  Brady  Law  in  providing  crimmals 
and  gun  Traffickers  relatively  low-risk  access  to  firearms  and  customers  is  best  exemplified  by  the 
enormous  growth  in  Internet  sites  estabUshed  to  facilitate  firearm  sales  (27).  The  number  of  guns 
for  sale  by  a  private  seller  on  the  popular  website  Armslist.com  (http://wTwv.arnnisHst.cam)  grew 
more  than  sixfold  (from  1 2,294  to  B.^  ,204)  pvxr  a  20-month  period  from  December  201 1  to  August 
2013.  New  York  City  officials  contracted  with  an  investigative  firm  to  call  125  private  sellers  of 
firearms  identified  on  ten  websites  to  see  if  they  would  sell  their  firearms  when  the  caller  said  that 
he/she  ''prohahly  couldn't  pass  a  background  check.”  Sixt}^-tu^o  percent  verbally  agreed  to  sell  the 
firearm  anyway  (9).  Certainly,  actual  criminals  are  using  the  Internet  anti  lax  or  absent  regulation 
of  sales  by  private  sellers  to  obtain  their  guns  (53). 

Ludwig  &  Cook  estimated  the  effects  of  the  first  phase  of  the  Brady  Act  using  data  from  1985 
through  1997  with  a  difference-in  “differences  approach.  They  compared  changes  hi  homicide 
and  suicide  rates  following  the  Brady  Act  between  the  32  states  directly  affected  by  the  law  (Brady 
stares)  with  changes  in  tliose  outcomes  for  the  18  states  tliai  had  preexisting  state  background  check 
requirements  (non- Brady  states).  Although  rates  of  fireann-inv^olved  homicides  in  rhe  United 
States  declined  following  the  law^'s  implemcntanon,  differences  in  the  reductions  experienced  in 
Brady  states  did  not  differ  significantly  from  declines  experienced  in  nou-Brady  states.  There  was 
also  no  overall  Brady-related  change  in  suicide  rates.  T  he  audiors  mention  sev'eral  plausible  reasons 
for  die  null  findings:  (^t)  The  lav^  e.xempted  sales  by^  private  gun  owners;  (b)  many^  homicitie  offenders 
do  not  meet  any  of  the  disqualifying  conditions  prior  to  offense  and  therefore  are  not  affected  by 
the  Iaw  (11);  and  (r)  probably  of  lesser  importance,  records  for  background  checks  during  the  time 
period  of  the  study  were  incomplete.  These  authors  and  others  have  also  noted  that  the  states 
affected  by  the  law  had  been  source  states  for  guns  used  in  crime  elsewhere.  Increasing  restrictions 
in  the  Brady  states  could  therefore  have  reduced  homicides  in  the  non-Brady  states  (10). 
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The  FOP  A  may  have  introduced  another  important  weakness.  Firearm-related  homicide  rates 
increased  dramatically,  particularly  among  youth,  in  the  years  immediately  following  the  enact¬ 
ment  of  the  FOP  A,  fueled  by  the  emergence  of  turbulent  crack  cocaine  markets  and  a  surge  in 
gun  carrying  among  youth  (13).  Many  of  the  increasing  number  of  guns  recovered  from  youth 
connected  to  the  illegal  drug  trade  had  likely  been  diverted  from  legal  commerce.  The  effects 
of  the  FOPA  on  the  diversion  of  guns  to  criminals  and  on  gun  violence  have  not  been  formally 
studied. 

Some  evidence  indicates  that  federal  lav^s  governing  licensed  firearm  dealers,  principally  the 
FOPA,  hinder  the  ATF’s  ability  to  hold  scofflaw  dealers  accountable.  A  smdy  of  1,530  federal 
firearm  trafficking  investigations  in  the  late  1990s  found  that  corrupt  or  negligent  licensed  deal¬ 
ers  were  the  leading  channel  for  guns  diverted  to  criminals,  in  some  cases  accounting  for  more 
than  10,000  guns  (37).  Anthony  Braga,  a  leading  researcher  studying  illegal  gun  trafficking  who 
helped  the  Al'F  conduct  this  study,  and  Peter  Gagliardi,  a  fomier  ATF  agent,  wrote  that  federal 
prosecutors  were  able  to  charge  a  defendant  with  one  of  these  violations  in  fewer  than  38%  of 
the  eases  involving  dealing  without  a  license  and  fewer  than  45%  of  straw^  purchasing  cases  (6). 
This  is  in  spite  of  the  fact  that  ATF  gun- trafficking  investigators  reported  that  gun  dealing  and 
re  cord- keeping  violations  occurred  in  most  cases  accepted  for  prosecution.  Braga  &  Cagliardi  also 
underscored  the  difficulty  in  getting  prosecutors  to  bring  cases  against  scofflaw  gun  dealers  and 
traffickers  after  the  FOPA  weakened  penalties  tor  violating  the  record-keeping  laws  necessary  for 
preventing  firearm  diversions. 

These  roadblocks  had  imptjrtant  practical  effects.  Drawing  on  data  from  1996  through  2000, 
National  Economic  Research  Associates  identified  120  licensed  gun  dealers,  each  of  which  had  sold 
at  least  200  crime  guns  for  which  traces  provided  evidence  suggesting  gun  trafficking.  There  were 
54,694  such  guns  in  total.  Of  the  35  dealers  with  more  than  500  traces  of  guns  with  one  or  more 
trafficking  indicators,  32  were  still  open  for  business  through  the  end  of  2003  (30)*  Prosecutions 
of  gun  dealers  are  very  rare,  and  imprisonment  for  gun  trafficking  is  even  rarer  (2). 

Standa  rdized  measurement  and  tracking  of  the  diversion  of  guns  to  criminals  are  challenging. 
Researchers  and  gun -trafficking  investigators  at  the  ATF  have  routinely  used  crime  gun  trace  data 
and  indicators  of  trafficking  or  diversion.  The  most  commonly  used  indicator  of  gun  diversion 
has  been  an  unusually  short  interval — ranging  from  less  than  1  year  to  less  than  3  years — betw^ecn 
a  gun's  retail  sale  and  its  subsequent  recovery  by  police  from  criminal  suspects  or  crime  scenes, 
a  metric  known  as  time-to-crime  ("TFC).  A  short  ^J'^FC  is  considered  an  indicator  of  diversion, 
especially  when  the  cTiminal  possessor  is  someone  different  from  the  purchaser  of  record.  Other 
indicators  include  the  gun  having  originated  from  a  retail  sale  in  another  state  or  having  an 
obliterated  serial  number. 

Kieck  &  Wong  challenged  the  use  of  short  TTC  intervals  and  out-of-state  origins  as  indica¬ 
tors  of  gun  trafficking  and  argued  that  many  of  the  flagged  guns  are  likely  stolen  (22)*  Braga  and 
colleagues  refute  these  claims  and  defend  the  use  of  short  TTC  and  out-of-state  origins  as  indi¬ 
cators  of  illegal  gun  diversion  (7).  Concerns  about  biased  results  from  selective  tracing  of  crime 
guns  can  also  be  minimized  by  limiting  analyses  to  jurisdictions  and  times  where  comprehensive 
gun-tracing  policies  are  in  place. 

A  case  study  from  Milwaukee,  Mfisconsin,  suggests  that  public  transparency  with  crime  gun 
trace  data  could  encourage  greater  vigilance  by  gun  dealers  to  prevent  gun  diversion  and  that  the 
Tiahrt  Ainendinents  may  reduce  incentives  for  gun  dealers  to  prevent  diversions*  Working  with 
pre-Tiahrt  trace  data  obtained  from  the  ATF  and  post-Tiahrt  data  supplied  by  Milwaukee  Police 
Department,  Webster  and  colleagues  analyzed  trends  in  the  number  of  crime  guns  deemed  likely 
to  have  been  diverted  that  were  recovered  by  police  bem^een  1996  and  2006  (48)*  In  May  1999, 
it  was  publicly  reported  that  a  local  gun  shop,  Badger  Guns  and  Ammo,  had  sold  more  guns  later 
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traced  to  crime  than  had  any  other  gtm  store  in  the  nation.  Within  days  of  diis  release,  the  g^tin 
store’s  owners  announced  voluntary  measures  to  reduce  the  likelihood  tliat  the  guns  sold  by  the 
store  would  get  into  the  hands  of  critmji;4rls.  Paring  die  months  just  folio w'ing  this  announcement, 
the  number  of  guns  sold  by  the  store  drat  ^^ere'  sulisequently  recovered  Muthin  a  y^ear  of  sale  by 
police  from  someone  odier  than  the  iMU’chaserof' I'ecord  dropped  abrupdyby  77%  with  minimal 
replacement  by  other  dealers  (46).  Btit  the  iiiipJehumadoii  of  die  Tiahrt  Ameudmeats  in  2003 
was  associated  w4rh  a  200%  increase  ih  guns  sold  hy  the  gnn  store  in  question, 

with  no  comparable  increase  for  other  gun  dealers  (46). 

Law^  cnfbrcement-rescarcheT  partnerships  should  examine  w^hethcr  the  Tiahit  Amendments 
had  similar  effects  in  other  US  dries  and  whether  the  effects  are  muted  in  states  that  have  their  own 
laws  for  gun  tlealer  regulation  that  are  notably  tougher  than  federal  laws.  Prior  studies  have  showTk 
that  law^suits  brought  against  gun  dealers  facilitating  blatandy  illegal  straw'  purchases  sigruficandy 
reduced  the  diversion  of  guns  to  criminals  (45,  51).  Now  diat  the  direat  of  kw^suits  against  gun 
dealers  is  likely  to  have  been  reduced  by  the  PLCjAA,  research  should  examine  wdiether  gun 
diversions  shortly  following  retail  sales  have  increased. 


Effects  of  State  Gun  Laws  on  the  Diver^sion  of  Gum  to  Ciimmals 
and  Criminal  Access  to  Guns 

d'he  w^eakness  in  federal  gun  laws  descril  jed  above  and  summarized  previously^  by  Braga  &  Gagliardi 
(10)  underscores  the  importance  of  studying  the  effects  of  state  laws  governing  firearm  sales. 
Seventeen  state^i  Require  individuals  in  the  business  of  selling  firearms  to  obtain  licenses  from  state 
or  local  law  enlbrceiiient  agencies.  Only  12  of  these  states  and  die  District  of  Columbia  also  allow^ 
law  enforcement  to  inspect  gun  dealers'  records,  however,  which  is  a  minimum  requirement  for 
firearm  sales  law'  compliance  oversight  (39).  The  number  of  states  that  have  a  more  comprehensive 
set  of  laws  and  enforcemenv  practices  to  promote  accountability  by  federally  licensed  firearm 
dealers — licensing,  record-keeping  requirements,  allowing  audits  of  records,  mandatory^  prompt 
reporting  of  firearm  theft  nr  loss,  and  conducring  regular  compliance  audits — ^is  dw  indling  to  a 
handful  (47). 

Seventeen  states  and  the  District  of  Columbia  have  some  requirement  in  place  to  regulate 
private  sales  of  handguns,  including  mandatory  purchaser  background  checks.  d*hirteen  of  these 
states  have  some  form  of  permit- to-purchase  (P  IT)  poHcies  for  handguns;  how  ever,  these  systems 
vary^  gready  tu  wuys  that  are  likely  to  affect  their  alulity  to  curtail  gim  diversions  and  reduce  vio¬ 
lence.  Two  states  allow  permit  seekers  to  appk  through  the  mail  or  onbne,  wdiereas  aJl  but  one  of 
the  others  require  in-person  applications  with  applicants  being  photographed  and  fingerprinted. 
Permits  to  purchase  are  valid  for  as  long  as  10  years  in  Illinois  and  Marydand  and  for  as  short  as 
10  days  in  Massachnsens  and  Atichigan.  Several  states  that  issue  permits  that  are  valid  tor  longer 
time  periods  have  separate  presvde  requirements  for  background  checks,  w'hich  is  important  be¬ 
cause  a  significant  percentage  of  those  w^ho  pass  a  background  check  and  purchase  firearms  legally 
become  prohibited  within  a  few^  years  (58).  Three  states  (Massachusetts,  Ncw\Tersey,  and  New 
York)  allow'  local  law  enforcement  agencies  issuing  the  permits  to  use  discretion  and  to  deny  an 
applicant  who  does  not  have  any  explicitly'  stated  disqualifying  cemdirions  (20). 

Stare  laws  gov^eming  background  check  processes  for  firearm  purchasers  also  differ  with  respect 
to  the  records  that  are  checked.  All  states  check  the  MCS;  how'ever,  19  states  process  background 
checks  by  state  or  local  law'  enforcement  agencies,  which  can  access  additional  records  kept  by 
those  agencies  that  may  not  be  available  in  the  NICS.  The  types  and  number  of  records  that  are 
available  and  used  for  background  checks  for  firearm  transfers  also  vary  considerably  across  states 
and  over  time  (34), 
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Beginning  in  the  late  1990s,  the  ATF  developed  a  Youth  Crime  Gun  Interdiction  Initiative 
(YCGII)  to  promote  comprehensive  crime  gun  tracing  in  cities  around  the  United  States  and 
the  use  of  the  data  in  understanding  and  combating  illegal  gun  trafficking  (35).  About  70%  of 
crime  gun  traces  are  for  guns  that  originated  from  a  retail  sale  in  the  same  state  in  which  the 
gun  was  recovered  in  crime.  A  much  lower  than  average  share  of  crime  guns  that  originated  from 
within-state  retail  sales  suggests  that  the  state  is  preventing  diversions  to  criminals.  Webster  et  al 
analyzed  crime  gun  trace  data  from  the  first  25  YCGTI  cities  to  examine  associations  between 
a  state’s  gun  sales  regulations  and  the  proportion  of  its  crime  guns  that  originated  from  retail 
sales  within  the  state  (49),  The  share  of  crime  guns  that  originated  from  in-state  retail  sales  in 
states  wdth  both  UfP  policies  and  handgun  registration  wus,  on  average,  37  percentage  points 
lower  relative  to  the  comparison  states  lacking  either  policy,  after  controlling  for  tlifferences  in 
gun  ownership,  proximity  to  population  centers  in  other  states,  the  prevalence  of  guns  recovered 
from  drug  arrests  (because  illegal  drugs  and  guns  travel  together  across  state  lines),  and  in-state 
migration. 

In  a  recent  national  study,  this  combination  of  policies,  along  with  a  comprehensive  background 
check  requirement,  was  also  associated  with  fewer  crime  guns  having  a  short  TTC*  Pierce  and 
colleagues  (31)  categorized  California  separately  because  its  policies  for  regulating  firearm  sales 
arc  at  least  as  rigorous  as  those  in  many  stares  with  PTP  laws.  The  number  of  short  TTC  (<3  years) 
traced  crime  guns  bought  in  state  per  100,000  gun  owners  was  four  times  higher  in  states  that 
lacked  FIT  or  handgun  registration  than  in  California  or  states  that  had  both  policies,  rhese 
differences  between  crime  gun  sales  rates  and  across  these  gun  sales  law  categories  w  ere  even 
more  pronounced  for  guns  diverted  to  criminals  across  state  lines  (31). 

Economists  have  examined  the  flow^  of  guns  purchased  in  one  state  and  recovered  following 
their  use  in  crime  in  another  state  as  a  function  of  the  difference  in  the  stringency  of  gun  laws 
in  the  source  (exporting)  state  and  the  destination  (importing)  state,  while  controlling  for  other 
factors*  Using  a  simple  additive  index  of  10  gun  law^s  identified  by  Mayors  Against  Illegal  Guns  as 
important  to  preventing  gitn  trafficking,'  Knight  (23)  found  that  weaker  gun  law  s  in  source  states 
increased  the  export  of  crime  guns,  and  stronger  gun  laws  in  destination  states  increased  the  import 
of  crime  guns.  Firearm  use  in  crime,  as  measured  by  the  percentage  of  robberies  committed  with  a 
firearm,  increased  in  states  with  relatively  strong  gun  laws  when  nearby  states  bad  relatively  weak 
gun  laws.  Most  strongly  associated  with  preventing  the  export  of  crime  guns  were  law^s  requiring 
gun  owners  to  promptly^  report  lost  or  stolen  firearms  to  law^  enforcement,  those  that  provided 
local  discretion  to  adopt  gun  laws  stronger  than  those  adopted  at  the  state  level  (much  of  this  effect 
may  be  due  to  Chicago's  longtime  ban  of  handguns),  and  state  statutes  specifically  prohibiting 
straw'  purchases  (23). 

Kahane  (2 1)  conducted  a  study  using  much  of  the  data  and  theoretical  underpinnings  as  Knight 
did  but  incorporated  measures  relevant  to  the  demand  for  guns  by  criminals  within  a  state  (e.g*, 
gang  members  and  police  per  capita).  Flis  findings  were  similar  to  Knight’s  on  measures  of  the 
relative  strength  of  gun  laws  in  aggregate.  With  respect  to  the  effects  of  specific  law^s,  both  studies 
found  strong  protective  effects  of  mandatory  theft  and  loss  reporting.  But  Ka bane’s  findings 
differed  from  Knight’s  because  he  did  not  find  that  local  discretion  to  regulate  gun  sales  was 
protective  against  exptjrting  crime  guns  and  did  find  that  kw^s  requiring  background  checks  for 


^The  state  laws  examined  established  criminal  vioJations  tor  straw  purchases,  falsifying  information  on  purchase  applications, 
and  firearms  dealers  failure  to  conduct  background  checks  for  firearm  transfei^;  required  background  checks  for  all  private 
handgun  transfers  or  for  all  firearms  transferred  at  gun  shows*  FI"Ps  for  handguns,  and  mandatory  prompt  reporting  of  lost 
or  stolen  firearms  to  law  enforce  me  nt^  allowed  law  enforcement  inspections  of  firearms  dealers;  prohibited  gui\  possession 
for  violent  misdemeanants;  and  allowed  law  enforcement  discretion  in  issuing  permits  for  concealed  carry  of  firearms. 
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sales  by  private  gvtn  owners  ;md  allo\^  ing  law  enforcement  discretion  in  issuing  permits  to  carry^ 
coticealed  firearms  were  protective  (21). 

Webster  and  colleagues  (50)  studied  state  differences  in  exporting  gtms  to  criminals  in  otlier 
states  and  found  that  FTP  laws  for  handguns^  when  law'  enforcement  retained  discretion  to  deny 
applications  if  deemed  to  be  in  the  interest  of  public  safety,  were  strongly  associated  with  lower 
per  capita  exporting  of  crime  guns*  Non  discretion  ary  FTP  laws  that  required  purchasers  to  he 
fingerprinted,  other  requirements  For  background  cheeks  for  private  sales,  mandatory^  reporting 
of  theft  or  loss  of  firearms,  and  iunk  gun  l>ans  were  also  independently  associated  with  few^er 
guns  exported  per  capita.  These  analyses  controlled  for  gun  ownership,  proximity  to  states  wdth 
stronger  gun  laws,  b{jrders  with  Canada  or  Mexico,  and  out-oCstate  migration  (50). 

In  another  study/^,  researchers  used  data  from  crime  gun  maces  from  2000  to  2002  in  54  US 
cities  with  comprehensive  crime  gun  trace  policies  to  examine  associations  between  the  nuuiber 
of  guns  likefr  diverted  (TTC  <  1  year  and  the  criminal  possessor  of  the  gun  w  as  not  the  purchaser 
of  record)  and  gun  sales  laws.  Strong  gun  dealer  regulations  and  oversight,  requued  purchaser 
background  checks  for  handgun  sales  by  private  owners,  and  FTP  laws  with  law  enforcement 
discretion  were  each  independendy  associated  with  fewer  diversions  to  criminals*  Discretionary 
PTP  law^s  Avcrc  not  independently  associated  with  levels  of  gun  diversions  when  gun  ownership 
levels  wxrc  controlled  for  (48), 

Findings  from  these  studies  are  generally  consistent  w  ith  economic  theories  relevant  to  reg¬ 
ulation  and  market  forces  (12,  34,  35).  C Comprehensive  regulations  that  should  promote  firearm 
seller  and  purchaser  accountability — rigorous  Fd’P  systems,  comprehensive  background  checks, 
and  mandatory^  theft  and  loss  reporting — appear  to  curtail  diversions  of  guns  to  criminals,  Imt  they 
also  lead  to  criminals  importing  guns  from  states  w  ith  weaker  gun  laws.  States  w  idi  the  strongest 
gun  sales  regulations  experienced  reduced  availability  of  guns  for  criminal  use,  despite  the  influx 
of  guns  from  other  states  where  regulations  w^ere  weaker  (49). 

These  findings  suggest  chat  the  real  price  of  guns  for  criminals  in  states  with  the  strongest 
gun  law  s  is  elevated  by  these  states'  gun  policies  and  that  criminals'  demand  for  guns  is  at  least 
somewhat  elastic.  This  conclusion  is  consistent  with  data  from  an  in-depth  study  of  CChicago's 
undcrgrouml  gun  market  prior  to  the  city’s  handgun  ban  being  overmnied  by  the  US  Supreme 
Court.  \A1iilc  thousands  of  guns  arc  recovered  h\^  the  Chicago  Police  Department  each  year^ 
those  guns  are  recovered  from  a  small  fraction  of  the  city’s  2.7  million  population,  and  a  sun^ey  of 
atlult  arrestees  Found  that  only  1  in  5  male  arrestees — 44%  of  whom  reported  current  or  past  gang 
meml>er ship— reported  ever  owming  a  handgim  (12).  t  hrough  hundreds  of  intemews  wdth  a  broad 
range  of  actors  in  the  undergvoimd  economy  in  a  liigh-criitie  Chicago  neighborhood,  researchers 
found  that  trusted  suppliers  of  ftreamis  were  in  short  supply,  and  gang  leaders  rationed  gun  access 
among  their  members.  There  w'ere  substantial  transaction  costs  (search  time,  risk  encountered 
connecting  with  a  supplier  or  purchaser),  and  prices  paid  for  typically  low^-qiiality  handguns  w'ere 
twice  as  high  as  would  be  found  in  advertisements  for  private  sales  in  states  with  WTaker  gun  law^s 
tlian  tliose  in  Illinois* 


Effects  on  Violence  of  Laws  Designed  to  Prevent  the  Diversion  of  Guns 
to  Prohibited  Persons 

There  are  few'  rigorous  studies  of  the  effects  of  US  gun  policies  designed  to  prevent  the  diversion 
of  guns  to  prohibited  persons.  Most  published  research  has  examined  associations  betu'een  the 
presence  of  various  state  gun  policies  and  rates  of  homicide  or  other  violent  crimes  after  control¬ 
ling  for  numerous  potential  confounders.  Most  studies^  however^  do  not  estimate  policy  effects  on 
the  basis  of  changes  in  outcomes  following  changes  in  policy'  using  fixed  effects  regression  models* 
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Because  the  most  relevant  ^un  laws  (e,g.,  FTP  handgun  laws,  gun  dealer  regulations,  compre¬ 
hensive  background  checks)  have  changed  very  little  for  decades,  the  studies  are  principally  cross- 
sectional. 

For  exaniplcj  in  a  state-level  panel  study,  Irvin  et  ah  examined  the  association  betw^een  state 
laws  and  regulations  governing  firearm  dealers  and  firearm  homicide  rates  (19).  Although  the 
data  examined  spanned  1995-2010,  the  policies  did  not  change  over  the  smdy  period.  Regression 
analyses  controlled  tor  social  and  demographic  characteristics,  gun  ownership,  rates  of  burglaries 
and  drug  crimes  (trends  in  these  crimes  would  not  he  expected  to  he  affected  directly  by  firearm 
policies),  and  a  global  scale  of  gun  law  restrictiveness.  State  licensing  requirements  and  laws 
requiring  or  allowing  inspections  or  audits  of  gun  dealers  were  independently  associated  with 
significantly^  lower  firearm  homicide  rates,  and  these  tv^o  policies  combined  were  associated  with 
firearm  homicide  rates  that  were  5 1  %  lower  than  would  be  expected  without  the  policies.  Although 
a  measure  of  the  strictness  of  gun  laws  was  included  in  the  regression  models,  it  is  likely  that 
this  factor  would  not  completely  control  for  confounding  with  the  most  important  gun  laws 
(e.g*,  FTP  handgun  laws,  comprehensive  background  checks)  that  are  correlated  with  gun  dealer 
regulations, 

Fleegler  and  colleagues  analyzed  the  association  between  state  firearm  laws — ^measured  as 
quintiles  along  an  overall  gun  law  strength  scale  developed  by  the  Brady  Campaign  to  Prevent 
Gun  Violence — and  firearm  mortality  using  annual  data  for  the  years  2007-2010  (15).  Poisson 
regression  analyses  controlled  for  population  composition  by  age,  race/ethnicity,  sex,  poverty, 
unemployment,  educational  attainment,  population  density,  and  rates  of  nonfirearm  htjmicide 
and  nonfirearm  suicide.  Compared  with  states  in  the  lowest  quintile  on  gun  regulations,  states 
in  the  iiighest  quintile  had  firearm  homicide  and  firearm  suicide  rates  roughly  40%  lower  than 
would  be  predicted.  But  the  only  single  category  of  gun  laws  that  was  significantly  associated  with 
firearm  homicide  and  firearm  suicide  rates  was  for  laws  strengthening  background  checks.  This 
sub  scale  was  weighted  mostly  by  the  presence  and  strength  of  PTP  handgun  laws.  In  addition, 
almost  all  the  observed  effect  was  on  firearm  suicide,  though  the  laws  under  study  were  directed 
at  interpersonal  violence. 

Independent  effects  of  the  total  firearm  regulation  score  were  eliminated  when  the  regression 
analyses  controlled  for  gun  ovtmership  levels,  Fleegler  and  colleagues  interpret  the  findings  to 
indicate  that  firearm  regulation  effects  on  firearm  homicide  and  suicide  were  mediated  by  the 
laws  depressing  population  gun  ownership.  But  interpreting  cross-sectional  associations  between 
gun  laws,  gun  ownership,  and  firearm  violence  is  difficult  (55).  Population  gun  ownership  levels 
affect  the  probability  of  certain  gun  laws  being  enacted  and  few  gun  laws  are  designed,  or  are 
likely,  to  have  significant  effects  on  population  gun  ownership  (discretionary  PTP  laws  are  a 
likely  exception).  Thus,  the  absence  of  firearm  regulations*  associations  with  firearm  homicide 
and  firearm  suicide  when  gun  ownership  was  controlled  for  could  mean  that  gun  owmership  levels 
affect  firearm  homicide  and  suicide  rates,  and  gun  laws  provide  no  protective  benefits  and  are  only 
spuriously  associated  with  louder  firearm  mortality.  This  and  other  flaws  in  the  Fleegler  study  leave 
much  uncertainty  about  the  utility  of  its  findings  (55). 

Moorhouse  &  Wanner  examined  associations  betw  een  the  restrictiveness  of  a  state *s  gun  laws 
in  1998  and  crime  rates  in  1999  and  2001  (29).  Although  the  policies  were  measured  prior  to 
the  outcomes,  this  study  examined  cross-sectional  associations  rather  than  changes  in  crime  in 
response  to  changes  in  policies.  Using  similar  covariates  as  did  Fleegler  et  al.  but  adding  per  capita 
income,  arrest  rates,  and  average  sentences  for  criminal  convictions,  but  not  controlling  for  gun 
ownership,  Moorhouse  &  Wanner  report  no  association  between  the  Open  Society  Institute's 
global  score  for  each  state’s  gun  law'S  and  any  of  the  violent  crimes  examined  (murder,  rape, 
robbery,  assaults). 
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The  reasons  for  the  discrepant  findings  between  the  report  by  Fleegler  et  al.  and  the  report 
by  Moorhouse  &  Wanner  [and  similar  prior  studies  finding  no  associations  betv\  een  giin  control 
and  violent  crime  (14,  25)]  are  not  obvious.  Here  we  focus  on  differences  between  the  outcome 
measures  and  how  gun  regulations  were  measured.  Moorhouse  &  Wanner  examined  violent  crimes 
that,  all  but  murder,  typically  do  not  involve  use  of  a  firearm.  In  contrast,  Fleegler  et  ah  and  Irvin 
et  ah  focused  exclusively  on  lethal  violence  committed  with  firearms.  It  is  not  surprising  that 
outcomes  that  exclusively  measure  firearm  violence  would  be  more  closely  correlated  with  firearm 
policies  than  would  outcomes  where  most  incidents  do  not  involve  a  firearm. 

The  measures  of  gun  policies  used  in  each  suidy  arc  also  problematic.  These  studies  and  many 
others  used  scales  purporting  to  measure  the  restrictiveness  of  gun  laws.  ITese  scales  generally 
reflect  the  political  priorities  of  gun  control  advocates  rather  than  a  scientifically  valid  measure 
of  a  construct.  The  scales  are  often  not  weighted  to  reflect  the  size  of  the  effect  each  element  is 
expected  to  have.  Furthermore,  using  such  a  blunt  measure  does  not  allow  researchers  to  examine 
whether  the  effectiveness  of  certain  policies  (e.g.,  prohibitions  for  violent  misdemeanants)  depends 
on  the  presence  of  other  policies  (e.g.,  comprehensive  background  checks).  For  example,  an  index 
made  up  of  20  largely  ineffective  policies  and  3  effective  policies  is  likely  to  produce  null  findings. 
Fin  clings  from  global  measures  of  gun  laws  also  prevent  inferences  about  the  effects  of  any  single 
poUc>^ 

One  of  the  stronger  studies  to  consider  both  the  type  and  the  breadth  of  disqualifications  for 
firearm  possession  as  well  as  the  strength  of  regulations  designed  to  prevent  transfers  to  prohibited 
persons  is  ^^Andres  &  Hempstead’s  study  of  the  effects  of  state  gun  policies  on  suicide  rates  for  males 
(3).^  In  a  50-state  panel  study  covering  1995-2004,  they  found  that  an  index  of  behavioral  (versus 
criminal)  prohibitions  relevant  to  risk  for  suicide  (e.g,,  restrictions  for  mental  illness,  domestic 
violence,  alcohol  and  drug  convictions)  and  a  measure  that  combined  FTP  requirements  and 
minimum  purchase  age  2 1  were  each  associated  with  lower  suicide  rates.  There  was  no  association 
between  criminal  prohibitions  and  suicides.  These  analyses  controlled  for  social  and  economic 
variables,  alcohol  consumption,  and  a  proxy  for  firearm  ownership.  The  researchers  used  state 
and  year  fixed  effects  to  control  for  time-invariant  omitted  variables  specific  to  states  and  omitted 
variables  over  time  nationally. 

Although  there  has  been  relatively  little  change  in  key  state  policies  designed  to  prevent  guns 
ffom  being  diverted  to  prohibited  persons  in  recent  decades,  there  have  been  some  expansions  to 
prohibiting  conditions  and  impnjvements  in  the  databases  used  to  determine  firearm  purchaser 
eligibility.  Sen  &  Panjamapirom  examined  state-level  associations  between  variations  in  the  types 
of  records  for  prohibiting  conditions  that  were  accessed  for  pregun-sale  background  checks  and 
firearm  deaths  for  the  period  1996-2005  (39).  Analyses  controlled  for  changes  in  population 
demographics,  poverty,  iinemploynient,  divorce,  hunting  licenses  (a  proxy  for  gun  ownership), 
alcohol  consumption,  whether  a  state  required  background  checks  prior  to  the  Brady  Act,  year 
and  region  fixed  effects,  and  a  lagged  value  of  the  outcome  variable  for  1990.  More  extensive 
background  checks  were  associated  with  lower  rates  of  homicide  overall,  firearm  homicide,  and 
firearm  suicide.  Expanded  checks  for  domestic  violence  restraining  orders,  fugitive  status,  and 
mental  illness  disqualificrs  were  each  independently  associated  wdth  lower  rates  of  firearm  homi¬ 
cides  and  all  homicides.  Expanded  checks  for  mental  illness  disqualifications  and  fugitive  status 
were  each  associated  with  low^er  rates  of  firearm  suicides  and  all  suicides.  'Fhe  magnitude  of  the 
estimated  effects  w  as  greatest  among  outcomes  for  firearm  homicide.  The  size  of  these  estimated 
effects,  however,  seems  questionably  large.  For  example,  restraining  order  laws  are  principally 


^The  an3l3rses  were  limiced  to  males  because  the  vast  majority  of  firearm  suicides  are  by  males. 
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appb’cable  to  domestic  violence,  which  accounts  for  less  tliaji  10%  of  tnurders,  yet  background 
checks  for  restraining  orders  were  associated  with  a  13%  lower  risk  for  firearm  homicides.  The 
study’s  exclusive  focus  on  categories  of  background  checks  widiout  controlling  for  other  policies 
is  likely  lo  have  inflated  estimates  of  the  effects  of  background  checks. 

For  the  research  reviewed  above,  the  ty^^e  of  firearm  policy  most  consistently  associated  with 
curtailing  the  diversion  of  guns  to  criminals  and  for  whicli  some  evidence  indicates  protective 
effects  against  gun  riolcnce  is  FTP  for  handguns.  Most  states  with  PTP  laws  have  had  them  in 
place  for  many  decades.  The  most  recen  t  change  w  as  jMissouri’s  2007  repeal  of  its  PTP  handgun 
law'.  Webster  ec  al.  studied  the  effects  of  this  policy  on  lethal  violence  with  a  5Q-state  panel  smdy 
using  data  for  the  period  1999-2012  (43),  Regi  ession  analy^ses  controlled  for  state  and  year  fixed 
effects  and  changes  in  unemphjynnentT  poverty,  policing  levels,  incarceration,  burglaiy  rates  (as  a 
general  measure  of  crirneX  and  policies  concerning  the  ease  of  getting  concealed  w'eapons  permits, 
junk  gun  bans,  and  so-called  ''Stand  Your  Ground”  laws.  Homicide  rates  based  on  vital  records 
and  murder  rates  based  on  police  reports  showed  diverging  trends  inunediately  followmg  die  PT'P 
repeal;  rates  rose  shar|.iiy  in  Missouri  but  declined  in  the  rest  of  the  nation.  Missouri’s  PTP  repeal 
was  associated  with  a  14%  increase  in  murder  rates  over  5  years  following  the  policy  change  and 
a  25%  increase  in  firearm  homicide  rates.  Additional  evidence  bolstered  causal  inference  hetw^een 
the  polity  change  and  increased  murders:  (a)  Increases  in  firearm  homicide  rates  w^rc  widespread 
and  relatively  even  across  metropolitan  counties  in  the  state  (ruling  out  the  possibility  that  the 
increase  w^as  due  to  some  change  in  one  large  jurisdiction);  (h)  there  w'as  no  policy -related  change  in 
nonfirearm  homicides;  and  (r)  diere  was  a  twaifold  increase  in  short  TrC"  guns  and  a  relativ  ely  large 
shift  ftom  out-oTstate  sources  of  crime  guns  to  vvithin-state  crime  guns  immediately^  following 
tlie  repeal. 


CONCLUSION 

The  weaknesses  in  US  federal  firearm  policies  are  well  documented  and  result  in  many  high-risk 
individuals  having  access  to  and  ixsing  fireanns  ro  commit  violent  crimes.  Roughly  half  or  more  of 
those  who  commir  gun  crimes  do  not  meet  any  of  the  prohibiting  conditions  under  federal  lavv. 
Weak  federal  law's  and  tleclining  resources  for  federal  gun  law'  enforcement  limit  the  ATF’s  alnlity’^ 
to  curtail  illegal  firearm  trafficking.  Phe  enactment  of  the  Bradys  Handgun  Violence  Prev^ention  Act 
was  a  step  in  the  direction  of  increased  accountability  to  prevent  ]:>rohihi ted  persons  Irom  obtaining 
firearm.s,  hut  it  did  not  have  a  significant  impact  on  population  homicide  or  suicide  rates  during 
tlie  first  four  years  it  was  in  place.  Yet  on  a  more  micro  level,  it  appears  that  criminals  w^ho  attempt 
to  purchase  firearms  from  licensed  gun  dealers  and  are  denied  are  less  likely  to  engage  in  violent 
crime.  Expansions  in  the  Types  of  background  checks  pertbrmed  may  also  have  protective  effects 
against  lethal  violence.  Some  expansions  in  die  conditions  diat  disqualify  someone  from  legally 
possessing  firearms— restraining  orders  for  domestic  violence  and  convictions  for  misdemeanor 
crimes  of  violence — seem  to  reduce  violence.  Others  (e.g.,  minimum  age  for  purchase  or  possession 
of  handguns,  misdemeanors  for  domestic  violence)  have  not  infiuenced  violent  crime, 

.Mounting  evidence  indicates  that  certain  laws  intended  to  increase  the  accountability^  of  firearm 
sellers  to  av  oid  risky  transfers  of  fireaiTns  are  effective  in  curtailing  the  diversity  of  guns  to  crim¬ 
inals,  in  particular  die  more  rigorous  FTP  handgun  laws,  comprehensive  background  checks. 
Strong  regulation  and  oversight  of  gun  dealers,  and  laws  requiring  gun  owners  to  promptly  re¬ 
port  lost  or  stolen  fireanns.  Evidence  that  low'er  levels  of  guns  being  diverted  to  criiTunals  will 
translate  into  less  gun  violence  is  less  robust,  l^iit  it  appears  that  rigorous  PTP  handgun  lavvs  are 
protective  against  homicides  and  suicides.  Future  research  should  examine  w  hether  these  law's  also 
curtail  nonletbal  gun  violence.  Laws  mandating  comfirehensive  background  check  requirements 
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For  firearm  purchasers  through  means  other  than  PTP  laws  should  be  studied  with  respect  to  both 
their  enforcement  as  well  as  their  impact  on  vdoleoce.  Such  studies  should  consider  the  effects 
of  coitipleraentar}^  policies  such  as  penalties  for  failure  to  comply  with  firearm  sales  laws,  explicit 
prohibitions  on  straw  purchases,  and  mandator)^  loss  and  theft  reporting.  Finally,  it  is  surprising 
that  prior  studies  have  not  systematically  examined  if  and  how^  policy^  effects  are  modified  by  the 
presence  of  ocher  policies.  For  example,  the  impact  of  a  law^  expanding  firearm  prohibitions  to 
violent  misdemeanants  may  depend  on  whether  the  state  has  a  robust  system  of  laws  in  place  to 
prevent  diversions.  Similarly,  the  impact  of  anti  diversion  laws  such  as  comprehensh^e  background 
checks  should  depend  on  the  breadth  of  the  prohibitions  for  high-risk  individuals.  Given  the 
importance  of  gun  v  iolence  to  public  safety  in  the  United  States,  greater  im^estment  in  and  com¬ 
mitment  CO  rigorous  research  are  needed  to  answer  these  and  other  important  questions  relevant 
to  the  prevention  of  gnn  \  iolence. 
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Fireamis  account  for  a  substantial  pfoportion  of  external  causes  of  death,  injury,  and  disability  across  the  world. 
Legislation  to  regulate  firearms  has  often  been  passed  with  the  intent  of  reducing  problems  related  to  their  use. 
However,  tack  of  clarity  around  which  interventions  are  effective  remains  a  major  challenge  for  policy  development. 
Aiming  to  meet  this  challenge,  we  systematically  reviewed  studies  exploring  the  associations  between  firearm- 
related  laws  and  firearm  homicides,  suicides,  and  unintentional  injuiies/deaths.  We  restricted  our  search  to  studies 
published  from  1950  to  2014.  Evidence  from  1 30  studies  in  10  countries  suggests  that  in  certain  nations  the  simul¬ 
taneous  implementation  of  laws  targeting  multiple  firearms  restrictions  is  associated  with  reductions  in  firearm 
deaths.  Laws  restricting  the  purchase  of  (e,g.,  background  checks)  and  access  to  (e,g.,  safer  storage)  firearms 
are  aiso  associated  with  lower  rates  of  intimate  partner  homicides  and  firearm  unintentional  deaths  in  children,  re¬ 
spectively.  Limitations  of  studies  include  challenges  inherent  to  their  ecological  design,  their  execution,  and  the  lack 
of  robustness  of  findings  to  model  specifications.  High  quality  research  on  the  association  between  the  implemen¬ 
tation  or  repeal  of  firearm  legislation  (rather  than  the  evaluation  of  existing  laws)  and  firearm  injuries  would  lead  to  a 
better  understanding  of  what  interventions  are  likely  to  work  given  local  contexts.  This  Information  is  key  to  move  this 
field  forward  and  for  the  development  of  effective  policies  that  may  counteract  the  burden  that  firearm  injuries  pose 
on  populations. 

death;  firearms;  homicide:  legislation;  suicide;  weapons;  wounds  and  injuries 


Abbreviations:  NCHS,  National  Center  for  Health  Statistics;  NFA,  National  Firearms  Agreement;  UCR,  Uniform  Crime  Reports. 
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Effectiveness  of  Interventions  to  Promote  Safe  Firearm  Storage 
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Despite  supportive  evidence  for  an  association  between  safe  firearm  storage  and  lower  risk  of  firearm  injury,  the 
effectiveness  of  interventions  that  promote  such  practices  remains  unclear.  Guided  by  the  Preferred  Reporting 
Items  for  Systematic  Reviews  and  Meta-Analyses  (PRISMA)  checklist,  we  conducted  a  systematic  review  of  ran¬ 
domized  and  quasi-experimental  controlled  studies  of  safe  firearm  storage  interventions  using  a  prespecified 
search  of  9  electronic  databases  with  no  restrictions  on  language,  year,  or  location  from  inception  through  May 
27, 2015.  Study  selection  and  data  extraction  were  independently  performed  by  2  investigators.  The  Cochrane  Col¬ 
laboration's  domain-specific  tool  for  assessing  risk  of  bias  was  used  to  evaluate  the  quality  of  included  studies. 
Seven  clinic- and  community-based  studies  published  in  2000-2012  using  counseling  with  or  without  safety  device 
provision  met  the  inclusion  criteria.  All  3  studies  that  provided  a  safety  device  significantly  improved  firearm  storage 
practices,  while  3  of  4  studies  that  provided  no  safety  device  failed  to  show  an  effect  Heterogeneity  of  studies  pre¬ 
cluded  conducting  a  meta-analysis.  We  discuss  methodological  considerations,  gaps  in  the  literature,  and  recom¬ 
mendations  for  conducting  future  studies.  Although  additional  studies  are  needed,  the  totality  of  evidence  suggests 
that  counseling  augmented  by  device  provision  can  effectively  encourage  individuals  to  store  their  firearms  safely. 

firearms;  program  evaiuation;  safety 


Abbreviations:  DVRO,  domestic  violence  restraining  order;  IPH,  Intimate  partner  homicide;  IPV,  intimate  partner  violence. 


INTRODUCTION 

According  to  the  Centers  for  Disease  Contail  and  Preven¬ 
tion,  about  1 18,000  Americans  including  18,000  individuals 
younger  than  20  years  of  age  sustained  fatal  or  nonfatal  fire- 
arm  injuries  in  2013  (1).  Such  injuries  lead  to  substantial 
mortality,  psychological  and  physical  morbidity,  and  high 
costs  resulting  from  medical  expenses,  reduced  productivity, 
and  diminished  quality  of  life  (2-7).  Gun  ownership  is  an  in¬ 
dependent  risk  factor  for  h rearm  injury  (8- 16),  and  estimates 
indic:ile  that  guns  are  present  in  about  one  third  of  US  house¬ 
holds  (17,  18).  However,  only  a  few  interventions  aimed  at 
liiniti  ng  fiitiiiirm  ownership  have  been  tested  ( 1 9-2 1 ),  and  such 
prevention  strategies  remain  socially  and  politically  conten¬ 
tious.  Some  studies  have  also  suggested  that  gun  owners  prefer 
not  to  he  asked  to  remove  firearms  from  their  homes  (22,  23 ). 

Notably,  more  than  one  half  of  US  households  store  a  gun 
unlocked  and/or  loaded  (17, 24),  which  provides  an  opportu¬ 
nity  to  pursue  other  strategies  to  prevent  firearm  injuries.  Safe 
storage,  including  methods  such  as  keeping  guns  unloaded, 
locked,  and  separate  from  kx:ked  ammunition,  has  been  widely 


endorsed  as  a  firearm  injury  prevention  strategy  by  medical 
professional  societies  (25-27).  Several  tirearm  advocacy  orga¬ 
nizations  have  also  encouraged  some  form  of  safety  practices 
as  an  integral  element  of  responsible  gun  ownership  (28-30). 
Importantly,  adult  patients  and  parents  of  pediatric  patients  do 
not  seem  to  be  bothered  by  conversations  about  guns  (22,  23, 
3  L),  and  the  concept  of  safe  firearm  storage  has  enjoyed  broad 
public  support  (32). 

Case-contml  and  cross-sectional  studies  among  children 
and  adults  have  consistently  showm  a  low^er  risk  of  .self-inflicted 
firearm  injuries  and  deaths  in  households  that  practice  safe 
storage  compared  with  those  in  which  guns  are  stored  un¬ 
locked  and/or  loaded  (9-1 1,  13,  15,  33,  34),  :il though  some 
of  those  studies  were  limited  by  insufficient  statistical  power 
(9,  10,  34).  In  addition,  a  study  of  a  nationally  repiesentative 
sample  of  suicide  decedents  found  that  individuals  living  in 
households  with  sale  storage  practices  were  less  likely  to 
cominit  suicide  using  a  firearm  (35).  This  finding  is  notable 
because  of  the  importance  of  specifically  preventi  ng/tr^t/ry/f- 
related  suicide  attempts  since  the  case  fatality  of  those  (85%) 
is  greater  than  that  of  other  methods  such  as  suffocation  (69%) 
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From: 

Sent: 

To: 

Subject: 


Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

1  Aug  2016  20:35:14  +0000 

Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

RE:  F/U  -  GAO 


You're  welcome. 

From;  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  4:35  PM 
To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  F/U  -  GAO 
Thank  you  very  much  I 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  4:34  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <v5x6^cdc.Eov> 

Subject:  RE:  F/U  -  GAO 
Yes  -  that's  the  one. 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  4:34  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lldOfacdc.gov> 

Subject:  RE:  F/U  -  GAO 
Thanks  Linda-  the  Rowhani  article  correct? 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  4:27  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6(Scdc.gov> 

Subject:  RE:  F/U  -  GAO 

It's  the  systematic  review  on  safe  storage.  It  was  included  in  the  attachments  sent  last  week. 

From;  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  4:26  PM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0f5)cdc.gov> 

Subject:  RE:  F/U  -  GAO 
Just  got  one  follow  up  item: 

Janean  (CDCGAO)  also  bad  that  we  were  going  to  include  a  study  on  provision  of  safety  device  which 
lOM  identified  as  gap  area.  Is  that  one  of  the  attachments  you  sent  last  week? 

Thanks! 

Elizabeth 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  1:12  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6@cdc.eov> 

Subject:  RE:  F/U  -  GAO 
Sure  -  here  you  go. 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  11:48  AM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldO{g)cdc.gov> 

Subject:  RE:  F/U  -  GAO 

Would  you  mind  sharing  your  notes  with  me  that  you  used  for  the  call?  I  won't  send  them  anywhere 
use  them  for  anything,  I  just  want  to  reread  what  you  said  for  my  own  long  term  FA  knowledge. 


From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  11:46  AM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6^cdc.EQV> 

Subject:  RE:  F/U  -  GAO 
Thank  you,  Elizabeth! 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  August  01,  2016  11:31  AM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0facdc.gov>:  Doyle,  Nadine  (CDC/ONDIEH/NCIPC) 
<hvx8@cdc.gov> 

Subject:  RE:  F/U -GAO 

Thanks  so  much  Linda!  Malia  forwarded  it  all  to  me  last  week  and  I  sent  it  up  right  away.  I  will  let  you 
know  if  I  hear  anything  else  from  them. 

You  did  a  fantastic  job  on  Thursday!  I  really  appreciate  all  your  help  on  this. 

Elizabeth 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  11:29  AM 

To:  Doyle,  Nadine  (CDC/ONDIEH/NCIPC)  <hvx8f5>cdc.gov> 

Cc:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6L5)cdc.gov> 

Subject:  FW:  F/U  -  GAO 
FYI 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  July  28,  2016  4:30  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0f5)cdc.gov> 

Subject:  F/U  -  GAO 
Hi  Malia  - 

Here's  follow-up  materials  to  send  up  to  the  Center,  including  the  response  to  Q4  about  the  impact  of 
the  Dickey  amendment  (attached)  and  the  summary  report  from  the  Federal  Partner  Meeting  (also 
attached). 

Federal  Partner  Meeting  (summary  report  attached) 

CDC  and  the  CDC  Foundation  co-sponsored  a  two-day  convening  of  stakeholders  partners  from  multiple 
federal  agencies  in  Washington,  DC  on  February  19-20,  2014.  Representatives  from  the  Departments  of 
Education,  HHS,  and  DOJ,  met  in  Washington,  D.C.  to  discuss  current  efforts  and  future  opportunities 
associated  with  firearm  violence  prevention  research.  The  meeting  objectives  were  to: 

1.  Discuss  approaches  for  strengthening  data  to  understand  patterns  and  characteristics  of  firearm 

violence  and  to  address  research  questions 

2.  Discuss  ways  to  ensure  that  the  research  carried  out  by  the  different  agencies  is  complementary  and 

builds  upon  individual  and  collective  strengths 

3.  Identify  opportunities  to  collaborate  on  current  or  future  efforts 
Systematic  reviews  (firearm  laws  and  safe  storage)  ~  attached 

•  Santaella-Tenorio  etal.  What  do  we  know  about  the  association  between  firearm  legislation  and 

firearm-related  injuries?  Epidemiologic  Reviews,  2016;  38:140-157. 

•  AN  Rowhani-Rahbar  et  al.  Effectiveness  of  interventions  to  promote  safe  firearm  storage. 

Epidemiologic  Reviews,  2016;  doi;10.1093/epirev/mxv006 
CDC  paper: 


•  Fowler  K,  Dahiberg  LL,  Haileyesus  T,  Annest  JL,  Bacon  S.  Firearnn  injuries  in  the  United  States. 

Preventive  Medicine  2015;  79:5-14.  (attached) 

Paper  on  the  pilot  study  related  to  lethal  means  counseling  and  safe  storage  of  medications  and 
firearms 

•  Runyan,  C.  W.,  Becker,  A.,  Brandspigel,  S.,  Barber,  C.,  Trudeau,  A.,  &  Novins,  D.  (2016).  Lethal 

Means  Counseling  for  Parents  of  Youth  Seeking  Emergency  Care  for  Suicidality.  West  J  Emerg 
Med,  17(1),  8-14.  doi:  10.5811/westjem. 2015. 11. 28590  (attached) 
lOM  Papers: 

The  papers  were  presented  during  the  lOM's  Means  of  Violence  Workshop  held  December  18,  2014  and 
are  included  as  "attachments"  to  the  Workshop  Summary  Report.  Direct  links  to  the  paper  are  below 
( http://nationalacademie5.org/hmd/activitie5/global/violencefQrum/2Q14-dec-18.aspx). 

Direct  Links  to  the  Papers: 

http://iom.natiQnalacademie5.Qrg/~/media/Files/Activitv%20Fiies/GlQbal/2014-DEC-18/Alcohol- 

Firearms.pdf. 

http://nationalacademies.org/hmd/~/media/File5/Activitv%20Files/Glob3l/2014-DEC-18/Youth- 

Acauisition-Carrving-Firearms-US.pdf 

http://iom.nationalacademies.org/~/media/Files/Activitv%2QFiles/Global/2Q14-DEC-18/Firearm5- 

Suicide-Homicide.pdf. 

Linda  L.  Dahiberg,  Ph.D. 

Senior  Advisor  to  the  Director 

Division  of  Violence  Prevention 

CDC/ONDIEH/NCIPC 

4770  Buford  Highway,  NE.,  MS-E64 

Atlanta,  GA  30341 

Tel:  770-488-4496 

Eax:  770-488-4349 

Email:  ldahlberg@cdc.gQV 

CDCf24/7 


From: 

Sent: 

To: 

Subject: 


Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

lAug  2016  16:26:14  -0400 

Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

RE:  F/U  -  GAO 


Just  got  one  follow  up  item: 

Janean  (CDC  GAO)  also  had  that  we  were  going  to  include  a  study  on  provision  of  safety  device  which 
lOM  identified  as  gap  area.  Is  that  one  of  the  attachments  you  sent  last  week? 

Thanks! 

Elizabeth 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  August  01,  2016  1:12  PM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  F/U  -  GAO 
Sure  -  here  you  go. 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  11:48  AM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0f5icdc.gov> 

Subject:  RE:  F/U  -  GAO 

\A/ould  you  mind  sharing  your  notes  with  me  that  you  used  for  the  call?  I  won't  send  them  anywhere  or 
use  them  for  anything,  I  just  want  to  reread  what  you  said  for  my  own  long  term  FA  knowledge. 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  August  01,  2016  11:46  AM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <v5x6@cdc.gov> 

Subject:  RE:  F/U  -  GAO 
Thank  you,  Elizabeth! 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  August  01,  2016  11:31  AM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lid0(Scdc.gQV>:  Doyle,  Nadine  (CDC/ONDIEH/NCIPC) 
<hvx8@cdc.gov> 

Subject:  RE:  F/U  -  GAO 

Thanks  so  much  Linda!  Malta  forwarded  it  all  to  me  last  week  and  I  sent  it  up  right  away.  I  will  let  you 
know  if  I  hear  anything  else  from  them. 

You  did  a  fantastic  job  on  Thursday!  I  really  appreciate  all  your  help  on  this. 

Elizabeth 

From;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  11:29  AM 

To:  Doyle,  Nadine  (CDC/ONDIEH/NCIPC)  <hvx8@cdc.gov> 

Cc:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <v5x6g)cdc.gov> 

Subject:  FW:  F/U  -  GAO 
FYI 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  July  28,  2016  4:30  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 


Cc:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldOPcdc.gov> 

Subject:  F/U  -  GAO 
Hi  Malia  “ 

Here's  follow-up  materials  to  send  up  to  the  Center,  including  the  response  to  Q4  about  the  impact  of 
the  Dickey  amendment  (attached)  and  the  summary  report  from  the  Federal  Partner  Meeting  (also 
attached). 

Federal  Partner  Meeting  (summary  report  attached) 

CDC  and  the  CDC  Foundation  co-sponsored  a  two-day  convening  of  stakeholders  partners  from  multiple 
federal  agencies  in  Washington,  DC  on  February  19-20,  2014.  Representatives  from  the  Departments  of 
Education,  HHS,  and  DOJ,  met  in  Washington,  D.C.  to  discuss  current  efforts  and  future  opportunities 
associated  with  firearm  violence  prevention  research.  The  meeting  objectives  were  to: 

1,  Discuss  approaches  for  strengthening  data  to  understand  patterns  and  characteristics  of  firearm 

violence  and  to  address  research  questions 

2,  Discuss  ways  to  ensure  that  the  research  carried  out  by  the  different  agencies  is  complementary  and 

builds  upon  individual  and  collective  strengths 

3,  Identify  opportunities  to  collaborate  on  current  or  future  efforts 
Systematic  reviews  (firearm  laws  and  safe  storage)  -  attached 

•  Santaella-Tenorio  et  al.  What  do  we  know  about  the  association  between  firearm  legislation  and 

firearm-related  injuries?  Epidemiologic  Reviews,  2016;  38:140-157. 

•  Ali  Rowhani-Rahbar  et  al.  Effectiveness  of  interventions  to  promote  safe  firearm  storage. 

Epidemiologic  Reviews,  2016;  doi:10.1093/epirev/mxv006 
CDC  paper: 

•  Fowler  K,  Dahiberg  LL,  Haileyesus  T,  Annest  JL,  Bacon  S.  Firearm  injuries  in  the  United  States. 

Preventive  Medicine  2015;  79:5-14.  (attached) 

Paper  on  the  pilot  study  related  to  lethal  means  counseling  and  safe  storage  of  medications  and 
firearms 

•  Runyan,  C.  W.,  Becker,  A.,  Brandspigel,  S,,  Barber,  C.,  Trudeau,  A.,  &  Novins,  D.  (2016).  Lethal 

Means  Counseling  for  Parents  of  Youth  Seeking  Emergency  Care  for  Suicidality*  WestJ  Emerg 
Med,  17(1),  8-14.  doi:  10.5811/westJem. 2015. 11.28590  (attached) 
lOM  Papers: 

The  papers  were  presented  during  the  lOM's  Means  of  Violence  Workshop  held  December  18,  2014  and 
are  included  as  "attach men ts''  to  the  Workshop  Summary  Report.  Direct  links  to  the  paper  are  below 
(http://natronalacademLes.org/hmd/activitje5/global/violenceforum/2Q14-dec-18.aspx). 

Direct  Links  to  the  Papers: 

http://iom.natiQnalacademies>QrR/"'/media/File5/Activitv%2QFiles/Global/2Q14-DEC-18/AlcQhQl- 

Firearms.pdT 

http://nationalacademie5.org/hmd/^/media/Fites/Activitv%2OFil05/Global/2O14-DEC-18/Youth- 

Acquisition-Carrying-Firearms-US^pdf 

http://iQmmatiQnalacademies.Qrg/'"/medi3/Files/Activity%2QFiles/GlQbal/2Q14-DEC-18/Firearms- 

Suicide-Horn  icide.pdf. 

Linda  L.  Dahiberg,  Ph.D. 

Senior  Advisor  to  the  Director 

Division  of  Violence  Prevention 

CDC/ONDIEH/NCIPC 

4770  Buford  Highway,  NE.,  M5-F64 

Atlanta,  GA  30341 

Tel:  770-48S-4496 


Fax:  770-488-4349 
Email:  ldahlberg@cdc.Eov 


CDC{24y7 


From: 

Sent: 

To; 

Subject: 

Attachments: 


Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

lAug  2016  17:11:46  +0000 

Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

RE:  F/U  -  GAO 

GAO  Request-  Firearm  Safety  and  Public  Health.docx 


Sure  -  here  you  go. 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  11:48  AM 
To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  F/U  -  GAO 

Would  you  mind  sharing  your  notes  with  me  that  you  used  for  the  call?  I  won't  send  them  anywhere  or 
use  them  for  anything,  I  just  want  to  reread  what  you  said  for  my  own  long  term  FA  knowledge. 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  11:46  AM 

To:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6pcdc.EQv> 

Subject:  RE:  F/U  -  GAO 
Thank  you,  Elizabeth! 

From:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  August  01,  2016  11:31  AM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0fScdc.gov>:  Doyle,  Nadine  (CDC/ONDIEH/NCIPC) 
<hvx8@cdc.gov> 

Subject:  RE:  F/U  -  GAO 

Thanks  so  much  Linda!  Malia  forwarded  it  all  to  me  last  week  and  I  sent  it  up  right  away.  I  will  let  you 
know  if  I  hear  anything  else  from  them. 

You  did  a  fantastic  job  on  Thursday!  I  really  appreciate  all  your  help  on  this, 

Elizabeth 

From:  Dahiberg,  Linda  L,  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  August  01,  2016  11:29  AM 

To:  Doyle,  Nadine  (CDC/ONDIEH/NCIPC)  <hyx8(®cdcgoy> 

Cc:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6@cdc,Eov> 

Subject:  FW:  F/U  -  GAO 
FYI 

From:  Dahiberg,  Linda  L,  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  July  28,  2016  4:30  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Dahiberg,  Linda  L,  (CDC/ONDIEH/NCIPC)  <lld0(acdc.EOv> 

Subject:  F/U  -  GAO 
Hi  Malia  - 

Here's  follow-up  materials  to  send  up  to  the  Center,  including  the  response  to  Q4  about  the  impact  of 
the  Dickey  amendment  (attached)  and  the  summary  report  from  the  Federal  Partner  Meeting  (also 
attached). 

Federal  Partner  Meeting  (summary  report  attached) 

CDC  and  the  CDC  Foundation  co-sponsored  a  two-day  convening  of  stakeholders  partners  from  multiple 
federal  agencies  in  Washington,  DC  on  February  19-20,  2014,  Representatives  from  the  Departments  of 


Education^  HHS,  and  DOJ,  met  in  Washington,  D.C.  to  discuss  current  efforts  and  future  opportunities 
associated  with  firearm  violence  prevention  research.  The  meeting  objectives  were  to^ 

1.  Discuss  approaches  for  strengthening  data  to  understand  patterns  and  characteristics  of  firearm 

violence  and  to  address  research  questions 

2.  Discuss  ways  to  ensure  that  the  research  carried  out  by  the  different  agencies  is  complementary  and 

builds  upon  individual  and  collective  strengths 

3.  identify  opportunities  to  collaborate  on  current  or  future  efforts 
Systematic  reviews  (firearm  laws  and  safe  storage)  -  attached 

•  Santaella-Tenorio  et  al.  What  do  we  know  about  the  association  between  firearm  legislation  and 

firearm-related  injuries?  Epidemiologic  Reviews,  2016;  38:140-157. 

•  Ali  Rowhani-Rahbar  et  al.  Effectiveness  of  interventions  to  promote  safe  firearm  storage. 

Epidemiologic  Reviews,  2016;  doi:10.1093/epirev/mxv006 
CDC  paper: 

•  Fowler  K,  Dahiberg  LL,  Haileyesus  T,  Annest  JL,  Bacon  S,  Firearm  injuries  in  the  United  States. 

Preventive  Medicine  2015;  79:5-14.  (attached) 

Paper  on  the  pilot  study  related  to  lethal  means  counseling  and  safe  storage  of  medications  and 
firearms 

•  Runyan,  C.  W.,  Becker,  A,,  Brandspigel,  S,,  Barber,  C.,  Trudeau,  A,,  &  Novins,  D,  (2016).  Lethal 

Means  Counseling  for  Parents  of  Youth  Seeking  Emergency  Care  for  Suicidality,  WestJEmerg 
Med,  17(1),  8-14.  doi:  10.5811/westjem. 2015. 11. 28590  (attached) 
lOM  Papers: 

The  papers  were  presented  during  the  lOM's  Means  of  Violence  Workshop  held  December  IS,  2014  and 
are  included  as  ''attach men ts^'  to  the  Workshop  Summary  Report.  Direct  links  to  the  paper  are  below 
(http://natiQn3tacademres.or^/hnnd/activitie5/R!obal/violencefoFum/2Q14-dec-18.aspx). 

Direct  Links  to  the  Papers: 

http://iom.natiQnalacademie5.Qrg/"'/medfa/File5/Activitv%2QFiles/GlQbal/2014-DEC-18/AlcohQl- 

Firearms.pdf. 

http://nationalacademies.orR/hmd/^/medi3/Files/Activitv%20Files/Glob3l/2014-DEC-18/YQUth- 

Acquisition-Carrving-Firearms-U5.pdf 

http://iom.nationalacademie5.org/"^/media/File5/Activitv%20File5/Global/2014-DEC“18/Firearm5“ 

Suicide-Homicjde.pdf. 

Linda  L.  Dahiberg,  Ph.D. 

Senior  Advisor  to  the  Director 

Division  of  Violence  Prevention 

CDC/ONDIEH/NCIPC 

4770  Buford  Highway,  NE.,  M5-F64 

Atlanta,  GA  30341 

Tel:  770-488-4496 

Fax:  770-488-4349 

Email:  ldahlberfi(@cdc.EOV 

CDC(2^7 


From: 

Sent: 

To: 

Subject: 


Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

29Jul  2016  08:15:15-0400 

Dahlberg,  Linda  L  {CDC/ONDIEH/NCIPC) 

RE:  F/U-GAO 


Thanks  Linda!  Well  forward  these  resources. 

Malia 

From:  Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  July  28,  2016  4:30  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Cc:  Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Subject:  F/U-GAO 
Hi  Malia  - 

Here's  follow-up  materials  to  send  up  to  the  Center,  including  the  response  to  Q4  about  the  impact  of 
the  Dickey  amendment  (attached)  and  the  summary  report  from  the  Federal  Partner  Meeting  (also 
attached). 

Federal  Partner  Meeting  (summary  report  attached) 

CDC  and  the  CDC  Foundation  co-sponsored  a  two-day  convening  of  stakeholders  partners  from  multiple 
federal  agencies  in  Washington,  DC  on  February  19-20,  2014,  Representatives  from  the  Departments  of 
Education,  HHS,  and  DOJ,  met  in  Washington,  D.C.  to  discuss  current  efforts  and  future  opportunities 
associated  with  firearm  violence  prevention  research.  The  meeting  objectives  were  to: 

1.  Discuss  approaches  for  strengthening  data  to  understand  patterns  and  characteristics  of  firearm 

violence  and  to  address  research  questions 

2.  Discuss  ways  to  ensure  that  the  research  carried  out  by  the  different  agencies  is  complementary  and 

builds  upon  individual  and  collective  strengths 

3.  Identify  opportunities  to  collaborate  on  current  or  future  efforts 
Systematic  reviews  (firearm  laws  and  safe  storage)  --  attached 

•  Santaella-Tenorio  et  aL  What  do  we  know  about  the  association  between  firearm  legislation  and 

firearm-related  injuries?  Epidemiologic  Reviews,  2016;  38:140-157. 

•  AN  Rowhani-Rahbar  et  aL  Effectiveness  of  interventions  to  promote  safe  firearm  storage. 

Epidemiologic  Reviews,  2016;  doi:10.1093/epirev/mxv006 
CDC  paper: 

•  Fowler  K,  Dahiberg  LL,  Haileyesus  T,  Annest  JL,  Bacon  S,  Firearm  injuries  in  the  United  States. 

Preventive  Medicine  2015;  79:5-14.  (attached) 

Paper  on  the  pilot  study  related  to  lethal  means  counseling  and  safe  storage  of  medications  and 
firearms 

•  Runyan,  C.  W.,  Becker,  A.,  Brandspigel,  S.,  Barber,  C.,  Trudeau,  A,,  &  Novins,  D.  (2016).  Lethal 

Means  Counseling  for  Parents  of  Youth  Seeking  Emergency  Care  for  Suicidality.  West  J  Emerg 
Med,  17(1),  8-14,  doi:  10,5Sll/westjem. 2015. 11. 28590  (attached) 
lOM  Papers: 

The  papers  were  presented  during  the  lOM's  Means  of  Violence  Workshop  held  December  IS,  2014  and 
are  included  as  "attachments'"  to  the  Workshop  Summary  Report.  Direct  links  to  the  paper  are  below 
(http://national3cademies.Qrg/hmd/activities/Rlobal/violenceforum/2014-dec-18.aspx), 

Direct  Links  to  the  Papers: 

http://iommatiQna[ac3demies,Qrg/"^/media/Files/Act[vitv^2QFiles/GlQbal/2Q14-DEC-18/AlcQhQl- 

Firearms, pdf 


http://national3cademies.org/hmd/~/media/Files/Activitv%20Files/Global/2014-DEC-18/YQUth- 

Acquisition-Carrving-Firearms-U5.pdf 

http://iom.nationalacademie5.orH/~/media/File5/Activitv%20Fiies/Glob3l/2Q14-DEC-18/Firearnn5- 

Suicide-HofTiicide.pdf. 

Linda  L.  Dahiberg,  Ph.D. 

Senior  Advisor  to  the  Director 

Division  of  Violence  Prevention 

CDC/ONDIEH/NGPC 

4770  Buford  Highway,  NE.,  MS-F64 

Atlanta,  GA  30341 

Tel:  770-488-4496 

Fax;  770-488-4349 

Email:  ldahlberfi(a cdc.gov 

CDC@/7 

frwn  jnd  kttfury 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  23  Feb  2018  17:13:54 +0000 

To:  Roby,  Sarah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Gun  violence  research  by  the  government  hasn't  been  funded  in  two 

decades.  But  that  may  soon  change. 

I'm  glad. 

From:  Roby,  Sarah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  February  23,  2018  9:29  AM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  Gun  violence  research  by  the  government  hasn't  been  funded  in  two  decades.  But  that 
may  soon  change. 

Hi  Tom, 

Thank  you  so  much  for  sending  this.  It  renewed  my  optimism  for  the  day  Q 
Sarah 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  February  23,  2018  8:47:37  AM 

To;  Sileno,  Samantha  (CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Roby,  Sarah 
(CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Black,  Erin  (CDC/ONDIEH/NCIPC) 
Subject:  FW:  Gun  violence  research  by  the  government  hasn't  been  funded  in  two  decades.  But  that 
may  soon  change. 

FYI 


From;  DIANA  H  FISHBEIN  [mailto:dfishbein@psu.edu] 

Sent;  Thursday,  February  22,  2018  1:04  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Subject:  FW:  Gun  violence  research  by  the  government  hasn't  been  funded  in  two  decades.  But  that 
may  soon  change. 

This  would  be  huge  if  it  came  to  fruition! 


Diana  H.  Fishbein^  Ph.D, 


Professor,  Department  of  Human  DeveJopment  and  Family  Studies 

Director,  Progrum  for  Translational  Research  on  Adversity  and  Neurodevelopment 

The  Pennsylvanfa  State  University 

218  Health  and  Human  Development  Building 

University  Park,  PA  1 6802 


814-865-7377 

And 

Director,  National  Prevention  Science  Coalition  to  Improve  Lives 
WWW  ■  npscQ  a  I  iti  on.  org 
From:  Bobby  Vassar  [mailto » 


(b)(6) 


Sent:  Thursday,  February  22,  2018  12:25  PM 
To:  DIANA  H  FISHBEIN  <dfishbein@psu.edu>:  roman-iohn@norc.org;  Michael  Greene 


_ CM6] _ I 

Subject:  Gun  violence  research  by  the  government  hasn't  been  funded  in  two  decades.  But  that  may 
soon  change. 


This  seems  encouraging! 


From:  The  Washington  Post  rmailto:email@washinqtonpost.conn1 
Sent;  Thursday,  February  22,  2018  9:32  AM 
To:  Bobby  Vassar 

Subject:  The  Health  202:  Gun  violence  research  by  the  government  hasn't  been  funded  in  two  decades. 
But  that  may  soon  change. 
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Analysis  on  Washington's  health-care  debate.  Not  on  the  list?  Sign  up  here. 
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Gun  violence  research  by  the  government  hasn*t  be 

two  decades.  But  that  may  soon  change. 


CNN’s  town  hall  on  gun  violence,  annotated 


is  the  latest  school  shooting  enough  to  convince  Congress  to  ; 
violence  research  again?  Democrats  are  hoping  it  just  might  bf 

In  the  wake  of  the  Parkland,  Fla.,  tragedy  that  left  17  dead  at  a  local 
Republicans  are  generally  resisting  passing  stricter  gun  control  laws 
of  their  resolve  is  starting  to  crack  as  President  Trump  and  GOP  lav 
an  openness  to  strengthening  background  checks  or  gun  violence  n 
laws.  One  of  them  is  Sen.  Marco  Rubio  (R-Fla.),  who  participated  in 
and  emotional  CNN  town  hall  last  night  on  gun  violence  in  which  he 
the  minimum  age  for  buying  a  rifle  and  stated  he  is  reconsidering  hii 
capacity  magazines. 

And  student  displays  —  such  as  thelie-in  protests  teenagers  staged 
White  House  this  week  -  have  given  gun-safety  advocates  fresh  ho 


_ J.I _ _ 


You  are  reading  The  Health  202,  our  must- 
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Not  a  regular  subscriber? 


SIGN  UP  NOW 


Fake  Pcrcocct  pills  that  arc  actually  t^ntanyl.  (Tommy  Farm  cr/Tcnncs  see  Bureau  ofinvestigation  via  AP) 

AHH:  Drug  overdose  deaths  declined  in  14  states  in  the  12- 
month  period  before  July  2017,  according  to  new  provisional 


data  from  CDC  reported  by  Stateline.  While  drug  deaths  have 
been  climbing  steadily  every  year,  in  nearly  every  state,  the  new 
data  is  a  potentially  hopeful  sign  that  policies  aimed  at  the  opioid 
epidemic  may  be  working,  Christine  Vestal  writes. 

"The  reported  drop  in  overdose  deaths  occurred  in  Wyoming,  Utah, 
Washington,  Alaska,  Montana,  Mississippi,  Kansas,  Rhode  Island, 
Oregon,  California,  Tennessee,  Massachusetts,  Arizona  and 
Hawaii,"  Christine  writes.  "That  compares  with  declines  in  only  three 
states  —  Nebraska,  Washington  and  Wyoming  —  reported  for  an 
earlier  12-month  period  that  ended  in  January  201 /....Previously, 
the  CDC  only  made  death  data  available  once  a  year  and  it  was  12 
to  14  months  behind.  In  a  fast-moving  opioid  scourge, 
epidemiologists  say  the  increased  frequency  of  overdose 
death  reporting  is  a  welcome  improvement." 


A  resident  of  the  Puerto  Nuevo  neighborhood  in  San  Juan,  Puerto  Rico  walks  through  flood  water  during  the 
passage  of  Hurricane  Maria.  (HECTOR  RETAMAL/AFP/Getry  Images) 

OOF:  Calls  to  suicide  hotlines  in  Puerto  Rico  have  almost 
tripled  in  the  months  since  Hurricane  Maria.  Starting  in 
November  and  lasting  through  January,  a  crisis  hotline  on  the  island 
received  3,050  calls  from  people  who  said  they  had  attempted 
suicide,  a  246  percent  increase  compared  with  the  same  period  last 
year.  Vox’s  Alexia  Fernandez  Campbell  reports.  Even  more  people 
--  about  9,645  --  called  the  hotline  to  report  suicidal  thoughts,  an  83 
percent  jump  from  the  same  time  last  year. 

The  suicide  rate  is  the  highest  it  has  been  in  four  years,  Alexia 
writes,  citing  data  reported  by  Puerto  Rico’s  Department  of  Health 
and  El  Nuevo  Dia,  Puerto  Rico’s  largest  newspaper.  “It's  hard  to  tell 
how  much  of  the  spike  is  directly  related  to  the  aftermath  of 
Hurricane  Maria.  But  the  likely  connection  is  difficult  to  ignore,” 


Alexia  writes. 

Julio  Santana  Marino,  a  psychology  professor  at  Universidad  Carlos 
Albizu  in  Puerto  Rico,  told  El  Nuevo  Dia  the  common  risk  factors  for 
suicide  were  compounded  in  the  aftermath  of  the  storm.  "It's  normal 
for  there  to  be  family  conflicts,  but  when  you  add  the  stress  of  more 
than  five  months  without  power,  without  food,  living  patterns  change 
...  it  makes  it  harder  for  people  to  manage  daily  life,"  Santana 
Marino  said. 


The  Duck  Valley  Indian  Reservation  in  Ow^yhee,  Nevada.  (Darin  Oswald  for  The  Washington  Post) 


OUCH:  Robert  Weaver,  Trump’s  nominee  to  lead  the  Indian 
Health  Service,  has  withdrawn  his  name  from  consideration 
after  a  series  of  Wall  Street  Journal  articles  reporting  that  he'd 
embellished  some  of  his  previous  professional  experience  and 


left  a  former  employer  in  financial  disarray.  “Mr.  Weaver  is  no 
longer  the  Administration’s  nominee  for  Director  of  the  Indian  Health 
Service,”  an  HHS  spokeswoman  told  WSJ  yesterday. 

The  paper  reported  that  while  Weaver  said  he  maintained 
leadership  positions  at  a  hospital,  former  colleagues  and 
supervisors  claimed  he  served  as  a  registration  clerk.  Weaver,  who 
is  a  member  of  the  Quapaw  tribe,  was  nominated  for  the  position  in 
October. 


President  Trump.  (AP  Photrv  Manuel  Balce  Ceneta) 


--Trump  has  been  prodding  Congress  to  pass  a  "Right  to  Try" 


law  making  experimental  medications  available  to  terminally  ill 
patients,  CNBC  reports.  A  lawmaker  working  closely  on  the  issue 
said  last  week  the  president  asked  him  point  blank,  "How  close  are 
you  to  getting  this  done?" 

A  top  priority  for  a  number  of  conservative  groups,  Trump  called  for 
a  Right  to  Try  law  in  his  State  of  the  Union  address  last  month. 
These  laws,  which  38  states  have  enacted,  allow  patients  to  take 
experimental  medications  outside  of  clinical  trials  as  long  as  the 
therapies  have  undergone  preliminary  safety  testing.  Here's  our 
Health  202  on  Right  to  Try. 
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STATE  SCAN 


New  Jersey  Gov.  Phil  Murphy  (D)  signs  legislation  Wednesday  setting  aside  about  $7.5  million  for  family 
planning  and  women's  health,  (AP  Photo/Miehael  Catalini) 

"Yesterday  New  Jersey  Gov.  Phil  Murphy,  a  Democrat,  signed 
his  first  law  in  office,  restoring  $7.5  million  for  women’s  health 
and  family  planning  that  was  vetoed  by  former  Republican 
Gov.  Chris  Christie.  “Today  we  are  saying  in  a  clear  voice  that 
New  Jersey  will  once  again  stand  for  the  right  things,”  Murphy  told  a 
crowd  that  included  Planned  Parenthood  President  Cecile  Richards, 
per  the  Associated  Press.  “New  Jersey  will  once  again  stand  up  for 
women’s  health.” 

The  funding,  which  Christie  slashed  eight  years  ago,  went  to  health 
providers,  including  Planned  Parenthood,  but  couldn't  be  used  for 
abortions.  While  Christie  said  he  opposed  the  legislation 


because  it  circumvented  the  regular  budget  process, 
Democrats  who  control  the  state  legislature  said  it's  needed 
for  preventive  care,  including  breast  and  cervical  cancer 
screenings. 

"The  eight-year  wait  to  restore  the  funding  was  a  pointed  theme," 
the  AP  writes.  "Murphy  thanked  a  host  of  lawmakers  for  passing  the 
legislation  and  focused  at  one  point  on  sponsor  Senate  Majority 
Leader  Loretta  Weinberg,  who  introduced  the  bill  each  year  of 
Christie’s  term." 

"If  there’s  a  motto  that  we  can  ascribe  to  you  I  think  it  is  this:  If  at 
first  you  don’t  succeed  try,  try,  try  and  try,  try,  try  and  try  and  try 
again,”  he  said. 

“A  few  more  good  reads  from  The  Post  and  beyond: 

Florida  House  Declines  Debate  On  Assault  Rifles.  Calls  Porn  A 

'Health  Risk' 


The  lawmakers  voted  71-36  against  opening  up 
debate  on  the  bill  that  would  ban  assault  weapons 
and  large-capacity  magazines,  leaving  it  in 
committees  that  aren't  scheduled  to  meet  during  this 
session. 

NPR  •  Read  more  » 


HEALTH  ON  THE  HILL 


Beyond  'Obamacare':  New  liberal  plan  on  health  care  overhaul 


A  major  liberal  policy  group  is  raising  the  ante  on  the  health  care  debate  with 
a  new  plan  that  builds  on  Medicare  to  guarantee  coverage  for  all.  Called 
“Medicare  Extra  for  Ail,”  the  proposal  to  be  released  Thursday  by  the  Center 
for  American  Progress  gives  politically  energized  Democrats  more  options  to 
achieve  a  long-sought  goal. 

Associated  Press  •  Read  more  » 


MEDICAL  MISSIVES 


It's  OK  to  Use  Nasal  Spray  Flu  Vaccine  Again,  US  Panel  Says 

It's  OK  for  doctors  to  start  using  a  kid-friendly  nasal 
spray  flu  vaccine  again,  a  federal  panel  said 
Wednesday, 

Associated  Press  •  Read  more  » 


Study  Seeks  to  End  Antidepressant  Debate-The  Drugs  Do 

Work 

A  vast  research  study  that  sought  to  settle  a  long¬ 
standing  debate  about  whether  or  not  anti-depressant 
drugs  really  work  has  found  they  are  indeed  effective 
in  relieving  acute  depression  in  adults. 

Reuters  •  Read  more  » 
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OPIOID  OPTICS 


Mexican  cartels  pushing  more  heroin  after  U.S.  states  relax 

marijuana  laws 


Mexican  growers  and  cartels  find  trafficking  heroin 
nnore  profitable  than  marijuana  as  some  states  allow 
marijuana  use. 

USA  Today  •  Read  more  » 


DAYBOOK 


Coming  Up 

•  The  Joint  House  and  Senate  Veterans'  Affairs  Committees 
hold  a  hearing  on  the  legislative  presentation  of  the  Disabled 
American  Veterans  on  March  1, 


SUGAR  RUSH 


Unpacking  America's  perceptions  about  mass  shootings  and  gun 
control: 


Unpacking  America’s  perceptions  about  mass  shootings  and  gun  control 


Trump’s  meeting  with  Florida  school  shooting  survivors,  in  three 
minutes: 


Trump’s  meeting  with  Fla.  school  shooting  survivors,  in  three  minutes 


Fred  Guttenberg,  whose  daughter  Jaime  was  killed  in  last  week's 
shooting,  called  Sen.  Marco  Rubio's  (R-Fla.)  comments  at  a  CNN 
town  hall  "pathetically  weak:" 


Parent  of  Fla.  shooting  victim  slams  Rubio  for  'pathetically  weak'  comments 


lie  |§.  Florida 


Can  you  look  at  me  and  tell  me  you  will  do  something  about  guns?  1 


cm  STUDENTS  OF  STONEMAN  DOUGLAS  DEMAND  ACTION 


•MudinMtandUp 


Andrew  Pollack,  whose  daughter  died  in  the  high  school  shooting  in 


^=X!^L 

Bobby 

“The  test  of  our  progress  is  not  whether  we  add  more  to  the  abundance  of  those  who  have  much; 
it  is  whether  we  provide  enough  for  those  who  have  too  little.”  FDR,  1933 
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Denu/crucy  Dhs  in  Darkness 


From: 

Sent: 

To: 

(CDC/ONDIEH/NCIPC) 

Cc: 

Subject: 

violence  research 

Interesting  indeed! 

Thank  voul 

Amy 

404-259-6787 
From:  Bonzo,  Sandra  E.  (CDC/ONDIEH/OD) 

Sent:  Thursday,  March  17,  2016  12:05  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

Cc:  Ikeda,  Robin  (CDC/ONDIEH/OD) 

Subject:  FW:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
research 

May  be  a  coincidence  but  compare  questions  in  the  attached  letter  to  the  questions  from  Kate 
Masters  in  early  February. 


Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

17  Mar  2016  19:08:42  -0400 

Bonzo,  Sandra  E.  {CDC/ONDIEH/OD);Houry,  Debra  E. 

Ikeda,  Robin  (CDC/ONDIEH/OD) 

Re:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun 


From:  Jones,  Kamara  (OS/ASPA) 

Sent:  Tuesday,  March  15,  2016  4:00  PM 

To:  Robinson,  Michael  J  (HHS/ASPA)  <michael.robinsQn@hhs,gov>;  Burden,  Bernadette 
(CDC/OD/OADC)  <btb8@cdc.gov>;  OS  -  Interviews  <interviews@hh5.gov>;  Beeton,  Jonathan 
(OS/OASH)  <Jonathan. Beeton@hh5.gov>;  Broido,  Tara  (HHS/OASH)  <Ta ra.Broido@hhs.gov>; 
Gianelli,  Diane  M  (OASH)  <Diane.Gianelli@hhs.gov>;  Migliaccio,  Kate  (HHS/OASH) 
<Kate.Migliaccio@hhs.gov> 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <:zva5@cdc.gov>;  Harben,  Kathy  (CDC/OD/OADC) 
<kxh9@cdc.gaiv>;  Bryant,  LaKia  R.  (CDC/OD/OADC)  <vuf3@cdc.gov> 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence  DEADLINE:  03-14-16 

•■lit 

Do  we  knd'ttf  .the  exact  date  when  the  piece  will  be  published? 

From:  Robinson;,  Michael  J  (HHS/ASPA) 

Sent:  Monday,  March'14,  2016  6:01  PM 

To:  Burden,  Bernadette  (CDC/OD/OADC);  OS  -  Interviews;  Beeton,  Jonathan  (OS/OASH);  Broido,  Tara 
(HHS/OASH);  Gianelli,  Diane  M  (OASH);  Migliaccio,  Kate  (HHS/OASH) 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Bryant,  LaKia  R. 
(CDC/OD/OADC) 

Subject:  Re:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence  DEADLINE:  03-14-16 
Ok 


From:  Burden,  Bernadette  (CDC/OD/OADC)  <btb8@cdc.gov> 

Sent:  Monday,  March  14,  2016  5:44:37  PM 

To:  OS  -  Interviews;  Robinson,  Michael  J  (HHS/ASPA) 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Bryant,  LaKia  R. 


(C  DC/0  D/0  ADC) 

Subject:  FW:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence  DEADLINE:  03-14-16 

ASPA  Media  Interview  Request  Template 

Reporter:  Kate  Masters 
Organization:  The  Trace 
Phone  #{s): 

Subject:  gun  violence 
Deadline:  03-14-16 

Spokesperson:  N/A  emailed  response  only. 

Kate  Masters  with  The  Trace  has  a  follow  up,  please  see  her  several  previous  requests  in  the 
thread  below  in  addition  the  proposed  CDC  response.  Her  deadline  is  today. 

From  Kate; 

Thanks  again  for  all  the  information  about  the  /VIGORS.  It  was  definitely  helpful  and  that  piece 
should  be  up  on  our  site  soon.  Tm  emailing  today  because  my  editors  and  I  are  in  the  drafting 
phase  of  my  piece  on  gun  violence  research  at  the  CDC,  and  I  wanted  to  let  you  know  that  the 
basis  of  the  story  is  that  the  CDC  is  avoiding  the  issue  of  gun  violence  and  bowing  to  political 
pressure  by  essentially  foregoing  research  on  firearms,  even  though  there  are  things  the  agency 
could  be  doing.  This  is  coming  from  former  employees  of  the  CDC,  as  well  as  outside  gun  violence 
researchers. 

I  wanted  to  tell  you  this  so  there  would  be  no  surprise  when  the  article  came  out,  and  also 
because  I  wanted  to  give  the  CDC  a  chance  to  respond  to  what  others  ore  saying.  That  response 
could  be  a  sfatemenf/rom  you,  or  I  would  still  love  to  speak  with  Dr.  Houry  directly  about  the 
lack  of  gun  research  at  the  Injury  Center,  but  I  do  recommend  addressing  these  statements 
somehow  so  that  the  CDC's  voice  is  included  in  the  piece. 

Proposed  Response; 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of 
surveillance  and  other  data  to  document  the  public  health  burden  of  firearm 
injuries  in  the  U.S.  Understanding  the  patterns,  characteristics,  and  impact  of 
firearm  violence  is  an  important  step  toward  preventing  firearm  injuries  and 
deaths  in  the  United  States. 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a 
gunshot  wound,  making  firearm-related  injuries  among  the  5  leading  causes  of 
death  for  people  aged  1-64  in  the  United  States.  Public  health  research  is 
fundamental  to  understanding  the  problem  and  developing  scientifically  sound 
solutions.  As  noted  by  the  lOM/NRC,  "The  complexity  and  frequency  of  firearm 
violence,  combined  with  its  impact  on  the  health  and  safety  of  Americans, 
suggest  that  a  public  health  approach  should  be  incorporated  into  the  strategies 
used  to  prevent  future  harm  and  injuries." 

The  President  has  requested  that  CDC  conduct  research  into  the  causes  and 
prevention  of  gun  violence  and  the  lOM  Report  noted  a  number  of  research 
areas  that  might  have  bipartisan  support.  CDC  is  ready  to  conduct  that  research 
if  funds  are  appropriated  by  Congress. 

Thanks  in  advance, 

Bernadette  Burden 


Senior  Public  Affairs  Specialist 
News  Media  Branch 
Division  of  Public  Affairs 
CDC/ATSDR 
(404)639-3286 

From:  Robinson,  Michael  J  (HHS/ASPA) 

Sent:  Friday,  February  12,  2016  11:22  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>:  Blackmore,  Rebecca  (HHS/ASFR) 
<Rebecca.Blackmore^hhs.gov>;  Medvedev,  Bree  (OS/ASFR)  <Bree.Medvedev@hhs.eQV>: 
Cabezas,  Miriam  (HHS/ASFR)  <Miriam.Cabezas@hhs.Eov>;  Beeton,  Jonathan  (OS/OASH) 
<jonath3n.Beeton@hhs.gov>;  Broido,  Tara  (HHS/OASH)  <Tara.Broido@hhs.gov>;  Colson,  Angela 
(HHS/OASH)  <Angela.Colson@hhs.Eov>:  Gianelli,  Diane  M  (OASH)  <Diane.Gianelli@hhs.eov>; 
Migliaccio,  Kate  (HHS/OASH)  <Kate,Migliaccio@hhs.gov>:  Cabezas,  Miriam  (HHS/ASFR) 
<Miriam.Cabezas@hhs.gov> 

Cc:  Conrrelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5(5)cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC)  <xkp4^cdc.gov>:  Harben,  Kathy 
(CDC/OD/OADC)  <kxh9@cdc.gov>;  Burden,  Bernadette  (CDC/OD/OADC)  <btb8^cdc.gov>:  Fine, 
Amanda  (NIH/OD)  [E]  <amanda.fine^nih.gov> 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Ok 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  rmailto:2vq5#cdc.gov1 
Sent:  Friday,  February  12,  2016  11:16  AM 

To:  Robinson,  Michael  J  (HHS/ASPA),  Blackmore,  Rebecca  (HHS/ASFR);  Medvedev,  Bree  (OS/ASFR); 
Cabezas,  Miriam  (HHS/ASFR);  Beeton,  Jonathan  (OS/OASH);  Broido,  Tara  (HHS/OASH);  Colson,  Angela 
(HHS/OASH);  Gianelli,  Diane  M  (OASH);  Migliaccio,  Kate  (HHS/OASH);  Cabezas,  Miriam  (HHS/ASFR) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Burden,  Bernadette  (CDC/OD/OADC);  Fine, 
Amanda  (NIH/OD)  [E] 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Good  morning. 

Deadline  is  COB  today. 

Thank  you! 

Courtney 

From:  Robinson,  Michael  J  (HHS/ASPA) 

Sent:  Thursday,  February  11,  2016  4:50  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Blackmore,  Rebecca  (HHS/ASFR) 
<Rebecca.Blackmore@hh5.gov>;  Medvedev,  Bree  (OS/ASFR)  <Bree.Medvedev@hhs.gov>: 
Cabezas,  Miriam  (HHS/ASFR)  <Miriam.Cabezas@hhs.EQV>;  Beeton,  Jonathan  (OS/OASH) 
<Jonatha n. Beeton @hhs.gov>;  Broido,  Tara  (HHS/OASH)  <Tara.BroidQtShhs.Eov>:  Colson,  Angela 
(HHS/OASH)  <AnEela.Col5on@hhs.Eov>;  Gianelli,  Diane  M  (OASH)  <Diane.Gianelii@hhs.gov>: 
Migliaccio,  Kate  (HHS/OASH)  <Kate.MigliacciogOhhs.gov>:  Cabezas,  Miriam  (HHS/ASFR) 
<Miriam.Cabezas@hhs.gov> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5facdc.Eov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>:  Harben,  Kathy 
(CDC/OD/OADC)  <kxh9@cdc.Eov>:  Burden,  Bernadette  (CDC/OD/OADC)  <btb8@cdc.Eov>:  Fine, 
Amanda  (NIH/OD)  [E]  <amanda.fine@nih.gov> 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Hi -Adding  ASF R 

What's  the  deadline  for  this  info? 


Best, 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  [mailto:zvq5@cdc.gov1 
Sent:  Thursday,  February  11,  2016  4:48  PM 

To;  Robinson,  Michael  J  (HHS/ASPA);  OS  -  Interviews;  Cabezas,  Miriam  (HHS/ASFR);  Beeton,  Jonathan 
(OS/OASH);  Broido,  Tara  (HHS/OASH);  Colson,  Angela  (HHS/OASH);  Gianelli,  Diane  M  (DASH);  Migliaccio, 
Kate  [HHS/OASH} 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC);  Harden,  Kathy  (CDC/OD/OADC);  Burden,  Bernadette  (CDC/OD/OADC);  Fine, 
Amanda  (NIH/OD)  [E] 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Good  afternoon. 

Another  follow  up  from  Kate  with  The  Trace: 

I  also  know  that  the  President  requested  the  full  $23.5  million  required  to  place  NVDRS 
in  all  50  states  and  the  District  of  Columbia  in  his  FY2017  budget  request.  I  asked  the 
White  House  why  that  decision  was  made  and  why  the  NVDRS  was  prioritized  this  year, 
and  they  told  me  to  check  with  the  CDC.  So  do  you  guys  have  any  information  on  why 
that  request  was  made  and  why  it  was  important  to  the  administration? 

Proposed  Response: 

The  President's  budget  request  for  NVDRS  has  been  for  $23.5m  for  several  years  (since  the  FY14 
request).  Expansion  of  NVDRS  to  all  50  states  and  DC  has  been  a  priority  for  the  administration 
since  FY14.  Although  CDC  has  seen  incremental  increases  (including  most  recently  in  FY  16)  and 
will  be  able  to  expand  the  program  this  year,  the  FV17  request  will  allow  CDC  to  expand  the 
program  further  to  truly  have  a  national  program  (all  50  states  and  DC). 

*NVDRS  is  the  only  state-based  surveillance  system  that  pools  information  from  multiple  data 
sources  into  a  usable,  anonymous  data  base.  It  covers  all  types  of  violent  deaths  -  including 
homicides,  suicides,  and  child  maltreatment  fatalities  -  in  all  settings  and  for  all  age  groups. 
Thanks  much! 

Courtney 

From:  Robinson,  Michael  J  (HHS/ASPA) 

Sent:  Thursday,  February  04,  2016  4:21  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>:  OS  -  Interviews 
<interviews@hhs.Eov>;  Cabezas,  Miriam  (HHS/ASFR)  <Miriam.Cabeza5@hhs.gov>;  Beeton, 
Jonathan  (OS/OASH)  <Jonathan. Beeton @hhs.gov>;  Broido,  Tara  (HHS/OASH) 

<Ta ra.Broido@hh5.eov>:  Colson,  Angela  (HHS/OASH)  <Angela.Colson@hh5.gov>:  Gianelli,  Diane 
M  (OASH)  <Diane.Gianelli@hh5.Eov>:  Migliaccio,  Kate  (HHS/OASH)  <Kate.Mieliaccio@hhs.Eov> 
Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC)  <xkp4@cdc.Eov>:  Harben,  Kathy 
(CDC/OD/OADC)  <kxh9@cdc.Eov>;  Burden,  Bernadette  (CDC/OD/OADC)  <btb8@cdc.Eov>:  Fine, 
Amanda  (NIH/OD)  [E]  <amanda.fine@nih.gov> 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Ok 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  [mailto:zvq5@cdc.gov1 
Sent:  Thursday,  February  04,  2016  4:19  PM 

To:  Robinson,  MichaelJ  (HHS/ASPA);  OS  -  Interviews;  Cabezas,  Miriam  (HHS/ASFR);  Beeton,  Jonathan 
(OS/OASH);  Broido,  Tara  (HHS/OASH);  Colson,  Angela  (HHS/OASH);  Gianelli,  Diane  M  (OASH);  Migliaccio, 
Kate  (HHS/OASH) 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Burden,  Bernadette  (CDC/OD/OADC);  Fine, 


Amanda  (NIH/OD)  [E] 

Subject:  RE:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Good  afternoon. 

We  have  a  follow  up  from  Kate: 

does  the  CDC  still  have  a  "gentleman's  agreement"  with  the  gun  lobby  to  report  out,  to 
the  lobby,  any  gun  research  completed  by  their  grantees,  whether  that  research  was 
actually  completed  with  CDC  funds  or  not? 

Proposed  response,  this  question  came  up  in  the  AP  interview  from  a  few  months  ago  and  this  is 
what  we  said: 

We  routinely  alert  stakeholder  organi2ations  when  relevant  articles  are  released,  including 
organizations  such  as  the  NRA,  who  are  interested  in  firearm  related  violence.  We  have  not 
reached  out  to  the  NRA  in  recent  years. 

Thanks  much! 

Courtney 

From:  Robinson,  Michael  J  (HHS/ASPA) 

Sent:  Wednesday,  February  03,  2016  1:27  PM 

To:  OS  -  Interviews  <interviews@hhs.gQV>:  Lenard,  Courtney  (CDC/ONDI  EH/NCI  PC) 
<zvq5(Q)cdc.gQV>:  Cabezas,  Miriam  (HHS/ASFR)  <Miriam.Cabezas@hh5.gov>;  Beeton,  Jonathan 
(OS/OASH)  <J onath an. Beeton @hh5.gQV>;  Broido,  Tara  (HHS/OASH)  <Tara.BrQido@hhs.gQV>; 
Colson,  Angela  {HHS/OASH)  <Angela.CQlson@hhs.gov>:  Gianellt,  Diane  M  (OASH) 
<Diane.Gianelli@hhs.EQV>:  Migliaccio,  Kate  (HHS/OASH)  <Kate.Migliaccio@hh5.gQV> 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC)  <efd5@cdc.EQV>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.gQV>:  Lane,  Gabraelle  {CDC/ONDIEH/NCIPC)  <xkp4@cdc.EQV>:  Harben,  Kathy 
(CDC/OD/OADC)  <kxh9@cdc.gQV>;  Burden,  Bernadette  {CDC/OD/OADC)  <btb8@cdc.gov>:  Fine, 
Amanda  (NiH/OD)  [E]  <amanda.fine@nih.Eov> 

Subject:  FW:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
Ok 

(#7  is  new) 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  |mailto:zvq5@cdc.EQv1 
Sent:  Wednesday,  February  03,  2016  1:05  PM 
To;  OS '  Interviews 

Cc:  Connelly,  Erin  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Lane,  Gabraelle 
{CDC/ONDIEH/NCIPC);  Harben,  Kathy  (CDC/OD/OADC);  Burden,  Bernadette  (CDC/OD/OADC);  Fine, 
Amanda  (NIH/OD)  [E] 

Subject:  CDC  Interview  (email)  request  from  The  Trace:  gun  violence 
ASP  A  Media  Interview  Request 

Outlet:  The  Trace 
Reporter;  Kate  Masters 
Phone:  (5711  643-4275 
Subject:  gun  violence  research 

Deadline:  today  ^  > 

Spokesperson:  email  response  attributed  to  Deb  Houry,  MD,  MPH^  director,  CDC's  Injury  Center 

Expected  place  of  publication  (print,  online,  broadcast):  print 

Expected  date  of  pubiication/airing:  n/a  - 

Expected  prominence  (e.g.  front  page,  Sunday,  evening/morning  show,  etc.):  n/a 

Background: 


^ROM  KAT^  She  requested  to  interview  Deb  Houry.  "My  article  is  going  to  be  about  violence 
research  at  the  CDC  versus  the  NIH,  so  most  of  my  questions  would  center  on  her  approach  to 
running  the  Center  for  Injury  Control  and  Prevention,  accomplishments  she's  made,  and  priorities 
she'd  still  like  to  work  on." 

Actual  questions: 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for 
doing  any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure 
to  repeal  the  Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms? 
And  if  so,  why? 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun 
violence  research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall 
budget  to  go  to  gun  research? 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for 
research  projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also 
subject  to  federal  limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing 
something  similar? 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there 
any  projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating 
the  language  of  the  amendment? 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use 
it? 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it 
falls  under  the  jurisdiction  of  the  agency? 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since 
the  Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward 
that  kind  of  research  per  year? 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

Proposed  response^ 

1.  Do  you  feel  that  the  Injury  Center  would  still  suffer  consequences  from  Congress  for 
doing  any  type  of  gun  violence  research,  even  though  there's  growing  political  pressure 
to  repeal  the  Dickey  Amendment  and  allow  the  CDC  to  resume  research  on  firearms? 
And  if  so,  why? 

There  is  not  appropriations  language  that  prohibits  CDC  from  conducting  public  health  research 
into  gun  violence. 

2.  I  know  that  Congress  has  repeatedly  refused  to  allocate  funding  specifically  for  gun 
violence  research,  but  would  it  be  feasible  for  the  CDC  to  reallocate  some  of  its  overall 
budget  to  go  to  gun  research? 

The  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to  firearm  violence 
research  and  prevention.  CDC  currently  conducts  and  funds  research  on  a  variety  of 
related  topics,  including  youth  violence,  child  maltreatment,  domestic  violence  and 
sexual  violence.  These  are  the  topical  line  items  that  are  supported  through  CDC's 
annual  appropriation  for  both  research  and  non-research  activities.  However,  firearms 


are  a  mechanism  of  injury,  so  it  is  possible  to  address  firearm-related  violence  in  the 
context  of  addressing  these  topical  areas  and  preventing  violence  from  occurring  in  the 
first  place. 

3.  In  2013,  the  NIH  announced  a  new  funding  program  that  called  specifically  for 
research  projects  on  gun  violence.  How  was  the  NIH  able  to  do  that,  given  that  it's  also 
subject  to  federal  limitations  on  gun  research?  And  what's  stopping  the  CDC  from  doing 
something  similar? 

Beginning  in  FY  1997,  CDC  has  been  subject  to  appropriations  language  that  states  that 
none  of  the  funds  made  available  to  CDC  may  be  used  to  "advocate  or  promote  gun 
control."  Similar  appropriations  language  was  extended  to  all  HHS  agencies,  including 
NIH,  beginning  in  FY  2012.  The  appropriations  language  does  not  prohibit  the  CDC  or  the 
NIH  from  conducting  public  health  research  into  gun  violence.  CDC  limited  its  research 
on  gun  violence  over  time,  not  because  it  was  legally  prohibited,  but  rather,  because  in 
1997  Congress  cut  CDC's  budget  by  an  amount  equal  to  what  had  been  spent  on 
research  into  gun  violence  (about  $2.7  million  at  the  time)  and  threatened  to  impose 
further  cuts  if  that  research  continued.  Should  we  receive  appropriations,  we  are  ready 
to  support  research  in  this  area  in  line  with  lOM/NRC  research  agenda  -  Priorities  for 
Research  to  Reduce  the  Threat  of  Firearm-Related  Violence 

4.  The  Dickey  Amendment  doesn't  technically  ban  gun  violence  research,  so  are  there 
any  projects  or  research  on  gun  violence  that  the  CDC  could  be  doing  without  violating 
the  language  of  the  amendment? 

CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of  surveillance  and 
other  data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S. 
Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is  an 
important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United  States.  As 
noted  above,  the  Injury  Center  has  very  limited  discretionary  funding  to  dedicate  to 
firearm  violence  research  and  prevention. 

5.  Whatever  happened  to  the  2013  research  agenda  on  gun  violence  that  the  CDC 
commissioned  from  the  Institute  of  Medicine?  Have  any  of  those  research  goals  been 
addressed?  If  not,  why  commission  a  research  agenda  if  there  was  no  intention  to  use 
it? 

The  lOM/NRC  research  agenda  -  Priorities  for  Research  to  Reduce  the  Threat  of  Firearm- 
Related  Violence  ~  was  released  by  the  lOM/NRC  on  June  5,  2013.  It  was  intended  to 
guide  research  in  the  field  and  has  been  referenced  in  various  funding  solicitations  by 
other  agencies.  Individual  researchers  may  also  be  pursuing  some  of  the  research 
priorities  on  their  own.  Every  year  since  the  release  of  Now  is  the  Time,  President 
Obama  has  included  a  $10  million  request  in  his  budget  to  research  the  causes  and 
prevention  of  gun  violence,  but  Congress  has  not  approved  it.  To  pursue  many  of  the 
research  priorities  that  lOM  and  NRC  identified,  this  $10  million  would  be  necessary. 

6.  Do  you  feel  that  the  Injury  Center  should  be  researching  guns  and  gun  violence,  that  it 
falls  under  the  jurisdiction  of  the  agency? 

More  than  117,000  Americans  are  non-fatally  injured  or  die  each  year  from  a  gunshot 
wound,  making  firearm-related  injuries  among  the  5  leading  causes  of  death  for  people 
aged  1-64  in  the  United  States.  Public  health  research  is  fundamental  to  understanding 


the  problem  and  developing  scientifically  sound  solutions.  As  noted  by  the  lOM/NRC, 
"The  complexity  and  frequency  of  firearm  violence,  combined  with  its  impact  on  the 
health  and  safety  of  Americans,  suggest  that  a  public  health  approach  should  be 
iricorporated  into  the  strategies  used  to  prevent  future  harm  and  injuries." 

7.  Has  the  CDC  dedicated  any  funding  to  research  involving  guns  or  gun  violence  since 
the  Dickey  Amendment  was  passed?  If  so,  how  much  money  would  you  say  goes  toward 
that  kind  of  research  per  year? 

Following  the  FY  1997  appropriation  language,  CDC-funded  entities  conducted  some 
investigator-initiated,  peer-reviewed  studies  on  fatal  and  non-fatai  firearm  violence 
through  the  Injury  Control  and  Response  Centers  (ICRCs),  the  first  cycle  of  the  Academic 
Centers  for  Excellence  on  Youth  Violence  Prevention  (ACEs),  and  universities  awarded 
ROl  (investigator-initiated)  grants.  Some  of  these  projects  began  before  FY  1997  and 
continued  throughout  their  funding  period. 

Examples: 

•  one  study  (which  began  in  1995)  examined  the  risk  factors  for  gun  use  and  gun 
injury  among  young  males  in  neighborhoods  with  high  rates  of  homicide  and 
determined  the  characteristics  and  processes  of  interpersonal  interactions 
where  gun  injuries  occur  compared  to  non-gun  injuries, 

•  A  1998  study  examined  the  effectiveness  of  household  firearm  storage  methods 
in  reducing  unintentional  and  self-inflicted  firearm  injuries  among  children  and 
adolescents; 

•  A  1999  study  examined  the  risks  for  retaliatory  shootings  and  the  role  of  gangs, 
drugs,  and  alcohol  to  inform  future  opportunities  for  prevention; 

•  A  longitudinal  study  initiated  in  2001  examined  intentional  injury  among  urban 
youth,  which  included  questions  regarding  gun  carrying  and  reasons  for  gun 
carrying;  and 

CDC  has  also  published  a  number  of  papers  and  reports.  Examples  listed  below. 

8.  Did  the  CDC  stop  monitoring  U.S.  gun  ownership  in  2004,  and  why? 

The  Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  does  not  currently  collect  data 
about  firearms.  Firearms  questions  were  included  as  optional  modules  for  states  to 
consider  between  1995-1999  and  a  subset  of  questions  were  included  on  the  core 
survey  in  2001,  2002,  and  2004.  In  2004,  the  BRFSS  state  coordinators  decided  to  retain 
only  the  question  on  seat  belts  in  the  survey  and  dropped  the  other  injury-related  topics 
from  the  survey.  The  injury  questions  had  been  on  the  survey  for  a  number  of  years  and 
there  was  interest  at  the  time  in  pursuing  other  public  health  topics.  Each  year,  BRFSS 
coordinators  from  state  and  territorial  health  departments  decide  which  questions  to 
include  on  the  BRFSS  questionnaire.  CDC  supports  this  development  and  works  with  the 
state  coordinators  to  balance  state  and  federal  public  health  needs  in  an  effort  to 
ensure  a  standardized,  valid,  and  reliable  questionnaire  and  data  collection  process. 
Also,  state  health  departments  can  decide  to  include  additional  questions.  Firearm 
safety  questions  are  currently  under  consideration  for  future  BRFSS  surveys.  For  more 
information  about  BRFSS,  please  visit:  www.cdc.gov/brfss. 

*ARTICLES 


Firearm  injuries  in  the  United  States 


Prev  Med.  2015  Oct;79:5-14 
http://www.ncbi.nlm.nih.Bov/pubmed/26116133 

Firearm  Homicides  and  Suicides  in  Major  Metropolitan  Areas  —  United  States,  2006- 
2007  and  2009-2010 

MMWR.  August  2,  2013  /  62(30);597-602 

http://www.cdc.Bov/mmwr/preview/mmwrhtml/mm6230al.htm 

Violence  in  the  United  States:  Status,  Challenges,  and  Opportunities 

JAMA.  2015;315(5):478*488 
Attached 

Suicide  Trends  Among  Persons  Aged  10-24  Years  —  United  States,  1994-2012 
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From:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  March  16,  2016  2:18  PM 

To:  Ikeda,  Robin  (CDC/ONDIEH/OD) ;  Bonzo,  Sandra  E.  (CDC/ONDIEH/OD) 

Cc:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence 
research 

Fyi-  received  today 
Opp  will  begin  working  on  it 
Deb  Houry,  MD,  MPH 
Director 

National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention 
4770  Buford  Highway,  NE;  Mail  Stop  F63;  Atlanta,  6A  30341 
Twitter:  (©DebHouryCDC 
Phone:  (770)  488-4696  |  [  Fax:  (770)  488-4222 
From:  Morris,  Dena  (CDC/OD/CDCWO) 

Sent:  Wednesday,  March  16,  2016  1:59  PM 

To:  Frieden,  Thomas  (Tom)  (CDC/OD)  <txfZ@cdc.Bov>;  Schuchat,  Anne  MD  (CDC/OD) 
<acsl(5>cdc.Bov>;  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2@cdc.Bov>;  Berger,  Sherri 
(CDC/OCOO/OD)  <5ob8@cdc.Bov>;  Daniel,  Katherine  Lyon  (CDC/OD/OADC)  <kdlS@cdc.Bov>: 
Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7(acdc.gov> 

Subject:  Letter  from  Senate  HSGAC  Ranking  Member  Carper  regarding  gun  violence  research 
For  your  awareness. 


From:  Patterson,  Sara  S.  {CDC/ONOI  EH/NCI  PC) 

Sent:  6  Apr  2016  08:44:10 -0400 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);Houry,  Debra  E. 

(CDC/ONDIEH/NCIPC);Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC);Connelly,  Erin 
(CDC/ONDIEH/NCIPC);Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);Lenard,  Courtney 
(CDC/ONDIEH/NCIPC);Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer 
(CDC/ONDIEH/NCIPC);Burton,  Tessa  (CDC/ONDIEH/NCIPC);Mercy,  James 
(CDC/ONDIEH/NCIPC);Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC);Simon,  Thomas 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Over  100  orgs  sign  letter  to  Congress  re:  CDC/gun  research 

Attachments:  160404_Gun  Violence  Letter  to  Congress.pdf 


Also,  attached  is  a  letter  from  Richard  Carmona  (former  SG)  to  House/Senate 
leadership., . 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  06,  2016  8:08  AM 
To:  Houry,  Debra  E.  (C DC/ON DIEH/NCIPC) ;  Peeples,  Amy  B. 
(CDC/ONDIEH/NCIPC) ;  Connelly,  Erin  (CDC/ONDIEH/NCIPC) ;  Patterson,  Sara  S. 
(CDC/ONDIEH/NCIPC) ;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  ;  Lenard, 
Courtney  (CDC/ONDIEH/NCIPC) ;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) ; 
Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC) ;  Burton,  Tessa 
(CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Dahlberg,  Linda  L, 
(CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  Over  100  orgs  sign  letter  to  Congress  re:  CDC/gun  research 
Importance:  High 

Not  sure  who  all  is  around  this  week  or  checking  BB  while  out,  but  wanted  to  share  this  around... 

Public  health  groups  urge  Congress  to 
allow  funding  of  gun  control  research 

Nearly  150  public  health  organizations  —  including  heavy  hitters  like  the 
American  Medical  Association,  Doctors  for  America,  and  AAAS  —  have  sent  a 
letter  to  Congress  this  morning  urging  lawmakers  to  end  restrictions  on  gun 
violence  research.  The  CDC  has  been  banned  from  funding  research  that  might 
promote  gun  control  since  1996. 

http://files.www.drsforamerica.org/bloE/blogs-trom-dc-climate-change-and-health-at-the- 

white-house/CDC letter 4-6 FlNAL.pdf 

Full  letter  attached/at  link,  and  pasted  below  for  those  on  BB. 

April  6,  2016 


The  Honorable  Thad  Cochran 


Chairman,  Appropriations  Committee 
U.S.  Senate 

Washington,  DC  20515 

The  Honorable  Barbara  Mikulski 

Vice  Chairwoman,  Appropriations  Committee 

U.S.  Senate 

Washington,  DC  205 1 5 

The  Honorable  Harold  Rogers 

Chairman,  Appropriations  Committee 

U.S.  House  of  Representatives 

Washington,  DC  20515 

The  Honorable  Nita  Lowey 

Ranking  Member,  Appropriations  Committee 

U.S.  House  of  Representatives 

Washington,  DC  20515 

Dear  Senator/Representative: 


The  undersigned  health  care,  public  health,  scientific  organizations  and  research  universities 
representing  over  1  million  members  across  the  country  urge  you  to  end  the  dramatic 
chilling  effect  of  the  current  rider  language  restricting  gun  violence  research  and  to 
fund  this  critical  work  at  the  Centers  for  Disease  Control  and  Prevention  (CDC). 

in  1996,  Congress  passed  the  so-called  Dickey  amendment  as  a  rider  to  the  Labor-Health  and 
Human  Scrviccs-Education  Appropriations  bill.  The  language  stated  that  the  CDC  could  not 
fund  research  that  would  “advocate  or  promote  gun  control/'  and  the  language  has  remained 
in  each  subsequent  annual  funding  bilk  At  the  same  time.  Congress  cut  CDC  funding  for  this 
research.  Although  the  Dickey  amendment  does  not  explicitly  prevent  research  on  gun 
violence,  the  combination  of  these  two  actions  has  caused  a  dramatic  chilling  effect  on 
federal  research  that  has  stalled  and  stymied  progress  on  gathering  critical  data  to  inform 
prevention  of  gun  violence  for  the  past  20  years.  Furthennore,  it  has  discouraged  the  next 
generation  of  researchers  from  entering  the  field. 

Gun  violence  is  a  serious  public  health  epidemic  resulting  in  the  senseless  deaths  of  an 
average  of  91  Americans,  and  another  108  gun  injuries,  each  and  every  day.  A  central  part  of 
preventing  future  tragedies  is  through  conducting  rigorous  scientific  research  as  this  has  been 
a  proven  successful  approach  in  reducing  deaths  due  to  other  injuries. 

Health  care  providers  and  public  health  professionals  are  overwhelmed  in  emergency 
departments,  clinics,  offices,  and  communities  with  the  victims  of  mass  shootings,  homicides, 
suicides,  accidental  shootings,  and  firearm  injuries.  Medical  professionals  and  our 
communities  work  to  address  the  devastating  and  long-lasting  physical  and  emotional  effects 
of  gun  violence  on  victims,  their  families  and  their  friends,  but  arc  hampered  by  the 
insufficient  body  of  evidence-based  research  to  use  to  point  communities  toward  proven  gun 
violence  prevention  programs  and  policies. 

Former  Representative  Jay  Dickey  (R-AR),  author  of  the  current  language  that  has 
effectively  restricted  gun  violence  research,  recently  noted  that,  “it  is  my  position  that 
somehow  or  someway  we  should  slowly  but  methodically  fund  [gun]  research  until  a  solution 
is  reached.  Doing  nothing  is  no  longer  an  acceptable  solution.” 


Here  are  some  of  the  critical  questions  that  enhanced  research  would  help  us  answer: 

1)  What  is  the  best  way  to  protect  toddlers  from  accideiitally  firing  a  firearm?  Safe 
firearm  storage  works,  but  what  kinds  of  campaigns  best  encourage  safe  storage?  What  safe 
storage  methods  arc  the  most  effective  and  most  likely  to  be  adopted?  What  should  be  the 
trigger  pull  on  a  firearm  so  a  toddler  can’t  use  it? 

2)  What  are  the  most  effective  ways  to  prevent  gun-related  suicides?  Two-thirds  of 
firearm  related  deaths  are  suicides*  Are  firearm  suicides  more  spontaneous  than  non-firearm 
suicides?  Do  other  risk  factors  vary  by  method?  How  do  we  prevent  it  in  different 
populations — active  military^  veterans^  those  with  mental  illness,  law  enforcement  or 
correctional  officers,  the  elderly,  or  teenagers? 

3)  What  is  the  impact  of  the  variety  of  state  policies  being  enacted?  How  are  different 
policies  around  safe  storage,  mental  health,  public  education,  and  background  checks 
impacting  tireann  injuries  and  deaths? 

The  CDC’s  National  Center  for  Injury  Prevention  and  Control  is  an  important  part  of 
answering  these  types  of  questions.  Public  health  uniquely  brings  together  a  comprehensive 
approach  connecting  the  complex  factors  that  result  in  violence  and  injuries  including 
clinical,  social,  criminal,  mental  health,  and  environmental  factors* 

The  impact  of  federal  public  health  research  in  reducing  deaths  from  car  accidents,  smoking 
and  Sudden  Infant  Death  Syndrome  has  been  well  proven.  Decades  ago,  we  did  not  know 
infant  car  seats  should  be  rear- facing.  Robust  research  on  car  accidents  and  subsequent 
legislation  has  helped  save  hundreds  of  thousands  of  lives  without  preventing  people  from 
being  able  to  drive.  If  s  time  to  apply  the  same  approach  to  reducing  gun  violence  in  our 
communities* 

As  professionals  dedicated  to  the  health  of  the  nation  and  to  the  application  of  sound  science 
to  improving  the  lives  of  our  fellow  Americans,  we  urge  you  to  take  action  this  year. 
Americans  deserve  to  know  that  we  arc  working  with  the  best  tools  and  information  in  the 
fight  to  reduce  gun  violence  deaths  and  injuries* 

As  Congress  works  to  craft  the  FY  2017  Labor-HHS-Education  Appropriations  bill,  we 
urge  you  to  provide  the  Centers  for  Disease  Control  and  Prevention  with  funding  for 
research  into  the  causes  and  prevention  of  gun  violence. 

Thank  you  for  your  consideration.  We  look  forward  to  working  with  you  to  improve  health 
and  protect  the  safety  of  all  Americans* 

Sincerely, 

Academic  Consortium  for  Integrative  Medicine  &  Health  Academic  Pediatric  Association 
Alameda  Health  System  Department  of  Emergency  Medicine  American  Academy  of  Family 
Physicians  American  Academy  of  Pediatrics  American  Association  for  the  Advancement  of 
Science  American  Association  of  Colleges  of  Pharmacy  American  Association  of  Nurse 
Practitioners  American  College  of  Emergency  Physicians  American  College  of  Emergency 
Physicians,  California  Chapter  American  College  of  Occupational  and  Environmental 


Medicine  American  College  of  Physicians  American  Congress  of  Obstetricians  and 
Gynecologists  American  Educational  Research  Association  American  Geriatrics  Society 
American  Medical  Association  American  Medical  Student  Association  American  Medical 
Women^s  Association  American  Pediatric  Society  American  Psychiatric  Association 
American  Psychological  Association  American  Public  Health  Association  American  Society 
for  Clinical  Pathology  American  Society  of  Hematology  American  Thoracic  Society 
American  Trauma  Society  Arkansas  Public  Health  Association  Asociacion  de  Salud  Publica 
de  Puerto  Rico  Association  for  Psychoiogical  Science  Association  of  American  Universities 
Association  of  Medical  School  Pediatric  Department  Chairs  Association  of  Population 
Centers  Association  of  Public  and  Land-grant  Universities  Big  Cities  Health  Coalition 
Boulder  County  Public  Health  Brigham  Psychiatric  Specialties  California  Center  for  Public 
Health  Advocacy  California  Public  Health  Association-North  Center  for  Science  and 
Democracy  at  the  Union  of  Concerned  Scientists  Central  Oregon  Medical  Society 
Champaign- Urbana  Public  Health  District  Chicago  Center  for  Psychoanalysis  Chicago 
chapter  Physicians  for  Social  Responsibility  Colorado  Public  Health  Association  Committee 
of  Interns  and  Residents/SEIU  Healthcare  Congregation  Gates  of  Heaven 


Consortium  of  Social  Science  Associations  Council  of  State  and  Territorial  Epidemiologists 
Cure  Violence  Delaware  Academy  of  Medicine  /  Delaware  Public  Health  Association 
Doctors  Council  SEIU  Doctors  for  America  Eastern  Association  for  the  Surgery  of  Trauma 
Federation  of  Associations  in  Behavioral  and  Brain  Sciences  Florida  Chapter  of  the 
American  Academy  of  Pediatrics,  Inc.  Futures  Without  Violence  Georgia  Public  Health 
Association  Hawaii  Public  Health  Association  Health  Officers  Association  of  California 
Houston  Health  Department  Illinois  Public  Health  Association  International  Society  for 
Developmental  Psychobiology  Iowa  Chapter  Physicians  for  Social  Responsibility  Iowa 
Public  Health  Association  JPS  Health  Network  Kansas  Public  Health  Association  Koop 
Institute  KU  Department  of  Preventive  Medicine  and  Public  Health  Law  and  Society 
Association  Lee  County  Health  Department  Local  Public  Health  Association  of  Minnesota 
Louisiana  Center  for  Health  Equity  Maine  Public  Health  Association  Maryland  Academy  of 
Family  Physicians  Minnesota  Public  Health  Association  Montana  Public  Health  Association 
National  AHEC  Organization  National  Association  of  County  and  City  Health  Officials 
National  Association  of  Medical  Examiners  National  Association  of  Nurse  Practitioners  in 
Women’s  Health  National  Association  of  Social  Workers  National  Association  of  State 
Emergency  Medical  Services  Officials  National  Association  of  State  Head  Injury 
Administrators  National  Black  Nurses  Association  National  Hispanic  Medical  Association 
National  Medical  Association  National  Network  of  Public  Health  Institutes  National 
Physicians  Alliance  National  Violence  Prevention  Network  Nevada  Public  Health 
Association 


New  Hampshire  Public  Health  Association  New  Mexico  Public  Health  Association  North 
Carolina  Public  Health  Association  Ohio  Public  Health  Association  Ohio  Public  Health 
Association  Oregon  Academy  of  Family  Physicians  Oregon  Physicians  for  Social 
Responsibility  Oregon  Public  Health  Association  Pediatric  Policy  Council  Physicians  for 
Social  Responsibility,  Arizona  Chapter  Physicians  for  a  National  Health  Program  NY  Metro 
Chapter  Physicians  for  Reproductive  Health  Physicians  for  Social  Responsibility  /  Northeast 
Ohio  Physicians  for  Social  Responsibility  Wisconsin  Physicians  for  Social  Responsibility^ 
Arizona  Chapter  Physicians  for  Social  Responsibility/New  York  Physicians  for  the 
Prevention  of  Gun  Violence  Population  Association  of  America  Prevention  Institute 
Psychonomic  Society  Public  Health  Association  of  Nebraska  Public  Health  Association  of 
New  York  City  Public  Health  Institute  Research! America  RiverStone  Health  Safe  States 
Alliance  San  Francisco  Bay  Area  Chapter,  Physicians  for  Social  Responsibility  Society  for 
Adolescent  Health  and  Medicine  Society  for  Advancement  of  Violence  and  Injury  Research 
Society  for  Mathematical  Psychology  Society  for  Pediatric  Research  Society  for 
Psych ophysiological  Research  Society  for  Public  Health  Education  Society  of  Experimental 
Social  Psychology  Society  of  General  Internal  Medicine  Southern  California  Public  Health 
Association  Southwest  Ohio  Society  of  Family  Medicine  Student  National  Medical 
Association  Suicide  Awareness  Voices  of  Education  Texas  Doctors  for  Social  Responsibility 
Texas  Public  Health  Association  Trauma  Foundation  Tri-County  Health  Department  Trust 
for  America's  Health 


United  Physicians  of  Newtown  Vennont  Public  Health  Association  Virginia  Public  Health 
Association  Washington  Chapter  of  the  American  Academy  of  Pediatrics  Washington  State 
Public  Health  Association  Wellness  Institute  of  Greater  Buffalo  Whiteside  County  Health 
Department 

cc: 

The  Honorable  Mitch  McConnell 
The  Honorable  Paul  Ryan 
The  Honorable  Harry  Reid 

The  Honorable  Nancy  Pelosi  Members  of  Congress 


April  4,2016 
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The  Honorable  Mitch  McConnell 
Majority  Leader 
U.S.  Senate 

Washington,  DC  205 1 0 

The  Honorable  Paul  Ryan 
Speaker 

U.S.  House  of  Representatives 
Washington,  DC  20515 


The  Honorable  Hairy  Reid 
Minority  Leader 
U.  S  Senate 

Washington,  DC  20510 

The  Honorable  Nancy  Pelosi 
Democratic  Leader 
U.S.  House  of  Representatives 
Washington,  DC  20515 


Dear  Majority  Leader  McConnell,  Minority  Leader  Reid,  Speaker  Ryan,  Leader  Pelosi,  and 
Members  of  the  United  States  Senate  and  the  U,  S.  House  of  Representatives; 


As  the  former  Surgeon  General  of  tlie  United  States  and  as  a  police  officer  and  U.S.  Army 
Special  Forces  combat  veteran,  I  write  to  you  to  urge  Congress  to  encourage  and  fund  reseai'ch 
into  firearms  related  violence  in  oi'der  to  objectively  be  able  to  address  the  significant  public 
health  consequences  of  fireanns  related  death  and  disability. 

Cun'ently  a  restrictive  Congressional  budget  amendment  passed  in  1996  prevents  federally 
funded  gun  violence  research.  Although  the  President  has  lifted  the  ban.  Congress  has  not  yet 
funded  the  research. 

The  morbidity,  mortality  and  cost  of  firearms  related  death  and  disability  in  the  United  States 
constitutes  a  major  public  health  challenge.  The  gun  issue  in  the  United  States  has  become 
exceedingly  politicized  with  each  side  arguing  its  position  more  on  emotion  rather  than  needed 
epidemiologic  science. 


As  a  soldier  and  police  officer,  I  have  owned  and  used  firearms  most  of  my  life;  as  a  citizen,  1 
own  fii'eanns  and  I  believe  that  fellow  citizens  who  are  appropriately  educated  in  fimarms  safety 
and  vetted  for  risk  should  be  able  to  safely  own  fireaims. 

However,  without  appropriate  research  into  fireanns  related  death  and  disability,  we  really  have 
no  idea  what  policies  and/or  regulation  may  be  needed  in  order  to  ensure  the  public’s  safety. 

Our  Center  for  Disease  Control  and  Prevention  has  been  a  global  leader  in  addressing  all  types  of 
public  health  risk  and  discerning  what  risk  factors  need  to  be  addressed,  for  any  and  all  causes,  in 
order  to  prevent  death  and  disability  and  reduce  the  cost  of  care. 
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I  respectiully  urge  you  to  consider  funding  this  needed  research  through  CDC  and  any  other 
academic,  public  and  private  organizations  that  have  the  expertise  to  provide  the  unbiased 
scientific  information  to  guide  our  nation’s  future  decisions  and  ensia'e  the  public’s  health  and 
safety. 


Sincerely, 


\ 


Richard  H.  Carmona,  M.D.,  FACS 


From: 

Sent: 

To: 

Subject: 


Houry,  Debra  E.  {CDC/ONDIEH/NCIPC) 

6  Apr  2016  12:14:00  +0000 
Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Re:  Over  100  orgs  sign  letter  to  Congress  re:  CDC/gun  research 


Thx 


Sent  from  my  BlackBerry  10  smartphone. 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  6,  2016  8:08  AM 

To:  Hour/,  Debra  E.  (CDC/ONDIEH/NCIPC);  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC);  Connelly, 
Erin  (CDC/ONDIEH/NCIPC);  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC);  Solhtalab,  Elizabeth 
(CDC/ONDIEH/NCIPC);  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Reimels,  Elizabeth 
(CDC/ONDIEH/NCIPC);  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);  Burton,  Tessa 
(CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Dahlberg,  Linda  L. 
(CDC/ONDIEH/NCIPC);  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  Over  100  orgs  sign  letter  to  Congress  re:  CDC/gun  research _ 

Not  sure  who  all  is  around  this  week  or  checking  BB  while  out,  but  wanted  to 
share  this  around... 

Public  health  groups  urge  Congress  to  allow  funding  of  gun 
control  research 

Nearly  150  public  health  organizations  —  including  heavy  hitters  like  the  American  Medical 
Association,  Doctors  for  America,  and  AAAS  —  have  sent  a  letter  to  Congress  this  morning 
urging  lawmakers  to  end  restrictions  on  gun  violence  research.  The  CDC  has  been  banned  from 
funding  research  that  might  promote  gun  control  since  1996. 

http://files.www.drsforamerica.org/blog/blofis-from-dc~climate-change-and-he3lth-at-the- 

white-house/CDC  letter  4-6  FINAL.pdf 

Full  letter  attached/at  link,  and  pasted  below  for  those  on  BB, 

April  6,  2016 

The  Honorable  Thad  Cochran 
Chairman,  Appropriations  Committee 
U.S.  Senate 

Washington,  DC  20515 

The  Honorable  Barbara  Mikulski 

Vice  Chairwoman,  Appropriations  Committee 

U.S.  Senate 

Washington,  DC  20515 

The  Honorable  Harold  Rogers 

Chairman,  Appropriations  Committee 

U.S.  House  of  Representatives 

Washington,  DC  20515 

The  Honorable  Nita  Lowey 

Ranking  Member,  Appropriations  Committee 

U.S.  House  of  Representatives 


Washington,  DC  20515 
Dear  Senator/Representative: 


The  undersigned  health  care,  public  health,  scientific  organizations  and  research 
universities  representing  over  i  million  members  across  the  country  urge  you  to 
end  the  dramatic  chilling  effect  of  the  current  rider  language  restricting 
gun  violence  research  and  to  fund  this  critical  work  at  the  Centers  for 
Disease  Control  and  Prevention  (CDC). 

In  1996,  Congress  passed  the  so-called  Dickey  amendment  as  a  rider  to  the  Labor- 
Health  and  Human  Services-Education  Appropriations  bill.  The  language  stated  that 
the  CDC  could  not  fund  research  that  \vould  “advocate  or  promote  gun  control,”  and 
the  language  has  remained  in  each  subsequent  annual  funding  bill.  At  the  same  time, 
Congress  cut  CDC  funding  for  this  research.  Although  the  Dickey  amendment  does 
not  explicitly  prevent  research  on  gun  violence,  the  combination  of  these  two  actions 
has  caused  a  dramatic  chilling  effect  on  federal  research  that  has  stalled  and  stymied 
progress  on  gathering  critical  data  to  inform  prevention  of  gun  violence  for  the  past 
20  years.  Furthermore,  it  has  discouraged  the  next  generation  of  researchers  from 
entering  the  field. 

Gun  violence  is  a  serious  public  health  epidemic  resulting  in  the  senseless  deaths  of 
an  average  of  gi  Americans,  and  another  108  gun  injuries,  each  and  every  day.  A 
central  part  of  preventing  future  tragedies  is  through  conducting  rigorous  scientific 
research  as  this  has  been  a  proven  successful  approach  in  reducing  deaths  due  to 
other  injuries. 

Health  care  providers  and  public  health  professionals  are  overwhelmed  in  emergency 
departments,  clinics,  offices,  and  communities  with  the  victims  of  mass  shootings, 
homicides,  suicides,  accidental  shootings,  and  firearm  injuries.  Medical  professionals 
and  our  communities  work  to  address  the  devastating  and  long-lasting  physical  and 
emotional  effects  of  gun  violence  on  victims,  their  families  and  their  friends,  but  are 
hampered  by  the  insufficient  body  of  evidence-based  research  to  use  to  point 
communities  toward  proven  gun  violence  prevention  programs  and  policies. 

Former  Representative  Jay  Dickey  (R-AR),  author  of  the  current  language  that  has 
effectively  restricted  gun  violence  research,  recently  noted  that,  “it  is  my  position 
that  somehow  or  someway  we  should  slowly  but  methodically  fund  [gun]  research 
until  a  solution  is  reached.  Doing  nothing  is  no  longer  an  acceptable  solution.” 


Here  are  some  of  the  critical  questions  that  enhanced  research  would  help  us  answer: 

1)  What  is  the  best  way  to  protect  toddlers  from  accidentally  firing  a 
firearm?  Safe  firearm  storage  works,  but  what  kinds  of  campaigns  best  encourage 
safe  storage?  What  safe  storage  methods  are  the  most  effective  and  most  likely  to  be 
adopted?  What  should  be  the  trigger  pull  on  a  firearm  so  a  toddler  can’t  use  it? 

2)  What  are  the  most  effective  ways  to  prevent  gun-related  suicides?  Two- 
thirds  of  firearm  related  deaths  are  suicides.  Are  firearm  suicides  more  spontaneous 
than  non-firearm  suicides?  Do  other  risk  factors  vary  by  method?  How  do  we  prevent 
it  in  different  populations— active  military,  veterans,  those  with  mental  illness,  law 
enforcement  or  correctional  officers,  the  elderly,  or  teenagers? 

3)  What  is  the  impact  of  the  variety  of  state  policies  being  enacted?  How 
are  different  policies  around  safe  storage,  mental  health,  public  education,  and 
background  checks  impacting  firearm  injuries  and  deaths? 

The  CDC’s  National  Center  for  Injury  Prevention  and  Control  is  an  important  part  of 
answering  these  types  of  questions.  Public  health  uniquely  brings  together  a 
comprehensive  approach  connecting  the  complex  factors  that  result  in  violence  and 
injuries  including  clinical,  social,  criminal,  mental  health,  and  environmental  factors. 
The  impact  of  federal  public  health  research  in  reducing  deaths  from  car  accidents, 
smoking  and  Sudden  Infant  Death  Syndrome  has  been  well  proven.  Decades  ago,  we 
did  not  know  infant  car  seats  should  be  rear-facing.  Robust  research  on  car  accidents 
and  subsequent  legislation  has  helped  save  hundreds  of  thousands  of  lives  without 
preventing  people  from  being  able  to  drive.  It’s  time  to  apply  the  same  approach  to 
reducing  gun  violence  in  our  communities. 

As  professionals  dedicated  to  the  health  of  the  nation  and  to  the  application  of  sound 
science  to  improving  the  lives  of  our  fellow  Americans,  we  urge  you  to  take  action 
this  year.  Americans  deserve  to  know  that  we  are  working  with  the  best  tools  and 
information  in  the  fight  to  reduce  gun  violence  deaths  and  injuries. 

As  Congress  works  to  craft  the  FY  2017  Labor-HHS-Education 
Appropriations  bill,  we  urge  you  to  provide  the  Centers  for  Disease 
Control  and  Prevention  with  funding  for  research  into  the  causes  and 
prevention  of  gun  violence. 

Thank  you  for  your  consideration.  We  look  forward  to  working  with  you  to  improve 
health  and  protect  the  safety  of  all  Americans. 

Sincerely, 

Academic  Consortium  for  Integrative  Medicine  &  Health  Academic  Pediatric 
Association  Alameda  Health  System  Department  of  Emergency  Medicine  American 
Academy  of  Family  Physicians  American  Academy  of  Pediatrics  American 
Association  for  the  Advancement  of  Science  American  Association  of  Colleges  of 
Pharmacy  American  Association  of  Nurse  Practitioners  American  College  of 
Emergency  Physicians  American  College  of  Emergency  Physicians,  California 
Chapter  American  College  of  Occupational  and  Environmental  Medicine  American 
College  of  Physicians  American  Congress  of  Obstetricians  and  Gynecologists 
American  Educational  Research  Association  American  Geriatrics  Society  American 
Medical  Association  American  Medical  Student  Association  American  Medical 
Women's  Association  American  Pediatric  Society  American  Psychiatric  Association 
American  Psychological  Association  American  Public  Health  Association  American 
Society  for  Clinical  Pathology  American  Society  of  Hematology  American  Thoracic 
Society  American  Trauma  Society  Arkansas  Public  Health  Association  Asociacion  de 
Salud  Publica  de  Puerto  Rico  Association  for  Psychological  Science  Association  of 


American  Universities  Association  of  Medical  School  Pediatric  Department  Chairs 
Association  of  Population  Centers  Association  of  Public  and  Land-grant  Universities 
Big  Cities  Health  Coalition  Boulder  County  Public  Health  Brigham  Psychiatric 
Specialties  California  Center  for  Public  Health  Advocacy  California  Public  Health 
Association-North  Center  for  Science  and  Democracy  at  the  Union  of  Concerned 
Scientists  Central  Oregon  Medical  Society  Champaign- Urbana  Public  Health  District 
Chicago  Center  for  Psychoanalysis  Chicago  chapter  Physicians  for  Social 
Responsibility  Colorado  Public  Health  Association  Committee  of  Interns  and 
Residents/ SEIU  Healthcare  Congregation  Gates  of  Heaven 


Consortium  of  Social  Science  Associations  Council  of  State  and  Territorial 
Epidemiologists  Cure  Violence  Delaware  Academy  of  Medicine  /  Delaware  Public 
Health  Association  Doctors  Council  SEIU  Doctors  for  America  Eastern  Association 
for  the  Surgery  of  Trauma  Federation  of  Associations  in  Behavioral  and  Brain 
Sciences  Florida  Chapter  of  the  American  Academy  of  Pediatrics,  Inc.  Futures 
Without  Violence  Georgia  Public  Health  Association  Hawaii  Public  Health 
Association  Health  Officers  Association  of  California  Houston  Health  Department 
Illinois  Public  Health  Association  International  Society  for  Developmental 
Psychobiology  Iowa  Chapter  Physicians  for  Social  Responsibility  Iowa  Pnblic  Health 
Association  .IPS  Health  Network  Kansas  Public  Health  Association  Koop  Institnte 
KU  Department  of  Preventive  Medicine  and  Public  Health  Law  and  Society 
Association  Lee  County  Health  Department  Local  Public  Health  Association  of 
Minnesota  Louisiana  Center  for  Health  Equity  Maine  Public  Health  Association 
Maryland  Academy  of  Family  Physicians  Minnesota  Public  Health  Association 
Montana  Pnblic  Health  Association  National  AHEC  Organization  National 
Association  of  County  and  City  Health  Officials  National  Association  of  Medical 
Examiners  National  Association  of  Nurse  Practitioners  in  Women’s  Health  National 
Association  of  Social  Workers  National  Association  of  State  Emergency  Medical 
Services  Officials  National  Association  of  State  Head  Injury  Administrators  National 
Black  Nurses  Association  National  Hispanic  Medical  Association  National  Medical 
Association  National  Network  of  Public  Health  Institutes  National  Physicians 
Alliance  National  Violence  Prevention  Network  Nevada  Public  Health  Association 


New  Hampshire  Public  Health  Association  New  Mexico  Public  Health  Association 
North  Carolina  Public  Health  Association  Ohio  Public  Health  Association  Ohio 
Public  Health  Association  Oregon  Academy  of  Family  Physicians  Oregon  Physicians 
for  Social  Responsibility  Oregon  Public  Health  Association  Pediatric  Policy  Council 
Physicians  for  Social  Responsibility,  Arizona  Chapter  Physicians  for  a  National 
Health  Program  NY  Metro  Chapter  Physicians  for  Reproductive  Health  Physicians 
for  Social  Responsibility  /  Northeast  Ohio  Physicians  for  Social  Responsibility 
Wisconsin  Physicians  for  Social  Responsibility,  Arizona  Chapter  Physicians  for  Social 
Responsibility/New  York  Physicians  for  the  Prevention  of  Gun  Violence  Population 
Association  of  America  Prevention  Institute  Psychonomic  Society  Public  Health 
Association  of  Nebraska  Public  Health  Association  of  New  York  City  Public  Health 
Institute  Research ’America  RiverStone  Health  Safe  States  Alliance  San  Francisco 
Bay  Area  Chapter,  Physicians  for  Social  Responsibility  Society  for  Adolescent  Health 
and  Medicine  Society  for  Advancement  of  Violence  and  Injury  Research  Society  for 
Mathematical  Psychology  Society  for  Pediatric  Research  Society  for 
Psychophysiological  Research  Society  for  Public  Health  Education  Society  of 
Experimental  Social  Psychology  Society  of  General  Internal  Medicine  Southern 
California  Public  Health  Association  Southwest  Ohio  Society  of  Family  Medicine 
Student  National  Medical  Association  Suicide  Awareness  Voices  of  Education  Texas 
Doctors  for  Social  Responsibility  Texas  Public  Health  Association  Trauma 
Foundation  Tri-County  Health  Department  Trust  for  America’s  Health 


United  Physicians  of  Newtown  Vermont  Public  Health  Association  Virginia  Public 
Health  Association  Washington  Chapter  of  the  American  Academy  of  Pediatrics 
Washington  State  Public  Health  Association  Wellness  Institute  of  Greater  Buffalo 
Whiteside  County  Health  Department 
cc: 

The  Honorable  Mitch  McConnell 

The  Honorable  Paul  Ryan 

The  Honorable  Harry  Reid 

The  Honorable  Nancy  Pelosi  Members  of  Congress 


From: 

Sent: 

To: 

Subject: 


Mercy,  James  (CDC/ONDIEH/NCIPC) 
30  Sep  2017  00:05:30  +0000 
Mark  Rosenberg 
Re:  Research  on  firearms  injury 


I’m  glad  it  wasn't  for  sex  because  then  I'd  really  be  jealous! 


From:  Mark  Rosenberg 

Date:  September  29,  2017  at  8:00:26  PM  EDT 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  Research  on  firearms  injury 

Thanks,  Jim.  These  are  very  good  points.  T  haven't  given  up  exercise  for  good.  I  just 
traded  it,  while  on  vacation,  for  eating. 

On  Fri,  Sep  29,  2017  at  7:54  PM  Mercy,  James  (CDC/ONDIEH/NCIPC) 

<1  aTn2@cdc.gov>  wrote: 

Hey  Mark, 

That's  great  - 1  love  the  compassionate  science,  social  justice  point.  That  will  resonate 
a  with  staff  especially  in  DVP. 

Did  you  you  know  that  NCIPC  is  responsible  for  the  only  major  cause  s  of  death  in  the 
US  that  are  increasing  -  overdose  and  suicide.  Hard  to  imagine  because  20  years  ago  it 
motor  vehicles  and  something  else,  oh  yeah  firearm  deaths  I  In  any  event  our  ability 
to  persevere  change  in  both  the  nature  of  injury  morbidity  and  mortality  and  the 
political  environment  has  always  been  important  to  our  success.  Change  us  a  constant 
and  to  survive  you  need  to  make  it  your  friend. 

Related  to  that  you  might  consider  saying  something  about  the  importance  of 
partnership  and  collaboration  for  weathering  change  and  having  impact.  You  speak  so 
well  to  that  and  it  is  one  of  those  eternal  truths  that  people  should  hear  about . 

I  am  sure  that  anything  you  say  will  be  great.  Look  forward  to  seeing  you  because  you 
have  apparently  given  up  on  exercise! 

Jim 

I  think  one  thing  that  today  reminds  me  of  (given  Price's  resignation)  is  the  constant 
changes  in  leadership 


From:  Mark  Rosenberg  <mrosenberg@taskforce.org> 
Date:  September  29,  2017  at  4:41:08  PM  EDT 


To:  Mercy,  James  (CDC/OND!EH/NC)PC)  <iam2g&cdc.gov> 

Subject:  Re:  Research  on  firearms  injury 

( think  I  am  ready.  I  was  going  to  say  that  our  team's  contribution  was  to  push  for  the 
creation  of  a  center.  From  VEB  to  having  the  first  permanent  director  took  12  years.  It 
wasn't  easy  but  bringing  about  change  is  never  easy,  and  injury  control  has  always 
been  an  uphill  battle.  These  are  lives  at  risk  that  we  are  fighting  for.  People  in  Injury 
control  who  make  a  difference  always  bring  together  science  and  passion.  I  think  it's 
compassion  and  social  justice.  The  problems  the  center  is  working  on  today  are  still 
incredibly  important  and  the  center  now  makes  me  proud  of  everyone  who  has 
contributed  and  everyone  still  working  there. 

What  should  I  point  out  and  what  should  I  add? 

On  Thu,  Sep  28,  2017  at  10:22  AM  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>  wrote; 

Wow,  so  beautiful. 

Are  you  ready  for  the  panel  next  week? 

From:  Mark  Rosenberg  rmailto:mrosenberg@taskforce.org1 
Sent:  Thursday,  September  28,  2017  10:15  AM 


To:  Mercy,  James  (CDC/ONDlEH/blCIPC)  <iam2frf),cdc.gov> 

Subject;  Re:  Research  on  firearms  injury 

We  are  in  Maine  on  rocks  overlooking  an  incredible  ocean. 


On  Thu,  Sep  28,  201 7  at  9: 1 0  AM  Mercy,  James  (CDC/ONDIEH/NCIPC) 

<i  am2  @cdc  ■  v>  wrote: 

Hi  Mark, 

I  sent  from  my  personal  e-mail.  Where  have  you  been  -  we’ve  missed  you  at  the  core 
training  classes. 

Jim 

From;  Mark  Rosenberg  Cmailto:  mrosenberg@taskforce.org] 

Sent:  Wednesday,  September  27,  2017  5:10  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <jam2@cdc.gQv>;  James  A.  Mercy 
<liTiercv7@gniail.com> 

Subject:  Fwd:  Research  on  fireanns  injury 

Jim, 

Please  use  this  expanded  email  to  respond. 

Can  you  fill  this  in  with  any  details  and  let  me  know 
where  I  am  off  or  wrong.  I  am  trying  to  figure  out 


how  the  Dickey  amendment  and  the  clash  with 
Congress  set  research  back,  specifically  the  research 
that  was  being  done  by  this  select  group  of 
researchers:  Garen  Wintemute,  Phil  Cook,  Steve 
Teret,  David  Hemenway,  Daniel  Webster,  and  you. 
Here  is  an  outline  of  what  I  remember: 

Steve  Teret— was  one  of  the  first  in  public  health  to 
start  looking  at  guns  from  the  perspective  of  injury 
control  (as  taught  by  Sue  Baker);  as  a  lawyer,  brought 
in  the  legal  community  to  look  at  the  public  health 
perspective.  The  public  health  perspective  of 
modifying  the  "agent"  of  injury  led  him  to  look  at 
smart  guns.  He  mentored  and  taught  a  group  of  key 
researchers  including  Garen  Wintemute,  Daniel 
Webster,  Jens  Ludwig.  He  also  spoke  up  about  CDC's 
timidity  or  outright  ban  on  letting  researchers  use 
CDC  funds  to  attend  meetings  where  other  people 
were  talking  about  what  could  have  been  construed  as 
"gun  Control."  Steve  gradually  moved  away  from  gun 
research  to  running  the  HOpkins  Injury  Control 
research  center,  then  to  becoming  a  vice-dean  and  an 
administrator. 

David  Hemenway— 

I  don't  think  David  had  done  much  in  the  area  of  gun 
violence  research  per  se  before  the  congressional 
attack,  but 


he  actually  got  a  big  boost  from  getting  the  money 
that  we  asked  George  Soros  to  give  us  at  CDC  for  gun 
research,  when  CDC  told  us  it  was  too  hot  to  handle. 

We  originally  worked  with  the  Robert  Wood  Johnson 
Foundation  who  wanted  to  restore  the  research  money 
that  Congress  had  taken  away  from  gun  violence 
prevention  research.  But  they  had  a  board  member 
who  was  an  NRA  advocate  and  he  vetoed  the  proposal 
by  the  president  and  staff  of  RWJF,  Hemenway  d 

eveloped  a  very  strong  focus  on  the  public  health 
approach,  and  gun  suicide.  Focused  on  demographic 
and  epi  analysis. 

Phil  Cook— started  looking  at  suicide,  and  economics 
of  gun  trafficking, 

emphasizing 

the  grey  market  impacts  of  restricting  access  to  legal 
sales. 

Phil  was  an  economist  with  a  strong  interest  in  public 
policy  and  the  impact  of  policies  when  implemented. 

Garen  Wintemute— he  had  been  looking  at  how 
criminals  acquire  guns,  especially  Saturday  night 
specials,  cheap  handguns,  and  had  done  some  work  on 
mapping  the  handgun  industry.  He  published  this  in  a 
report  that  I  think  was  called  Ring  of  Fire.  He  did  not 
let  the  drying  up  of  CDC  funding  stop  his  research.  It 
is  not  clear  that  it  even  slowed  him  down.  If  anything, 
it  probably  re-energized  him  and  led  to  his  re- 


doubling  his  efforts.  He  starting  looking  at  large  data 
sets  in  California  that  would  let  him  look  at  how 
different  laws  that  were  passed  in  California  were 
impacting  gun  deaths  and  injuries  and  how  restricting 
access  to  firearms  by  persons  who  violated  extant 
laws  would  reduce  or  affect  firearm  injuries. 

Daniel  Webster— I  don't  think  he  was  actually  doing 
gun  violence  research  in  1996  but  he  certainly  started 
doing  research  in  subsequent  years.  His  main  focus 
has  been  on  evaluating  the  impact  of  different 
policies,  like  shall-issue  laws  that  made  access  to 
firearms  by  high-risk  persons  easier.  He  has  worked  to 
show  flaws  in  papers  published  by  pro-gun 
"researchers."  He  is  focusing  on  the  impact  of  laws 
designed  to  keep  firearms  out  of  the  hands  of  people 
who  break  the  law. 


Mark 


From:  Mercy,  James  {CDC/ONDIEH/NCIPC) 

Sent:  28  Sep  2017  14:22:35  +0000 

To:  Mark  Rosenberg 

Subject:  RE:  Research  on  firearms  injury 

Wow,  so  beautifuL 

Are  you  ready  for  the  panel  next  week? 

From:  Mark  Rosenberg  [mailto:mrosenberg@taskforce.org] 
Sent;  Thursday,  September  28,  2017  10:15  AM 
To:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Subject;  Re:  Research  on  firearms  injury 

We  are  in  Maine  on  rocks  overlooking  an  incredible  ocean. 


On  Thu,  Sep  28, 2017  at  9:10  AM  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.ROv> 


wrote: 

Hi  Mark, 

I  sent  from  my  personal  e-maik  Where  have  you  been  -  we've  missed  you  at  the  core  training 
classes. 

Jim 

From:  Mark  Rosenberg  [mailto:mro5enberg@taskfQrce.org] 

Sent:  Wednesday,  September  27,  2017  5:10  PM 


To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2fScdc.Rov>:  James  A.  Mercy  <imercv7@RmaiLcQm> 
Subject:  Fwd:  Research  on  firearms  injury 

Jim, 

Please  use  this  expanded  email  to  respond. 

Can  you  fill  this  in  with  any  details  and  let  me  know  where  I 
am  off  or  wrong.  I  am  trying  to  figure  out  how  the  Dickey 
amendment  and  the  clash  with  Congi'ess  set  research  back, 
specifically  the  research  that  was  being  done  by  this  select 
group  of  researchers:  Garen  Wintemute,  Phil  Cook,  Steve 
Teret,  David  Hemenway,  Daniel  Webster,  and  you.  Here  is  an 
outline  of  what  I  remember: 

Steve  Teret— was  one  of  the  first  in  public  health  to  start 
looking  at  guns  from  the  perspective  of  injury  control  (as 
taught  by  Sue  Baker);  as  a  lawyer,  brought  in  the  legal 
community  to  look  at  the  public  health  perspective.  The  public 
health  perspective  of  modifying  the  "agent"  of  injury  led  him 
to  look  at  smart  guns.  He  mentored  and  taught  a  group  of  key 
researchers  including  Garen  Wintemute,  Daniel  Webster,  Jens 
Ludwig.  He  also  spoke  up  about  CDCs  timidity  or  outright 
ban  on  letting  researchers  use  CDC  funds  to  attend  meetings 
where  other  people  were  talking  about  what  could  have  been 
construed  as  "gun  Control."  Steve  gradually  moved  away  from 
gun  research  to  running  the  HOpkins  Injury  Control  research 
center,  then  to  becoming  a  vice-dean  and  an  administrator. 
David  Hemenway— 

1  don't  think  David  had  done  much  in  the  area  of  gun  violence 
research  per  se  before  the  congressional  attack,  but 
he  actually  got  a  big  boost  from  getting  the  money  that  we 
asked  George  Soros  to  give  us  at  CDC  for  gun  research,  when 
CDC  told  us  it  was  too  hot  to  handle. 

We  originally  worked  with  the  Robert  Wood  Johnson 
Foundation  who  wanted  to  restore  the  research  money  that 


Congress  had  taken  away  from  gun  violence  prevention 
research.  But  they  had  a  board  member  who  was  an  NRA 
advocate  and  he  vetoed  the  proposal  by  the  president  and  staff 
of  RWJF.  Hemenway  d 

eveloped  a  very  strong  focus  on  the  public  health  approach, 
and  gun  suicide.  Focused  on  demographic  and  epi  analysis. 
Phil  Cook— started  looking  at  suicide,  and  economics  of  gun 
trafficking, 
emphasizing 

the  grey  market  impacts  of  restricting  access  to  legal  sales. 

Phil  was  an  economist  with  a  strong  interest  in  public  policy 
and  the  impact  of  policies  when  implemented. 

Garen  Wintemute— he  had  been  looking  at  how  criminals 
acquire  guns,  especially  Saturday  night  specials,  cheap 
handguns,  and  had  done  some  work  on  mapping  the  handgun 
industry.  He  published  this  in  a  report  that  I  think  was  called 
Ring  of  Fire.  He  did  not  let  the  drying  up  of  CDC  funding  stop 
his  research.  It  is  not  clear  that  it  even  slowed  him  down.  If 
anything,  it  probably  re-energized  him  and  led  to  his  re¬ 
doubling  his  efforts.  He  starting  looking  at  large  data  sets  in 
California  that  would  let  him  look  at  how  different  laws  that 
were  passed  in  California  were  impacting  gun  deaths  and 
injuries  and  how  restricting  access  to  firearms  by  persons  who 
violated  extant  laws  would  reduce  or  affect  firearm  injuries. 
Daniel  Webster— I  don't  think  he  was  actually  doing  gun 
violence  research  in  1996  but  he  certainly  started  doing 
research  in  subsequent  years.  His  main  focus  has  been  on 
evaluating  the  impact  of  different  policies,  like  shall-issue 
laws  that  made  access  to  firearms  by  high-risk  persons  easier. 
He  has  worked  to  show  flaws  in  papers  published  by  pro-gun 


"researchers."  He  is  focusing  on  the  impact  of  laws  designed 
to  keep  firearms  out  of  the  hands  of  people  who  break  the  law. 
Mark 


From: 

Sent: 

To: 

Subject: 


Foti,  Kathryn  (CDC/OD/OCS} 

15  Jun  2016  20:49:54  -0400 

Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Morris,  Dena  (CDC/OD/CDCWO) 
Re:  Schatz  key  take  aways  if  helpful  for  tomorrow  for  Dr  Frieden 


Thanks! 


From:  Houry,  Debra  R  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  1 5,  201 6  08:46  PM  Eastern  Standard  Time 
To:  Foti,  Kathryn  (CDC/OD/OCS);  Motris,  Dena  (CDC/OD/CDCWO) 

Subject:  Schatz  key  take  aways  if  helpful  for  tomorrow  for  Dr  Frieden 

Met  with  Aimee  his  health  LA-  she's  a  pediatrician  so  gets  public  health/  injury  prevention 
Falls-  big  interest  of  the  Senator-  they  had  been  briefed  by  American  College  of  Prev  Med  re  the  CPT 
code  we  have  been  working  with  them  on-  this  CPT  code  was  recently  rejected  by  AMA-  we  will  be 
resubmitting  this  month.  They  may  be  interested  in  sending  letter  of  support  to  AMA  re  this  (of  note,  HI 
has  one  of  the  lowest  rates  of  falls  in  US-  has  good  community  based  Tai  Chi  program) 

Suicide-  advocates  recently  met  with  them- 1  mentioned  the  FY17  request  and  what  our  vision  for  work 
in  suicide  would  be  (community  level  interventions  in  states  and  tribal  communities;  implementing 
evidence  based  approaches;  expanding  NVDRS  nationally)-  she  said  they  are  extremely  interested  in 
suicide  and  would  like  to  support  our  efforts 

FV-  she  brought  this  up  esp  with  AMA  resolution  this  week  re  lifting  Dickey  amendment.  I  talked  about 
the  work  we  were  doing  (child  injury  papers,  optional  BRFSS  module,  ICRC  projects)  but  talked  about  the 
importance  of  report  language  and/  or  appropriation.  She  wants  to  have  a  follow  up  discussion  on  this 
to  see  how  they  can  help  move  this  forward 


From: 

Sent: 

To: 

Subject: 

2353690 


Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

19  Apr  2016  12:38:52  +0000 
Mercy,  James  (CDC/ONDIEH/NCIPC) 

RE:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder 


Got  it-  let  me  check  in  with  opp  and  see  if  it's  been  submitted  yet  or  not 
From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  April  19,  2016  8:03  AM 
To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder  2353690 
Deb, 

I'm  a  little  concerned  about  how  the  answer  to  #9  has  evolved.  As  it  is  now  it's  not  really  accurate. 

Jim 

From:  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  April  18,  2016  9:48  AM 

To:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Cc:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <v5x6@cdc.gov>:  Patterson,  Sara  S, 
(CDC/ONDIEH/NCIPC)  <afo0f5)cdc,gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2f5)cdc.gov>: 
Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0i5)cdc.gov> 

Subject:  FW:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder  2353690 
Hellol  This  is  iooking  really  good,  but  we  have  some  concerns  about  some  of  the  edits  that  were  made. 
The  response  to  number  9,  for  example,  jumps  out  at  us  as  being  incorrect  and  misleading  now.  In 
response  to  Linda's  comment  on  the  response  to  question  3,  it  would  be  good  to  add  an  introductory 
sentence  to  the  NVDRS  that  distinguishes  NVDRS  as  a  surveillance  system  that  is  called  out  in  Now  is  the 
Time,  but  is  not  part  of  the  $10M  request.  Can  we  still  provide  feedback  on  this  version?  Thanks! 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  April  18,  2016  9:02  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@)cdc.gov>;  Reimels,  Elizabeth  (CDC/ONDIEH/NCIPC) 
<ixn2@cdc.gov> 

Subject:  FW:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder  2353690 
From:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  April  18,  2016  8:15  AM 

To:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0(S)cdc.gov>;  DVP  Policy  Requests  (CDC) 
<dvppollcvrequestsg>cdc.gov> 

Cc:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC)  <vsx6@cdc.gov>;  Cyril,  Melissa  R. 
(CDC/ONDIEH/NCIPC)  <xgf0g)cdc.gov>;  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC)  <afoO@cdc.gov>: 
Asekun,  Adeyelu  (CDC/ONDIEH/NClPC)  <fpg8@cdc.gov> 

Subject:  FYI:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder  2353690 
FYI...this  is  the  latest,  final  or  very  near  final. 

From:  Hoffmann,  Lauren  (CDC/OD/OCS) 

Sent:  Monday,  April  18,  2016  8:04  AM 

To:  Lubar,  Debra  (CDC/OCOO/OFR/OA)  <dpl9@cdc.gov>;  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC) 
<afo0@cdc.gov> 

Cc:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Subject:  FW:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 


Folder  2353690 

Importance:  High 

Deb  think  Dr.  Frieden  is  waiting  for  you  to  say  that  you  are  OK  with  the  response  for  #6  and  then  he 
will  clear-  It  was  the  only  concern/question  that  he  raised. 

Sara^Attached  is  what  we  expect  to  be  the  finaL 
Lauren 

Lauren  Hoffmann,  MA,  BS  I  Lead,  High  Profile  Action  Team,  Division  of  Issues  Management  Analysis  and  Coordination  (IMAC)  \ 

Office  of  Chief  of  Staff  I  Office  of  the  Director  I  Centers  for  Disease  Controi  and  Prevention 

1600  Clifton  Road,  HE,  Atlanta,  GA  30333  I  Office:  404-639-7126  I  Mobile:  404-547-3997  I  E-mail:  cof5@cdc.oov 

Forecast  Coordinate.  Communicate. 

From:  Frieden,  Thomas  (Tom)  (CDC/OD) 

Sent;  Friday,  April  15,  2016  6:13  PM 

To:  Payne,  Rebecca  L,  (CDC/OD/OCS)  <rco0^cdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2^cdc.eov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5@cdc.EQV>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hix0iScdc.gov>;  Lubar,  Debra 
(CDC/OCOO/OFR/OA)  <dpl9f5?cdc.eov> 

Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 
I'm  ok  w  it  if  Deb  is 

From:  Payne,  Rebecca  L.  (CDC/OD/OCS) 

Sent:  Friday,  April  15,  2016  5:03  PM 

To:  Frieden,  Thomas  (Tom)  (CDC/OD)  <txf2(Scdc.gov> 

Cc:  Villar,  Carmen  S,  (CDC/OD/OCS)  <coh2@cdc,Eov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5{5)cdc.Eov>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hix0i^cdc.Eov>;  Lubar,  Debra 
(CDC/OCOO/OFR/OA)  <dpl90cdc.gov> 

Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 

Re  funding  -  we  are  being  consistent  with  past  statements  and  responses.  The  language  you  are  asking 
about  is  consistent  with  responses  we've  sent  to  Congress  via  other  inquiries.  Our  funded  research  in 
various  violence  related  topic  areas  may  touch  on  firearms  even  if  it's  not  the  full  scope  of  the  research. 
For  example,  the  evaluation  of  Safe  Streets,  a  violence  interrupter  program  in  Baltimore,  would  touch  on 
firearm  access  and  use  even  though  the  program  isn't  directly  addressing  firearms. 

+Deb  in  case  this  raises  additional  questions 
From;  Payne,  Rebecca  L.  (CDC/OD/OCS) 

Sent:  Friday,  April  15,  2016  4:47  PM 

To:  Frieden,  Thomas  (Tom)  (CDC/OD)  <txf2@cdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <co h2@cdc.gov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5@cdc.gQv>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hixO@cdc.gov> 

Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 

The  appendices  are  in  the  end  of  the  word  doc  but  pasted  the  full  doc  below  as  well  -  we  are  checking 
on  the  funding  q 

The  Honorable  Thomas  R.  Carper 

Ranking  Member,  Committee  on  Homeland  Security 

and  Governmental  Affairs 

United  States  Senate 

Washington,  DC  20510 

Dear  Senator  Carper: 


Thank  you  for  your  lener  regarding  the  status  of  the  Centers  for  Disease  Control  and 
Prevention's  (CDC)  research  into  the  causes  and  prevention  of  gun  violence.  CDC  appreciates 
your  concerns  and  those  of  the  Committee  on  Homeland  Security  and  Governmental  Affairs,  and 

is  committed  to  protecting  the  health,  safety,  and  security  of  the  American  people,  '' . 

Enclosed,  please  find  detailed  responses  to  the  specific  questions  outlined  in  your  letter.  We 
appreciate  the  Committee’s  interest  in  this  important  public  health  issue. 

If  you  have  additional  questions  or  concerns,  please  contact  Cristi  Schwarcz  in  the  CDC 
Washington  Office  at  Csch  warczraicdc.gov  or  (202)  245-0600, 

Sincerely, 

Thomas  R.  Frieden,  MD,  MPH 

Director,  CDC 

Enclosure 


Centers  tor  Disease  Control  and  Prevention  (CDC)  Response  to  the  Senate  Committee  on 
Homeland  Security  and  Governmental  Affairs  regarding  Gun  Violence  Research 

1.  Please  describe  the  CDC's  policy  toward  scientific  research  into  the  causes  and 

prevention  of  gun  violence. 

Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is  an 
important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United  States.  While 
CDC’s  National  Center  for  Injury  Prevention  and  Control  (NCIPC)  has  no  specific 
program  dedicated  to  firearm  violence  research  and  prevention,  firearms  are  a  mechanism 
(cause)  of  injury.  Therefore,  CDC  addresses  firearm- related  violence  prevention  in  the 
context  of  addressing  related  areas,  including  youth  violence,  child  maltreatment, 
domestic  violence,  and  sexual  violence.  These  areas  coincide  with  topical  line  items  that 
are  supported  through  CDC’s  annual  appropriation  for  research  and  non -research 
activities.  The  Fiscal  Year  (FY)  2017  President’s  Budget  includes  SIO  million  to  dedicate 
to  gun  violence  prevention  research. 

2.  Has  the  CDC  or  the  Department  of  Health  and  Human  Services'  (HHS)  Office  of  the 

General  Counsel  conducted  any  analysis  of  the  Dickey  Amendment,  including  the 
types  of  gun  violence  research  that  are  still  permissible?  If  so,  please  provide  this 
analysis. 

In  1997,  after  the  Dickey  Amendment  was  passed,  CDC  interpreted  the  amendment  as 
prohibiting  impermissible  lobbying  related  to  advocating  or  promoting  gun  control.  CDC 
also  interpreted  the  amendment  to  mean  that  activities  that  supported  the  collection  of 
firearm  injury-related  data  and  engagement  in  scientific,  public  health  research  directed 
to  preventing  injuries  from  violence  and  firearms  were  still  permissible. 

More  recently,  in  January  2013,  the  President  issued  a  Presidential  Memorandum, 
“Engaging  in  Public  Health  Research  on  the  Causes  and  Prevention  of  Gun  Violence” 
(Presidential  Memorandum).  This  Presidential  directive  outlines  the  types  of  gun 
violence  research  that  are  permissible,  including  conducting  or  sponsoring  research  into 
the  causes  of  gun  violence  and  ways  to  prevent  it,  identifying  the  most  pressing  research 
questions  with  the  greatest  potential  public  health  impact,  and  assessing  existing  public 
health  interventions  to  prevent  gun  violence. 

The  President’s  plan  to  reduce  gun  violence,  “Now  is  the  Time,”  also  states  that  the 
language  in  the  Dickey  Amendment,  limiting  the  use  of  appropriated  funds  to  “advocate 
or  promote  gun  control,”  does  not  bar  CDC  from  conducting  research  on  the  causes  of 
gun  violence,  noting  specifically  that  “research  on  gun  violence  is  not  advocacy.” 

3.  In  the  aftermath  of  the  shooting  at  Sandy  Flook  Elementary  School  in  December 

2012,  President  Obama  issued  a  memorandum  directing  the  Secretary  of  Health  and 
Human  Services  (HHS),  through  the  Director  of  the  CDC  and  other  agencies  within 
HHS,  to  conduct  or  sponsor  research  into  the  causes  of  gun  violence  and  the  w  ays  to 
prevent  it.  Please  describe  the  efforts  CDC  has  taken  in  response  to  this 
memorandum. 

In  January  2013,  in  response  to  the  President’s  memorandum,  CDC  asked  the  Institute  of 
Medicine  (lOM),  in  collaboration  with  the  National  Research  Council  (NRC),  to  convene 


a  committee  to  engage  diverse  stakeholders  and  identify  the  most  pressing  research 
questions  on 

gun  violence,  including  those  with  the  greatest  potential  public  health  impact.  The 
lOM/NRC  released  their  report,  which  is  available  at 

www.nationalacademies.ore/hmd/Rcpoi1s/2013/Prioritics-for-Research-to-Reducc-the- 

rhreat-of-Fireamr-Related-Violetice.aspx,  on  June  5,  2013.  In  addition,  the  CDC 
Foundation,  in  collaboration  with  CDC,  commissioned  the  lOM/NRC  to  develop  and 
disseminate  three  supplemental  discussion  papers  focusing  on  youth  possession  and 
acquisition  of  firearms,  the  relationship  between  alcohol  and  firearm  violence,  and 
firearm  access  by  persons  at  risk  of  harming  themselves  or  others.  These  papers, 
available  at 

www.nationalacademies.org/hmd/~-/media/Files/Activitv%20Files/Global/2014-DEC- 

1  S/Yoiith- Acquisition-Carrving-Firearms-US.pdf. 

www.nationalacademies.org/hmd/~/media/Files/Activitv%20Files/Globa  1/2014-DEC- 

1  fj/AlcoIiol-Firearms.ndf,  and 

www.nationalacadcmies.org/hmd/~/media/Files/Activitv%20Files/Global/2014-DEC- 

18/Fireanns-5uicide-Homicide.pdf.  were  released  in  late  2014. 

In  February  2014,  CDC  met  with  a  number  of  Executive  Branch  agencies,  including 
representatives  from  HHS  and  the  Department  of  Justice,  to  discuss  approaches  for 
strengthening  data  to  understand  patterns  and  characteristics  of  firearm  violence,  address 
research  questions  identified  in  the  lOM/NRC  report,  ensure  that  research  carried  out  by 
the  different  agencies  is  complementary  and  builds  upon  individual  and  collective 
strengths,  and  determine  opportunities  to  collaborate  on  current  or  future  efforts.  For 
examples  of  CDC  investigations,  analyses  of  surveillance,  and  other  data  to  document  the 
public  health  burden  of  fireann  injuries,  see  Appendix  A. 

In  FY  2015,  with  increased  appropriations,  CDC  expanded  the  National  Violent  Death 
Reporting  System  (NVDRS)  from  18  to  32  participating  states.  In  FY16,  utilizing 
increased  appropriation  {S4.7  million),  CDC  plans  to  expand  the  NVDRS  to  an  additional 
four  to  seven  states.  NVDRS  is  a  state-based  surveillance  system  that  pools  information 
about  the  “who,  when,  where,  and  how”  from  data  on  violent  deaths  to  provide  insights 
on  “why”  they  occur.  It  gives  states  and  communities  a  clearer  understanding  of  violent 
deaths  to  guide  local  decisions  about  efforts  to  prevent  violence  and  track  progress  over 
time.  Findings  from  NVDRS  have  resulted  in  tailored  interventions,  including  increased 
veterans  services  to  prevent  suicide,  ensuring  child  witnesses  of  domestic  violence 
homicides  are  linked  to  social  services,  and  screening  older  adults  for  depression. 

4.  In  April  2013,  the  National  Center  for  Injury  Prevention  and  Control  asked  the 
Institute  of  Medicine  to  recommend  a  research  agenda  on  the  public  health  aspects 
of  firearm -related  violence.  Please  describe  the  actions  the  CDC  plans  to  take  in 
response  to  the  findings  of  the  Institute  of  Medicine  report  issued  in  June  2013. 

The  President’s  FY  2017  Budget  request  includes  $10  million  in  funding  for  gun  violence 
prevention  research.  These  funds  would  enable  CDC  to  pursue  research  priorities 
identified  in  the  lOM/NRC  report. 


Should  funding  become  available,  CDC  will  pursue  research  activities  that  align  with  the 
priorities  identified  in  the  lOM/NRC  report,  Priorities  for  Research  to  Reduce  the  Threat 

of 

Firearm-Related  Violence  (available  at  wwvv.nap.cdu/read/ 1 83 1 9/chapter/ 1 1.  This 
includes  understanding  the  characteristics  of  fireanu  violence  (e.g.,  patterns  of  access  and 
use  among 

children  and  youth,  and  among  high-risk  racial/etlmic  minority  populations;  mral/urban 
differences  in  fireanu-related  violence);  the  risk  and  protective  factors  for  homicide  and 
suicide  firearm  violence  (e.g.,  alcohol,  other  situational  or  environmental  factors;  the 
factors  influencing  non-fatal  firearm  violence);  and  the  effectiveness  of  interventions  to 
prevent  fireami  violence  (e.g.,  safe  storage  practices;  whether  existing  evidence-based 
approaches  and  policies  for  preventing  interpersonal  violence  are  effective  in  reducing 
firearm-related  deaths  and  injuries). 

5.  From  1996  to  the  present,  please  describe  notable  examples  of  research  conducted  or 

funded  by  the  CDC,  including  research  by  or  through  the  National  Center  for 
Injury  Prevention  and  Control,  related  to  understanding  gun  violence. 

For  a  list  of  projects  funded  through  the  research  grant  progiums,  the  Injury  Control 
Research  Centers  (ICRC),  and  the  first  cycle  of  the  Academic  Centers  of  Excellence  for 
Youth  Violence  Prevention  (ACE),  please  see  Appendix  B. 

5a.  Please  also  provide  all  instances  when  the  CDC  included  requests  for  gun 
violence  research  in  Its  research  proposal  solicitation  materials. 

Firearm-related  research  priorities  were  included  in  funding  solicitations  from  1996-2001 
within  the  context  of  addressing  assaultive  behavior  among  youth,  suicidal  behavior, 
intimate  partner  violence  and  sexual  violence.  The  funding  solicitations  for  the  ICRCs 
and  ACEs  were  broad  and  did  not  include  specific  priorities  for  firearm-related  research. 
For  a  list  of  these  funding  announcements,  please  see  Appendix  C. 

6.  For  each  year  from  FY1996  to  FY2015,  w  hat  portion  of  the  CDC's  budget,  including 

the  budget  of  the  National  Center  for  Injury  Prevention  and  Control,  has  been 
devoted  to  gun  violence  research? 

In  FY  1997,  Congress  redirected  $2.6  million  from  gun  violence  prevention  activities  to 
traumatic  brain  injury.  CDC  addresses  firearm-related  violence  prevention  in  the  context 
of  other  violence-related  areas,  including  youth  violence,  child  maltreatment,  domestic 
violence,  and  sexual  violence.  These  areas  coincide  with  topical  line  items  that  are 
supported  through  CDC’s  annual  appropriation  for  research  and  non-research  activities. 
As  previously  noted,  CDC  has  requested  $10  million  to  dedicate  to  gun  violence 
prevention  research  in  the  FY  2017  President’s  Budget. 

Because  firearms  are  a  cause  of  injuries  in  these  related  areas,  CDC  has  awarded  research 
grants  that  address  firearms  as  part  of  their  scope,  based  on  a  competitive  process. 
Proposals  are  evaluated  for  scientific  and  technical  merit  by  an  external  peer  review 
group,  in  accordance  with  CDC  peer  review  policy  and  procedures,  using  stated  review 
criteria.  Since  awards  are  competitive,  the  funding  levels  for  fireanii-related  activities 
from  1997  tlirough  2015  have  ranged  from  about  $100,000  to  just  over  $1  million. 
Comparisons  to  the  total  NCIPC  budget  or  total  CDC  budget  are  not  infonnative  because 
the  agency’s  budget  structure  and  scope  have  changed  dramatically  in  the  past  20  years. 


7.  Each  year,  CDC's  Division  of  Violence  Prevention  solicits  investigator-initiated 

research  via  an  "ROl"  Grant  Program  Announcement.  The  language  in  these 
announcements  signals  to  grant-seeking  public  health  researchers  the  research 
priorities  of  the  CDC  and  its  Division  of  Violence  Prevention.  Please  describe  any 
Division  of  Violence  Prevention's  ROl  Grant  Program  Announcements  related  to 
gun  violence  research  put  forward  from  1996  to  the  present. 

Firearm- re  la  ted  research  priorities  were  included  in  funding  solicitations  from  1996-2001 
within  the  context  of  addressing  assaultive  behavior  among  youth,  suicidal  behavior, 
intimate  partner  violence,  and  sexual  violence.  All  ROl  applications  were  evaluated  for 
scientific  and  technical  merit  by  an  external  peer  review  group,  in  accordance  with  CDC 
peer  review  policy  and  procedures,  using  stated  review  criteria.  Following  initial  peer 
review,  recommended  applications  received  a  second  level  of  review.  A  variety  of  factors 
were  considered  in  making  funding  decisions,  such  as  scientific  and  technical  merit  of  the 
proposed  project  as  determined  by  scientific  peer  review,  availability  of  funds,  and 
relevance  of  the  proposed  projects  to  program  priorities. 

The  research  solicitations  during  these  years  focused  on  enhancing  the  understanding  of 
social,  economic,  and  environmental  factors  that  may  impact  the  frequency  and  severity 
of  these  forms  of  violence.  The  research  solicitations  also  focused  on  enhancing 
evaluations  of  policies,  programs,  or  other  interventions  that  may  reduce  morbidity, 
mortality,  and  disabilities  associated  with  suicidal  behavior,  assaultive  violence,  firearm- 
related  injuries,  intimate  partner  violence,  and  sexual  violence.  Researchers  proposed 
firearm-related  research  projects  in  the  Injury  Control  Research  Center  (ICRC)  grants  and 
in  the  first  cycle  of  funding  for  the  Academic  Centers  of  Excellence  for  Youth  Violence 
Prevention  (ACEs)  during  this  period.  The  funding  solicitations  for  the  ICRCs  and  ACEs 
were  broad  and  did  not  include  specific  priorities  for  firearm- related  research.  See 
Appendix  C. 

The  funding  priorities  for  the  ROl  investigator-initiated  research  grants  from  2002-2012 
emphasized  dissemination  research  and  effectiveness  research,  particularly  the 
effectiveness  of  primary  prevention  strategies  to  prevent  child  maltreatment,  intimate 
partner  violence,  sexual  violence,  youth  violence,  and  suicidal  behavior.  The  research 
objectives  outlined  in  Funding  Opportunity  Announcements  are  based  on  priorities  in  the 
NCIPC  Research  Agenda. 

8.  The  National  Violent  Death  Reporting  System  collects  and  combines  data  from 

multiple  sources  to  provide  states  and  communities  with  a  more  complete  record  of 
the  circumstances  surrounding  violent  deaths.  Participation  from  all  50  states  would 
significantly  increase  the  amount  of  data  available  to  the  National  Violent  Death 
Reporting  System  and,  thereby,  improve  its  effectiveness.  In  how'  many  states  has 
the  National  Violent  Death  Reporting  System  been  implemented? 

NVDRS  has  been  implemented  in  32  states,  and  with  the  FY2016  appropriations 
increase,  the  system  will  expand  to  include  an  additional  four  to  seven  states.  The  funding 


announcement  was  recently  released,  and  states’  applications  are  due  to  CDC  on  May  27. 
Final  funding  decisions  will  be  made  by  September.  CDC  has  requested  an  increase  of 
S7.6  million  in  FY  2017  in  order  to  support  NVDRS  nationwide. 

8a.  How  many  states  have  applied  to  be  included  in  this  system? 

Over  the  years,  41  states  have  applied  to  the  NVDRS  funding  opportunity 
announcements.  This  year,  1 8  states  and  Washington,  DC,  are  eligible  to  apply.  The 
remaining  32  states  are  funded  for  multiple  years.  Therefore,  they  are  not  eligible  to 
apply  this  year. 

8b.  What  circumstances  have  prevented  all  state  applicants  from  being  added  to  the 
National  Violent  Death  Reporting  System? 

Currently,  NVDRS  does  not  include  all  state  applicants  because  levels  of  funding  are  not 
sufficient  to  support  every  state.  Therefore,  all  prior  funding  opportunity  announcements 
for  NVDRS  have  been  competitive.  Based  on  objective  reviews,  criteria  for  not  funding 
prior  applicants  include  lack  of  an  injury  prevention  (or  other  suitable  public  health) 
infrastructure  to  provide  adequate  staffing  and  resources,  inability  to  develop  or 
demonstrate  partnerships  with  data  providers  (vital  registrars,  coroners/medical 
examiners,  or  law  enforcement)  required  for  NVDRS,  problems  with  grant/application 
writing,  and/or  state  legislation  that  restricts  sharing  of  data  required  for  NVDRS. 

The  FY  2017  President’s  Budget  includes  $23.5  million  in  funding  for  the  National 
Violent  Death  Reporting  System.  With  the  total  request  of  $23.5  million,  CDC  will  be 
able  to  complete  the  expansion  of  NVDRS  to  all  50  states  and  Washington,  DC. 

CDC  expects  that  all  states  will  apply  for  NVDRS  funding  should  full  funding  be 
provided  to  support  a  national  system.  In  FY  2016  and  FY  2017,  to  prepare  for  additional 
expansion,  CDC  and  our  partners  will  continue  to  work  with  unfunded  states  to  determine 
barriers  related  to  collecting  violent  death  data  and  develop  strategies  to  address 
identified  barriers.  CDC  has  and  will  continue  to  collaborate  with  partners  to  provide 
training  to  previously  unfunded  states  to  offer  guidance  for  implementing  the  system  and 
for  facilitating  collaboration  between  previously  unfunded  states  and  experienced  states. 

9.  Has  the  CDC  previously  entered  into  any  agreements  with  the  National  Rifle 

Association  offering  to  provide  advanced  notice  of  any  publication  on  the  subject  of 
gun  violence?  If  so,  please  provide  a  description  of  any  such  agreements  as  well  as 
communications  and  documents  memorializing  the  agreements. 

CDC  routinely  informs  stakeholder  organizations,  including  the  National  Rifle 
Association,  when  articles  of  interest,  such  as  articles  on  fireamr-related  violence,  are 
released. 

10.  From  1996  to  the  present,  has  the  CDC  instructed  any  employee  or  researcher  to  not 
conduct  scientific  research  on  gun  violence?  Has  the  CDC  instructed  any  employees 
or  researchers  to  re-write  reports  submitted  for  publication  to  avoid  using  any 
variation  of  the  word  "gun"? 

CDC  has  not  instructed  employees  or  researchers  to  refrain  from  scientific  research  on 
gun  violence.  To  ensure  scientific  integrity,  technical  accuracy,  consistency  with 
appropriations  language,  and  usefulness  to  the  intended  audience,  CDC  has  a  standard 


agency  review  process  for  any  manuscript  or  report  produced  by  CDC  scientists.  Agency 
review  is  not  specific  to  any  topic  area. 

In  the  course  of  reviewing  manuscripts  or  reports  on  firearm  violence,  CDC  has  asked 
employees  to  use  correct  terminology — for  example,  to  say  “died  as  a  result  of  a  firearm- 
related  injury”  vs.  “died  from  a  firearm”  in  the  same  way  as  one  would  write  “died  as  a 
result  of  a  mo  tor- vehicle  crash”  vs.  “died  from  a  car.” 

11.  What  remedies  are  available  to  CDC  researchers  who  believe  their  scientific 

research  has  been  inappropriately  suppressed  or  discouraged?  Please  describe  any 
review  or  appeals  processes  and  include  a  list  of  the  offices  or  review  boards  who 
would  address  any  such  concerns. 

CDC  is  committed  to  a  transparent  research  process  and  works  to  conduct  scientific 
research  in  a  manner  that  increases  our  knowledge  of  public  health  and  ensures  scientific 
quality  and  integrity.  As  diligent  stewards  of  the  public  funds  entrusted  to  us,  CDC 
programs  work  to  ensure  that  our  scientific  efforts  meet  established  public  health  goals. 
Working  with  their  leadership,  scientists  and  subject  matter  experts  ensure  accuracy, 
validity,  and  appropriateness  of  results  and  findings  and  follow  best  practices  to  assure 
scientific  quality  and  integrity.  CDC  scientists  are  required  to  complete  scientific 
integrity  and  quality  training. 

CDC  has  established  an  organizational  framework  that  supports  its  scientists  through  the 
Associate  Director  for  Science  (ADS)  structure.  Through  the  ADS  structure,  CDC 
scientists  can  consult  with  their  manager,  leader,  or  ADS  in  their  immediate  program  if 
they  have  concerns  about  research  decisions.  The  ADS  in  the  immediate  program  may 
escalate  the  matter  to  ADSs  serving  at  higher  organizational  levels  within  the  agency,  as 
needed.  Scientists  may  also  escalate  the  matter  to  an  ADS  serving  at  higher 
organizational  levels  if  they  are  in  disagreement  with  the  ADS  in  their  immediate 
program  or  believe  their  research  has  been  inappropriately  discouraged. 

To  enhance  the  agency’s  strategic  approach  to  scientific  research,  CDC  also  has 
established  the  Excellence  in  Science  Committee  (EISC).  The  EISC  provides  a  forum  for 
information  exchange  among  CDC’s  ADSs.  As  an  advocate  for  scientific  quality  and 
integrity,  the  EISC  serves  as  a  consulting  body  for  science-related  issues  and  makes 
recommendations  when  appropriate. 


Appendix  A  -  Examples  of  CDC  firearm-related  surveillance  activities  and  analyses 
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Appendix  B  -  CDC  firearm-related  research  projects 

Projects  listed  below  were  funded  through  the  research  grant  programs,  the  Injury  Control 
Research  Centers  (ICRC)  and  the  first  cycle  of  the  Academic  Centers  of  Excellence  for  Youth 
Violence  Prevention  (ACE). 

Jeffrey  Fagan 

Situational  Contexts  of  Gun  and  Non-Gun  Injuries 
R49/R01  1995-1997 
Jeffrey  Fagan 

Lethal  &  Non-Lethal  Adolescent  Violence:  Social,  Economic,  &  Neighborhood 
R49/R01  1996-1998 
David  McDowall 

Injury  Prevention  Effects  of  Violence  Interventions 
R49/R01  1996-1998 
David  Grossman 

Firearm  Storage  Device  Evaluation 
R49/R01  1998-2000 
David  Flemenway 
Adult  Firearms  Survey 
ICRC  1998-2001  (Harvard) 

Daniel  Webster 

Understanding  risks  for  retaliatory  shootings  and  opportunities  for  prevention 
ICRC  1999-2000  (Hopkins) 

Daniel  Webster 

Estimating  the  effects  of  laws  setting  minimum  legal  age  for  handgun  purchase  and  possession 
on  youth  suicide  and  homicide 
ACE  2000-2005 
David  Hemenway 

Evaluation  of  State-Level  Firearms  Policies 
ICRC  2001-2006  (Harvard) 


Appendix  C  -  Research  solicitations 

A  synopsis  of  firearm-related  funding  announcements,  from  1996-2001,  within  the  context  of 
addressing  assaultive  behavior  among  youth,  suicidal  behavior,  intimate  partner  violence  and 
sexual  violence,  is  provided  below. 


1996 

FOA#  CE96-011  Grants  for  Violence- Related  Injury  Prevention  Research 

Grant  applicants  should  concentrate  on  the  need  to  reduce  morbidity,  mortality,  and  disabilities 
caused  by  suicidal  behavior,  assaultive  behavior  among  youth,  and  family  and  intimate  partner 
violence. 

1.  Injury  from  Suicidal  and  Assaultive  Behavior 

Enhancing  our  understanding  of  social,  economic,  and  environmental  factors  that  may  affect 
suicidal  behavior: 

•  Study  how  choice  of  method  (firearm,  overdosing,  etc.)  in  planning  or  attempting 

suicidal  behavior  is  influenced  by  cultural,  social,  or  environmental  factors. 

•  Conduct  research  to  determine  the  nature  of  suicide  risk  among  gay  and  lesbian 

persons  in  comparison  to  the  general  population. 

•  Evaluate  policies,  programs,  or  interventions  that  may  reduce  suicidal  behavior  via  the 

modification  of  social,  economic,  or  environmental  circumstances. 

•  Assess  the  effectiveness  of  interventions  that  attempt  to  remove  access  to  lethal  means 

in  reducing  injury  and  severity  of  injury  from  suicidal  behavior. 

Enhancing  our  understanding  of  the  importance  of  social  and  economic  factors  that  influence 
assaultive  behavior  among  youth: 

•  Study  why  many  socioeconomically  disadvantaged  youth  do  not  engage  in  assaultive 

behavior  despite  their  socioeconomic  status. 

•  Undertake  research  to  increase  our  understanding  of  relationships  between  poverty  and 

assaultive  behavior  among  youth. 

•  Study  how  unequal  access  to  criminal  justice,  health  care,  and  educational  systems  is 

related  to  assaultive  behavior. 

•  Evaluate  policies,  programs,  or  interventions  that  may  reduce  assaultive  behavior 

among  youth  via  the  modification  of  social  or  economic  circumstances. 

2.  Family  and  Intimate  Violence  Prevention 

Address  and  define  the  needs  of  mothers  and  children  in  families  where  intimate  violence  occurs. 

•  Undertake  research  to  determine  effective  interventions  for  mothers  and  children  in 

families  with  ongoing  violence 

•  Conduct  studies  to  determine  which  mothers  and  children  are  most  likely  to  be  helped 

by  interventions  designed  for  families  with  ongoing  violence 

•  Examine  variables  related  to  mothers,  children,  and  families  that  may  predict 

intervention  effectiveness 

•  Conduct  studies  related  to  the  impact  of  children  witnessing  violence  in  their  families. 
Define  the  incidence  or  prevalence  of  functional  limitations  and  disabilities  among  women  as  a 
result  of  intimate  partner  violence. 

•  Quantify  injuries  sustained  (nature  and  severity)  and  subsequent  short  and  long-term 

(1-year)  functional  limitations  and  disability 

•  Quantify  the  use  of  acute  care,  mental  health,  rehabilitation,  and  social  services 


Identify  risk  factors  for  adverse  outcomes 


1998 

FOA#  CE98-029  Grants  for  Violence-Related  Injury  Prevention  Research 

Grant  applicants  should  concentrate  on  the  need  to  reduce  morbidity,  mortality,  and  disabilities 
caused  by  suicidal  behavior,  firearm-related  injury,  sexual  violence,  or  intimate  partner  violence. 

1.  Injury  prevention  research  addressing  emerging  issues  in  suicidal  behavior 

•  Conduct  research  to  develop  and  improve  measurement  instruments  for  the 

identification  and  study  of  suicides  and  suicide  attempts  in  surveys,  research  studies, 
and  surveillance  systems. 

•  Conduct  research  designed  to  improve  understanding  of  the  nature  of  suicide  risk 

among  emerging  high-risk  populations  such  as  young  African  American  males. 

•  Conduct  research  that  further  illuminates  understanding  of  the  contribution  of  potential 

risk  factors  for  suicide  such  as  impulsivity,  sexual  orientation,  and  hopelessness. 

2.  Injury  prevention  research  addressing  firearm-related  injuries  among  children  and 
adolescents 

•  Conduct  research  to  improve  understanding  of  the  motivations  and  deterrents  for 

weapon  carrying  behavior  among  adolescents  at  high  risk  for  firearm-related  injuries. 

•  Conduct  research  that  estimates  injury  risk  associated  with  firearm  storage  or  carriage 

practices. 

•  Conduct  research  that  addresses  the  effects  of  firearm  safety  training  and  education 

programs  on  firearm  storage  and  carriage  practices. 

3.  Injury  prevention  research  addressing  sexual  violence  or  intimate  partner  violence 

•  Conduct  research  to  address  the  impact  of  welfare  and  welfare-to-work  programs  on 

women  (and  their  children)  who  experience  intimate  partner  violence. 

•  Conduct  research  to  determine  the  effectiveness  of  prevention  programs  for  adolescent 

males  at  risk  for  perpetration  of  sexual  violence  or  intimate  partner  violence  or 
intervention  programs  for  perpetrators  of  sexual  violence  or  intimate  partner  violence. 

•  Conduct  research  on  risk  factors  for  perpetration  of  sexual  violence. 


1999 

FOA#  CE99-055  Extramural  Grants  for  Violence-Related  Injurj'  Evaluation  Research 

The  purposes  of  this  program  are  to:  evaluate  the  effectiveness  and/or  cost  effectiveness  of 
interventions  and  policies  designed  to  reduce  morbidity,  mortality,  and  disabilities  caused  by 
suicidal  behavior,  firearm-related  injury,  sexual  violence,  or  intimate  partner  violence. 

1.  In  the  area  of  suicide,  there  is  particular  interest  in  projects  to  evaluate  suicide  prevention 

interventions  for  general  or  high  risk  populations  and  projects  to  evaluate  services  provided 
in  various  settings  such  as  a  managed  care  setting. 

2.  In  the  area  of  firearm  injuries,  there  is  particular  interest  in  projects  evaluating  prevention 

programs  and  policies  that  offer  promise  in  preventing  firearm  injuries  among  children  and 
adolescents  (e.g.,  safe  storage  of  firearms  in  homes,  safe  gun  technology,  curricula  to 
promote  gun  safety  for  children  and  adolescents). 


3.  In  the  areas  of  sexual  violence  and  intimate  partner  violence,  there  is  particular  interest  in 
evaluation  research  to  determine  the  effectiveness  of: 

•  Prevention  programs  for  adolescent  males  at  risk  for  perpetration  of  sexual  violence  or 

intimate  partner  violence;  or 

•  Intervention  programs  for  perpetrators  of  sexual  violence  or  intimate  partner  violence. 


2001 

FOA#  CEO  1-0 16  Grants  for  Violence-Related  Injury  Prevention  Research 

Research  is  sought  to  better  understand  the  etiology  of  violence  and  its  consequences,  to 
determine  how  best  to  prevent  violence-related  injury  among  different  segments  of  the 
population  and  in  different  settings,  and  how  best  to  reduce  the  severity  of  the  emotional  and 
physical  consequences  of  violence. 

1.  Improve  understanding  of  the  etiology  of  violence  (i.e.,  interpersonal  youth  violence, 
child  abuse,  intimate  partner  violence,  suicide,  and  sexual  assault)  and  its  consequences 
through  research  that  addresses: 

•  The  independent,  additive,  interactive,  and  sequential  effects  of  psychological, 

socioeconomic,  and  environmental  risk  and  protective  factors. 

•  Factors  that  have  differential  effects  on  the  onset,  persistence,  escalation,  de-escalation, 

or  desistance  of  violent  offending  at  different  ages. 

•  Factors  that  increase  the  severity  of  the  emotional  and  physical  consequences  of 

violence  and  suicidal  behavior. 

•  The  effect  of  social  and  economic  risk  and  protective  factors  such  as  poverty,  social 

contagion,  social  norms,  and  social  capital  on  interpersonal  violence. 

•  The  effect  of  psychological,  social,  and  environmental  factors  not  directly  related  to 

mental  health  on  suicide. 

•  The  risks  and  benefits  of  firearm  access  or  carrying. 

2.  Improve  understanding  of  the  relationships  between  different  types  of  violence,  of 
particular  concern  are: 

•  The  relationship  between  intimate  partner  violence  victimization  and  perpetration  to 

child  abuse. 

•  The  effects  of  exposure  to  child  abuse  and  intimate  partner  violence  on  suicidal 

behavior. 

•  The  effects  of  witnessing  violence  as  a  child  in  the  home  and  community  on  violent 

behavior  during  adolescence  and  adulthood. 

3.  Design  and  test  preventive  interventions  for  intimate  partner  violence,  sexual  violence, 
suicidal  behavior,  and  child  abuse. 

4.  Evaluate  the  feasibility  and  impact  of  screening  and  intervention  methods  in  the  acute 
medical  care  setting  for  youth  interpersonal  violence,  child  abuse,  suicidal  ideation,  and 
intimate  partner  violence. 

5.  Advance  our  understanding  of  the  effectiveness  of  interventions  to  prevent  youth  violence 
by  evaluating: 

•  The  long-term  impact  of  promising  interventions. 

•  Multifaceted  interventions  to  prevent  youth  violence. 

•  The  effect  youth-violence-prevention  strategies  in  diverse  cultural  and  social  settings. 


•  The  cost  effectiveness  of  promising  interventions 


2015 

FOA#  CEl 5-001  Research  Grants  for  Preventing  Violence  and  Violence-Related  Injury 

NCIPC  is  soliciting  investigator-initiated  research  that  will  help  expand  and  advance  knowledge 
in  three  areas:  (1 )  how  best  to  disseminate,  implement,  and  translate  evidence-based  primary 
prevention  strategies,  programs  and  policies  designed  to  reduce  youth  violence;  (2)  what  works 
to  prevent  violence  by  rigorously  evaluating  primary  prevention  strategies,  programs,  and 
policies;  and  (3)  research  to  determine  ways  to  effectively  prevent  serious  and  lethal 
interpersonal  and  self-directed  violence.  The  following  research  objectives  are  the  focus  of  this 
announcement: 

1 .  Research  to  prevent  youth  violence: 

•  Dissemination/implementation/translation  research  to  accelerate  the  adoption  of 
evidence-based  strategies,  programs,  and  policies  to  prevent  youth  violence.  There  is 
particular  interest  in  research  that  examines  how  models  that  have  shown  preventive 
effects  on  violence  outcomes  at  the  community  level  (e.g.,  Communities  That  Care, 
Cardiff  Violence  Prevention  Program)  can  be  adopted  for  use  in  high  risk  communities. 
Prevention  models  that  bring  together  different  sectors  within  communities  to  make  data 
driven  decisions  about  the  set  of  evidence-based  prevention  activities  that  are  most 
appropriate  for  the  local  community  and  then  ensure  implementation  of  those  strategies 
have  the  potential  to  reduce  risk  for  violence  at  the  community  level.  Additional  research 
is  needed  to  help  communities  understand  the  capacity  needed  to  implement  these 
models,  how  the  models  can  be  appropriately  adopted,  and  the  effects  of  modifications  on 
violence  outcomes. 

•  Effectiveness  research  to  determine  which  community- level  and  societal- level  strategies, 
programs,  and  policies  effectively  prevent  youth  violence.  This  includes  studies  to  assess 
the  effectiveness  of  economic  development  schemes  (e.g.,  business  improvement 
districts)  and  other  efforts  to  improve  the  physical,  social,  and  economic  characteristics  of 
neighborhoods;  and  the  effectiveness  of  strategies  aimed  at  reducing  the  level  and 
concentration  of  community  risk  factors.  There  is  also  interest  in  the  area  of  youth 
violence  to  assess  the  economic  efficiency  of  strategies,  programs  and  policies  designed 
to  prevent  youth  violence. 

•  Effectiveness  research  to  prevent  serious  and  lethal  violence  among  youth.  Although 
there  is  a  strong  and  growing  evidence-base  to  prevent  youth  violence  (e.g.,  universal 
school-based  programs,  parent/family  focused  interventions),  there  is  less  evidence 
addressing  the  more  serious  forms  of  violence  among  youth.  Research  is  needed  to 
determine  ways  to  effectively  prevent  serious  and  lethal  violence  involving  youth, 
particularly  identifying  and  evaluating  strategies  addressing  the  leading  mechanisms  of 
youth  homicide  and  assault-related  injuries. 

2.  Research  to  prevent  teen  dating  violence,  intimate  partner  violence,  and  sexual  violence: 

•  Within  the  context  of  teen  dating  violence,  intimate  partner  and  sexual  violence,  there  is 
interest  in  assessing  the  efficacy/effectiveness  of  primary  prevention  strategies  aimed  at 
preventing  the  initial  perpetration  of  violence  and  promoting  respectful,  nonviolent 
relationships. 6  Intervening  in  ways  that  prevent  the  initial  perpetration  of  violence,  that 
alter  developmental  trajectories  leading  to  initial  perpetration  of  violence,  and  that 


promote  an  environment  of  nonviolence  and  respect  is  key  to  eliminating  sexual  and 
intimate  partner  violence. 

•  Effectiveness  research  to  determine  which  community- level  and  societal-level  strategies, 
programs,  and  policies  effectively  prevent  teen  dating  violence,  intimate  partner  and 
sexual 

violence.  This  includes  studies  to  assess  the  effectiveness  of  economic  schemes  (e.g., 
microfinance,  business  improvement  districts)  and  other  efforts  to  improve  the  physical, 
social, 

and  economic  characteristics  of  neighborhoods  and  other  settings;  studies  to  assess  the 
effectiveness  of  social  and  cultural  norm  change  strategies  at  the  community  and  societal 
level  aimed  at  changing  social  contexts  that  condone  or  tolerate  aggression  and 
perpetration;  and  the  effectiveness  of  strategies  aimed  at  reducing  the  level  and 
concentration  of  community  risk  factors. 

•  There  is  also  interest  in  studies  to  assess  the  effectiveness  of  programs,  policies,  or 
strategies  to  prevent  injuries  and  deaths  in  the  context  of  teen  dating  violence  and 
intimate  partner  violence.  Women  are  much  more  likely  than  men  to  be  injured  or  killed 
in  incidents  of  violence  between  intimate  partners.  Research  is  needed  to  determine  ways 
to  effectively  prevent  serious  and  lethal  violence  against  intimate  partners,  particularly 
identifying  and  evaluating  strategies  addressing  the  leading  mechanisms  of  intimate 
partner  homicide. 

3,  Research  to  prevent  suicidal  behavior: 

•  In  the  area  of  suicidal  behavior,  there  is  interest  in  efficacy/effectiveness  studies  of  social, 
economic,  and  environmental  primary  prevention  strategies  to  prevent  suicidal  behavior, 
including  strategies  aimed  at  enhancing  connectedness  for  groups  at  high-risk  for  suicidal 
behavior  and  community-level  efforts  to  reduce  social  isolation  and  stigma  associated 
with  seeking  help  for  personal  crises.  There  is  also  interest  in  studies  to  determine 
whether  evidence-based  programs  for  other  forms  of  violence  can  also  prevent  suicidal 
behavior.  Suicidal  behavior  and  interpersonal  violence  share  a  number  of  risk  and 
protective  factors.  However,  only  a  limited  number  of  evaluations  of  strategies  that  have 
demonstrated  reductions  in  interpersonal  violence  have  examined  the  impact  of  these 
strategies  on  suicidal  behavior. 

•  There  is  also  interest  in  studies  assessing  the  effectiveness  of  programs,  policies,  and 
other  intervention  strategies  to  reduce  access  to  lethal  means.  Research  indicates  that  the 
means  used  in  suicidal  behavior  (e.g.,  jumping  from  a  bridge,  hanging  or  suffocation 
versus  taking  pills)  has  a  substantial  impact  on  whether  the  act  results  in  significant  injury 
or  death.  Strategies  related  to  means  restriction,  however,  have  rarely  been  rigorously 
evaluated  particularly  for  their  impact  and  feasibility  for  broader  implementation. 
Knowledge  is  also  limited  regarding  the  effects  of  means  restriction  on  different  age 
groups,  and  how  means  substitution  (i.e.,  switching  from  one  suicide  method  to  another) 
will  limit  the  effectiveness  of  means-restriction  strategies. 


Grants  for  Injury  Control  Research  Centers  (ICRCs) 

The  purposes  of  this  program  are:  1)  To  support  injury  prevention  and  control  research  on 
priority  issues  as  delineated  in:  Healthy  People  2000;  Injury  Control  in  the  1990's:  A  National 
Plan  for  Action;  Injury  in  America;  Injury  Prevention:  Meeting  the  Challenge;  and  Cost  of 


Injury:  A  Report  to  the  Congress;  2)  To  support  ICRCs  which  represent  CDC's  largest  national 
extramural  investment  in  injury  control  research  and  training,  intervention  development,  and 
evaluation;  3)  To  integrate  collectively,  in  the  context  of  a  national  program,  the  disciplines  of 
engineering,  epidemiology,  medicine,  biostatistics,  public  health,  law  and  criminal  justice,  and 
behavioral  and  social  sciences  in  order  to  prevent  and  control  injuries  more  effectively;  4)  To 
identify  and  evaluate  current  and  new  interventions  for  the  prevention  and  control  of  injuries;  5) 
To  bring  the  knowledge  and  expertise  of  ICRCs  to  bear  on  the  development  and  improvement  of 
effective  public  and  private  sector  programs  for  injury  prevention  and  control;  and 
6)  To  facilitate  injury  control  efforts  supported  by  various  governmental  agencies  within  a 
geographic  region. 

Grants  for  Academic  Centers  of  Excellence  for  Youth  Violence  Prevention 

The  primary  objectives  of  the  Centers  were  to:  1 )  Build  the  scientific  infrastructure  necessary  to 
support  the  development  and  widespread  application  of  effective  youth  violence  interventions,  2) 
promote  interdisciplinary  research  strategies  to  address  the  problem  of  youth  violence  3)  foster 
collaboration  between  academic  researchers  and  communities,  and  4)  empower  communities  to 
address  the  problem  of  youth  violence.  For  the  research  component,  centers  could  propose 
studies  addressing  the  risk  and  protectives  associated  with  youth  violence  as  well  as  efficacy  and 
effectiveness  trials  to  prevent  youth  violence. 

From:  Frieden,  Thomas  (Tom)  (CDC/OD) 

Sent:  Friday,  April  15,  2016  4:37  PM 

To:  Payne,  Rebecca  L.  (CDC/OD/OCS)  <rco0@cdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2@cdc,gov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5@cdc.gQv>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hixQg)cdc.gov> 

Subject:  Re:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 

I  don't  have  the  annexes  and  question  six  implies  recent  funding  in  this  area,  is  this  the  intent? 

On  Apr  15,  2016,  at  4:22  PM,  Payne,  Rebecca  L.  (CDC/OD/OCS)  <rco0@cdc.eov>  wrote: 

Apologies  for  the  quick  turn  around  -  if  possible  CDCW  would  like  this  to  go  out  today.  It 
has  been  reviewed  by  CDC,  OFR,  OADC,  OADS,  and  OGC-  including  HHS  OGC  helping  draft 
some  portions  of  the  response.  You  will  see  one  edit  from  me  in  your  cover  letter  that  will 
be  cleaned  up  but  in  the  interest  of  time  i  am  sending  to  you  with  the  markup. 

We  can  go  back  to  CDCW  for  more  time  but  I  should  let  them  know  by  5  if  we  think  we 
need  more  time. 

BLUF:  Senator  Thomas  Carper,  Ranking  Member  of  Homeland  Security  and  Government 
Affairs,  has  written  to  the  CDC  Director  to  inquire  about  CDC's  support  for  scientific 
research  into  the  causes  and  prevention  of  gun  violence  gun  violence. 

DRAFT 

[DATE] 

The  Honorable  Thomas  R.  Carper 

Ranking  Member,  Committee  on  Homeland  Security 

and  Governmental  Affairs 

United  States  Senate 

Washington,  DC  20510 

Dear  Senator  Carper: 


Thank  you  for  your  letter  regarding  the  status  of  the  Centers  for  Disease  Control  and 
Prevention’s  (CDC)  research  into  the  causes  and  prevention  of  gun  violence.  CDC 
appreciates  your  concerns  and  those  of  the  Committee  on  Homeland  Security  and 
Governmental  Affairs,  and  is  committed  to  protecting  the  health,  safety,  and  security 
of  the  American  people. 

Enclosed,  please  find  detailed  responses  to  the  specific  questions  outlined  in  your 
letter.  We  appreciate  the  Committee’s  interest  in  this  important  public  health  issue. 

If  you  have  additional  questions  or  concerns,  please  contact  Cristi  Schwarcz  in  the 
CDC  Washington  Office  at  Cscbwarczfri; cdc.gov  or  (202)  245-0600. 

Sincerely, 

Thomas  R.  Frieden,  MD,  MPH 

Director,  CDC 

Enclosure 


Centers  for  Disease  Control  and  Prevention  (CDC)  Response  to  the  Senate 
Committee  on  Homeland  Security  and  Governmental  Affairs  regarding  Gun 

Violence  Research 

1.  Please  describe  the  CDC's  policy  toward  scientific  research  into  the 

causes  and  prevention  of  gun  violence. 

Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is 
an  important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United 
States.  While  CDC’s  National  Center  for  Injury  Prevention  and  Control 
(NCIPC)  has  no  specific  program  dedicated  to  firearm  violence  research  and 
prevention,  firearms  are  a  mechanism  (cause)  of  injury.  Therefore,  CDC 
addresses  firearm-related  violence  prevention  in  the  context  of  addressing 
related  areas,  including  youth  violence,  child  maltreatment,  domestic 
violence,  and  sexual  violence.  These  areas  coincide  with  topical  line  items 
that  are  supported  through  CDC’s  annual  appropriation  for  research  and  non¬ 
research  activities.  The  Fiscal  Year  (FY)  2017  President’s  Budget  includes 
$10  million  to  dedicate  to  gun  violence  prevention  research. 

2.  Has  the  CDC  or  the  Department  of  Health  and  Human  Services'  (HHS) 

Office  of  the  General  Counsel  conducted  any  analysis  of  the  Dickey 
Amendment,  including  the  types  of  gun  violence  research  that  are  still 
permissible?  If  so,  please  provide  this  analysis. 

In  1997,  after  the  Dickey  Amendment  was  passed,  CDC  interpreted  the 
amendment  as  prohibiting  impermissible  lobbying  related  to  advocating  or 
promoting  gun  control.  CDC  also  interpreted  the  amendment  to  mean  that 
activities  that  supported  the  collection  of  firearm  injury-related  data  and 
engagement  in  scientific,  public  health  research  directed  to  preventing 
injuries  from  violence  and  firearms  were  still  permissible. 

More  recently,  in  January  2013,  the  President  issued  a  Presidential 
Memorandum,  “Engaging  in  Public  Health  Research  on  the  Causes  and 
Prevention  of  Gun  Violence”  (Presidential  Memorandum).  This  Presidential 
directive  outlines  the  types  of  gun  violence  research  that  are  permissible, 
including  conducting  or  sponsoring  research  into  the  causes  of  gun  violence 
and  ways  to  prevent  it,  identifying  the  most  pressing  research  questions  with 
the  greatest  potential  public  health  impact,  and  assessing  existing  public 
health  interventions  to  prevent  gun  violence. 

The  President’s  plan  to  reduce  gun  violence,  “Now  is  the  Time,”  also  states 
that  the  language  in  the  Dickey  Amendment,  limiting  the  use  of  appropriated 
funds  to  “advocate  or  promote  gun  control,”  does  not  bar  CDC  from 
conducting  research  on  the  causes  of  gun  violence,  noting  specifically  that 
“research  on  gun  violence  is  not  advocacy.” 

3.  In  the  aftermath  of  the  shooting  at  Sandy  Hook  Elementary  School  in 

December  2012,  President  Obama  issued  a  memorandum  directing  the 
Secretary  of  Health  and  Human  Services  (HHS),  through  the  Director  of 
the  CDC  and  other  agencies  within  HHS,  to  conduct  or  sponsor  research 


into  the  causes  of  gun  violence  and  the  ways  to  prevent  it.  Please 
describe  the  efforts  CDC  has  taken  in  response  to  this  memorandum. 

In  January  2013,  in  response  to  the  President’s  memorandum,  CDC  asked 
the  Institute  of  Medicine  (lOM),  in  collaboration  with  the  National  Research 
Council  (NRC),  to  convene  a  committee  to  engage  diverse  stakeholders  and 
identify  the  most  pressing  research  questions  on 

gun  violence,  including  those  with  the  greatest  potential  public  health 
impact.  The  lOM/NRC  released  their  report,  which  is  available  at 
www.nationa[acadei'nies.or^/hmd/Reports/2Q13/Priorities-for-Research-to- 

Reduce-the-Threat-of-Firearm-Related-Violence.aspx.  on  June  5,  2013.  In 
addition,  the  CDC  Foundation,  in  collaboration  with  CDC,  commissioned  the 
lOM/NRC  to  develop  and  disseminate  three  supplemental  discussion  papers 
focusing  on  youth  possession  and  acquisition  of  firearms,  the  relationship 
between  alcohol  and  fireann  violence,  and  firearm  access  by  persons  at  risk 
of  harming  themselves  or  others.  These  papers,  available  at 
www.nationalacademies.org/hmd/~/media/Files/Activitv%2QFiles/Global/20 

1 4-DEC- 1 8Df  outh-Acquisition-Carrving-Firearms-US.pdf, 
www.nationalacademies.or2/hmd/-~/media'Files/Activiiv%20Files/GlobaI/20 

1 4-DEC  - 1  g/Alcohol-Fireamis.pdf,  and 

wv^^.nalionalacademies.or^/hmd/— /media/Files/Activitv%2QFiles/Global/20 

1 4-DEC- 1 8/Fireamis-Suicide-Homicide, pdf,  were  released  in  late  2014. 

In  February  2014,  CDC  met  with  a  number  of  Executive  Branch  agencies, 
including  representatives  from  HHS  and  the  Department  of  Justice,  to 
discuss  approaches  for  strengthening  data  to  understand  patterns  and 
characteristics  of  firearm  violence,  address  research  questions  identified  in 
the  lOM/NRC  report,  ensure  that  research  carried  out  by  the  different 
agencies  is  complementary  and  builds  upon  individual  and  collective 
strengths,  and  determine  opportunities  to  collaborate  on  current  or  fiiture 
efforts.  For  examples  of  CDC  investigations,  analyses  of  surveillance,  and 
other  data  to  document  the  public  health  burden  of  firearm  injuries,  see 
Appendix  A. 

In  FY  2015,  with  increased  appropriations,  CDC  expanded  the  National 
Violent  Death  Reporting  System  (NVDRS)  from  18  to  32  participating 
states.  In  FY16,  utilizing  increased  appropriation  ($4.7  million),  CDC  plans 
to  expand  the  NVDRS  to  an  additional  four  to  seven  states.  NVDRS  is  a 
state- based  surveillance  system  that  pools  information  about  the  “who,  when, 
where,  and  how”  from  data  on  violent  deaths  to  provide  insights  on  “why” 
they  occur.  It  gives  states  and  communities  a  clearer  understanding  of  violent 
deaths  to  guide  local  decisions  about  efforts  to  prevent  violence  and  track 
progress  over  time.  Findings  from  NVDRS  have  resulted  in  tailored 
interventions,  including  increased  veterans  services  to  prevent  suicide, 
ensuring  child  witnesses  of  domestic  violence  homicides  are  linked  to  social 
services,  and  screening  older  adults  for  depression. 


4.  In  April  2013,  the  National  Center  for  Injury  Prevention  and  Control 

asked  the  Institute  of  Medicine  to  recommend  a  research  agenda  on  the 
public  health  aspects  of  firearm-related  violence.  Please  describe  the 
actions  the  CDC  plans  to  take  in  response  to  the  findings  of  the  Institute 
of  Medicine  report  issued  in  June  2013. 

The  President’s  FY  2017  Budget  request  includes  $10  million  in  funding  for 
gun  violence  prevention  research.  These  funds  would  enable  CDC  to  pursue 
research  priorities  identified  in  the  TOM/NRC  report. 

Should  funding  become  available,  CDC  will  pursue  research  activities  that 
align  with  the  priorities  identified  in  the  lOM/NRC  report.  Priorities  for 
Research  to  Reduce  the  Threat  of 

Firearm-Related  Violence  (available  at  www.nan.eLlu/reaLl/ 1 83 1 9/chapter/ 1  f. 
This  includes  understanding  the  characteristics  of  firearm  violence  (e.g., 
patterns  of  access  and  use  among 

children  and  youth,  and  among  high-risk  racial/ethnic  minority  populations; 
rural/urban  differences  in  firearm-related  violence);  the  risk  and  protective 
factors  for  homicide  and  suicide  firearm  violence  (e.g.,  alcohol,  other 
situational  or  environmental  factors;  the  factors  influencing  non-fatal  fireann 
violence);  and  the  effectiveness  of  interventions  to  prevent  firearm  violence 
(e.g.,  safe  storage  practices;  whether  existing  evidence-based  approaches  and 
policies  for  preventing  interpersonal  violence  are  effective  in  reducing 
firearm-related  deaths  and  injuries). 

5.  From  1996  to  the  present,  please  describe  notable  examples  of  research 

conducted  or  funded  by  the  CDC,  including  research  by  or  through  the 
National  Center  for  Injury  Prevention  and  Control,  related  to 
understanding  gun  violence. 

For  a  list  of  projects  funded  through  the  research  grant  programs,  the  Injury 
Control  Research  Centers  (ICRC),  and  the  first  cycle  of  the  Academic 
Centers  of  Excellence  for  Youth  Violence  Prevention  (ACE),  please  see 

Appendix  B. 

5a.  Please  also  provide  all  instances  when  the  CDC  included  requests  for 
gun  violence  research  in  its  research  proposal  solicitation  materials. 
Firearm-related  research  priorities  were  included  in  funding  solicitations 
from  1996-2001  within  the  context  of  addressing  assaultive  behavior  among 
youth,  suicidal  behavior,  intimate  partner  violence  and  sexual  violence.  The 
funding  solicitations  for  the  ICRCs  and  ACEs  were  broad  and  did  not 
include  specific  priorities  for  firearm-related  research,  For  a  list  of  these 
funding  announcements,  please  see  Appendix  C. 

6.  For  each  year  from  FY1996  to  FY2015,  what  portion  of  the  CDC's 

budget,  including  the  budget  of  the  National  Center  for  Injury 
Prevention  and  Control,  has  been  devoted  to  gun  violence  research? 


In  FY  1997,  Congress  redirected  $2.6  million  from  gun  violence  prevention 
activities  to  traumatic  brain  injury.  CDC  addresses  firearm-related  violence 
prevention  in  the  context  of  other  violence-related  areas,  including  youth 
violence,  child  maltreatment,  domestic  violence,  and  sexual  violence.  These 
areas  coincide  with  topical  line  items  that  are  supported  through  CDC’s 
annual  appropriation  for  research  and  non-research  activities.  As  previously 
noted,  CDC  has  requested  $10  million  to  dedicate  to  gun  violence  prevention 
research  in  the  FY  2017  President’s  Budget. 

Because  firearms  are  a  cause  of  injuries  in  these  related  areas,  CDC  has 
awarded  research  grants  that  address  firearms  as  part  of  their  scope,  based  on 
a  competitive  process.  Proposals  are  evaluated  for  scientific  and  technical 
merit  by  an  external  peer  review  group,  in  accordance  with  CDC  peer  review 
policy  and  procedures,  using  stated  review  criteria.  Since  awards  are 
competitive,  the  funding  levels  for  firearm-related  activities  from  1997 
through  2015  have  ranged  from  about  $100,000  to  just  over  $1  million. 
Comparisons  to  the  total  NCIPC  budget  or  total  CDC  budget  are  not 
informative  because  the  agency’s  budget  structure  and  scope  have  changed 
dramatically  in  the  past  20  years. 

7.  Each  year,  CDCs  Division  of  Violence  Prevention  solicits  investigator- 
initiated  research  via  an  "ROl"  Grant  Program  Announcement.  The 
language  in  these  announcements  signals  to  grant-seeking  public  health 
researchers  the  research  priorities  of  the  CDC  and  its  Division  of 
Violence  Prevention.  Please  describe  any  Division  of  Violence 
Prevention's  ROl  Grant  Program  Announcements  related  to  gun 
violence  research  put  forward  from  1996  to  the  present. 

Firearm- related  research  priorities  were  included  in  funding  solicitations 
from  1996-2001  within  the  context  of  addressing  assaultive  behavior  among 
youth,  suicidal  behavior,  intimate  partner  violence,  and  sexual  violence.  All 
ROl  applications  were  evaluated  for  scientific  and  technical  merit  by  an 
external  peer  review  group,  in  accordance  with  CDC  peer  review  policy  and 
procedures,  using  stated  review  criteria.  Following  initial  peer  review, 
recommended  applications  received  a  second  level  of  review.  A  variety  of 
factors  were  considered  in  making  funding  decisions,  such  as  scientific  and 
technical  merit  of  the  proposed  project  as  determined  by  scientific  peer 
review,  availability  of  funds,  and  relevance  of  the  proposed  projects  to 
program  priorities. 

The  research  solicitations  during  these  years  focused  on  enhancing  the 
understanding  of  social,  economic,  and  environmental  factors  that  may 
impact  the  frequency  and  severity  of  these  forms  of  violence.  The  research 
solicitations  also  focused  on  enhancing  evaluations  of  policies,  programs,  or 
other  interventions  that  may  reduce  morbidity,  mortality,  and  disabilities 
associated  with  suicidal  behavior,  assaultive  violence,  firearm-related 
injuries,  intimate  partner  violence,  and  sexual  violence.  Researchers 


proposed  firearm-related  research  projects  in  the  Injury  Control  Research 
Center  (ICRC)  grants  and  in  the  first  cycle  of  funding  for  the  Academic 
Centers  of  Excellence  for  Youth  Violence  Prevention  (ACEs)  during  this 
period.  The  funding  solicitations  for  the  ICRCs  and  ACEs  were  broad  and 
did  not  include  specific  priorities  for  firearm-related  research.  See  Appendix 
C. 

The  funding  priorities  for  the  ROl  investigator-initiated  research  grants  from 
2002-2012  emphasized  dissemination  research  and  effectiveness  research, 
particularly  the  effectiveness  of  primary  prevention  strategies  to  prevent 
child  maltreatment,  intimate  partner  violence,  sexual  violence,  youth 
violence,  and  suicidal  behavior.  The  research  objectives  outlined  in  Funding 
Opportunity  Announcements  are  based  on  priorities  in  the  NCIPC  Research 
Agenda. 

8.  The  National  Violent  Death  Reporting  System  collects  and  combines  data 
from  multiple  sources  to  provide  states  and  communities  with  a  more 
complete  record  of  the  circumstances  surrounding  violent  deaths. 
Participation  from  all  50  states  would  significantly  increase  the  amount 
of  data  available  to  the  National  Violent  Death  Reporting  System  and, 
thereby,  improve  its  effectiveness.  In  how  many  states  has  the  National 
Violent  Death  Reporting  System  been  implemented? 

NVDRS  has  been  implemented  in  32  states,  and  with  the  FY2016 
appropriations  increase,  the  system  will  expand  to  include  an  additional  four 
to  seven  states.  The  funding  announcement  was  recently  released,  and  states’ 
applications  are  due  to  CDC  on  May  27.  Final  funding  decisions  will  be 
made  by  September.  CDC  has  requested  an  increase  of  S7.6  million  in  FY 
2017  in  order  to  support  NVDRS  nationwide. 

8a.  How  many  states  have  applied  to  be  included  in  this  system? 

Over  the  years,  41  states  have  applied  to  the  NVDRS  funding  opportunity 
announcements.  This  year,  18  states  and  Washington,  DC,  are  eligible  to 
apply.  The  remaining  32  states  are  funded  for  multiple  years.  Therefore,  they 
are  not  eligible  to  apply  this  year. 

8b.  What  circumstances  have  prevented  all  state  applicants  from  being 
added  to  the  National  Violent  Death  Reporting  System? 

Currently,  NVDRS  does  not  include  all  state  applicants  because  levels  of 
funding  are  not  sufficient  to  support  every  state.  Therefore,  all  prior  funding 
opportunity  announcements  for  NVDRS  have  been  competitive.  Based  on 
objective  reviews,  criteria  for  not  funding  prior  applicants  include  lack  of  an 
injury  prevention  (or  other  suitable  public  health)  infrastructure  to  provide 
adequate  staffing  and  resources,  inability  to  develop  or  demonstrate 
partnerships  with  data  providers  (vital  registrars,  coroners/medical 
examiners,  or  law  enforcement)  required  for  NVDRS,  problems  with 


grant/application  writing,  and/or  state  legislation  that  restricts  sharing  of  data 
required  for  NVDRS. 

The  FY  2017  President’s  Budget  includes  $23.5  million  in  funding  for  the 
National  Violent  Death  Reporting  System.  With  the  total  request  of  $23.5 
million,  CDC  will  be  able  to  complete  the  expansion  of  NVDRS  to  all  50 
states  and  Washington,  DC. 

CDC  expects  that  all  states  will  apply  for  NVDRS  funding  should  full 
funding  be  provided  to  support  a  national  system.  In  FY  2016  and  FY  2017, 
to  prepare  for  additional  expansion,  CDC  and  our  partners  will  continue  to 
work  with  unfunded  states  to  determine  barriers  related  to  collecting  violent 
death  data  and  develop  strategies  to  address  identified  barriers.  CDC  has  and 
will  continue  to  collaborate  with  partners  to  provide  training  to  previously 
unfunded  states  to  offer  guidance  for  implementing  the  system  and  for 
facilitating  collaboration  between  previously  unfunded  states  and 
experienced  states. 

9.  Has  the  CDC  previously  entered  into  any  agreements  with  the  National 

Rifle  Association  offering  to  provide  advanced  notice  of  any  publication 
on  the  subject  of  gun  violence?  If  so,  please  provide  a  description  of  any 
such  agreements  as  well  as  communications  and  documents 
memorializing  the  agreements. 

CDC  routinely  informs  stakeholder  organizations,  including  the  National 
Rifle  Association,  when  articles  of  interest,  such  as  articles  on  firearm- 
related  violence,  are  released. 

10.  From  1996  to  the  present,  has  the  CDC  instructed  any  employee  or 
researcher  to  not  conduct  scientific  research  on  gun  violence?  Has  the 
CDC  instructed  any  employees  or  researchers  to  re-write  reports 
submitted  for  publication  to  avoid  using  any  variation  of  the  word 
"gun"? 

CDC  has  not  instructed  employees  or  researchers  to  refrain  from  scientific 
research  on  gun  violence.  To  ensure  scientific  integrity,  technical  accuracy, 
consistency  with  appropriations  language,  and  usefulness  to  the  intended 
audience,  CDC  has  a  standard  agency  review  process  for  any  manuscript  or 
report  produced  by  CDC  scientists.  Agency  review  is  not  specific  to  any 
topic  area. 

In  the  course  of  reviewing  manuscripts  or  reports  on  firearm  violence,  CDC 
has  asked  employees  to  use  correct  terminology — for  example,  to  say  “died 
as  a  result  of  a  fireann- related  injury”  vs.  “died  from  a  firearm”  in  the  same 
way  as  one  would  write  “died  as  a  result  of  a  motor- vehicle  crash”  vs.  “died 
from  a  car.” 

11.  What  remedies  are  available  to  CDC  researchers  who  believe  their 
scientific  research  has  been  inappropriately  suppressed  or  discouraged? 


Please  describe  any  review  or  appeals  processes  and  include  a  list  of  the 
offices  or  review  boards  who  would  address  any  such  concerns. 

CDC  is  committed  to  a  transparent  research  process  and  works  to  conduct 
scientific  research  in  a  manner  that  increases  our  knowledge  of  public  health 
and  ensures  scientific  quality  and  integrity.  As  diligent  stewards  of  the  public 
funds  entrusted  to  us,  CDC  programs  work  to  ensure  that  our  scientific 
efforts  meet  established  public  health  goals.  Working  with  their  leadership, 
scientists  and  subject  matter  experts  ensure  accuracy,  validity,  and 
appropriateness  of  results  and  findings  and  follow  best  practices  to  assure 
scientific  quality  and  integrity,  CDC  scientists  are  required  to  complete 
scientific  integrity  and  quality  training. 

CDC  has  established  an  organizational  framework  that  supports  its  scientists 
through  the  Associate  Director  for  Science  (ADS)  structure.  Through  the 
ADS  structure,  CDC  scientists  can  consult  with  their  manager,  leader,  or 
ADS  in  their  immediate  program  if  they  have  concerns  about  research 
decisions.  The  ADS  in  the  immediate  program  may  escalate  the  matter  to 
ADSs  serving  at  higher  organizational  levels  within  the  agency,  as  needed. 
Scientists  may  also  escalate  the  matter  to  an  ADS  serving  at  higher 
organizational  levels  if  they  are  in  disagreement  witli  the  ADS  in  their 
immediate  program  or  believe  their  research  has  been  inappropriately 
discouraged. 

To  enhance  the  agency’s  strategic  approach  to  scientific  research,  CDC  also 
has  established  the  Excellence  in  Science  Committee  (EISC).  The  EISC 
provides  a  forum  for  information  exchange  among  CDC’s  ADSs.  As  an 
advocate  for  scientific  quality  and  integrity,  the  EISC  serves  as  a  consulting 
body  for  science-related  issues  and  makes  recommendations  when 
appropriate. 

Coniessa  Dean 
Public  Health  Analyst 

Division  of  Issues  Management,  Analysis,  and  Coordination 

Office  of  the  Chief  of  Staff 

1600  Clifton  Road 

Atlanta,  Georgia  30329 

404-639-7143 

Cdd7@cdc.gov 
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From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  18  Apr  2016  13:00:59 +0000 

To:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC);DVP  Policy  Requests  (CDC) 

Cc;  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC);Cyrilj  Melissa  R. 

(CDC/ONDIEH/NCIPC);Patterson,  Sara  S.  {CDC/ONDIEH/NCIPC);Asekun,  Adeyelu 
(CDC/ONDIEH/NCIPC);Reimels,  Elizabeth  (CDC/ONDIEH/NClPC);Mercy,  James  (CDC/ONDIEH/NCIPC) 
Subject:  RE:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder 

2353690 


Thanks.  One  thing  I  noticed: 

Question  6  includes  a  point  "As  previously  noted,  CDC  has  requested  $10  million  to  dedicate  to  gun 
violence  prevention  research  in  the  FY  2017  President's  Budget".  The  President  has  requested  $10 


million  for  the  CDC  to  conduct  research  on  eun  violence. 

fbjrsi 

(b)(5) 

From;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  April  18,  2016  8:15  AM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) ;  DVP  Policy  Requests  (CDC) 

Cc:  Belser-Vega,  Elizabeth  (CDC/ONDIEH/NCIPC) ;  Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) ;  Patterson, 
Sara  S.  (CDC/ONDIEH/NCIPC) ;  Asekun,  Adeyelu  (CDC/ONDIEH/NCIPC) 

Subject:  FYI;  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  -  Folder  2353690 
FYL..this  is  the  latest,  final  or  very  near  final. 

From;  Hoffmann,  Lauren  (CDC/OD/OCS) 

Sent:  Monday,  April  18,  2016  8:04  AM 

To:  Lubar,  Debra  (CDC/OCOO/OFR/OA)  <dpi9(acdc.gov>:  Patterson,  Sara  S.  (CDC/ONDIEH/NCIPC) 
<afoD@cdc.gov> 

Cc:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Subject;  FW:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 

Importance:  High 

Deb  —I  think  Dr,  Frieden  is  waiting  for  you  to  say  that  you  are  OK  with  the  response  for  #6  and  then  he 
will  clear.  It  was  the  only  concern/question  that  he  raised, 

Sara— Attached  is  what  we  expect  to  be  the  final. 

Lauren 

Lauren  Hoffmann,  MA,  BS  f  Lead,  High  Profile  Action  Team,  Division  of  Issues  ^/fanagement,  Analysis  and  Coordination  (IMAC)  I 

Office  of  Chief  of  Staff  \  Office  of  the  Director  I  Centers  for  Disease  Controi  and  Prevention 

1600  Clifton  Road,  NE,  Atlanta,  GA  30333  I  Office:  404-639-7126  I  Mobile:  404-547-3997  I  E-mail:  cpf5@cdc.aov 

Forecast  Coordinate.  Contmuntcate. 

From;  Frieden,  Thomas  (Tom)  (CDC/OD) 

Sent:  Friday,  April  15,  2016  6:13  PM 

To:  Payne,  Rebecca  L.  (CDC/OD/OCS)  <rco0@cdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2g)cdc,gov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5g>cdc.gov>;  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hixQ@cdc.gov>;  Lubar,  Debra 
(CDC/OCOO/OFR/OA)  <dpl9^cdc,gov> 

Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 


I'm  ok  w  it  if  Deb  is 

From;  Payne,  Rebecca  L.  (CDC/OD/OCS) 

Sent:  Friday,  April  15,  2016  5:03  PM 

To:  Frieden,  Thomas  (Tom)  (CDC/OD)  <txf2Pcdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2^cdc.gov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5@cdc.gov>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hixO@cdc.gov>;  Lubar,  Debra 
(CDC/OCOO/OFR/OA)  <dpl9f5)cdc.eov> 

Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 

Re  funding  -  we  are  being  consistent  with  past  statements  and  responses.  The  language  you  are  asking 
about  is  consistent  with  responses  we've  sent  to  Congress  via  other  inquiries.  Our  funded  research  in 
various  violence  related  topic  areas  may  touch  on  firearms  even  if  it's  not  the  full  scope  of  the  research. 
For  example,  the  evaluation  of  Safe  Streets,  a  violence  interrupter  program  in  Baltimore,  would  touch  on 
firearm  access  and  use  even  though  the  program  isn't  directly  addressing  firearms. 

+Deb  in  case  this  raises  additional  questions 
From;  Payne,  Rebecca  L.  (CDC/OD/OCS) 

Sent:  Friday,  April  15,  2016  4:47  PM 

To:  Frieden,  Thomas  (Tom)  (CDC/OD)  <txf2Pcdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2(^cdc.gov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5(Scdc.gov>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hixO@cdc.gov> 

Subject:  RE:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 

The  appendices  are  in  the  end  of  the  word  doc  but  pasted  the  full  doc  below  as  well  -  we  are  checking 
on  the  funding  q 

The  Honorable  Thomas  R.  Carper 

Ranking  Member,  Committee  on  Homeland  Security 

and  Governmental  Affairs 

United  States  Senate 

Washington,  DC  20510 

Dear  Senator  Carper: 

Thank  you  for  your  letter  regarding  the  status  of  the  Centers  for  Disease  Control  and 
Prevention’s  (CDC)  research  into  the  causes  and  prevention  of  gun  violence.  CDC  appreciates 
your  concerns  and  those  of  the  Committee  on  Homeland  Security  and  Governmental  Affairs,  and 
is  committed  to  protecting  the  health,  safety,  and  security  of  the  American  people. 

Enclosed,  please  find  detailed  responses  to  the  specific  questions  outlined  in  your  letter.  We 
appreciate  the  Committee’s  interest  in  this  important  public  health  issue. 

If  you  have  additional  questions  or  concerns,  please  contact  Cristi  Schwarcz  in  the  CDC 
Washington  Office  at  Cschwarcz@cdc.gov  or  (202)  245-0600. 

Sincerely, 

Thomas  R.  Frieden,  MD,  MPH 

Director,  CDC 

Enclosure 


Centers  tor  Disease  Control  and  Prevention  (CDC)  Response  to  the  Senate  Committee  on 
Homeland  Security  and  Governmental  Affairs  regarding  Gun  Violence  Research 

1.  Please  describe  the  CDC's  policy  toward  scientific  research  into  the  causes  and 

prevention  of  gun  violence. 

Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is  an 
important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United  States.  While 
CDC’s  National  Center  for  Injury  Prevention  and  Control  (NCIPC)  has  no  specific 
program  dedicated  to  firearm  violence  research  and  prevention,  firearms  are  a  mechanism 
(cause)  of  injury.  Therefore,  CDC  addresses  firearm- related  violence  prevention  in  the 
context  of  addressing  related  areas,  including  youth  violence,  child  maltreatment, 
domestic  violence,  and  sexual  violence.  These  areas  coincide  with  topical  line  items  that 
are  supported  through  CDC’s  annual  appropriation  for  research  and  non -research 
activities.  The  Fiscal  Year  (FY)  2017  President’s  Budget  includes  SIO  million  to  dedicate 
to  gun  violence  prevention  research. 

2.  Has  the  CDC  or  the  Department  of  Health  and  Human  Services'  (HHS)  Office  of  the 

General  Counsel  conducted  any  analysis  of  the  Dickey  Amendment,  including  the 
types  of  gun  violence  research  that  are  still  permissible?  If  so,  please  provide  this 
analysis. 

In  1997,  after  the  Dickey  Amendment  was  passed,  CDC  interpreted  the  amendment  as 
prohibiting  impermissible  lobbying  related  to  advocating  or  promoting  gun  control.  CDC 
also  interpreted  the  amendment  to  mean  that  activities  that  supported  the  collection  of 
firearm  injury-related  data  and  engagement  in  scientific,  public  health  research  directed 
to  preventing  injuries  from  violence  and  firearms  were  still  permissible. 

More  recently,  in  January  2013,  the  President  issued  a  Presidential  Memorandum, 
“Engaging  in  Public  Health  Research  on  the  Causes  and  Prevention  of  Gun  Violence” 
(Presidential  Memorandum).  This  Presidential  directive  outlines  the  types  of  gun 
violence  research  that  are  permissible,  including  conducting  or  sponsoring  research  into 
the  causes  of  gun  violence  and  ways  to  prevent  it,  identifying  the  most  pressing  research 
questions  with  the  greatest  potential  public  health  impact,  and  assessing  existing  public 
health  interventions  to  prevent  gun  violence. 

The  President’s  plan  to  reduce  gun  violence,  “Now  is  the  Time,”  also  states  that  the 
language  in  the  Dickey  Amendment,  limiting  the  use  of  appropriated  funds  to  “advocate 
or  promote  gun  control,”  does  not  bar  CDC  from  conducting  research  on  the  causes  of 
gun  violence,  noting  specifically  that  “research  on  gun  violence  is  not  advocacy.” 

3.  In  the  aftermath  of  the  shooting  at  Sandy  Flook  Elementary  School  in  December 

2012,  President  Obama  issued  a  memorandum  directing  the  Secretary  of  Health  and 
Human  Services  (HHS),  through  the  Director  of  the  CDC  and  other  agencies  within 
HHS,  to  conduct  or  sponsor  research  into  the  causes  of  gun  violence  and  the  w  ays  to 
prevent  it.  Please  describe  the  efforts  CDC  has  taken  in  response  to  this 
memorandum. 

In  January  2013,  in  response  to  the  President’s  memorandum,  CDC  asked  the  Institute  of 
Medicine  (lOM),  in  collaboration  with  the  National  Research  Council  (NRC),  to  convene 


a  committee  to  engage  diverse  stakeholders  and  identify  the  most  pressing  research 
questions  on 

gun  violence,  including  those  with  the  greatest  potential  public  health  impact.  The 
lOM/NRC  released  their  report,  which  is  available  at 

www.nationalacademies.ore/hmd/Rcpoi1s/2013/Prioritics-for-Research-to-Reducc-the- 

rhreat-of-Fireamr-Related-Violetice.aspx,  on  June  5,  2013.  In  addition,  the  CDC 
Foundation,  in  collaboration  with  CDC,  commissioned  the  lOM/NRC  to  develop  and 
disseminate  three  supplemental  discussion  papers  focusing  on  youth  possession  and 
acquisition  of  firearms,  the  relationship  between  alcohol  and  firearm  violence,  and 
firearm  access  by  persons  at  risk  of  harming  themselves  or  others.  These  papers, 
available  at 

www.nationalacademies.org/hmd/~-/media/Files/Activitv%20Files/Global/2014-DEC- 

1  S/Yoiith- Acquisition-Carrving-Firearms-US.pdf. 

www.nationalacademies.org/hmd/~/media/Files/Activitv%20Files/Globa  1/2014-DEC- 

1  fj/AlcoIiol-Firearms.ndf,  and 

www.nationalacadcmies.org/hmd/~/media/Files/Activitv%20Files/Global/2014-DEC- 

18/Fireanns-5uicide-Homicide.pdf.  were  released  in  late  2014. 

In  February  2014,  CDC  met  with  a  number  of  Executive  Branch  agencies,  including 
representatives  from  HHS  and  the  Department  of  Justice,  to  discuss  approaches  for 
strengthening  data  to  understand  patterns  and  characteristics  of  firearm  violence,  address 
research  questions  identified  in  the  lOM/NRC  report,  ensure  that  research  carried  out  by 
the  different  agencies  is  complementary  and  builds  upon  individual  and  collective 
strengths,  and  determine  opportunities  to  collaborate  on  current  or  future  efforts.  For 
examples  of  CDC  investigations,  analyses  of  surveillance,  and  other  data  to  document  the 
public  health  burden  of  fireann  injuries,  see  Appendix  A. 

In  FY  2015,  with  increased  appropriations,  CDC  expanded  the  National  Violent  Death 
Reporting  System  (NVDRS)  from  18  to  32  participating  states.  In  FY16,  utilizing 
increased  appropriation  {S4.7  million),  CDC  plans  to  expand  the  NVDRS  to  an  additional 
four  to  seven  states.  NVDRS  is  a  state-based  surveillance  system  that  pools  information 
about  the  “who,  when,  where,  and  how”  from  data  on  violent  deaths  to  provide  insights 
on  “why”  they  occur.  It  gives  states  and  communities  a  clearer  understanding  of  violent 
deaths  to  guide  local  decisions  about  efforts  to  prevent  violence  and  track  progress  over 
time.  Findings  from  NVDRS  have  resulted  in  tailored  interventions,  including  increased 
veterans  services  to  prevent  suicide,  ensuring  child  witnesses  of  domestic  violence 
homicides  are  linked  to  social  services,  and  screening  older  adults  for  depression. 

4.  In  April  2013,  the  National  Center  for  Injury  Prevention  and  Control  asked  the 
Institute  of  Medicine  to  recommend  a  research  agenda  on  the  public  health  aspects 
of  firearm -related  violence.  Please  describe  the  actions  the  CDC  plans  to  take  in 
response  to  the  findings  of  the  Institute  of  Medicine  report  issued  in  June  2013. 

The  President’s  FY  2017  Budget  request  includes  $10  million  in  funding  for  gun  violence 
prevention  research.  These  funds  would  enable  CDC  to  pursue  research  priorities 
identified  in  the  lOM/NRC  report. 


Should  funding  become  available,  CDC  will  pursue  research  activities  that  align  with  the 
priorities  identified  in  the  lOM/NRC  report,  Priorities  for  Research  to  Reduce  the  Threat 

of 

Firearm-Related  Violence  (available  at  wwvv.nap.cdu/read/ 1 83 1 9/chapter/ 1 1.  This 
includes  understanding  the  characteristics  of  fireanu  violence  (e.g.,  patterns  of  access  and 
use  among 

children  and  youth,  and  among  high-risk  racial/etlmic  minority  populations;  mral/urban 
differences  in  fireanu-related  violence);  the  risk  and  protective  factors  for  homicide  and 
suicide  firearm  violence  (e.g.,  alcohol,  other  situational  or  environmental  factors;  the 
factors  influencing  non-fatal  firearm  violence);  and  the  effectiveness  of  interventions  to 
prevent  fireami  violence  (e.g.,  safe  storage  practices;  whether  existing  evidence-based 
approaches  and  policies  for  preventing  interpersonal  violence  are  effective  in  reducing 
firearm-related  deaths  and  injuries). 

5.  From  1996  to  the  present,  please  describe  notable  examples  of  research  conducted  or 

funded  by  the  CDC,  including  research  by  or  through  the  National  Center  for 
Injury  Prevention  and  Control,  related  to  understanding  gun  violence. 

For  a  list  of  projects  funded  through  the  research  grant  progiums,  the  Injury  Control 
Research  Centers  (ICRC),  and  the  first  cycle  of  the  Academic  Centers  of  Excellence  for 
Youth  Violence  Prevention  (ACE),  please  see  Appendix  B. 

5a.  Please  also  provide  all  instances  when  the  CDC  included  requests  for  gun 
violence  research  in  Its  research  proposal  solicitation  materials. 

Firearm-related  research  priorities  were  included  in  funding  solicitations  from  1996-2001 
within  the  context  of  addressing  assaultive  behavior  among  youth,  suicidal  behavior, 
intimate  partner  violence  and  sexual  violence.  The  funding  solicitations  for  the  ICRCs 
and  ACEs  were  broad  and  did  not  include  specific  priorities  for  firearm-related  research. 
For  a  list  of  these  funding  announcements,  please  see  Appendix  C. 

6.  For  each  year  from  FY1996  to  FY2015,  w  hat  portion  of  the  CDC's  budget,  including 

the  budget  of  the  National  Center  for  Injury  Prevention  and  Control,  has  been 
devoted  to  gun  violence  research? 

In  FY  1997,  Congress  redirected  $2.6  million  from  gun  violence  prevention  activities  to 
traumatic  brain  injury.  CDC  addresses  firearm-related  violence  prevention  in  the  context 
of  other  violence-related  areas,  including  youth  violence,  child  maltreatment,  domestic 
violence,  and  sexual  violence.  These  areas  coincide  with  topical  line  items  that  are 
supported  through  CDC’s  annual  appropriation  for  research  and  non-research  activities. 
As  previously  noted,  CDC  has  requested  $10  million  to  dedicate  to  gun  violence 
prevention  research  in  the  FY  2017  President’s  Budget. 

Because  firearms  are  a  cause  of  injuries  in  these  related  areas,  CDC  has  awarded  research 
grants  that  address  firearms  as  part  of  their  scope,  based  on  a  competitive  process. 
Proposals  are  evaluated  for  scientific  and  technical  merit  by  an  external  peer  review 
group,  in  accordance  with  CDC  peer  review  policy  and  procedures,  using  stated  review 
criteria.  Since  awards  are  competitive,  the  funding  levels  for  fireanii-related  activities 
from  1997  tlirough  2015  have  ranged  from  about  $100,000  to  just  over  $1  million. 
Comparisons  to  the  total  NCIPC  budget  or  total  CDC  budget  are  not  infonnative  because 
the  agency’s  budget  structure  and  scope  have  changed  dramatically  in  the  past  20  years. 


7.  Each  year,  CDC's  Division  of  Violence  Prevention  solicits  investigator-initiated 

research  via  an  "ROl"  Grant  Program  Announcement.  The  language  in  these 
announcements  signals  to  grant-seeking  public  health  researchers  the  research 
priorities  of  the  CDC  and  its  Division  of  Violence  Prevention.  Please  describe  any 
Division  of  Violence  Prevention's  ROl  Grant  Program  Announcements  related  to 
gun  violence  research  put  forward  from  1996  to  the  present. 

Firearm- re  la  ted  research  priorities  were  included  in  funding  solicitations  from  1996-2001 
within  the  context  of  addressing  assaultive  behavior  among  youth,  suicidal  behavior, 
intimate  partner  violence,  and  sexual  violence.  All  ROl  applications  were  evaluated  for 
scientific  and  technical  merit  by  an  external  peer  review  group,  in  accordance  with  CDC 
peer  review  policy  and  procedures,  using  stated  review  criteria.  Following  initial  peer 
review,  recommended  applications  received  a  second  level  of  review.  A  variety  of  factors 
were  considered  in  making  funding  decisions,  such  as  scientific  and  technical  merit  of  the 
proposed  project  as  determined  by  scientific  peer  review,  availability  of  funds,  and 
relevance  of  the  proposed  projects  to  program  priorities. 

The  research  solicitations  during  these  years  focused  on  enhancing  the  understanding  of 
social,  economic,  and  environmental  factors  that  may  impact  the  frequency  and  severity 
of  these  forms  of  violence.  The  research  solicitations  also  focused  on  enhancing 
evaluations  of  policies,  programs,  or  other  interventions  that  may  reduce  morbidity, 
mortality,  and  disabilities  associated  with  suicidal  behavior,  assaultive  violence,  firearm- 
related  injuries,  intimate  partner  violence,  and  sexual  violence.  Researchers  proposed 
firearm-related  research  projects  in  the  Injury  Control  Research  Center  (ICRC)  grants  and 
in  the  first  cycle  of  funding  for  the  Academic  Centers  of  Excellence  for  Youth  Violence 
Prevention  (ACEs)  during  this  period.  The  funding  solicitations  for  the  ICRCs  and  ACEs 
were  broad  and  did  not  include  specific  priorities  for  firearm- related  research.  See 
Appendix  C. 

The  funding  priorities  for  the  ROl  investigator-initiated  research  grants  from  2002-2012 
emphasized  dissemination  research  and  effectiveness  research,  particularly  the 
effectiveness  of  primary  prevention  strategies  to  prevent  child  maltreatment,  intimate 
partner  violence,  sexual  violence,  youth  violence,  and  suicidal  behavior.  The  research 
objectives  outlined  in  Funding  Opportunity  Announcements  are  based  on  priorities  in  the 
NCIPC  Research  Agenda. 

8.  The  National  Violent  Death  Reporting  System  collects  and  combines  data  from 

multiple  sources  to  provide  states  and  communities  with  a  more  complete  record  of 
the  circumstances  surrounding  violent  deaths.  Participation  from  all  50  states  would 
significantly  increase  the  amount  of  data  available  to  the  National  Violent  Death 
Reporting  System  and,  thereby,  improve  its  effectiveness.  In  how'  many  states  has 
the  National  Violent  Death  Reporting  System  been  implemented? 

NVDRS  has  been  implemented  in  32  states,  and  with  the  FY2016  appropriations 
increase,  the  system  will  expand  to  include  an  additional  four  to  seven  states.  The  funding 


announcement  was  recently  released,  and  states’  applications  are  due  to  CDC  on  May  27. 
Final  funding  decisions  will  be  made  by  September.  CDC  has  requested  an  increase  of 
S7.6  million  in  FY  2017  in  order  to  support  NVDRS  nationwide. 

8a.  How  many  states  have  applied  to  be  included  in  this  system? 

Over  the  years,  41  states  have  applied  to  the  NVDRS  funding  opportunity 
announcements.  This  year,  1 8  states  and  Washington,  DC,  are  eligible  to  apply.  The 
remaining  32  states  are  funded  for  multiple  years.  Therefore,  they  are  not  eligible  to 
apply  this  year. 

8b.  What  circumstances  have  prevented  all  state  applicants  from  being  added  to  the 
National  Violent  Death  Reporting  System? 

Currently,  NVDRS  does  not  include  all  state  applicants  because  levels  of  funding  are  not 
sufficient  to  support  every  state.  Therefore,  all  prior  funding  opportunity  announcements 
for  NVDRS  have  been  competitive.  Based  on  objective  reviews,  criteria  for  not  funding 
prior  applicants  include  lack  of  an  injury  prevention  (or  other  suitable  public  health) 
infrastructure  to  provide  adequate  staffing  and  resources,  inability  to  develop  or 
demonstrate  partnerships  with  data  providers  (vital  registrars,  coroners/medical 
examiners,  or  law  enforcement)  required  for  NVDRS,  problems  with  grant/application 
writing,  and/or  state  legislation  that  restricts  sharing  of  data  required  for  NVDRS. 

The  FY  2017  President’s  Budget  includes  $23.5  million  in  funding  for  the  National 
Violent  Death  Reporting  System.  With  the  total  request  of  $23.5  million,  CDC  will  be 
able  to  complete  the  expansion  of  NVDRS  to  all  50  states  and  Washington,  DC. 

CDC  expects  that  all  states  will  apply  for  NVDRS  funding  should  full  funding  be 
provided  to  support  a  national  system.  In  FY  2016  and  FY  2017,  to  prepare  for  additional 
expansion,  CDC  and  our  partners  will  continue  to  work  with  unfunded  states  to  determine 
barriers  related  to  collecting  violent  death  data  and  develop  strategies  to  address 
identified  barriers.  CDC  has  and  will  continue  to  collaborate  with  partners  to  provide 
training  to  previously  unfunded  states  to  offer  guidance  for  implementing  the  system  and 
for  facilitating  collaboration  between  previously  unfunded  states  and  experienced  states. 

9.  Has  the  CDC  previously  entered  into  any  agreements  with  the  National  Rifle 

Association  offering  to  provide  advanced  notice  of  any  publication  on  the  subject  of 
gun  violence?  If  so,  please  provide  a  description  of  any  such  agreements  as  well  as 
communications  and  documents  memorializing  the  agreements. 

CDC  routinely  informs  stakeholder  organizations,  including  the  National  Rifle 
Association,  when  articles  of  interest,  such  as  articles  on  fireamr-related  violence,  are 
released. 

10.  From  1996  to  the  present,  has  the  CDC  instructed  any  employee  or  researcher  to  not 
conduct  scientific  research  on  gun  violence?  Has  the  CDC  instructed  any  employees 
or  researchers  to  re-write  reports  submitted  for  publication  to  avoid  using  any 
variation  of  the  word  "gun"? 

CDC  has  not  instructed  employees  or  researchers  to  refrain  from  scientific  research  on 
gun  violence.  To  ensure  scientific  integrity,  technical  accuracy,  consistency  with 
appropriations  language,  and  usefulness  to  the  intended  audience,  CDC  has  a  standard 


agency  review  process  for  any  manuscript  or  report  produced  by  CDC  scientists.  Agency 
review  is  not  specific  to  any  topic  area. 

In  the  course  of  reviewing  manuscripts  or  reports  on  firearm  violence,  CDC  has  asked 
employees  to  use  correct  terminology — for  example,  to  say  “died  as  a  result  of  a  firearm- 
related  injury”  vs.  “died  from  a  firearm”  in  the  same  way  as  one  would  write  “died  as  a 
result  of  a  mo  tor- vehicle  crash”  vs.  “died  from  a  car.” 

11.  What  remedies  are  available  to  CDC  researchers  who  believe  their  scientific 

research  has  been  inappropriately  suppressed  or  discouraged?  Please  describe  any 
review  or  appeals  processes  and  include  a  list  of  the  offices  or  review  boards  who 
would  address  any  such  concerns. 

CDC  is  committed  to  a  transparent  research  process  and  works  to  conduct  scientific 
research  in  a  manner  that  increases  our  knowledge  of  public  health  and  ensures  scientific 
quality  and  integrity.  As  diligent  stewards  of  the  public  funds  entrusted  to  us,  CDC 
programs  work  to  ensure  that  our  scientific  efforts  meet  established  public  health  goals. 
Working  with  their  leadership,  scientists  and  subject  matter  experts  ensure  accuracy, 
validity,  and  appropriateness  of  results  and  findings  and  follow  best  practices  to  assure 
scientific  quality  and  integrity.  CDC  scientists  are  required  to  complete  scientific 
integrity  and  quality  training. 

CDC  has  established  an  organizational  framework  that  supports  its  scientists  through  the 
Associate  Director  for  Science  (ADS)  structure.  Through  the  ADS  structure,  CDC 
scientists  can  consult  with  their  manager,  leader,  or  ADS  in  their  immediate  program  if 
they  have  concerns  about  research  decisions.  The  ADS  in  the  immediate  program  may 
escalate  the  matter  to  ADSs  serving  at  higher  organizational  levels  within  the  agency,  as 
needed.  Scientists  may  also  escalate  the  matter  to  an  ADS  serving  at  higher 
organizational  levels  if  they  are  in  disagreement  with  the  ADS  in  their  immediate 
program  or  believe  their  research  has  been  inappropriately  discouraged. 

To  enhance  the  agency’s  strategic  approach  to  scientific  research,  CDC  also  has 
established  the  Excellence  in  Science  Committee  (EISC).  The  EISC  provides  a  forum  for 
information  exchange  among  CDC’s  ADSs.  As  an  advocate  for  scientific  quality  and 
integrity,  the  EISC  serves  as  a  consulting  body  for  science-related  issues  and  makes 
recommendations  when  appropriate. 


Appendix  A  -  Examples  of  CDC  firearm-related  surveillance  activities  and  analyses 

Fowler  KA,  Dahlberg  LL,  Haileyesus  T,  Annest  JL.  Firearm  injuries  in  the  United  States. 
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Sullivan  EM,  Annest  JL,  Simon  TR,  Luo  F,  Dahlberg  L.  Suicide  trends  among  persons  aged  10- 
24  years  —  United  States,  1994-2012.  Morbidity  and  Mortality  Weekly  Report  2015; 
64(08):201-205. 
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States,  1981-2010.  Centers  for  Disease  Control  and  Prevention.  Morbidity  and  Mortality  Weekly 
Report,  2013;  62(27) :545-548. 
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Appendix  B  -  CDC  firearm-related  research  projects 

Projects  listed  below  were  funded  through  the  research  grant  programs,  the  Injury  Control 
Research  Centers  (ICRC)  and  the  first  cycle  of  the  Academic  Centers  of  Excellence  for  Youth 
Violence  Prevention  (ACE). 

Jeffrey  Fagan 

Situational  Contexts  of  Gun  and  Non-Gun  Injuries 
R49/R01  1995-1997 
Jeffrey  Fagan 

Lethal  &  Non-Lethal  Adolescent  Violence:  Social,  Economic,  &  Neighborhood 
R49/R01  1996-1998 
David  McDowall 

Injury  Prevention  Effects  of  Violence  Interventions 
R49/R01  1996-1998 
David  Grossman 

Firearm  Storage  Device  Evaluation 
R49/R01  1998-2000 
David  Flemenway 
Adult  Firearms  Survey 
ICRC  1998-2001  (Harvard) 

Daniel  Webster 

Understanding  risks  for  retaliatory  shootings  and  opportunities  for  prevention 
ICRC  1999-2000  (Hopkins) 

Daniel  Webster 

Estimating  the  effects  of  laws  setting  minimum  legal  age  for  handgun  purchase  and  possession 
on  youth  suicide  and  homicide 
ACE  2000-2005 
David  Hemenway 

Evaluation  of  State-Level  Firearms  Policies 
ICRC  2001-2006  (Harvard) 


Appendix  C  -  Research  solicitations 

A  synopsis  of  firearm-related  funding  announcements,  from  1996-2001,  within  the  context  of 
addressing  assaultive  behavior  among  youth,  suicidal  behavior,  intimate  partner  violence  and 
sexual  violence,  is  provided  below. 


1996 

FOA#  CE96-011  Grants  for  Violence- Related  Injury  Prevention  Research 

Grant  applicants  should  concentrate  on  the  need  to  reduce  morbidity,  mortality,  and  disabilities 
caused  by  suicidal  behavior,  assaultive  behavior  among  youth,  and  family  and  intimate  partner 
violence. 

1.  Injury  from  Suicidal  and  Assaultive  Behavior 

Enhancing  our  understanding  of  social,  economic,  and  environmental  factors  that  may  affect 
suicidal  behavior: 

•  Study  how  choice  of  method  (firearm,  overdosing,  etc.)  in  planning  or  attempting 

suicidal  behavior  is  influenced  by  cultural,  social,  or  environmental  factors. 

•  Conduct  research  to  determine  the  nature  of  suicide  risk  among  gay  and  lesbian 

persons  in  comparison  to  the  general  population. 

•  Evaluate  policies,  programs,  or  interventions  that  may  reduce  suicidal  behavior  via  the 

modification  of  social,  economic,  or  environmental  circumstances. 

•  Assess  the  effectiveness  of  interventions  that  attempt  to  remove  access  to  lethal  means 

in  reducing  injury  and  severity  of  injury  from  suicidal  behavior. 

Enhancing  our  understanding  of  the  importance  of  social  and  economic  factors  that  influence 
assaultive  behavior  among  youth: 

•  Study  why  many  socioeconomically  disadvantaged  youth  do  not  engage  in  assaultive 

behavior  despite  their  socioeconomic  status. 

•  Undertake  research  to  increase  our  understanding  of  relationships  between  poverty  and 

assaultive  behavior  among  youth. 

•  Study  how  unequal  access  to  criminal  justice,  health  care,  and  educational  systems  is 

related  to  assaultive  behavior. 

•  Evaluate  policies,  programs,  or  interventions  that  may  reduce  assaultive  behavior 

among  youth  via  the  modification  of  social  or  economic  circumstances. 

2.  Family  and  Intimate  Violence  Prevention 

Address  and  define  the  needs  of  mothers  and  children  in  families  where  intimate  violence  occurs. 

•  Undertake  research  to  determine  effective  interventions  for  mothers  and  children  in 

families  with  ongoing  violence 

•  Conduct  studies  to  determine  which  mothers  and  children  are  most  likely  to  be  helped 

by  interventions  designed  for  families  with  ongoing  violence 

•  Examine  variables  related  to  mothers,  children,  and  families  that  may  predict 

intervention  effectiveness 

•  Conduct  studies  related  to  the  impact  of  children  witnessing  violence  in  their  families. 
Define  the  incidence  or  prevalence  of  functional  limitations  and  disabilities  among  women  as  a 
result  of  intimate  partner  violence. 

•  Quantify  injuries  sustained  (nature  and  severity)  and  subsequent  short  and  long-term 

(1-year)  functional  limitations  and  disability 

•  Quantify  the  use  of  acute  care,  mental  health,  rehabilitation,  and  social  services 


Identify  risk  factors  for  adverse  outcomes 


1998 

FOA#  CE98-029  Grants  for  Violence-Related  Injury  Prevention  Research 

Grant  applicants  should  concentrate  on  the  need  to  reduce  morbidity,  mortality,  and  disabilities 
caused  by  suicidal  behavior,  firearm-related  injury,  sexual  violence,  or  intimate  partner  violence. 

1.  Injury  prevention  research  addressing  emerging  issues  in  suicidal  behavior 

•  Conduct  research  to  develop  and  improve  measurement  instruments  for  the 

identification  and  study  of  suicides  and  suicide  attempts  in  surveys,  research  studies, 
and  surveillance  systems. 

•  Conduct  research  designed  to  improve  understanding  of  the  nature  of  suicide  risk 

among  emerging  high-risk  populations  such  as  young  African  American  males. 

•  Conduct  research  that  further  illuminates  understanding  of  the  contribution  of  potential 

risk  factors  for  suicide  such  as  impulsivity,  sexual  orientation,  and  hopelessness. 

2.  Injury  prevention  research  addressing  firearm-related  injuries  among  children  and 
adolescents 

•  Conduct  research  to  improve  understanding  of  the  motivations  and  deterrents  for 

weapon  carrying  behavior  among  adolescents  at  high  risk  for  firearm-related  injuries. 

•  Conduct  research  that  estimates  injury  risk  associated  with  firearm  storage  or  carriage 

practices. 

•  Conduct  research  that  addresses  the  effects  of  firearm  safety  training  and  education 

programs  on  firearm  storage  and  carriage  practices. 

3.  Injury  prevention  research  addressing  sexual  violence  or  intimate  partner  violence 

•  Conduct  research  to  address  the  impact  of  welfare  and  welfare-to-work  programs  on 

women  (and  their  children)  who  experience  intimate  partner  violence. 

•  Conduct  research  to  determine  the  effectiveness  of  prevention  programs  for  adolescent 

males  at  risk  for  perpetration  of  sexual  violence  or  intimate  partner  violence  or 
intervention  programs  for  perpetrators  of  sexual  violence  or  intimate  partner  violence. 

•  Conduct  research  on  risk  factors  for  perpetration  of  sexual  violence. 


1999 

FOA#  CE99-055  Extramural  Grants  for  Violence-Related  Injurj'  Evaluation  Research 

The  purposes  of  this  program  are  to:  evaluate  the  effectiveness  and/or  cost  effectiveness  of 
interventions  and  policies  designed  to  reduce  morbidity,  mortality,  and  disabilities  caused  by 
suicidal  behavior,  firearm-related  injury,  sexual  violence,  or  intimate  partner  violence. 

1.  In  the  area  of  suicide,  there  is  particular  interest  in  projects  to  evaluate  suicide  prevention 

interventions  for  general  or  high  risk  populations  and  projects  to  evaluate  services  provided 
in  various  settings  such  as  a  managed  care  setting. 

2.  In  the  area  of  firearm  injuries,  there  is  particular  interest  in  projects  evaluating  prevention 

programs  and  policies  that  offer  promise  in  preventing  firearm  injuries  among  children  and 
adolescents  (e.g.,  safe  storage  of  firearms  in  homes,  safe  gun  technology,  curricula  to 
promote  gun  safety  for  children  and  adolescents). 


3.  In  the  areas  of  sexual  violence  and  intimate  partner  violence,  there  is  particular  interest  in 
evaluation  research  to  determine  the  effectiveness  of: 

•  Prevention  programs  for  adolescent  males  at  risk  for  perpetration  of  sexual  violence  or 

intimate  partner  violence;  or 

•  Intervention  programs  for  perpetrators  of  sexual  violence  or  intimate  partner  violence. 


2001 

FOA#  CEO  1-0 16  Grants  for  Violence-Related  Injury  Prevention  Research 

Research  is  sought  to  better  understand  the  etiology  of  violence  and  its  consequences,  to 
determine  how  best  to  prevent  violence-related  injury  among  different  segments  of  the 
population  and  in  different  settings,  and  how  best  to  reduce  the  severity  of  the  emotional  and 
physical  consequences  of  violence. 

1.  Improve  understanding  of  the  etiology  of  violence  (i.e.,  interpersonal  youth  violence, 
child  abuse,  intimate  partner  violence,  suicide,  and  sexual  assault)  and  its  consequences 
through  research  that  addresses: 

•  The  independent,  additive,  interactive,  and  sequential  effects  of  psychological, 

socioeconomic,  and  environmental  risk  and  protective  factors. 

•  Factors  that  have  differential  effects  on  the  onset,  persistence,  escalation,  de-escalation, 

or  desistance  of  violent  offending  at  different  ages. 

•  Factors  that  increase  the  severity  of  the  emotional  and  physical  consequences  of 

violence  and  suicidal  behavior. 

•  The  effect  of  social  and  economic  risk  and  protective  factors  such  as  poverty,  social 

contagion,  social  norms,  and  social  capital  on  interpersonal  violence. 

•  The  effect  of  psychological,  social,  and  environmental  factors  not  directly  related  to 

mental  health  on  suicide. 

•  The  risks  and  benefits  of  firearm  access  or  carrying. 

2.  Improve  understanding  of  the  relationships  between  different  types  of  violence,  of 
particular  concern  are: 

•  The  relationship  between  intimate  partner  violence  victimization  and  perpetration  to 

child  abuse. 

•  The  effects  of  exposure  to  child  abuse  and  intimate  partner  violence  on  suicidal 

behavior. 

•  The  effects  of  witnessing  violence  as  a  child  in  the  home  and  community  on  violent 

behavior  during  adolescence  and  adulthood. 

3.  Design  and  test  preventive  interventions  for  intimate  partner  violence,  sexual  violence, 
suicidal  behavior,  and  child  abuse. 

4.  Evaluate  the  feasibility  and  impact  of  screening  and  intervention  methods  in  the  acute 
medical  care  setting  for  youth  interpersonal  violence,  child  abuse,  suicidal  ideation,  and 
intimate  partner  violence. 

5.  Advance  our  understanding  of  the  effectiveness  of  interventions  to  prevent  youth  violence 
by  evaluating: 

•  The  long-term  impact  of  promising  interventions. 

•  Multifaceted  interventions  to  prevent  youth  violence. 

•  The  effect  youth-violence-prevention  strategies  in  diverse  cultural  and  social  settings. 


•  The  cost  effectiveness  of  promising  interventions 


2015 

FOA#  CEl 5-001  Research  Grants  for  Preventing  Violence  and  Violence-Related  Injury 

NCIPC  is  soliciting  investigator-initiated  research  that  will  help  expand  and  advance  knowledge 
in  three  areas:  (1 )  how  best  to  disseminate,  implement,  and  translate  evidence-based  primary 
prevention  strategies,  programs  and  policies  designed  to  reduce  youth  violence;  (2)  what  works 
to  prevent  violence  by  rigorously  evaluating  primary  prevention  strategies,  programs,  and 
policies;  and  (3)  research  to  determine  ways  to  effectively  prevent  serious  and  lethal 
interpersonal  and  self-directed  violence.  The  following  research  objectives  are  the  focus  of  this 
announcement: 

1 .  Research  to  prevent  youth  violence: 

•  Dissemination/implementation/translation  research  to  accelerate  the  adoption  of 
evidence-based  strategies,  programs,  and  policies  to  prevent  youth  violence.  There  is 
particular  interest  in  research  that  examines  how  models  that  have  shown  preventive 
effects  on  violence  outcomes  at  the  community  level  (e.g.,  Communities  That  Care, 
Cardiff  Violence  Prevention  Program)  can  be  adopted  for  use  in  high  risk  communities. 
Prevention  models  that  bring  together  different  sectors  within  communities  to  make  data 
driven  decisions  about  the  set  of  evidence-based  prevention  activities  that  are  most 
appropriate  for  the  local  community  and  then  ensure  implementation  of  those  strategies 
have  the  potential  to  reduce  risk  for  violence  at  the  community  level.  Additional  research 
is  needed  to  help  communities  understand  the  capacity  needed  to  implement  these 
models,  how  the  models  can  be  appropriately  adopted,  and  the  effects  of  modifications  on 
violence  outcomes. 

•  Effectiveness  research  to  determine  which  community- level  and  societal- level  strategies, 
programs,  and  policies  effectively  prevent  youth  violence.  This  includes  studies  to  assess 
the  effectiveness  of  economic  development  schemes  (e.g.,  business  improvement 
districts)  and  other  efforts  to  improve  the  physical,  social,  and  economic  characteristics  of 
neighborhoods;  and  the  effectiveness  of  strategies  aimed  at  reducing  the  level  and 
concentration  of  community  risk  factors.  There  is  also  interest  in  the  area  of  youth 
violence  to  assess  the  economic  efficiency  of  strategies,  programs  and  policies  designed 
to  prevent  youth  violence. 

•  Effectiveness  research  to  prevent  serious  and  lethal  violence  among  youth.  Although 
there  is  a  strong  and  growing  evidence-base  to  prevent  youth  violence  (e.g.,  universal 
school-based  programs,  parent/family  focused  interventions),  there  is  less  evidence 
addressing  the  more  serious  forms  of  violence  among  youth.  Research  is  needed  to 
determine  ways  to  effectively  prevent  serious  and  lethal  violence  involving  youth, 
particularly  identifying  and  evaluating  strategies  addressing  the  leading  mechanisms  of 
youth  homicide  and  assault-related  injuries. 

2.  Research  to  prevent  teen  dating  violence,  intimate  partner  violence,  and  sexual  violence: 

•  Within  the  context  of  teen  dating  violence,  intimate  partner  and  sexual  violence,  there  is 
interest  in  assessing  the  efficacy/effectiveness  of  primary  prevention  strategies  aimed  at 
preventing  the  initial  perpetration  of  violence  and  promoting  respectful,  nonviolent 
relationships. 6  Intervening  in  ways  that  prevent  the  initial  perpetration  of  violence,  that 
alter  developmental  trajectories  leading  to  initial  perpetration  of  violence,  and  that 


promote  an  environment  of  nonviolence  and  respect  is  key  to  eliminating  sexual  and 
intimate  partner  violence. 

•  Effectiveness  research  to  determine  which  community- level  and  societal-level  strategies, 
programs,  and  policies  effectively  prevent  teen  dating  violence,  intimate  partner  and 
sexual 

violence.  This  includes  studies  to  assess  the  effectiveness  of  economic  schemes  (e.g., 
microfinance,  business  improvement  districts)  and  other  efforts  to  improve  the  physical, 
social, 

and  economic  characteristics  of  neighborhoods  and  other  settings;  studies  to  assess  the 
effectiveness  of  social  and  cultural  norm  change  strategies  at  the  community  and  societal 
level  aimed  at  changing  social  contexts  that  condone  or  tolerate  aggression  and 
perpetration;  and  the  effectiveness  of  strategies  aimed  at  reducing  the  level  and 
concentration  of  community  risk  factors. 

•  There  is  also  interest  in  studies  to  assess  the  effectiveness  of  programs,  policies,  or 
strategies  to  prevent  injuries  and  deaths  in  the  context  of  teen  dating  violence  and 
intimate  partner  violence.  Women  are  much  more  likely  than  men  to  be  injured  or  killed 
in  incidents  of  violence  between  intimate  partners.  Research  is  needed  to  determine  ways 
to  effectively  prevent  serious  and  lethal  violence  against  intimate  partners,  particularly 
identifying  and  evaluating  strategies  addressing  the  leading  mechanisms  of  intimate 
partner  homicide. 

3,  Research  to  prevent  suicidal  behavior: 

•  In  the  area  of  suicidal  behavior,  there  is  interest  in  efficacy/effectiveness  studies  of  social, 
economic,  and  environmental  primary  prevention  strategies  to  prevent  suicidal  behavior, 
including  strategies  aimed  at  enhancing  connectedness  for  groups  at  high-risk  for  suicidal 
behavior  and  community-level  efforts  to  reduce  social  isolation  and  stigma  associated 
with  seeking  help  for  personal  crises.  There  is  also  interest  in  studies  to  determine 
whether  evidence-based  programs  for  other  forms  of  violence  can  also  prevent  suicidal 
behavior.  Suicidal  behavior  and  interpersonal  violence  share  a  number  of  risk  and 
protective  factors.  However,  only  a  limited  number  of  evaluations  of  strategies  that  have 
demonstrated  reductions  in  interpersonal  violence  have  examined  the  impact  of  these 
strategies  on  suicidal  behavior. 

•  There  is  also  interest  in  studies  assessing  the  effectiveness  of  programs,  policies,  and 
other  intervention  strategies  to  reduce  access  to  lethal  means.  Research  indicates  that  the 
means  used  in  suicidal  behavior  (e.g.,  jumping  from  a  bridge,  hanging  or  suffocation 
versus  taking  pills)  has  a  substantial  impact  on  whether  the  act  results  in  significant  injury 
or  death.  Strategies  related  to  means  restriction,  however,  have  rarely  been  rigorously 
evaluated  particularly  for  their  impact  and  feasibility  for  broader  implementation. 
Knowledge  is  also  limited  regarding  the  effects  of  means  restriction  on  different  age 
groups,  and  how  means  substitution  (i.e.,  switching  from  one  suicide  method  to  another) 
will  limit  the  effectiveness  of  means-restriction  strategies. 


Grants  for  Injury  Control  Research  Centers  (ICRCs) 

The  purposes  of  this  program  are:  1)  To  support  injury  prevention  and  control  research  on 
priority  issues  as  delineated  in:  Healthy  People  2000;  Injury  Control  in  the  1990's:  A  National 
Plan  for  Action;  Injury  in  America;  Injury  Prevention:  Meeting  the  Challenge;  and  Cost  of 


Injury:  A  Report  to  the  Congress;  2)  To  support  ICRCs  which  represent  CDC's  largest  national 
extramural  investment  in  injury  control  research  and  training,  intervention  development,  and 
evaluation;  3)  To  integrate  collectively,  in  the  context  of  a  national  program,  the  disciplines  of 
engineering,  epidemiology,  medicine,  biostatistics,  public  health,  law  and  criminal  justice,  and 
behavioral  and  social  sciences  in  order  to  prevent  and  control  injuries  more  effectively;  4)  To 
identify  and  evaluate  current  and  new  interventions  for  the  prevention  and  control  of  injuries;  5) 
To  bring  the  knowledge  and  expertise  of  ICRCs  to  bear  on  the  development  and  improvement  of 
effective  public  and  private  sector  programs  for  injury  prevention  and  control;  and 
6)  To  facilitate  injury  control  efforts  supported  by  various  governmental  agencies  within  a 
geographic  region. 

Grants  for  Academic  Centers  of  Excellence  for  Youth  Violence  Prevention 

The  primary  objectives  of  the  Centers  were  to:  1 )  Build  the  scientific  infrastructure  necessary  to 
support  the  development  and  widespread  application  of  effective  youth  violence  interventions,  2) 
promote  interdisciplinary  research  strategies  to  address  the  problem  of  youth  violence  3)  foster 
collaboration  between  academic  researchers  and  communities,  and  4)  empower  communities  to 
address  the  problem  of  youth  violence.  For  the  research  component,  centers  could  propose 
studies  addressing  the  risk  and  protectives  associated  with  youth  violence  as  well  as  efficacy  and 
effectiveness  trials  to  prevent  youth  violence. 

From:  Frieden,  Thomas  (Tom)  (CDC/OD) 

Sent:  Friday,  April  15,  2016  4:37  PM 

To:  Payne,  Rebecca  L.  (CDC/OD/OCS)  <rco0@cdc.gov> 

Cc:  Villar,  Carmen  S.  (CDC/OD/OCS)  <coh2@cdc,gov>;  Hoffmann,  Lauren  (CDC/OD/OCS) 
<cpf5@cdc.gQv>:  Richards,  Bridget  (CDC/OD/OCS)  (CTR)  <hixQg)cdc.gov> 

Subject:  Re:  URGENT  FOR  APPROVAL:  Support  for  Gun  Violence  Research  -  Senator  Thomas  Carper  - 
Folder  2353690 

I  don't  have  the  annexes  and  question  six  implies  recent  funding  in  this  area,  is  this  the  intent? 

On  Apr  15,  2016,  at  4:22  PM,  Payne,  Rebecca  L.  (CDC/OD/OCS)  <rco0@cdc.eov>  wrote: 

Apologies  for  the  quick  turn  around  -  if  possible  CDCW  would  like  this  to  go  out  today.  It 
has  been  reviewed  by  CDC,  OFR,  OADC,  OADS,  and  OGC-  including  HHS  OGC  helping  draft 
some  portions  of  the  response.  You  will  see  one  edit  from  me  in  your  cover  letter  that  will 
be  cleaned  up  but  in  the  interest  of  time  i  am  sending  to  you  with  the  markup. 

We  can  go  back  to  CDCW  for  more  time  but  I  should  let  them  know  by  5  if  we  think  we 
need  more  time. 

BLUF:  Senator  Thomas  Carper,  Ranking  Member  of  Homeland  Security  and  Government 
Affairs,  has  written  to  the  CDC  Director  to  inquire  about  CDC's  support  for  scientific 
research  into  the  causes  and  prevention  of  gun  violence  gun  violence. 

DRAFT 

[DATE] 

The  Honorable  Thomas  R.  Carper 

Ranking  Member,  Committee  on  Homeland  Security 

and  Governmental  Affairs 

United  States  Senate 

Washington,  DC  20510 

Dear  Senator  Carper: 


Thank  you  for  your  letter  regarding  the  status  of  the  Centers  for  Disease  Control  and 
Prevention’s  (CDC)  research  into  the  causes  and  prevention  of  gun  violence.  CDC 
appreciates  your  concerns  and  those  of  the  Committee  on  Homeland  Security  and 
Governmental  Affairs,  and  is  committed  to  protecting  the  health,  safety,  and  security 
of  the  American  people. 

Enclosed,  please  find  detailed  responses  to  the  specific  questions  outlined  in  your 
letter.  We  appreciate  the  Committee’s  interest  in  this  important  public  health  issue. 

If  you  have  additional  questions  or  concerns,  please  contact  Cristi  Schwarcz  in  the 
CDC  Washington  Office  at  Cscbwarczfri; cdc.gov  or  (202)  245-0600. 

Sincerely, 

Thomas  R.  Frieden,  MD,  MPH 

Director,  CDC 

Enclosure 


Centers  for  Disease  Control  and  Prevention  (CDC)  Response  to  the  Senate 
Committee  on  Homeland  Security  and  Governmental  Affairs  regarding  Gun 

Violence  Research 

1.  Please  describe  the  CDC's  policy  toward  scientific  research  into  the 

causes  and  prevention  of  gun  violence. 

Understanding  the  patterns,  characteristics,  and  impact  of  firearm  violence  is 
an  important  step  toward  preventing  firearm  injuries  and  deaths  in  the  United 
States.  While  CDC’s  National  Center  for  Injury  Prevention  and  Control 
(NCIPC)  has  no  specific  program  dedicated  to  firearm  violence  research  and 
prevention,  firearms  are  a  mechanism  (cause)  of  injury.  Therefore,  CDC 
addresses  firearm-related  violence  prevention  in  the  context  of  addressing 
related  areas,  including  youth  violence,  child  maltreatment,  domestic 
violence,  and  sexual  violence.  These  areas  coincide  with  topical  line  items 
that  are  supported  through  CDC’s  annual  appropriation  for  research  and  non¬ 
research  activities.  The  Fiscal  Year  (FY)  2017  President’s  Budget  includes 
$10  million  to  dedicate  to  gun  violence  prevention  research. 

2.  Has  the  CDC  or  the  Department  of  Health  and  Human  Services'  (HHS) 

Office  of  the  General  Counsel  conducted  any  analysis  of  the  Dickey 
Amendment,  including  the  types  of  gun  violence  research  that  are  still 
permissible?  If  so,  please  provide  this  analysis. 

In  1997,  after  the  Dickey  Amendment  was  passed,  CDC  interpreted  the 
amendment  as  prohibiting  impermissible  lobbying  related  to  advocating  or 
promoting  gun  control.  CDC  also  interpreted  the  amendment  to  mean  that 
activities  that  supported  the  collection  of  firearm  injury-related  data  and 
engagement  in  scientific,  public  health  research  directed  to  preventing 
injuries  from  violence  and  firearms  were  still  permissible. 

More  recently,  in  January  2013,  the  President  issued  a  Presidential 
Memorandum,  “Engaging  in  Public  Health  Research  on  the  Causes  and 
Prevention  of  Gun  Violence”  (Presidential  Memorandum).  This  Presidential 
directive  outlines  the  types  of  gun  violence  research  that  are  permissible, 
including  conducting  or  sponsoring  research  into  the  causes  of  gun  violence 
and  ways  to  prevent  it,  identifying  the  most  pressing  research  questions  with 
the  greatest  potential  public  health  impact,  and  assessing  existing  public 
health  interventions  to  prevent  gun  violence. 

The  President’s  plan  to  reduce  gun  violence,  “Now  is  the  Time,”  also  states 
that  the  language  in  the  Dickey  Amendment,  limiting  the  use  of  appropriated 
funds  to  “advocate  or  promote  gun  control,”  does  not  bar  CDC  from 
conducting  research  on  the  causes  of  gun  violence,  noting  specifically  that 
“research  on  gun  violence  is  not  advocacy.” 

3.  In  the  aftermath  of  the  shooting  at  Sandy  Hook  Elementary  School  in 

December  2012,  President  Obama  issued  a  memorandum  directing  the 
Secretary  of  Health  and  Human  Services  (HHS),  through  the  Director  of 
the  CDC  and  other  agencies  within  HHS,  to  conduct  or  sponsor  research 


into  the  causes  of  gun  violence  and  the  ways  to  prevent  it.  Please 
describe  the  efforts  CDC  has  taken  in  response  to  this  memorandum. 

In  January  2013,  in  response  to  the  President’s  memorandum,  CDC  asked 
the  Institute  of  Medicine  (lOM),  in  collaboration  with  the  National  Research 
Council  (NRC),  to  convene  a  committee  to  engage  diverse  stakeholders  and 
identify  the  most  pressing  research  questions  on 

gun  violence,  including  those  with  the  greatest  potential  public  health 
impact.  The  lOM/NRC  released  their  report,  which  is  available  at 
www.nationa[acadei'nies.or^/hmd/Reports/2Q13/Priorities-for-Research-to- 

Reduce-the-Threat-of-Firearm-Related-Violence.aspx.  on  June  5,  2013.  In 
addition,  the  CDC  Foundation,  in  collaboration  with  CDC,  commissioned  the 
lOM/NRC  to  develop  and  disseminate  three  supplemental  discussion  papers 
focusing  on  youth  possession  and  acquisition  of  firearms,  the  relationship 
between  alcohol  and  fireann  violence,  and  firearm  access  by  persons  at  risk 
of  harming  themselves  or  others.  These  papers,  available  at 
www.nationalacademies.org/hmd/~/media/Files/Activitv%2QFiles/Global/20 

1 4-DEC- 1 8Df  outh-Acquisition-Carrving-Firearms-US.pdf, 
www.nationalacademies.or2/hmd/-~/media'Files/Activiiv%20Files/GlobaI/20 

1 4-DEC  - 1  g/Alcohol-Fireamis.pdf,  and 

wv^^.nalionalacademies.or^/hmd/— /media/Files/Activitv%2QFiles/Global/20 

1 4-DEC- 1 8/Fireamis-Suicide-Homicide, pdf,  were  released  in  late  2014. 

In  February  2014,  CDC  met  with  a  number  of  Executive  Branch  agencies, 
including  representatives  from  HHS  and  the  Department  of  Justice,  to 
discuss  approaches  for  strengthening  data  to  understand  patterns  and 
characteristics  of  firearm  violence,  address  research  questions  identified  in 
the  lOM/NRC  report,  ensure  that  research  carried  out  by  the  different 
agencies  is  complementary  and  builds  upon  individual  and  collective 
strengths,  and  determine  opportunities  to  collaborate  on  current  or  fiiture 
efforts.  For  examples  of  CDC  investigations,  analyses  of  surveillance,  and 
other  data  to  document  the  public  health  burden  of  firearm  injuries,  see 
Appendix  A. 

In  FY  2015,  with  increased  appropriations,  CDC  expanded  the  National 
Violent  Death  Reporting  System  (NVDRS)  from  18  to  32  participating 
states.  In  FY16,  utilizing  increased  appropriation  ($4.7  million),  CDC  plans 
to  expand  the  NVDRS  to  an  additional  four  to  seven  states.  NVDRS  is  a 
state- based  surveillance  system  that  pools  information  about  the  “who,  when, 
where,  and  how”  from  data  on  violent  deaths  to  provide  insights  on  “why” 
they  occur.  It  gives  states  and  communities  a  clearer  understanding  of  violent 
deaths  to  guide  local  decisions  about  efforts  to  prevent  violence  and  track 
progress  over  time.  Findings  from  NVDRS  have  resulted  in  tailored 
interventions,  including  increased  veterans  services  to  prevent  suicide, 
ensuring  child  witnesses  of  domestic  violence  homicides  are  linked  to  social 
services,  and  screening  older  adults  for  depression. 


4.  In  April  2013,  the  National  Center  for  Injury  Prevention  and  Control 

asked  the  Institute  of  Medicine  to  recommend  a  research  agenda  on  the 
public  health  aspects  of  firearm-related  violence.  Please  describe  the 
actions  the  CDC  plans  to  take  in  response  to  the  findings  of  the  Institute 
of  Medicine  report  issued  in  June  2013. 

The  President’s  FY  2017  Budget  request  includes  $10  million  in  funding  for 
gun  violence  prevention  research.  These  funds  would  enable  CDC  to  pursue 
research  priorities  identified  in  the  TOM/NRC  report. 

Should  funding  become  available,  CDC  will  pursue  research  activities  that 
align  with  the  priorities  identified  in  the  lOM/NRC  report.  Priorities  for 
Research  to  Reduce  the  Threat  of 

Firearm-Related  Violence  (available  at  www.nan.eLlu/reaLl/ 1 83 1 9/chapter/ 1  f. 
This  includes  understanding  the  characteristics  of  firearm  violence  (e.g., 
patterns  of  access  and  use  among 

children  and  youth,  and  among  high-risk  racial/ethnic  minority  populations; 
rural/urban  differences  in  firearm-related  violence);  the  risk  and  protective 
factors  for  homicide  and  suicide  firearm  violence  (e.g.,  alcohol,  other 
situational  or  environmental  factors;  the  factors  influencing  non-fatal  fireann 
violence);  and  the  effectiveness  of  interventions  to  prevent  firearm  violence 
(e.g.,  safe  storage  practices;  whether  existing  evidence-based  approaches  and 
policies  for  preventing  interpersonal  violence  are  effective  in  reducing 
firearm-related  deaths  and  injuries). 

5.  From  1996  to  the  present,  please  describe  notable  examples  of  research 

conducted  or  funded  by  the  CDC,  including  research  by  or  through  the 
National  Center  for  Injury  Prevention  and  Control,  related  to 
understanding  gun  violence. 

For  a  list  of  projects  funded  through  the  research  grant  programs,  the  Injury 
Control  Research  Centers  (ICRC),  and  the  first  cycle  of  the  Academic 
Centers  of  Excellence  for  Youth  Violence  Prevention  (ACE),  please  see 

Appendix  B. 

5a.  Please  also  provide  all  instances  when  the  CDC  included  requests  for 
gun  violence  research  in  its  research  proposal  solicitation  materials. 
Firearm-related  research  priorities  were  included  in  funding  solicitations 
from  1996-2001  within  the  context  of  addressing  assaultive  behavior  among 
youth,  suicidal  behavior,  intimate  partner  violence  and  sexual  violence.  The 
funding  solicitations  for  the  ICRCs  and  ACEs  were  broad  and  did  not 
include  specific  priorities  for  firearm-related  research,  For  a  list  of  these 
funding  announcements,  please  see  Appendix  C. 

6.  For  each  year  from  FY1996  to  FY2015,  what  portion  of  the  CDC's 

budget,  including  the  budget  of  the  National  Center  for  Injury 
Prevention  and  Control,  has  been  devoted  to  gun  violence  research? 


In  FY  1997,  Congress  redirected  $2.6  million  from  gun  violence  prevention 
activities  to  traumatic  brain  injury.  CDC  addresses  firearm-related  violence 
prevention  in  the  context  of  other  violence-related  areas,  including  youth 
violence,  child  maltreatment,  domestic  violence,  and  sexual  violence.  These 
areas  coincide  with  topical  line  items  that  are  supported  through  CDC’s 
annual  appropriation  for  research  and  non-research  activities.  As  previously 
noted,  CDC  has  requested  $10  million  to  dedicate  to  gun  violence  prevention 
research  in  the  FY  2017  President’s  Budget. 

Because  firearms  are  a  cause  of  injuries  in  these  related  areas,  CDC  has 
awarded  research  grants  that  address  firearms  as  part  of  their  scope,  based  on 
a  competitive  process.  Proposals  are  evaluated  for  scientific  and  technical 
merit  by  an  external  peer  review  group,  in  accordance  with  CDC  peer  review 
policy  and  procedures,  using  stated  review  criteria.  Since  awards  are 
competitive,  the  funding  levels  for  firearm-related  activities  from  1997 
through  2015  have  ranged  from  about  $100,000  to  just  over  $1  million. 
Comparisons  to  the  total  NCIPC  budget  or  total  CDC  budget  are  not 
informative  because  the  agency’s  budget  structure  and  scope  have  changed 
dramatically  in  the  past  20  years. 

7.  Each  year,  CDCs  Division  of  Violence  Prevention  solicits  investigator- 
initiated  research  via  an  "ROl"  Grant  Program  Announcement.  The 
language  in  these  announcements  signals  to  grant-seeking  public  health 
researchers  the  research  priorities  of  the  CDC  and  its  Division  of 
Violence  Prevention.  Please  describe  any  Division  of  Violence 
Prevention's  ROl  Grant  Program  Announcements  related  to  gun 
violence  research  put  forward  from  1996  to  the  present. 

Firearm- related  research  priorities  were  included  in  funding  solicitations 
from  1996-2001  within  the  context  of  addressing  assaultive  behavior  among 
youth,  suicidal  behavior,  intimate  partner  violence,  and  sexual  violence.  All 
ROl  applications  were  evaluated  for  scientific  and  technical  merit  by  an 
external  peer  review  group,  in  accordance  with  CDC  peer  review  policy  and 
procedures,  using  stated  review  criteria.  Following  initial  peer  review, 
recommended  applications  received  a  second  level  of  review.  A  variety  of 
factors  were  considered  in  making  funding  decisions,  such  as  scientific  and 
technical  merit  of  the  proposed  project  as  determined  by  scientific  peer 
review,  availability  of  funds,  and  relevance  of  the  proposed  projects  to 
program  priorities. 

The  research  solicitations  during  these  years  focused  on  enhancing  the 
understanding  of  social,  economic,  and  environmental  factors  that  may 
impact  the  frequency  and  severity  of  these  forms  of  violence.  The  research 
solicitations  also  focused  on  enhancing  evaluations  of  policies,  programs,  or 
other  interventions  that  may  reduce  morbidity,  mortality,  and  disabilities 
associated  with  suicidal  behavior,  assaultive  violence,  firearm-related 
injuries,  intimate  partner  violence,  and  sexual  violence.  Researchers 


proposed  firearm-related  research  projects  in  the  Injury  Control  Research 
Center  (ICRC)  grants  and  in  the  first  cycle  of  funding  for  the  Academic 
Centers  of  Excellence  for  Youth  Violence  Prevention  (ACEs)  during  this 
period.  The  funding  solicitations  for  the  ICRCs  and  ACEs  were  broad  and 
did  not  include  specific  priorities  for  firearm-related  research.  See  Appendix 
C. 

The  funding  priorities  for  the  ROl  investigator-initiated  research  grants  from 
2002-2012  emphasized  dissemination  research  and  effectiveness  research, 
particularly  the  effectiveness  of  primary  prevention  strategies  to  prevent 
child  maltreatment,  intimate  partner  violence,  sexual  violence,  youth 
violence,  and  suicidal  behavior.  The  research  objectives  outlined  in  Funding 
Opportunity  Announcements  are  based  on  priorities  in  the  NCIPC  Research 
Agenda. 

8.  The  National  Violent  Death  Reporting  System  collects  and  combines  data 
from  multiple  sources  to  provide  states  and  communities  with  a  more 
complete  record  of  the  circumstances  surrounding  violent  deaths. 
Participation  from  all  50  states  would  significantly  increase  the  amount 
of  data  available  to  the  National  Violent  Death  Reporting  System  and, 
thereby,  improve  its  effectiveness.  In  how  many  states  has  the  National 
Violent  Death  Reporting  System  been  implemented? 

NVDRS  has  been  implemented  in  32  states,  and  with  the  FY2016 
appropriations  increase,  the  system  will  expand  to  include  an  additional  four 
to  seven  states.  The  funding  announcement  was  recently  released,  and  states’ 
applications  are  due  to  CDC  on  May  27.  Final  funding  decisions  will  be 
made  by  September.  CDC  has  requested  an  increase  of  S7.6  million  in  FY 
2017  in  order  to  support  NVDRS  nationwide. 

8a.  How  many  states  have  applied  to  be  included  in  this  system? 

Over  the  years,  41  states  have  applied  to  the  NVDRS  funding  opportunity 
announcements.  This  year,  18  states  and  Washington,  DC,  are  eligible  to 
apply.  The  remaining  32  states  are  funded  for  multiple  years.  Therefore,  they 
are  not  eligible  to  apply  this  year. 

8b.  What  circumstances  have  prevented  all  state  applicants  from  being 
added  to  the  National  Violent  Death  Reporting  System? 

Currently,  NVDRS  does  not  include  all  state  applicants  because  levels  of 
funding  are  not  sufficient  to  support  every  state.  Therefore,  all  prior  funding 
opportunity  announcements  for  NVDRS  have  been  competitive.  Based  on 
objective  reviews,  criteria  for  not  funding  prior  applicants  include  lack  of  an 
injury  prevention  (or  other  suitable  public  health)  infrastructure  to  provide 
adequate  staffing  and  resources,  inability  to  develop  or  demonstrate 
partnerships  with  data  providers  (vital  registrars,  coroners/medical 
examiners,  or  law  enforcement)  required  for  NVDRS,  problems  with 


grant/application  writing,  and/or  state  legislation  that  restricts  sharing  of  data 
required  for  NVDRS. 

The  FY  2017  President’s  Budget  includes  $23.5  million  in  funding  for  the 
National  Violent  Death  Reporting  System.  With  the  total  request  of  $23.5 
million,  CDC  will  be  able  to  complete  the  expansion  of  NVDRS  to  all  50 
states  and  Washington,  DC. 

CDC  expects  that  all  states  will  apply  for  NVDRS  funding  should  full 
funding  be  provided  to  support  a  national  system.  In  FY  2016  and  FY  2017, 
to  prepare  for  additional  expansion,  CDC  and  our  partners  will  continue  to 
work  with  unfunded  states  to  determine  barriers  related  to  collecting  violent 
death  data  and  develop  strategies  to  address  identified  barriers.  CDC  has  and 
will  continue  to  collaborate  with  partners  to  provide  training  to  previously 
unfunded  states  to  offer  guidance  for  implementing  the  system  and  for 
facilitating  collaboration  between  previously  unfunded  states  and 
experienced  states. 

9.  Has  the  CDC  previously  entered  into  any  agreements  with  the  National 

Rifle  Association  offering  to  provide  advanced  notice  of  any  publication 
on  the  subject  of  gun  violence?  If  so,  please  provide  a  description  of  any 
such  agreements  as  well  as  communications  and  documents 
memorializing  the  agreements. 

CDC  routinely  informs  stakeholder  organizations,  including  the  National 
Rifle  Association,  when  articles  of  interest,  such  as  articles  on  firearm- 
related  violence,  are  released. 

10.  From  1996  to  the  present,  has  the  CDC  instructed  any  employee  or 
researcher  to  not  conduct  scientific  research  on  gun  violence?  Has  the 
CDC  instructed  any  employees  or  researchers  to  re-write  reports 
submitted  for  publication  to  avoid  using  any  variation  of  the  word 
"gun"? 

CDC  has  not  instructed  employees  or  researchers  to  refrain  from  scientific 
research  on  gun  violence.  To  ensure  scientific  integrity,  technical  accuracy, 
consistency  with  appropriations  language,  and  usefulness  to  the  intended 
audience,  CDC  has  a  standard  agency  review  process  for  any  manuscript  or 
report  produced  by  CDC  scientists.  Agency  review  is  not  specific  to  any 
topic  area. 

In  the  course  of  reviewing  manuscripts  or  reports  on  firearm  violence,  CDC 
has  asked  employees  to  use  correct  terminology — for  example,  to  say  “died 
as  a  result  of  a  fireann- related  injury”  vs.  “died  from  a  firearm”  in  the  same 
way  as  one  would  write  “died  as  a  result  of  a  motor- vehicle  crash”  vs.  “died 
from  a  car.” 

11.  What  remedies  are  available  to  CDC  researchers  who  believe  their 
scientific  research  has  been  inappropriately  suppressed  or  discouraged? 


Please  describe  any  review  or  appeals  processes  and  include  a  list  of  the 
offices  or  review  boards  who  would  address  any  such  concerns. 

CDC  is  committed  to  a  transparent  research  process  and  works  to  conduct 
scientific  research  in  a  manner  that  increases  our  knowledge  of  public  health 
and  ensures  scientific  quality  and  integrity.  As  diligent  stewards  of  the  public 
funds  entrusted  to  us,  CDC  programs  work  to  ensure  that  our  scientific 
efforts  meet  established  public  health  goals.  Working  with  their  leadership, 
scientists  and  subject  matter  experts  ensure  accuracy,  validity,  and 
appropriateness  of  results  and  findings  and  follow  best  practices  to  assure 
scientific  quality  and  integrity,  CDC  scientists  are  required  to  complete 
scientific  integrity  and  quality  training. 

CDC  has  established  an  organizational  framework  that  supports  its  scientists 
through  the  Associate  Director  for  Science  (ADS)  structure.  Through  the 
ADS  structure,  CDC  scientists  can  consult  with  their  manager,  leader,  or 
ADS  in  their  immediate  program  if  they  have  concerns  about  research 
decisions.  The  ADS  in  the  immediate  program  may  escalate  the  matter  to 
ADSs  serving  at  higher  organizational  levels  within  the  agency,  as  needed. 
Scientists  may  also  escalate  the  matter  to  an  ADS  serving  at  higher 
organizational  levels  if  they  are  in  disagreement  witli  the  ADS  in  their 
immediate  program  or  believe  their  research  has  been  inappropriately 
discouraged. 

To  enhance  the  agency’s  strategic  approach  to  scientific  research,  CDC  also 
has  established  the  Excellence  in  Science  Committee  (EISC).  The  EISC 
provides  a  forum  for  information  exchange  among  CDC’s  ADSs.  As  an 
advocate  for  scientific  quality  and  integrity,  the  EISC  serves  as  a  consulting 
body  for  science-related  issues  and  makes  recommendations  when 
appropriate. 

Coniessa  Dean 
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From:  Young,  Belinda  R.  (CDC/ONDIEH/NCCDPHP)  (CTR) 

Sent:  25  Jul  2016  10:57:51  -0400 

To:  Wilkins,  Natalie  J.  (CDC/ONDIEH/NCIPC);Crosby,  Alexander 

(CDC/ONDIEH/NCIPC);Davis,  Shane  P.  (CDC/ONDIEH/NCIPC);Smith,  Lakeesha  (Shakiyla) 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  What's  new  for  'schools  violence  prevention'  in  PubMed 

This  is  really  interesting  Natalie.  I  do  think  that  this  is  relevant  to  the  study.  Thanks  for  sharing! 

From:  Wilkins,  Natalie  J.  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  25,  2016  9:15  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Davis,  Shane  P.  (CDC/ONDIEH/NCIPC) ;  Young,  Belinda  R. 
(CDC/ONDIEH/NCCDPHP)  (CTR) ;  Smith,  Lakeesha  (Shakiyla)  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  What's  new  for  'schools  violence  prevention'  in  PubMed 
Hi  all-  FYl,  this  seems  potentially  related  to  the  GVRO  study  work  going  on  in  CA. 


Natalie  Wilkins  PhD 
Behavioral  Scientist 

National  Center  for  Injury  Prevention  and  Control 
Centers  for  Disease  Control  and  Prevention 
4770  Buford  Highway,  MS  F62 
Atlanta,  GA  30341 
(770)488-1392 

From:  Hertz,  Mard  F.  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  July  25,  2016  8:23  AM 

To:  Smith,  Lakeesha  (Shakiyla)  (CDC/ONDIEH/NCIPC)  <dczO@cdc.gov>;  McClure,  Roderick  J. 
(CDC/ONDIEH/NCIPC)  <xhd4{acdc.gov>:  Wilkins,  Natalie  J.  (CDC/ONDIEH/NCIPC)  <hux9@cdc.eov> 

Cc:  Newton,  Donovan  (CDC/ONDIEH/NCIPC)  <imel(S)cdc.eov> 

Subject:  FW:  What's  new  for  'schools  violence  prevention'  in  PubMed 

FYl,  saw  this  abstract  below  and  thought  you  might  be  interested  in  the  article  text  (I  can't  save  the  pdf 
version  for  some  reason): 

California  approves  publicly  funded  gun  research  center 

Emily  Underwood 
Science  24  Jun  2016: 

Vol.  352,  Issue  6293,  pp.  1505 
DOI:  10.1126/science. 352.6293. 1505 

For  2  decades,  firearm  advocates  in  Congress  have  blocked  taxpayer-funded  research  into  the  causes 
and  consequences  of  gun  violence,  which  kills  more  people  in  the  United  States  than  in  any  other 
developed  nation.  Last  week,  California's  state  legislature  bucked  that  trend,  voting  to  establish  the 
nation's  first  publicly  funded  center  for  studying  gun  violence. 

The  new  California  Firearm  Violence  Research  Center  will  be  run  by  the  University  of  California  (UC) 
system.  Its  lean  budget— $1  million  per  year  over  the  next  5  years— will  likely  preclude  large-scale 
studies,  but  backers  hope  it  will  demonstrate  the  value  of  publicly  funded  gun  research  and  perhaps 
help  build  support  in  Congress  for  a  similar  federal  effort.  The  16  June  vote  to  create  tbe  center  poses  "a 
very  stark"  contrast  to  the  continuing  gridlock  in  Congress,  says  epidemiologist  Garen  Wintemute,  who 
studies  firearm  violence  at  UC  Davis.  Last  fall,  he  worked  with  state  Senator  Lois  Wolk  (D)  to  develop 
plans  for  the  center. 


Coincidentally,  the  California  vote  came  just  4  days  after  a  gunman  killed  49  people  and  injured  53  at  a 
gay  nightclub  in  Orlando,  Florida,  sparking  renewed  debate  in  Congress  over  proposals  to  impose 
federal  rules  on  gun  purchases.  Events  like  the  Orlando  massacre*— one  of  the  country's  worst  mass. 
shootings^"leave  us  searching  for  answers,"  Wolk  said  in  a  statement.  "We  know  that  using  real  data 
and  scientific  methods,  our  best  researchers  can  help  policy  makers  get  past  the  politics  and  find  real 
answers  to  this  public  health  crisis." 

"This  shows  the  kind  of  thing  states  can  do"  in  the  absence  of  federal  action,  says  David  Hemenway,  a 
health  policy  researcher  at  Harvard  University.  In  1996,  the  National  Rifle  Association  and  other  groups 
successfully  lobbied  Congress  to  stifle  federally  funded  gun  research.  Led  by  then-Representative  Jay 
Dickey  (R-AR),  lawmakers  barred  the  U.S.  Centers  for  Disease  Control  and  Prevention  from  funding  any 
activity  that  would  "advocate  or  promote  gun  control"  and  eliminated  a  $2.5  million  pot  of  money  for 
gun-related  studies. 

Dickey,  now  retired,  has  since  reversed  his  position  and  advocates  for  more  gun  research.  But  the  lack  of 
public  funding  means  that  few  young  scientists  are  drawn  to  the  field,  says  Wintemute,  who  has  spent 
more  than  $1  million  of  his  own  funds  to  sustain  his  research. 

The  new  center  will  focus  on  interdisciplinary  research  "to  provide  the  scientific  evidence  upon  which  to 
base  sound  firearm  violence  prevention  policies  and  programs,"  according  to  Wolk.  "You  name  it,  we 
need  to  know  about  it,"  says  Hemenway,  citing  the  need  for  more  information  on  everything  from 
firearm  training  and  gun  thefts  to  their  role  in  suicide  and  homicide. 

Wintemute  adds  that  the  center  could  enable  a  small  team  of  researchers  to  examine  California's  unique 
data  set  on  statewide  gun  transfers  and  other  firearm-related  activities.  One  pressing  question,  he  says, 
is  why  California's  annual  fatalities  from  gun  violence  have  dropped  by  roughly  20%  since  2000,  even  as 
the  nationwide  rate  has  not  changed.  "We  don't  know  why  that  is,"  Wintemute  says.  "Are  we  doing 
something  right?  Or  are  we  not  doing  something  wrong  that  other  [states]  are?" 

The  location  of  the  new  center  is  not  yet  "locked  in,"  but  Wintemute  believes  UC  Davis  is  the  most  likely 
candidate.  And  he  hopes  the  state  funding  will  help  researchers  attract  additional  money  from  private 
donors. 

From;  My  NCBI  [m3ilto:efbackg)ncbi.nlm.nih.ROv1 
Sent:  Friday,  July  22,  20 166:19AM 

To:  Hertz,  Marci  F.  (CDC/ON  DI  EH/NCI  PC)  <mvf4g>cdc.ROv> 

Subject:  What's  new  for  'schools  violence  prevention'  in  PubMed 

This  message  contains  My  NCBI  whaf  s  new  results  from  the  National  Center  for  Biotechnology 
Information  (NCBI)  at  the  U.S,  National  Library  of  Medicine  (NLM). 

Do  not  reply  directly  to  this  message. 

Sender’s  message:  Search:  schools  violence  prevention 

Sent  on  Friday^  2016  July  22 
Search:  schools  violence  prevention 

View  complete  results  in  PubMed  (results  may  change  over  time). 

Edit  saved  search  settings,  or  unsubscribe  from  these  e-mail  updates, 

PubMed  Results 

Item  1  of  1 

1, PUBLIC  HEALTH,  California  approves  publicly  funded  gun  research  center, 

Underwood  E, 


Science.  2016  Jun  24;352(6293):I505.  doi:  10.1 126/science.352.6293. 1505.  No  abstract 
available, 

PMID:  27339962  [PubMed  -  inde.xed  for  MEDLINE] 

Similar  articles 


o  There  are  several  previous  reports  of  group  therapy  with  suicidal  individuals  (Alfaro, 
1970;  Farberow,  1968.  1972:  Frederick  &  Farberow,  197Q;  Indin.  1966;  Levine  &  Schild. 
1969;  Reiss.  1968). 

•  Means  restriction  via  limiting  rx's  {mainly  in  Europe) 

1965-Call  for  PH  approach  to  suicide  by  Dublin 

1968-Chicago  Meeting.  Shneidman  proposed  the  following  accomplishments  in  suicidology  (see  Fig  1) 

Source:  Shneidman,  E.S.  (1988),  Some  Reflections  of  a  Founder,  Suicide  and  Life-Threat  Behavi,  18:  1-12. 

1970:  In  1966  there  were  three  suicide  prevention  centers  in  this  country;  by  1970  there  were  over  200 

Source:  Shneidman,  E.S.  (1988),  Some  Reflections  of  a  Founder.  Suicide  and  Life-Threat  Behavi,  18:  1-12. 

1972:  McGee,  R.  K.,  Richard,  W.  C.  and  Bercun,  C.  (1972),  A  Survey  of  Telephone  Answering  Services  in 

Suicide  Prevention  and  Crisis  Intervention  Agencies,  Suicide  and  Life-Threat  Behavi,  2:  42-47. 

•  Subsequent  to  the  original  innovation  of  the  24-hour  telephone  service  (Farberow.  Shneidman, 
Litman.  Wold,  Heilig.  &  Kramer.  1966:  Litman,  Farberow.  Shneidman,  HeiliR.  &  Kramer.  1965).  it 
(24  hour  hotline)  has  become  a  standard  component  of  suicide  prevention  services. 

1972;  Kiev,  A.  (1972),  New  Directions  for  Suicide  Prevention  Centers.  Suicide  and  Life-Threat  Behavi, 

2:  189-193.  doi:  10.1111/j.l943-278X.1972.tb00083.x 

•  Experience  in  clinical  settings,  as  well  as  suicide  prevention  centers,  generally  has  been 
restricted  to  patients  seeking  help,  who  are  not  necessarily  representative  of  the  larger  group  at 
risk  in  the  general  population.  This  has  given  us  a  limited  perspective  on  the  extent  of  the 
problem  in  the  community.  We  need  to  train  gatekeepers  to  develop  greater  skill  in  decoding 
the  complaints  people  make  in  various  settings  so  as  to  be  able  to  judge  the  presence  or 

absence  of  underlying  psvchopathological  processes.  In  this  regard,  we  have  been  actively 
working  with  the  Academy  of  Pastoral  Counselling  to  assist  them  in  differentiating  psychiatric 
from  theological  problems  and  in  more  effectively  initiating  the  appropriate  psychiatric  referral 
when  it  is  indicated  without  relinquishing  their  pastoral  role. 

1976-  Restricting  access  to  Lethal  Means:  UK-Coal  gas  story 

1976:  Motto,  J.  A.  (1976),  Suicide  Prevention  for  High-Risk  Persons  Who  Refuse  Treatment.  Suicide  and 

Life-Threat  Behavi,  6:  223-230.  doi:  10.1111/j.l943-278X.1976.tb00880.K 

•  Postcard  intervention  developed  for  people  who  attempted  suicide  but  refused  follow-up 

*This  seems  to  be  a  turning  point 

1979;  Motto,  J.  A.  (1979),  New  Approaches  to  Crisis  Intervention.  Suicide  and  Life-Threat  Behavi,  9: 173 


•  Innovative  crisis  intervention  programs  generally  take  either  of  two  forms— a  new  target 
population  or  a  new  procedure.  A  few  combine  both. 

Q  Focusing  on  a  new  target  population  implies  that  specific  center  personnel  have  a 
special  interest,  experience  and  training  or  knowledgeability  about  a  particular  client 
group,  and  will  focus  their  efforts  on  responding  to  that  group's  needs. 
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JcvctupmcnL  of  Tiational  standards  for  nursing  home  carc^  and  creation  orconimunity  volunteer  progianis  for 
die  unemployed  and  retired.” 

"The  future  reduction  of  suicidal  behaviors  will  be  dependent  on  a  number  of  variables,  not  least  of  which  will 
be  political  will  and  societal  pressures  to  support  large-scale,  midtidimensional,  long-tenii  effoUs.  Patience  and 
persistence  will  be  critical  attributes  for  prevention  programs  and  prevention  professionals.  Successful 
translation  of  theoffy  and  concepts  into  practical  programs  tliat  are  well  received  by  target  populations  is  criticaf 
(Kelly,  Dassoff,  Levin,  Sclireckengosi.  &  Altman.  1988).  Much  will  depend  on  the  elegance  and  appropriate 
application  of  evaluation  research  and  cost-effectiveness  and  coat -benefit  analyses  to  the  programs  being 
administered  Wc  are  on  Ihe  verge  of  clarifying  concepts  of  risk  reduction,  risk  factors,  proicclivc  factors, 
cumulative  effects  ol  comorbidily,  etiology  and  pathogenesjs  of  maladaptive  behaviors  and  sequences,  and 
measurement  of  outcome  variables  over  time  (Mrazek  &  Haggerty,  1994).  With  such  advances  in  the  next  fe^v 
years,  we  will  have  available  the  necessaiw  annanientarium  to  launch  a  fiill-scale  attack  on  the  incidence  and 
prevalence  of  suicidal  behaviors.  W^e  took  forwwd  to  the  year  2000.” 

Article  by  CanettO  states:  Traditional  suicide  prevention  prograrns  have  focused  on  providing  services  to  suicidal  ideators 
(Canetto  1995).  Also  references  a  meta-ana fysis  of  suicide  prevention  centers  that  shows  no  effect...  One  limitation  of  these 
prevention  programs  is  that  they  are  set  up  to  intervene  with  persons  who  are  already  suicidal.  It  could  be  argued  that  it  is  too 
late  to  prevent  suicidal  behavior  when  the  person  is  already  in  crisis,  and  that  prevention  efforts  would  be  more  successful  If 
they  addressed  the  development  of  suicidal  ideation  prior  to  such  crises  f Canetto  1995). 

She  states  limiting  access  to  lethal  means  is  needed. 

Quote  by  Albee  provided:  no  mass  disease  or  disorder  affliciing  humankind  has  ever  been  eliminated  by  attempts  at 
treating  affected  individuals"  (p.  370).  And,  "focus  on  sociocultural  factors  may  be  the  most  effective  way  to  prevent  suicidal 
behavior  since  there  is  little  evidence  of  the  efficacy  of  individual  psychotherapiesf" 

Article  by  Potter,  in  the  same  volume  talks  about  CDCs  Youth  Suicide  Prevention  Program  Resource 
Guide"  and  8  strategies  (school  gatekeeper  training,  community  gatekeeper  training,  general  suicide 
education,  screening^  peer  support,  crisis  centers  and  hotlines,  means  restriction,  and  postvention. 
These  are  referred  to  in  a  later  article  (Berman^  1995  below)  as  the  first  generation  of  suicide  prevention 
strategies.  Potter  goes  on  to  state, 

"'Tifst,  suicide  prevention  programs  should  be  linked  as  closely  as  possible  with  professional  mental  health  resources  in  the 
community.  Second,  communities  should  not  rely  on  only  one  prevention  strategy.  Certain  strategies  tend  to  predominate 
among  prevention  efforts,  despite  limited  evidence  of  their  effectiveness.  Promising  but  underused  strategies  (e.g.,  means 
restriction)  should  be  Incorporated  into  current  programs  where  possible.  Third,  although  a  large  percentage  of  suicide 
prevention  efforts  are  directed  tovvard  adolescents  and  teenagers  in  school,  suicide  rates  are  higher  among  other  segments  of 
the  population.  Suicide  prevention  efforts  for  young  adults  aged  20-24  years  and  other  age  groups  with  high  suicide  rates 
should  be  expanded.  Fourth,  it  is  important  to  incorporate  evaluation  into  new  and  existing  suicide  prevention  programs  when 
practical.  Evaluation  should  include  measures  of,  or  closely  associated  with,  the  Incidence  of  suicidal  behavior." 

"'Nationally,  numerous  organizations  are  implementing  an  array  of  promising  suicide  prevention  interventions.  However,  there  is 
a  need  to  develop,  implement,  and  evaluate  new  innovative  suicide  inierventigns.  Individual  interventions  are  the  foundation  of 
most  suicide  prevention  programs,  yet  it  is  preferable  for  prevention  programs  to  move  toward  multifaceted  approaches  that 
include  numerous  interv  entions  and  multiple  segments  of  the  community.  Community  organization  and  netw^orking  should  be 
vital  components  to  any  suicide  prevention  effort.  The  CDC's  Recommendations  Jbr.,.  Containment  of  Suicide  Clusters  (Centers 
for  Disease  Control  and  Prevention  1988)  emphasizes  the  need  for  communities  to  get  organized  before  they  find  they  are  in  the 
midst  of  a  crisis.  Such  preparation  and  implementation  may  reduce  the  likelihood  of  suicide  clusters  and  may  reduce  endemic 
suicide  rates... "The  public  health  approach  to  suicide  prevention  is  being  adopted  by  a  variety  of  federal,  state,  and  local 
agencies,  and  community-based  organizations.  While  progress  has  been  made,  further  development  of  a  public  health  oriented 
suicide  prevention  with  a  public  health  orientation  is  essential.  While  suicide  prevention  efforts  have  progressed,  the 
framework  suggested  by  the  public  health  perspective  has  not  been  fully  implemented.  Suicide  prevention  in  the  United  States 
needs  more  planning,  coordination,  and  resources.  With  these,  the  public  health  perspective  can  be  used  to  reduce  the 
emotional  and  economic  costs  imposed  on  society  by  suicide  and  suicidal  behavior/' 
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between  these  changes  and  any  of  the  variabfes  studied.  Suggestions  for  future  research  on  state-level 
initiatives  are  presented, 

o  Attention  to  the  problem  of  youth  suicide  at  the  federal  level  was  first  evidenced  in  the 
passage  of  the  Youth  Suicide  Prevention  Act  of  1985,  which  provided  funds  for  the 
support  of  model  suicide  prevention  programs  in  local  school  districts, 
o  Survey  conducted  and  asked  about:  legislation  since  1980,  mandated  or  recommended 
suicide  prevention  for  schools,  state  funds  for  suicide  prevention,  question  about 
curricula,  task  force  for  youth  suicide,  state  plan  for  adolescent  suicide 

■  Results:  19  states  had  legislation  for  youth  suicide  prevention,  4  states  had 
legislation  mandating  or  recommending  school  curricula  (other  states  had 
curricula  however);  3  states  had  funding  for  school  sujcide  prevention,  24  states 
had  a  council  of  some  sort  for  youth  suicide,  7  states  had  state  plans.  9  states 
had  state  initiated  or  supported  screening  of  youth.  About  half  had  state- 
sponsored  research  projects  related  to  adolescent  suicide.  13  states  had  crisis 
response  plans. 

■  Over  one-half  of  the  states  reported  that  they  were  actively  involved  in  such 
school  and  community  gatekeeper  training. 

■  Gaps:  There  were  some  obvious  gaps  in  the  preventive  intervention  strategies 
that  were  reported  by  the  states.  Very  few  states  sponsored  public  education 
campaigns  to  restrict  access  to  lethal  means  of  suicide  (handguns,  drugs,  and 
other  common  methods  of  suicide)  in  spite  of  the  strong  evidence;  the  lack  of 
adequate  funding  to  initiate,  evaluate,  implement,  and  disseminate  successful 
programs  and  the  tack  of  cohesive  and  coordinated  state  plans  aimed  at  long¬ 
term  change. 

■  The  results  of  the  ANOVA  indicated  that  while  the  changes  in  suicide  rates  over 
time  were  statistically  significant,  there  was  no  relation  between  these  changes 
and  any  of  the  variables  studied 

■  between  1979  and  1994  most  states  have  initiated  one  or  more  measures 
intended  to  address  the  problem  of  adolescent  suicide.  However,  with  only  a 
few  exceptions,  most  state  initiatives  directed  at  preventing  youth  suicide 
occurred  in  the  mid-19S0s  following,  or  in  concert  with,  the  passage  of  the 
Youth  Suicide  Prevention  Act  of  1985  (House  Report  No.  4650. 1986).  Since 
then,  many  programs  have  been  allowed  to  lapse  and  some  legislation  has  been 
rescinded  or  allowed  to  expire 

•  The  finding  of  statistically  significant  changes  in  suicide  rates  over  time  but  no 
relation  between  these  changes  and  any  of  the  variables  studied  is  consistent 
with  a  similar  study  by  Lester  (19921,  who  examined  the  association  between 
state  activities  addressing  youth  suicide  and  youth  suicide  rates  from  1980  and 
1987.  He  found  that  of  the  nine  activities  undertaken  (legislation,  government 
involvement,  commission  task  force,  manuals  and  brochures,  school  curriculum, 
training  conferences,  priority  policy  plan,  direct  services,  and  special  studies) 
only  three  activities  (legislation,  commission  task  force,  and  manuals  and 
brochures)  showed  any  statistically  significant  association,  with  less  of  an 
increase  in  youth  suicide  rates. 

•  Second  is  a  review  of  policies  and  efforts  in  50  states 
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METHODOLOGY 

Suicide  prevention  programs  were  identified  by  contacting  suicide  prevention  ex¬ 
perts  in  the  United  States  and  Canada  and  asking  them  to  name  and  describe  suicide 
prevention  programs  for  adolescents  and  young  adults  that,  based  on  their  experi¬ 
ence  and  assessment,  were  likely  to  be  effective  in  preventing  suicide.  After  compiling 
an  initial  list,  program  representatives  were  contacted  and  asked  to  describe  the  num¬ 
ber  of  persons  exposed  to  the  intervention,  the  number  of  years  the  program  had 
been  operating,  the  nature  and  intensity  of  the  intervention,  and  the  availability  of 
data  to  facilitate  evaluation.  Program  representatives  were  also  asked  to  identify  other 
programs  that  they  considered  exemplary.  Representatives  from  these  programs 
were  contacted  and  asked  to  describe  their  programs.  The  list  of  programs  was  further 
supplemented  by  contacting  program  representatives  who  participated  in  the  1990 
national  meeting  of  the  American  Association  of  Suicidology  and  by  soliciting  pro¬ 
gram  contacts  through  Newslink,  the  association’s  newsletter. 

Suicide  prevention  programs  on  the  list  were  then  categorized  according  to  the 
nature  of  the  prevention  strategy  using  a  framework  of  eight  suicide  prevention 
strategies: 

•  School  gatekeeper  training.  This  type  of  program  is  designed  to  help  school  staff 
(e.g.,  teachers,  counselors,  and  coaches)  identify  and  refer  students  at  risk  for  sui¬ 
cide,  These  programs  also  teach  staff  how  to  respond  to  suicide  or  other  crises  in 
the  school. 

•  Community  gatekeeper  training.  These  programs  train  community  members  {e.g., 
clergy,  police,  merchants,  and  recreation  staff)  and  clinical  health-care  providers 
who  see  adolescent  and  young  adult  patients  (e.g.,  physicians  and  nurses)  to  iden¬ 
tify  and  refer  persons  in  this  age  group  who  are  at  risk  for  suicide. 

•  General  suicide  education.  Students  learn  about  suicide,  its  warning  signs,  and 
how  to  seek  help  for  themselves  or  others.  These  programs  often  incorporate  a 
variety  of  activities  that  develop  self-esteem  and  social  competency. 

•  Screening  programs.  A  questionnaire  or  other  screening  instrument  is  used  to 
identify  high-risk  adolescents  and  young  adults  and  provide  further  assessment 
and  treatment.  Repeated  assessment  can  be  used  to  measure  changes  in  attitudes 
or  behaviors  over  time,  to  test  the  effectiveness  of  a  prevention  strategy,  and  to 
detect  potential  suicidal  behavior. 

•  Peer  support  programs.  These  programs,  which  can  be  conducted  in  or  outside  of 
school,  are  designed  to  foster  peer  relationships  and  competency  in  social  skills 
among  high-risk  adolescents  and  young  adults. 

•  Crisis  centers  and  hotlines.  Trained  volunteers  and  paid  staff  provide  telephone 
counseling  and  other  services  for  suicidal  persons.  Such  programs  also  may  offer 
a  “drop-in”  crisis  center  and  referral  to  mental  health  services. 

•  Restriction  of  access  to  lethal  means.  Activities  are  designed  to  restrict  access  to 
handguns,  drugs,  and  other  common  means  of  suicide. 

•  Intervention  after  a  suicide.  These  programs  focus  on  friends  and  relatives  of  per¬ 
sons  who  have  committed  suicide.  They  are  partially  designed  to  help  prevent  or 
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potential  effectiveness  of  programs  that  seek  to  identify  and  refer  suicidal  adoles¬ 
cents  and  young  adults  for  mental  health  care. 

•  Some  potentially  successful  strategies  are  applied  infrequently,  yet  other  strate¬ 
gies  are  applied  commonly.  Despite  evidence  that  restricting  access  to  lethal 
means  of  suicide  (e.g.,  firearms  and  lethal  dosages  of  drugs)  can  help  to  prevent 
suicide  among  adolescents  and  young  adults,  this  strategy  was  not  a  major  focus 
of  any  of  the  programs  identified.  Other  promising  strategies,  such  as  peer  support 
programs  for  those  who  have  attempted  suicide  or  others  at  high  risk,  are  rarely 
incorporated  into  current  programs. 

in  contrast,  school-based  education  on  suicide  is  a  common  strategy.  This  ap¬ 
proach  is  relatively  simple  to  implement,  and  it  is  a  cost-effective  way  to  reach  a 
large  proportion  of  adolescents.  However,  evidence  to  indicate  the  effectiveness  of 
school-based  suicide  education  is  sparse.  Educational  interventions  often  consist 
of  a  brief,  one-time  lecture  on  the  warning  signs  of  suicide — a  method  that  is  un¬ 
likely  to  have  substantial  or  sustained  impact  and  that  may  not  reach  high-risk 
students  (e.g.,  those  who  have  considered  or  attempted  suicide).  Further,  students 
who  have  attempted  suicide  previously  may  react  more  negatively  to  such  curric¬ 
ula  than  students  who  have  not.  The  relative  balance  of  the  positive  and  the 
potentially  negative  effects  of  these  general  educational  approaches  is  unclear. 

•  Many  programs  with  potential  for  reducing  suicide  among  adolescents  and  young 
adults  are  not  considered  or  evaluated  as  suicide  prevention  programs.  Programs 
designed  to  improve  other  psychosocial  problem  areas  among  adolescents  and 
young  adults  (e.g.,  alcohol-  and  drug-abuse  treatment  programs  or  programs  that 
provide  help  and  services  to  runaways,  pregnant  teenagers,  and/or  high  school 
dropouts)  often  address  risk  factors  for  suicide.  However,  such  programs  are  rarely 
considered  suicide  prevention  programs,  and  evaluations  of  such  programs  rarely 
consider  their  effect  on  suicidal  behavior.  A  review  of  the  suicide  prevention  pro¬ 
grams  discussed  in  the  Resource  Guide  indicated  that  only  a  small  number 
maintained  working  relationships  with  these  other  programs. 

•  The  effectiveness  of  suicide  prevention  programs  has  not  been  demonstrated.  The 

lack  of  evaluation  research  is  the  single  greatest  obstacle  to  improving  current  ef¬ 
forts  to  prevent  suicide  among  adolescents  and  young  adults.  Without  evidence  to 
support  the  potential  of  a  program  for  reducing  suicidal  behavior,  recommending 
one  approach  over  another  for  any  given  population  is  difficult. 


RECOMMENDATIONS 

Because  current  scientific  information  about  the  efficacy  of  suicide  prevention 
strategies  is  insufficient,  the  Resource  Guide  does  not  recommend  one  strategy  over 
another.  However,  the  following  general  recommendations  should  be  considered: 

•  Ensure  that  suicide  prevention  programs  are  linked  as  closely  as  possible  with  pro¬ 
fessional  mental  health  resources  in  the  community.  Strategies  designed  to 
increase  referrals  of  at-risk  adolescents  and  young  adults  can  be  successful  only  to 
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the  extent  that  trained  counselors  are  available  and  mechanisms  for  linking  at*risk 
persons  with  resources  are  operational. 

•  Avoid  reliance  on  one  prevention  strategy.  Most  of  the  programs  reviewed  already 
incorporate  several  of  the  eight  strategies  described.  However,  as  noted,  certain 
strategies  tend  to  predominate  despite  insufficient  evidence  of  their  effectiveness. 
Given  the  limited  knowledge  regarding  the  effectiveness  of  any  one  program,  a 
multi-faceted  approach  to  suicide  prevention  is  recommended. 

«  Incorporate  promising,  but  underused,  strategies  into  current  programs  where 
possible.  Restricting  access  to  lethal  means  of  committing  suicide  may  be  the  most 
promising  underused  strategy.  Parents  should  be  taught  to  recognize  the  warning 
signs  for  suicide  and  encouraged  to  restrict  their  teenagers’  access  to  lethal  means. 
Peer  support  groups  for  adolescents  and  young  adults  who  have  exhibited  suicidal 
behaviors  or  who  have  contemplated  and/or  attempted  suicide  also  appear  prom¬ 
ising  but  should  be  implemented  carefully.  Establishment  of  working  relationships 
with  other  prevention  programs,  such  as  alcohol-  and  drug-abuse  treatment  pro¬ 
grams,  may  enhance  suicide  prevention  efforts.  Furthermore,  when  school-based 
education  is  used,  program  planners  should  consider  broad  curricula  that  address 
suicide  prevention  in  conjunction  with  other  adolescent  health  issues  before  con¬ 
sidering  curricula  that  address  only  suicide. 

•  Expand  suicide  prevention  efforts  for  young  adults.  The  suicide  rate  for  persons  in 
this  age  group  is  substantially  higher  than  that  for  adolescents,  yet  programs  tar¬ 
geted  toward  them  are  sparse.  More  prevention  efforts  should  be  targeted  toward 
young  adults  at  high  risk  for  suicide. 

•  Incorporate  evaluation  efforts  into  suicide  prevention  programs.  Planning,  proc¬ 
ess,  and  outcome  evaluation  are  important  components  of  any  public  health  effort. 
Efforts  to  conduct  outcome  evaluation  are  imperative  given  the  lack  of  knowledge 
regarding  the  effectiveness  of  suicide  prevention  programs.  Outcome  evaluation 
should  include  measures  such  as  incidence  of  suicidal  behavior  or  measures 
closely  associated  with  such  incidence  (e.g.,  measures  of  suicidal  ideation,  clinical 
depression,  and  alcohol  abuse).  Program  directors  should  be  aware  that  suicide 
prevention  efforts,  like  most  health  interventions,  may  have  unforeseen  negative 
consequences.  Evaluation  measures  should  be  designed  to  detect  such  conse¬ 
quences. 

For  a  copy  of  the  full  report.  Youth  Suicide  Prevention  Programs:  A  Resource  Guide, 

write  to  Lloyd  Potter,  Ph.D.,  M.P.H.,  at  the  Centers  for  Disease  Control  and  Prevention, 

National  Center  for  Injury  Prevention  and  Control,  4770  Buford  Highway,  Mailstop 

K-60,  Atlanta,  GA  30341  -3724.  Single  copies  are  available  free  of  charge. 
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ameliorate  those  precipitating  conditions 
that  are  proximaUy  or  temporally  related 
to  the  expression  of  the  disease. 

Injury  Control  Models 

William  Haddon,  Jr,  (1968,  1980)  first  ex¬ 
panded  the  public  health  model  of  patho¬ 
genesis  to  include  an  injury  control  ap¬ 
proach.  H addon  (1967,  1968,  1980)  set 
forth  10  unintentional  injury  control 
strategies  to  break  the  chain  of  injury  cau¬ 
sation.  These  strategies  fall  into  the  tri¬ 
partite  concept  of  primary,  secondary, 
and  tertiary  prevention,  and  deal,  respec¬ 
tively,  with  the  preinjury,  injury,  and 
postinjury  phases  (Institute  of  Medi¬ 
cine- lOM,  1985;  Department  of  Health 
and  Human  Services -DHHS,  1991), 

The  advantage  of  injury  control  model¬ 
ing  is  that  it  allows  for  the  identification 
of  multiple  causes  that,  in  and  of  them¬ 
selves,  may  be  necessary,  but  not  suffi¬ 
cient,  to  propel  the  individual  to  complete 
a  suicidal  act.  Thus,  one  does  not  necessar¬ 
ily  have  to  strongly  believe  in  or  defend 
any  one  particular  cause,  or  limit  one's  in¬ 
terventions  to  only  that  cause.  The  model¬ 
ing  allows  for  the  displaying  of  multiple 
causes  and  for  an  objective  development 
and  identification  of  the  most  cost-ef¬ 
fective  intervention.  Furthermore,  it 
allows  for  the  identification  of  various 
methods  to  identify  and  break  the  chain  of 
disease  causation  at  its  weakest  link.  The 
weakest  link  might  be  proximal  or  distal 
to  the  disorder  and  might  involve  passive 
or  active  countermeasures. 

Only  recently  have  those  in  the  mental 
health  field  revisited  these  approaches 
and  attempted  to  apply  them  to  suicide 
prevention  (DHHS,  1991),  Under  this  con¬ 
ceptualization,  suicide  becomes  the  direct 
result  of  an  injury  that  was  not  prevented. 
The  beauty  of  this  approach  is  that  one 
can  stratify  the  various  actions  that  can 
be  taken  to  address  each  of  the  various 
components  that  together  become  suffi¬ 
cient  for  the  suicidal  act  to  occur* 

Table  1  outlines  Haddon's  injury  con¬ 
trol  strategies,  with  our  own  examples 


that  relate  to  issues  of  suicide  prevention. 
This  approach  provides  an  elegant  means 
of  identifying  testable  hypotheses  and  de¬ 
veloping  preventive  interventions  that 
are  specifically  linked  to  a  particular  strat¬ 
egy  in  a  particular  phase  or  at  a  particular 
level  of  prevention,  and  allows  for  a  means 
of  evaluating  the  outcome. 

One  major  conceptual  problem  in  adapt¬ 
ing  the  Haddon  injury  control  model  to 
the  study  of  suicide  prevention  is  the  un¬ 
derlying  assumption  in  injury  control 
strategies  that  the  "^injury"  is  uninten- 
tional.  The  concept  is  that  injuries  are  ‘‘ac¬ 
cidents''  that  are  not  intended  to  occur. 
However,  the  prevailing  perspective  in 
the  field  of  suicide  is  that  suicidal  behav¬ 
iors  are  intentional  and  under  the  direct 
control  of  the  individual  involved.  There  is 
some  interesting  theoretical  and  practical 
discussion  of  whether  injury  control  mod¬ 
els  can  be  applied  to  suicide  attempts  and 
suicide  completions  (DHHS,  1991).  For 
purposes  of  this  discussion,  however,  we 
wiU  assume  that  a  certain  percentage  of 
suicidal  behaviors  are  amenable  to  injury 
control  approaches. 

Much  research  on  suicide  and  on  nonfa- 
tal  self-injury  has  emphasized  personal 
characteristics  and  methods  of  treating 
suicidal  Individuals.  Changes  in  the  physi¬ 
cal  and  social  environment,  and  their  ef¬ 
fect  on  suicide  rates  have  been  the  subject 
of  little  research  to  date.  ‘The  validity  of 
the  widespread  assumption  that  non-fatal 
suicide  attempts  represent  a  lack  of  desire 
to  kill  oneself  and,  therefore,  involve  the 
choice  of  less  lethal  means,  should  be  sub¬ 
jected  to  scientific  scrutiny;  there  is  evi¬ 
dence  that  reducing  the  availability  of 
popular  means  of  committing  suicide  can 
cause  a  major  reduction  in  the  suicide 
rate”  (lOM,  1985,  p.  45). 

One  example  of  this  approach  might  be 
the  reduction  of  suicides  by  domestic  gas 
inhalation  (Lester  &  Abe,  1989).  The 
causes  for  death  were  secondary  to  the 
chemical  content  of  the  gas  that  was  used 
for  domestic  use  (stoves  in  the  kitchen). 
The  gas  was  easily  and  readily  available 
and  accessible*  Furthermore,  the  gas  was 
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BULLYING 

Feb.  10,  2017  "New  Mexico  Lawmaker  Aims  to  Curb  By  Hying  Through  Counselmg" 

•  Publication:  KRQE  -  Fox  Affiliate:  Santa  Fe,  N.M.(UVM:  1.2M*} 

•  "New  Mexico  already  has  a  law  on  the  books  for  school  bullies.  But  one 

lawmaker  wants  to  take  it  a  step  further  and  get  the  parents  of  bullies 
involved.  The  lawmaker  doesn't  think  enough  is  being  done  to  stop  the 
bullying.  Rep.  Elizabeth  Thomson  says  CDC  statistics  suggest  at  least 
50,000  New  Mexico  kids  don't  feel  safe  reporting  bullying  at  school/' 

GUN  VIOLENCE 

Feb.  12,  2017  "Boston  Is  a  Shooters'  Paradise" 

•  Publication;  8oston(UVM:  1.3M’*') 

•  "During  a  six-month  investigation,  Boston  obtained  police  records  through 

a  public  information  request  and  examined  618  shootings  over  994 
days,  from  the  start  of  2014  through  September  20,  2016,  The  results 
were  staggering:  During  that  time  frame,  Boston  police  had  arrested 
fewer  than  4  percent  of  gunmen  involved  in  non-fatal  shootings.  That 
means,  for  instance,  that  detectives  have  not  arrested  anyone  for 
shooting  14-year-old  Keira  Harrison  three  times  as  she  watched  Fourth 
of  July  fireworks  on  Bower  Street  this  past  summer.  And  police  have  not 
captured  whoever  shot  a  IS-year-old  in  South  Boston  in  August,  or  the 
person  who  shot  a  seven-year-old  on  Bowdoin  Street.  In  fact,  the  data 
revealed  that  police  had  not  made  a  single  arrest  in  any  of  the  19  non- 
fatal  shootings  of  Boston  minors  under  age  17.  (And  that  was  before 
the  October  shootings  of  two-year-old  and  nine-year-old  girls  in 
separate  incidents,)" 

"The  Republican  War  on  Facts'^ 

•  Publication;  Who.  Whot  Why.  (UVM:  240.8K*) 

•  "While  Republicans  love  to  refer  to  themselves  as  the  'Party  of  Lincoln/ 

they  seem  to  disagree  wholeheartedly  with  the  sentiment  of  this  quote. 
They  certainly  don't  want  the  American  people  to  have  facts  “  and 
nobody  in  their  right  mind  would  ever  refer  to  their  current  standard- 
bearer  as  'Honest  Don/  One  of  the  best-known  examples  is  the  so- 
called  Dickey  Amendment,  which  was  first  passed  in  1996  and 
effectively  ended  the  Centers  for  Disease  Control  and  Prevention's 
research  on  gun  violence.  Rep.  Jay  Dickey  (R-AR),  after  whom  the 
amendment  is  named,  has  since  expressed  regret  that  the  language  he 
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introduced  has  had  that  effect  on  this  type  of  research/' 

"CNN  Scoop:  Bullet  Fragments  in  Body  Can  Cause  lead  Poisoning,  High  Blood 

Pressure" 

•  Publication:  Bre/riort  (UVM:  108. OM*) 

•  "They  point  to  a  study  by  the  Centers  for  Disease  Control  and  Prevention 
which  was  published  February  10  and  report,  'Fewer  than  1%  of  cases 
of  adults  with  elevated  blood  lead  levels  were  caused  by  retained  bullet 
fragments.'  Yet  CNN  stresses  that  five  percent  of  the  'fewer  than 
1%... could  be  linked  to  bullets."' 

Feb.  14,  2017  "Our  Opinion:  State  Physicians  Have  Role  in  Gun  Safety" 

•  Publication:  The  Berkshire  Eagle  (UVM:  3S1.9K*) 

•  "Massachusetts  had  the  lowest  gun  death  rate  in  the  country  in  2015  and 

for  good  reason.  A  new  initiative  announced  Monday  by  state  Attorney 
General  Maura  Healey  should  further  reduce  gun-related  injuries  and 
deaths.  'Gun  violence  is  a  major  public  health  threat  and  physicians  can 
play  a  key  role  in  curbing  the  violence'  said  Massachusetts  Medical 
Society  (MMS)  President  Dr.  James  Gessner  Monday,  fn  Washington, 
Congress  has  blocked  federal  research  into  the  public  health  threat 
posed  by  guns  since  1996.  When  President  Obama  issued  an  executive 
order  in  2012  in  the  wake  of  the  Newtown  school  massacre  instructing 
the  Centers  for  Disease  Control  to  explore  the  reasons  for  gun  violence 
and  ways  to  prevent  it.  Congress  turned  back  bills  giving  the  CDC  $10 
million  to  fund  that  effort.  According  to  Everytown  for  Gun  Safety 
Research,  13,280  people  were  killed  and  26,800  people  were  injured  by 
guns  in  2015  in  the  U.S.  {these  figures  exclude  suicides),  so  guns  are 
plainly  a  threat  to  public  health  and  should  be  treated  as  such  in 
Massachusetts,  even  if  Washington  refuses  to  for  reasons  of  ideology." 

"This  MIT  Freshman  is  Developlnfi  a  Smart  Gun  to  Save  Lives  -  How?" 

•  Publication:  Nature  World  News  (UVM:  401. IK*) 

•  "Kai  Kloepfer  has  been  developing  his  prototypes  since  high  school.  His 

primary  asset  is  that  there  is  a  fingerprint-recognition  software  in  the 
middle  of  the  handle.  This  means  owners  will  be  the  only  one  allowed 
to  use  their  guns  and  cannot  be  used  by  others.  Kloepfer  told  CBS  News 
in  an  interview  that  this  means  unauthorized  people  like  children  or 
teenagers  looking  to  harm  themselves  will  be  unable  to  access  firearms 
that  are  owned  by  other  people  such  as  their  parents.  This  is  particulary 
relevant  as  a  recent  study  in  the  journal  Pediatrics  reveals  that  about  20 
children  and  teenagers  are  shot  in  the  U.S.  every  day.  According  to  the 
New  York  Times,  data  from  the  Centers  for  Disease  Control  and 
Prevention  (CDC)  and  the  FBI  showed  that  there  are  more  children 
killed  by  guns  per  year  (80)  than  police  officers  (50)/' 

Feb.  15,  2017  "If  YouVe  Been  Shot,  It  May  Be  Prudent  to  Have  the  Bullet  Removed" 

•  Publication:  The  Atlantic  (UVM:  46.9M*) 

•  "When  a  bullet  penetrates  a  person's  body,  sometimes  it  follows  a  clean 

path  and  lands  in  a  harmless  place.  First-time  gunshot  victims  tend  to 
be  surprised  to  learn  that  the  bullet  often  doesn't  need  to  be  removed. 
Assuming  that  bullet  fragments  aren't  lodged  near  something  like  a 


major  vessel  or  plexus,  the  standard  practice  among  surgeons  has  been 
to  let  things  be.  Even  Curtis  '50  Cent'  Jackson,  who  had  speech-altering 
shrapnel  lodged  in  his  tongue,  \A^as  advised  by  his  doctors  to  leave  it  in, 
he  said  in  2013,  because  'it  might  do  more  damage  to  my  nerves  and 
taste  buds.'  The  challenges  to  understanding  the  problem  are  many, 
starting  with  the  fact  that  NRA  lobbyists  have  rendered  the  CDC 
effectively  forbidden  from  studying  gun  violence/' 

Feb.  16,  2017  '^Congress  Shows  its  Hypocrisy  on  Gun  Contror 

•  Publication:  The  Washington  Po5t(UVM:  272. 6M*) 

•  "Every  time  there  is  a  gun-violence  tragedy  in  our  country,  we  hear  these 

same  arguments  from  politicians  who  consistently  oppose  common- 
sense  gun-safety  legislation  aimed  at  keeping  firearms  out  of  dangerous 
hands...  the  National  Rifle  Association  is  currently  pushing  radical 
legislation  to  make  it  easier  for  people  to  buy  firearm  silencers,  which 
could  place  these  devices  into  dangerous  hands  and  make  it  harder  for 
bystanders  and  law  enforcement  to  hear,  locate  and  react  quickly  to 
gunshots.  The  NRA  claims  this  is  about  public  health  —  but  after  it 
spent  decades  opposing  funding  for  Centers  for  Disease  Control  and 
Prevention  research  into  how  gun  violence  kills  so  many  Americans, 
who  buys  that?" 

SEXUAL  VIOLENCE 

Feb.  10,  2017  '^Fiftv  Shades  Parker  Isn^t  Empowering,  It's  Abuse" 

•  Publication:  The  Huffington  Post  -  UK(U\/M:  15. AM*) 

•  "It's  finally  upon  us  -  the  long-awaited  release  of  Fifty  Shades  Darker,  the 

second  installment  in  the  Fifty  Shades  of  Grey  film  trilogy.  But  rather 
than  swooning,  I  find  myself  shuddering.  An  analysis  of  the  first  book 
found  that  the  so-called  romantic  relationship  between  Christian  and 
Ana  was  characterised  by  intimate  partner  violence.  Using  the  US 
Centers  for  Disease  Control  and  Prevention's  definitions,  researchers 
found  that  emotional  abuse  and  sexual  violence  were  pervasive 
throughout,  noting  that  emotional  abuse  was  present  'in  nearly  every 
interaction/  This  was  evidenced  in  stalking,  such  as  tracking  Ana's 
movements  via  phone  and  computer  technology,  limiting  Ana's  social 
involvement,  intimidation  and  threats/' 

"Vtfhat  Parents  Need  to  Know  About  Teen  Dating  Violence" 

•  Publication:  She  Knows  (UVM:  13.0M*) 

•  "One  in  3  teens  in  the  U.S.  will  experience  physical,  sexual  or  emotional 

abuse  by  someone  they're  in  a  relationship  with  and  1.5  million 
teenagers  report  being  in  an  abusive  relationship  each  year.  And  43 
percent  of  dating  college  women  report  experiencing  abusive  dating 
behaviors/' 

Feb.  13,  2017  "The  Dally  Northwestern  -  Northwestern  University  Student  Newspaper" 

•  Publication:  The  Daily  Northwestern  (UVM:  177.4K*) 

•  "U.S.  Sen.  Tammy  Duckworth  (D-lll.)  and  Sen,  Dick  Durbin  (D-lll.) 

announced  Thursday  that  over  $1  million  dollars  in  federal  funding  has 
been  allocated  to  the  Illinois  Department  of  Public  Health  to  support 
sexual  assault  prevention  efforts.  Prevention  and  Education  Program. 


According  to  information  on  the  CDC  website,  the  program  was  created 
with  the  passage  of  the  Violence  Against  Women  Act  in  1994.  The 
program  ’seeks  to  develop  and  strengthen  sexual  violence  prevention 
efforts  at  the  local,  state,  and  national  level." 

^^Hundreds  Walk  to  Rise  Against  Domestic  Violence^' 

•  Publication:  Midland  Daily  News  (UVM:  329.0K*) 

•  "The  walk  was  part  of  the  One  Billion  Rising  movement,  which  is  a  global 

movement  to  end  violence  against  women.  One  in  three  women  will  be 
a  victim  of  violence  over  the  course  of  her  lifetime.  With  a  world 
population  of  seven  billion  men  and  women,  that  equates  to  one  billion 
women  and  girls  who  are  victims.  'I  rise  because  I  see  so  many  people 
who  domestic  violence  has  affected.'  Wakeman  said.  'Whether  people 
know  it,  they  know  somebody  who  is  a  survivor.  If  domestic  violence 
was  anything  but  common,  then  the  CDC  (Centers  for  Disease  Control 
and  Prevention)  would  classify  it  as  an  epidemic,  but  it  happens  behind 
closed  doors.  We  don't  want  it  to  be  a  conversation  stopper  anymore, 
many  people  shut  down  when  it's  mentioned.  We  need  to  have  these 
conversations  because  the  only  way  that  we  are  going  to  fully  eradicate 
and  wipe  out  domestic  violence  is  to  talk  about  it.  We  need  to  talk 
about  these  issues  in  our  community.'" 

"Teen  Dating  Forum  to  be  Held  by  Centers  for  Disease  Control  this  Week" 

•  Publication:  Craig  Daily  Press  (UVM:  167.1K*) 

•  "Love  shouldn't  hurt  and  this  month  the  Centers  for  Disease  Control  and 

Prevention  are  offering  tools  to  prevent  teen  dating  violence.  'Youth 
violence  affects  all  communities  and  all  members  of  a  community.  It  is  a 
leading  cause  of  death  for  adolescents  and  young  adults,'  according  to 
VetoViolence.cdc.gov.  VetoViolence  is  the  CDC's  online  violence 
prevention  portal." 

"Readers  Write:  Letters  to  the  Editor,  February  13,  2017" 

•  Publication;  Alaska  Daily  News  (UVM:  2.6M*) 

•  "Polarized  politics  have  reached  a  new  level  in  D.C.,  but  fortunately  some 

Alaska  politicians  seem  to  still  be  interested  in  standing  for  all  of  their 
constituents  and  looking  to  the  facts.  Republican  Sen.  Lisa  Murkowski  is 
one  of  these  politicians  who  deserves  to  be  thanked,  specifically  for 
speaking  in  support  of  Planned  Parenthood,  which  offers  sexually 
transmitted  infection  (STI)  screening  and  prevention  to  Alaskans." 

"Ordering  this  Shjpt  Could,  Help  Save  Your  Life  " 

•  Publication:  WIS^*^  ABC  Affiliate:  Milwaukee,  Wis,  (UVM:  l.OM*) 

•  "The  'Angel  shot'  is  a  secret  code  alerting  a  bartender  that  help  is  needed. 

Bars  across  the'  touritry  are  offering  the  "Angel  Shot."  It's  not  on  the 
menu  and  it's  not  really  a  drink.  Order  the  shot  and  the  bartender,  at 
participating  bars,  will  know  you  need  help.  Bar-goers  now  have  a  safe 
way  out  of  an  uncomfortable  situation  at  their  favorite  establishment. 
Data  from  the  Centers  for  Disease  Control  and  Prevention  CDC  shows 
that  nationwide,  51,1  percent  of  female  victims  reported  being  raped  by 
an  intimate  partner  and  40,8  percent  by  an  acquaintance." 

"The  Most  Dangerous  States  For  Online  Dating" 


•  Publication:  Forbes  (UVM:  131.2M*) 

•  "'Who's  on  Tinder,  Match,  Plenty  of  Fish,  and  other  online  dating  apps  and 

sites?  Well,  maybe  someone  who  likes  long  walks  on  the  beach.  But  also 
maybe  someone  who  likes  your  wallet  or  even  your  identity.  You  could 
find  someone  with  a  good  sense  of  humor  or  good  eyes.  Or  perhaps 
greenish  yellow  discharge  and  burning  on  urination.  Yes,  dating  online  is 
not  always  safe,  and  according  to  pieces  by  Backgroundchecks.org, 
highspeedfnternGt.com,  and  Safewise,  some  states  may  be  more 
dangerous  than  others." 

Feb.  15,  2017  "Nathan  Miller:  Teen  Dating  Violence  Affects  1.5  Million  Annually^^ 

•  Publication:  Lebanon  Democrat  (U\/W\:  99. 2K*) 

•  "February  is  traditionally  the  month  best  associated  with  the  color  red,  the 

emotional  feeling  of  love  and  the  complexities  of  the  human  heart. 
However,  February  is  also  the  month  that  teens  and  parents  of  teens 
are  reminded  that  teen  dating  violence  is  a  very  real  issue  in  the  U.S. 
and  here  in  Wilson  County." 

"Take  a  Stand  Against  Teen  Dating  Violence" 

•  Publication:  The  Hays  Daily  News  (UVM:  106.7K'*‘) 

•  "February  is  Teen  Dating  Violence  Awareness  Month.  Ironically,  it  also  is 

the  month  we  celebrate  Valentine's  Day  with  our  significant  others. 
Sadly,  some  of  those  relationships  are  unhealthy,  and  possibly  even 
dangerous. ..The  U.S.  Centers  for  Disease  Control  and  Prevention  report 
one  in  four  teens  report  being  hit,  slapped,  stalked,  sexually  assaulted  or 
emotionally  abused  by  a  dating  partner.  Approximately  one  in  five 
women  and  nearly  one  in  seven  men  who  ever  experienced  rape, 
physical  violence  or  stalking  by  an  intimate  partner  first  experienced  the 
abuse  between  the  ages  of  11  and  17," 

Feb.  IG,  2017  "Study:  Idaho  a  Safe  Place  to  Date  Online^  Washington  less  So" 

•  Publication:  The  Spokesman-Review  (UVM:  1,5M*) 

•  "Online  dating  applications  often  are  a  staple  of  single  people's  phones. 

Apps  like  Tinder,  Bumble,  OkCupid,  Match.com,  Grindr,  or  Christian 
Mingle,  host  millions  of  users  all  looking  to  meet  that  special  someone. 
In  a  report  published  by  the  company  and  co-sponsored  by 
Highspeedinternet.com,  states  were  ranked  on  how  safe  they  were  to 
date  online  by  comparing  cybercrime  data  from  the  U.S.  Department  of 
Justice,  crime  statistics  from  the  FBI's  Uniform  Crime  Report  and 
sexually  transmitted  disease  rates  compiled  by  the  Centers  for  Disease 
Control  and  Prevention." 

"Yater:  Dating  violence  serious  issue  for  teens" 

•  Publication;  Doily  News  Journal  (UVM:  194.3K*) 

•  "February  is  traditionally  the  month  best  associated  with  the  color  red,  the 

emotional  feeling  of  love  and  the  complexities  of  the  human  heart. 
However,  February  is  also  the  month  that  teens  and  parents  of  teens 
are  reminded  that  teen  dating  violence  is  a  very  real  issue  in  the  U.S, 
and  here  in  Rutherford  County.  The  Centers  for  Disease  Control  note 
that  unhealthy  relationships  can  start  early  and  last  a  lifetime.  Teens 
often  think  some  behaviors,  like  teasing  and  name  calling,  are  a 


SUICIDE 

Feb.  10,  2017 


Feb.  12,  2017 


Feb.  13,  2017 


"normal"  part  of  a  relationship.  However,  these  behaviors,  according  to 
the  CDC,  can  become  abusive  and  develop  into  more  serious  forms  of 
violence." 

^^Six  Reasons  Why  Individuats  Choose  Suicide" 

•  Publication:  Psychology  Today  24.2M*) 

•  "Although  we  are  just  beginning  to  say  hello  to  February,  this  year  has 

been  off  to  a  sad  start  with  several  people  in  my  immediate  circle- 
individuals  I  knew  personally,  or  who  are  connected  to  friends  or  family 
members— committing  suicide.  There's  no  easy  way  to  acknowledge  or 
accept  this,  or  even  an  uncomplicated  way  to  type  those  words.  Each 
has  had  a  different  reason  for  doing  so,  but  what  remains  constant  is 
the  sadness  left  in  the  wake." 

^'Does  a  Child  Need  an  Intervention?  Learn  the  Signs'^ 

•  Pubiication:  Lowell  Sun  (UVM:  462.0K*) 

•  "The  school  district  will  teach  residents  to  be  "first-aiders"  able  to  assess 

whether  a  child  needs  help  with  mental-health  issues  or  substance 
abuse...  According  to  the  Centers  for  Disease  Control  and  Prevention,  in 
2010  suicide  was  the  second  highest  cause  of  death  among  those  ages 
12  through  17.  The  CDC  reported  that  suicide  can  be  the  result  of 
mental  disorders." 

'^Elsevier  Announces  First  Large-Scale  Anaiysis  of  Suicide  Motivation  Across 

Muitiple  Ages  in  the  Same  Time  Period" 

•  Pubiication:  Benzinga.com  (UVMi  1.4M*) 

•  "Elsevier,  a  world-leading  provider  of  scientific,  technical  and  medical 

information  products  and  services,  today  announced  the  publication  of 
Explaining  Suicide:  Patterns,  Motivations,  and  What  Notes  Reveal  by 
Cheryl  Meyer,  Taronish  Irani,  Katherine  Hermes  and  Betty  Yung,  It  is  the 
first  large-scale  analysis  of  suicide  motivation  across  multiple  ages  in  the 
same  time  period,  made  possible  via  a  unique  dataset  of  all  suicide 
notes  collected  by  the  coroner's  office  in  southwestern  Ohio  from  2000 
through  2009.  At  the  same  time,  Elsevier  announced  publication  of  four 
additional  psychology  books." 

''Anti-Suldde  Drugs  Market  -  Trends,  Outlook,  and  Opportunity  Analysis,  2016- 

2024" 

•  Publication:  Open  PR  (UVM:  275. IK*) 

•  "Suicide  is  viewed  as  an  end  stage  of  depression,  whereas  it  is  a  distinct 

medical  condition  that  needs  special  attention.  The  current  market  for 
the  treatment  of  suicide  is  a  subset  of  the  drugs  used  to  treat  anxiety 
and  depression...  According  to  the  Centers  for  Disease  Control  and 
Prevention  (CDC)  estimate,  more  than  9  million  people  in  the  United 
States  reported  having  suicidal  thoughts  in  2013.  The  suicide  rates  in  the 
country  have  been  increasing  according  to  the  American  Foundation  for 
Suicide  Prevention,  reaching  a  suicide  rate  of  12.93  per  1,000 
populations  in  2014." 

"Mental  Health  Programs  for  Employees  are  Becoming  Commonplace  in  the 

Industrial  Workplace" 


•  Publication:  Greater  Baton  Rouge  Business  Report  (UVM:  202.7K*) 

•  "For  an  industrial  contractor  like  Turner  Industries,  safety  is  paramount. 

But  ensuring  safety  takes  more  than  sound  equipment  and  well-trained 
workers.  People  with  mental  health  issues  like  depression  or  substance 
abuse  can  lose  their  focus  on  the  job  site,  putting  themselves  and  their 
co-workers  in  jeopardy,  says  Dan  Burke,  Turner's  director  of  corporate 
benefits.  So  in  January  of  2014  the  company  put  in  place  an  employee 
assistance  program  to  help  its  workers  address  potential  issues  before 
those  issues  get  out  of  hand.  Such  programs  are  becoming  more 
commonplace,  providers  say,  although  many  employees  aren't  taking 
full  advantage  of  them." 

Feb.  14,  2017  "Pittsylvania  County  Group  Working  to  Get  Suicide  Prevention  Program  m 
Schooi  System" 

•  Pubiication:  WSET  -  ABC  Affiliate:  Lynchburg,  Va.  (UVM:  731.9K*) 

•  "A  group  on  the  southside  is  making  a  concerted  effort  to  prevent  teen 

suicide.  They're  talking  to  Pittsylvania  County  supervisors  about  a 
program  they'd  like  to  work  into  the  school  system.  The  CDC  reports  a 
nationwide  survey  found  16%  of  students  reported  seriously  considering 
suicide." 

"Student  Suicide:  Moving  Beyond  Blame  to  Understanding'' 

•  Pubiication:  Education  Week  (UVM:  1.6M*) 

•  "Suicide  is  the  worst  of  losses,  especially  when  the  victim  is  an  adolescent. 

It's  every  parent's  nightmare.  And  it's  every  principal's,  too— not  only 
for  the  horrific  loss  of  the  student,  but  for  the  censure  that  can  often 
follow.  Parents,  community  members,  and  even  students  may  criticize 
the  school  for  too  much  stress  and  pressure,  too  much  homework  and 
competition,  and  too  little  support.  As  the  superintendent  of  schools  in 
Palo  Alto,  Calif.— a  district  with  a  teen-suicide  rate  four  times  the 
national  average— noted  last  fall,  'any  school  that  experiences  a  student 
suicide  should  brace  for  a  tsunami  of  blame.'" 

Total  unique  visits  per  month  of  publication's  website  (within  one  month  prior  to  date  reported) 


From: 

Sent: 

To: 

Subject: 


ICEHS_Section@connect.apha.org  on  behalf  of  Dr.  Ted  R.  Miller 
17  Jun  2016  13:45:10  +0000 
ICEHS  Section 

[ICEHS  Section]  Re:  article  on  guns  &  suicide 


The  provided  article  from  Dr.  Olson  was 

Centerwall  BS.  (1991).  Homicide  and  the  prevalence  of  handguns:  Canada  and  the  United  States, 
1976  to  1986.  American  Journal  of  Epidemiology,  134(11):  1245-1260 

The  article  does  not  address  suicide  at  all,  only  homicide.  And  the  statement  that  Dr.  Olsen 
quoted  does  not  appear  in  it  but  rather  in  a  book  by  gun-rights  advocate  Gary  Kleck,  who  reports 
the  statement  rame  from  a  letter  to  him. 

For  a  meta-analysis  of  16  studies  that  do  address  suicide,  see: 

Anglemyer  A,  Horvath  T,  Rutherford  G.  (2014).  The  Accessibility  of  Firearms  and  Risk  for  Suicide 
and  Homicide  Victimization  Among  Household  Members:  A  Systematic  Review  and  Meta-analysis. 
Annals  of  Internal  Medicine,  160(2):101-110.  open  access  at 
http://annals.orq/article.a5PX?articleid=1814426 

The  meta-analysis  concludes  that  the  risk  of  a  suicide  in  the  home  is  3,24  times  as  high  in  homes 
with  guns  relative  to  homes  with  no  guns.  Yesterday  I  spoke  at  Columbia  University's  excellent 
conference  Innovations  in  Translating  Injury  Research  into  Effective  Prevention.  David 
Hemenway  gave  a  keynote  address  on  suicide  prevention. 

David  says  that  the  elevated  odds  do  not  imply  we  should  ban  guns.  Rather  it  implies  that  we 
need  to  educate  gun  owners  that  if  a  friend  is  going  through  a  stressful  transition  like  divorce, 
job  loss,  or  a  serious  illness  or  death  in  the  family,  it  often  is  wise  to  babysit  their  guns.  Suicide  is 
very  impulsive,  and  it  is  best  if  only  less  lethal  means  are  at  hand  if  the  impulse  strikes.  Utah  gun 
owners  now  are  including  suicide  prevention  training  in  their  gun  safety  training.  David's  team  at 
Harvard  has  been  working  with  gun  shop  owners  to  help  them  teach  their  clerks  how  to 
recognize  when  someone  is  trying  to  buy  a  gun  to  kill  themselves  (don't  care  about  brand,  just 
want  one  or  two  bullets). 

Ted  Miller 

Pacific  Institute  for  Research  and  Evaluation 
11720  Beltsville  Drive,  Suite  900 
Calverton,  MD  20705 
Phone  (301)  593-7471 
Cell:  (240)  441-2890 


From:  lCEHS_Section@connect.apha.org  on  behalf  of  Dr.  Donald  Wayne  Olson 

Sent:  Thursday,  June  16,  2016  9:27  PM 

To:  Leslie  Fisher;  ICEHS  Section 

Subject:  [ICEHS  Section]  Re:  fyi  article  on  guns  and  cdc 

Greetings  Les 


I've  attached  an  article  that  expressly  studied  the  question:  WOULD  BANNING 
FIREARMS  REDUCE  MURDER  AND  SUICIDE? 


From:  Carr,  Colleen 

Sent:  4  Nov  2016  02:21:15  +0000 

To:  Belyeu,  Avery;'Jane  PearsonVDan  Reidenberg';'John  Draper';Stout, 

Elly;'Jack  Benson';'5tephanie  Coggin';eneely@reingoldxom;5tone,  Deborah 
(CDC/ONDIEH/NCIPC);'Amy  Kulp';Trances  Gonzalez'/Michael  Rosen';'Ash!ey  Vactor';Pearson, 
Jane  L  (NIH/NIMH)  [El;Holland,  Kristin  (CDC/ONDIEH/NCIPC);Melnyk,  Uliya;Crosby,  Alexander 
(CDC/ONDIEH/NCIPC);Hedegaard,  Holly  (CDC/OPHSS/NCHS);'Paul  Lauricella';Sobottka, 
Linda;Gass,  Jes5e;Scanlon,  Michaelle  (NIH/NIMH)  [C];Reed,  Jerry;Padgett,  Jason;Warner, 
Margaret  (CDC/OPHSS/NCHS) 

Cc:  Zeller^  Eileen  (SAMHSA/CMHS);Alexis  0'Bnen;Kurikeshu,  Rebecca 

(NIH/NIMH)  [C];Steve  Mendelsohn 

Subject:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 


All, 

The  MMWR  QuickStat  is  live  on  CDC's  website  if  you  would  like  to  see  it.  We  are  putting  the 
finishing  touches  on  the  Action  Alliance  statement  and  I  will  send  that  out  to  the  full  group  by 
9am  tomorrow  so  folks  can  distribute  via  their  communication  channels. 

Feel  free  to  contact  me  with  any  questions, 

Colleen 

— Original  Appointment— 

From:  Belyeu,  Avery 

Sent:  Monday,  October  31,  2016  3:50  PM 

To:  Belyeu,  Avery;  'Jane  Pearson';  'Dan  Reidenberg';  'John  Draper';  Stout,  Elly;  'Jack  Benson'; 
'Stephanie  Coggin';  eneely@reingold.com;  'Deborah  Stone';  Carr,  Colleen;  'Amy  Kulp';  'Frances 
Gonzalez';  'Michael  Rosen';  'Ashley  Vactor';  'Pearson,  Jane  L  (NIH/NIMH)  [E]';  'Holland,  Kristin 
(CDC/ONDIEH/NCIPC)';  Melnyk,  Liliya;  'Crosby,  Alexander  (CDC/ONDIEH/NCIPC)';  'Hedegaard, 
Holly  (CDC/OPHSS/NCHS)';  'Paul  Lauricella’;  Sobottka,  Linda;  Gass,  Jesse;  'Scanlon,  Michaelle 
(NIH/NIMH)  [C]';  Reed,  Jerry;  Padgett,  Jason;  Warner,  Margaret  (CDC/OPHSS/NCHS) 

Cc:  Zeller,  Eileen  (SAMHSA/CMHS);  Alexis  O'Brien;  Kurikeshu,  Rebecca  (NIH/NIMH)  [C];  Steve 
Mendelsohn 

Subject:  Action  Alliance  Media  Messaging  Work  Group  CalH  Potential  Data  Release  Planning  Call. 
When:  Wednesday,  November  02,  2016  3:00  P1VI‘4:00  PM  (UTC-06:00)  Central  Time  (US  Ei 
Canada). 

Where: 


No  passcode  needed 


Dear  Media  Messaging  Workgroup, 

Please  join  a  call  on  Wednesday,  November  2^""*  at  4pm  ET/3pm  CT/2pm  MT/  1pm  PT  to  discuss 
an  upcoming  CDC  Quickstat  data  release. 

«  File:  Agenda.  Media  Messaging  Workgroup  Call.  11.2.16. pdf  » 

As  in  previous  calls  we  will  use  this  time  to  discuss  the  information  we  currently  have  about  the 
data  release  and  outline  next  steps  for  a  coordinated  and  collaborative  response. 

Please  access  the  call  by  calling  |  I  (No  passcode  needed). 

My  Best, 

Avery 


From: 

Sent: 

To: 


Be  lye  u,  Avery 

14  Mar  2017  21:36:10  4^0000 

Caraballo,  Rachel;Mercy,  James  (CDC/ONDIEH/NCIPC);Robert  Gebbia;Reed, 


Jerry;Magdala  Labre;Stone,  Deborah  (CDC/ONDIEH/NCIPC);CMoutier@afsp*org;Stout,  Elly;Bird, 
Doreen;heidi@heidibryanxom;edemello@naminh.org;jarrod.hindman@statexo.us;fnruheiSinaccho.org 
;Annmane_white@)urmcxochester.edu;Zeller,  Eileen  (SAMHSA/CMHS);Dr.  John 
Harrison;Heather.Stokes(®livingworks.net;gigi@gcolombinixom;Carr,  Colleen; Ken 
Norton;bprice@cadca.org;Melissa  Helm;Torguson,  Kimberly 
Subject:  Action  Alliance  Update:  Transforming  Communities  Paper 

Dear  Working  Group, 

Thank  you  all  for  your  feedback  to  the  most  recent  version  of  the  Transforming  Communities  paper. 

Your  contributions  were  all  very  helpful  and  will  result  in  an  even  stronger  product. 

Please  note  that  the  meeting  this  Friday,  March  17^^  will  be  cancelled.  In  lieu  of  a  meeting  we  would 
like  to  provide  you  with  a  few  key  updates: 

•  The  paper  is  currently  being  finalized  which  includes  copy  editing  and  graphic  design  work.  We  are 

on  track  for  a  late  March  release. 

•  Communication  leads  from  SPRC,  the  Action  Alliance,  AFSP,  5AMHSA  and  CDC  are  working 

together  to  align  our  messages  regarding  this  paper  and  the  CDC  Technical  Package.  As  part  of 
this  process  the  Action  Alliance  is  creating  a  communications  guide  that  may  be  used  by  partner 
organizations  when  the  Transforming  Communities  paper  is  released.  We  will  share  that  with 
you  prior  to  the  release  date  so  that  you  can  participate  in  this  unified  message. 

•  We  will  convene  a  full  group  meeting  in  late  April  or  early  May  to  discuss  how  to  maximize  our 

collective  impact  on  this  topic. 

Thank  you  for  your  ongoing  collaboration.  If  you  have  any  questions  regarding  the  updates  listed  above 
please  don't  hesitate  to  reach  out. 

My  Best, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


(SS) 

^SPRC 
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From:  Belyeu,  Avery 

Sent:  15  Dec  2016  15:26:53 +0000 

To:  Caraballo,  Rachel;Carr,  Colleen;Mercy,  James  (CDC/ONDIEH/NCIPC);Reed, 

Jerry;Robert  Gebbia;Magdala  Labre;Stone,  Deborah  (CDC/ONDIEH/NCIPC};CMoutier@afsp,org;Stout, 
Elly;Melissa  Helm 

Subject:  Action  Alliance:  CBSP  Meeting  Agenda 

Attachments:  CBSP  Call  Agenda  12.16.16.docx 


Hello  All, 

I  look  forward  to  speaking  with  you  all  tomorrow  at  2pm  ET/lpm  CT/  12pm  MT/  11am  PT  as  part  of  the 
All-Group  Call. 

Attached  to  this  email  is  the  proposed  agenda  for  that  call  along  with  a  list  of  the  potential  reviewers 
that  have  been  submitted  up  to  this  point. 

Per  our  conversations  last  week  the  bulk  of  this  call  will  be  used  to  invite  participants  to  share  thoughts 
about  the  review  process,  identify  gaps  in  our  current  list,  and  discuss  a  coordinated  communications 
plan  for  the  release  of  the  White  Paper  and  the  CDC  Technical  Package, 

If  you  have  any  thoughts  about  this  agenda  please  don't  hesitate  to  reach  out,  i  will  send  this  out  to  the 
entire  group  later  today. 

Thank  you  for  your  ongoing  commitment  to  this  important  work. 

My  Best, 

Avery 

Avery  Belyeu 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
{828)  406-4029  (Direct) 


^SPRC 
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Action 

Alliance 


Community-based  Suicide  Prevention  Priority 


Meeting  Agenda 
Friday,  December  16**’ 

2pm  Eastern/lpm  Central/Noon  Mountain/llam  Pacific 


Review/  of  the  project  timeline:  (10  min)  -Bob  Gebbia 


o  December  23'^^ 

•  All  feedback  gathered  from  this  group  and  integrated  into  the  Draft  White 
Paper 

•  Survey  created  for  external  reviewers 
o  January  2"*^ 

•  Survey  sent  to  external  reviewers  to  solicit  feedback 
o  January  20*^ 

•  Feedback  gathered  from  external  reviewers  and  integrated  into  draft  white 
paper 

o  January  27‘^ 

•  Summary  of  feedback  from  external  reviewers  compiled  and  provided  to  the 
working  group 

o  Late  February-  March 

•  Draft  is  finalized  and  White  Paper  is  released 


External  Review  Process:  (20  m\n)-Bob  Gebbia 
A  smali  list  of  potential  reviewers  have  been  submitted. 

•  Are  there  others  we  should  add? 

•  Are  there  any  gaps  in  the  expertise  we  are  drawing  on? 

Coordinated  Communications  Pian:  (20  min)-J/m  Mercy 

To  maximize  the  impact  of  the  release  of  the  White  Paper  and  the  CDC  Technical  Package  there  should 
be  a  coordinated  communications  plan. 


o  What  are  the  next  steps  to  draft  a  coordinated  communications  plan? 


Next  Steps-  (5  min)  Avery 


From: 

Sent: 

To: 

Jerry; 


(b)(6) 


Padgett;  Jason 
20Jul2016  18:19:17  +0000 

Mercy;  James  {CDC/ONDiEH/NCIPC);Robert  Gebbia;Reed; 

Deborah  (CDC/ONDIEH/NCIPC);cmoutier@afsp.org;Stout; 


Elly;Melnyk;  Liliya 

Subject:  Co-lead  prep  info  for  Friday's  call:  Action  Alliance:  Community-based  Suicide 

Prevention  Priority  Group  Meeting  (2pm  Eastern/lpm  Central/llam  Pacific) 

Attachments:  Leader-staff-version-CBSP-Agenda-FullGroup-2016-07-22.doc;  Final- 

Assignments.xIsX;  Leadership  Meeting  Notes  070816  final. docx 


Good  afternoon  all. 

Attached  you  will  find  three  items: 

1.  Agenda  for  Friday's  full  priority  group  call  with  comments/guidance  for  each  of  you 

2.  Assignments  document  to  please  familiarize  yourselves  with  (especially  Bob  since  you'll  lead 

review/discussion  of  it  on  the  call). 

3.  Notes  from  the  7/8  leadership  cal! 

The  two  key  goals  for  Friday's  call  are  to: 

1.  Better  understand  the  CDC  Technical  package  and  how  it  impacts  this  work  (how  is 

complementary/aligned;  how  is  it  duplicative) 

2.  Ensure  members  understand  their  assignments  and  reach  a  decision  about  how  to  gather  in 

smaller  groups  to  identify  core  elements/key  lessons  from  the 
programs/frameworks/approaches. 

I'll  share  these,  as  well  as  re-attach  the  message  from  the  last  call  re:  notes/fol low-up,  with  the  full 
group  a  bit  later  this  afternoon  via  Outlook  and  email  so  all  have  the  meeting  details. 

If  any  of  you  have  questions  about  the  sections  you  will  be  facilitating,  please  let  me  know. 

Kindly, 

"Jason 

Jason  H.  Padgett,  MPA,  MSM 

Deputy  Secretary,  National  Action  Alliance  for  Suicide  Prevention 
Manager  of  National  Partner  Initiatives,  Suicide  Prevention  Resource  Center 
Associate  Project  Director,  EDC,  Inc. 

ipadRett(5)edc.Qrg  |  Phone:  202-599-0532  |  Skype:  jason-sprc 
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transforms 

lives. 


**EnvisionmQ  A  Nation  Free  from  the  Tragic  Experience  of  Suicide  ** 

- Original  Appointment— 

From:  Padgett  Jason 

Sent:  Monday,  April  18,  2016  11:51  AM 

To;  Padgett  Jason;  Mercy,  James  (CDC/ONDIEH/NCIPC;  Robert  Gebbia;  Reed,  Jerry; 

fhY6f  I  Deborah  Stone;  cmoutier@afsp.org;  Stout,  Elly;  Chervin,  Doryn;  Melnyk,  Liliya; 

Bird,  Doreen;  heidi@heidibryan.com;  edemello@naminh.org;  jarrod.hindman@state.co. us; 
mruhe@naccho.org;  Annmarie_white@urmc.rochester.edu;  Eileen.Zeller@samhsa.hhs.gov;  Dr.  John 
Harrison;  Heather.Stokes@livingworks.net;  gigi@gcolombini.com 

Subject:  Action  Alliance:  Community-based  Suicide  Prevention  Priority  Group  Meeting  (2pm 
Eastern/lpm  Central/llam  Pacific) 


When:  Friday,  July  22,  2016  1:00  PM-2:00  PM  (UTC-06:00)  Central  Time  (US  &  Canada). 
Where:  TBD 


i 


A  c  ti  0  n 
Alliance] 


FOR  SUICIDE  PREVENTION 


Transforming  Communities: 

Com munitv-Based  Suicide  Prevention  Prioritv 
Priority  Group  Meeting 
AGENDA 

Leader/Staff  Version- Please  Review  Comments 
JULY  22|  2016 
Zpm  Eastern/ Ham  Pacific 


Welcome /fe-oll  Cal^ 


.  _ j5  iH 


CPC  Technical  Package  presentatioti:  Deb  Stone  <15  minutes 

Resource:  N/A 

Key  questions/discussion  points: 

•  Do  members  have  any  specific  questions  about  the  presentation? 

Discussion:  _ _  ^15  tninutes 

Key  questions/discussion  points: 

•  How  does  the  intended  content  of  this  technical  pacltage  impact  our  white  paper? 

Assignments:  ^ o b b la  _ _ _ _ _ <10 ^mi nu tes . 

Resource:  "Final  Assignments. xlsx"' 

Key  questions/discussion  points: 

•  Review  Assignments  document 

•  Determine  best  way  to  have  small  group  discussions  [separate  from  August  call  or 
instead  of  August  full  group  call] 

•  Present  combined  group  results  at  September  group  call 


Bonus  Question:  Jerry  Reed  <10  minutes 

Key  questions/discussion  points: 

•  i^undablea cti vi ti e s spe ci fK:ally__fo_r  cojm  A yjf J_4 i?_0_ 


Action  item  Review  &  Next  Steps  Jason  <5  minutes 

•  Action  (terns 

•  Next  meeting:  August  26,  2016  at  2pm  Eastern/1  lam  Pacific 


Comineiit  IPJ]:  Co-leads/Proxles: 
o  B  ob  Ge  b  bi  a,  wi  ch  C  hristi  ne 

Mo u tier  as  proxy 

o  Jim  Mercy,  wltli  Deb  Stone  as 
proxy 

o  Jerry  Reed,  with  Elly  Stout 
{unable  to  attend)  as  proxy 


Members: 


attend) 


attend) 


Staff: 


Doreen  Bird 
Heidi  Bryan 

Gigl  CoJombini  (unable  to 

John  Harrison 

Elaine  de  Mello 

farrod  Hindman  [unable  to 

Heather  Stokes 
Melanie  Rube 
Ann  Marie  White 
Eileen  Zeller 


Maggie  Lab  re 
Liliya  Meinyk 


Com  men  t  |P.I|:  Jirn/Deb —  the  goal  here 
is  for  the  two  of  you  to  take  ro  more  than 
30  minutes  for  presentation  and 
discussion.  Td  like  Jim  as  co-lead  to  iead 
discussion  about  how  this  might  impact 
.this  group's  efforts. _ 


Comment  |PJ|:  Bob,  i  believe  the 
related  document  is  self-explanatory.  But 
I  am  happy  to  step  in  and  clarify.  They  key 
point  here  Is  to  ensure  folks  know  what 
group  they  are  in,  what  is  expected,  and 
decide  whether  or  not  to  use  the  August 
group  call  for  purpose  of  groups  meeting 
together  (we  can  support  that  via  3 
.  separate  Webex  OR  conference  calls), 


Comment  [PJ|:  Jeriy,  youVe  got 
this  ...  if  below  helps  key  is  to 
have  folks  send  me  ideas. 

If  you  received  a  call  today 
offering  $1  million  (or  $5M  or 
$10M  or  $50M]  for,  what  would 
you  propose?  As  you  review  the 
assignments  given,  and  consider 
efforts  across  the  country,  please 
document  these  ideas  and  send 
(them  to  fason.  Our  goal  is  to  keep 


PrQgr?m/Model/frani«worK/ Approach  'Perscin(s)  |Date 

Dfrections 

1.  Locate  your  name  on  the  chart.  Note 

6road  6acKgroiir)d  Hiems 

C DC  Technical  Package 

Jim/Deb 

22-Jul 

SPRC  Effective  Suicide  Prevent  ion 

Linda 

26'JUn 

Evideinc^-ba$«d  Prograirts 

G1 

the  assigned  program{s),  as  well  as  your 
corresponding  group  number  (Gl,  G2,  or 
G3). 

2.  Search  for  information  on  your 
program(s)  with  the  specific  eye  toward 
listing  key  elements/components  of  the 
program(s). 

3.  Each  group  has  one  of  the  three  co- 

Ipfirl*;  and  thpir  nmitv/  Wp  will 

G1 

G1 

G1 

Gl 

G1 

G1 

G1 

US  Air  force  Model 

Bob/Christine 

Hefp  for  Life  Campaign 

Gob/Christine 

Model  Adolescent  Suicide  Prevention  Progrpm 

Doreen  B, 

European  Alliance  Against  DepreisPor>  &OSPt’Europe 

Doreen  tJ. 

Othw  Suicide  PfBVentJoit  Prugrams 

Garrett  Lee  Smith  Program 

Eileen 

SAMHSAMflEpP  Programs 

We  are  not  diving  into 
these  as  they  are  not 
broad  community  based 
approaches. 

Other  Guid^tiqij/Mbtlels  for  Commuftity-Based  Prevenfitjrt 

Suicide  Prevention  Focused 

m 

G2 

■G2 

G2 

G2 

G2 

wofK  witn  inem  to  laentiiy  a  time  lor 
each  group  to  gather  before  September 
16th  to  discuss  the  key  components  of 
the  full  set  of  programs  each  group  has 
been  assigned.  [We  can  help  setup  a 
Doodle  poll  to  help  with  scheduling 
needs;  or  provide  a  conference  line  for 

Colorado 

Jarrod 

Co  m  rn  u  n  it  J  e  s  Matter  Tool  kit  { Apstra  1  ia) 

Elaine 

Connect 

Elaine 

MMHt 

Ijerry/Eily 

Living  Works  Suicide  Safer  Communities 

1  Heather 

New  South  Wales  Pr^mewoii^ 

Jprrod 

NiCE[UK| 

Heather 

Tesras  Suicide  Prevention  Toolkit  (and/or  any  other  state  toolkits) 

Heidi 

Non-SP  Focused 

your  conversations). 

Channeling  Change:  Making  Collective  Impact  Wo  lie 

EUy  (per  her  request! 

G2  ' 

Coa  1  ition  P  rimers  &  Too  Ik  I  ts  { C  A  DC  A  | 

iiohn 

Gi 

m 

G3 

G3 

G3 

.G3  , 

4.  During  the  group  meeting,  identify  the 
core  elements  of  the  your  program{s). 

5.  On  September  23  (regularly  scheduled 
monthly  calt)  be  prepared  to 

discuss/ present  the  core  elements  of 

Communities  that  Care  [Univ.  Washington) 

IGigi 

Community  Health  ImprovernentMavigator 

jJim/Deb 

Community  Tool  Bom  [Univ.  Kansas) 

:Gigi 

County  Health  Rankings  and  Roadmaps  Action  Cycle  (RWJ  Foundation) 

iMelanie 

Getting  to  Outcomes 

^  Ann  Marie 

Strategic  Prevention  Framework 

Ijohn 

Lead  -  Gob/Christine  2 

Doreen  2 

Eileen  1 

Lead-Jerry/Eily  2 

Elaine  2 

Heather  2 

Heidi  1 

Jarred  1 

Lead -Jim/Deb  1' 

Ann  Marie  1 ' 

Gigi  2 

John  2 

Melanie  2 

G1 

G1 

G1 

G2 

/G2 

163 

iG3 

Lj 

your  group's  program(s). 

Questions  to  help  get  to  what  is  meant 
by  core  elements ... 

Ql.  Overview  of  the 
p  rog  ra  m/m  ode  I/fra  m  e  wo  r  k/a  p  pro  a  c  h 

Q2.  Where  and  how  it  has  been  used  (or 
will  be  used) 

Q3.  Evaluation  plans  or  findings 

,  rVA  and  laccnnc  lAarnfid 

I 


Action 

Alliance 


Community-Based  Suicide  Prevention 
Leadership  Group:  Meeting  Notes 

July  8,  2016 

2  PM  Eastern/ 11  AM  Pacific 


Attendees: 

Co-leads:  Bob  Gebbia,  Jim  Mercy,  jerry  Reed, 

Staff:  Maggie  Labre,  Liliya  Melnyk,  Christine  Moutier,  Jason  H,  Padgett,  Deb  Stone, 
Elly  Stout 

1,  Assignment  of  Programs  and  Models 

At  the  June  24  meeting,  the  group  had  suggested  dividing  the  programs/models  in 
the  background  document  among  participants,  so  that  they  could  distill  key 
elements/highlights  and  make  brief  presentations  to  the  group.  However,  the 
background  document  includes  a  long  list  of  items—some  of  which  are  not 
specifically  focused  on  community-based  suicide  prevention  (e.g.,  NREPP  individual 
programs).  Should  all  of  these  be  covered  via  presentations? 

•  Our  document  should  focus  more  on  the  higher-level  strategies  that  are  needed  for 
comprehensive,  integrated  suicide  prevention  in  communities — not  on  individual 
programs. 

•  NREPP  programs  should  be  referenced  in  the  document  in  some  way— for  example,  in 
the  resources  section — but  do  not  require  a  presentation, 

•  Our  document  needs  to  provide  the  guidance  communities  need  to  carry  out 
comprehensive  suicide  prevention- — for  example,  how  to  assess  the  burden,  identify 
champions  in  the  community,  select  evidence-based  strategies,  evaluate,  and  monitor. 

•  The  document  should  identify  the  steps,  emphasize  the  value  of  a  comprehensive 
approach,  and  identify  resources.  Once  this  broad  guidance  is  finalized,  we  can  develop 
toolkits,  resources,  trainings,  and  other  ways  to  pull  everything  together.  The  first  step 
is  to  distill  the  key  elements. 

•  How  do  we  ensure  that  the  document  will  be  useful  to  diverse  communities?  The 
document  will  outline  the  broad,  macro-level  elements  required  for  comprehensive, 
integrated  suicide  prevention.  These  elements  would  be  translatable  for  adoption  by 
diverse  communities, 

2.  Identifying  Fundable  Projects 

By  the  October  EXCOM  meeting,  the  Action  Alliance  would  like  to  identify  ideas  for 
fundable  opportunities— strategic  fundable  initiatives  that  would  help  advance  its 
three  priority  areas  (e.g.,  a  toolkit  for  communities,  a  community  suicide  prevention 
website].  The  funding  could  come  from  the  public  or  private  sectors. 


•  Questions  to  think  about:  What  are  the  high-priority  investments  that  we  should  be 
making  now  to  move  the  field  forward?  What  is  not  happening  in  the  field  where  the 
Action  Alliance  could  make  a  big  difference?  Within  the  three  priorities,  what  are  the 
things  that  lend  themselves  to  lead  to  tangible  deliverables  that  can  get  community 
support? 

•  If  a  donor  was  interested  in  supporting  concrete  project,  our  approach  would  be  to  put 
it  out  in  a  simple  grant  mechanism,  so  organizations  most  interested  in  implementing 
the  project  could  apply  and  then  the  one  most  suited  to  do  the  work  would  do  it 

•  What  kind  of  donor  would  want  to  fund  community-based  suicide  prevention?  We  may 
want  to  focus  on  different  settings  in  the  community — for  example,  the  workplace 
setting  (e.g.,  the  occupational  settings  identified  in  the  recent  CDC  paper — such  as 
construction  and  farming).  Most  donors  want  something  specific. 

•  Strategic  fundable  initiative  ideas: 

o  Build  a  website/toolkit  re:  comprehensive/integrated  CBSP  ($150,000) 
o  Develop  a  Community  of  Practice/pilot  group  to  test  usefulness  ($500,000?) 
o  Means  reduction  summit/efforts  campaign  ($750,000) 
o  Workplace  setting  efforts — focusing  on  occupational  industry;  faith 
community 

o  Community  convener  for  community  industries/leaders/etc. 
o  President's  Budget  proposed  items 

3,  Action  Items  and  Next  Steps 

•  Maggie  and  Jason  to  work  on  draft  and  assignments/instructions. 

•  Send  additional  fundable  ideas  to  Jason  as  you  think  of  them. 

•  Next  full  CBSP  group  meeting,  Friday,  July  22,  2016,  at  2  pm  Eastern/ 11am  Pacific, 
will  focus  on  the  CDC  Technical  Package. 

•  Next  CBSP  leadership  meeting,  Friday,  August  12,  2016  at  2pm  Eastern/1  lam  Pacific. 


From: 

Sent: 

To: 

Cc: 


Padgett,  Jason 

24  Oct  2016  13:37:50  +0000 

Mercy,  James  (CDC/ONDIEH/NCIPC);Reed,  Jerry;Robert  Gebbia 
cmoutier@afsp.org;Stone,  Deborah  (CDC/ONDIEH/NCIPC);Stout, 


Elly;L_(bm 


;;Rachel  Caraballo 


Subject: 


Decision  requested:  Action  Alliance:  Community-based  Suicide 


Prevention  Full  Group  Call 
Good  morning  all, 

BLUF:  Maintain,  cancel  or  change  purpose  of  Friday's  scheduled  meeting  of  the  Transforming 
Communities  group. 

First,  many  thanks  to  Bob,  Jim,  and  Jerry  for  presenting  at  the  EXCOM  meeting  last  week. 
Second,  much  appreciation  to  all  of  you  for  moving  efforts  forward  over  the  past  few  months. 
As  you  may  see  on  your  calendars,  we  have  a  full  group  call  scheduled  for  Friday  afternoon. 
However,  I  think  our  only  information  to  share/discuss  at  this  point  could  be  a  brief  summary 
about  activity  since  the  face-to-face  meeting  (desire  to  align  with  CDC  Technical  package 
release;  gain  more  input  from  community  leaders  such  as  a  few  AFSP  chapters  or  few 
communities  within  states).  Therefore,  I  am  wondering  which  of  the  following  this  you,  as  the 
co-leads,  would  prefer: 

a.  Maintain  scheduled  meeting  and  keep  it  brief 

b.  Change  it  to  a  leadership  meeting  to  better  plot  out  alignment  and  input  gathering 

c.  Cancel  it  which  would  allow  for  time  to  prepare  a  plan  for  gathering  input  and  aligning 
with  CDC  technical  package. 

Please  let  me  know  if  you  prefer  A,  B,  or  C.  1  lean  towards/recommend  C.  However,  I  can  make 
a  case  for  B,  as  well  as  A.  Once  I  hear  back  from  a  few  and  (if)  there  appears  to  be  alignment.  111 
update  the  full  group. 

Either  way,  we'll  need  to  extend  meetings  of  the  leadership  team  and  full  group  a  few  months 
to  complete  the  work. 

Kindly, 

-Jason 

Jason  H.  Padgett,  MPA,  MSM 
Center  Operations  Director 

Center  for  the  Study  and  Prevention  of  Injury,  Violence  and  Suicide 

EDC,  Inc. 

ipadgett@edc.org  |  Phone:  202-599-0532  1  Skype:  jason-sprc 


Learning 

transforms 

lives. 


From:  Hindman  -  CDPHE,  Jarrod 

Sent:  29  Nov  2017  16:32:26  -0700 

To:  Sarah  Brummett  -  CDPHE;Gutierrez,  Peter  M. 

<Peter.Gutierrez@va.gov>;Brian  Turner;Ethan  Jamison  -  CDPHE;Bol,  Kirk;Emily  Fine  - 

CDPHE;Barb  Becker;Gebbia,  Robert;Schoenbaiim,  Michael  (NIH/NIMH)  [C];McKeon,  Richard 

(SAMHSA/CMHS);Crosbv,  Alexander  (COC/ONDIEH/NCIPC);Quinlan,  Kristen;C3ine,  Eric;Reed, 

Jerry;White,  AnnMarie;Conwell,  Yeates;Smith,  Lakeesha  (Shakiyia)  (CDC/ONDIEH/NCIPC) 

Cc:  Kyle  Brown  -  GovOffice;BetZj  Marian;Allenj  Michael;Runyan,  Carol 

Subject:  Detailed  agendas 

Attachments:  2017-12-05-Agenda-EI  Paso  County-Detailed.docx,  2017-12-05-Agenda- 

Pueblo  County-Detailed.docx,  2017-12-06-Agenda-Larimer  County-Detailed.docx 


Attached.  Let  me  know  what  I've  missed  and/or  what  needs  to  be  amended. 

Alex  /  Shakiyla  -  Can  one  of  you  present  on  the  Technical  Package? 

Jerry  /  Bob  -  Can  one  of  you  present  on  the  Transforming  Communities  doc? 

Ethan  /  Kirk  -  note  the  data  presentation  section  and  let  me  know  if  anything  needs  to  be 
tweaked. 

FYT  . ,  I  just  sent  these  to  local  paitner  leaders  as  well,  so  there  may  be  some 
adjustments.  I'll  keep  you  posted  if  so. 

Thank  you. 

Jarrod 


Jarrod  Hindman.,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

jarrod. hindman@state.co.us  | 


Colorado  National  Collaborative  (CNC)  &  El  Paso  County 
Partner  Meeting  for  Comprehensive  Suicide  Prevention 
El  Paso  County  Partner  Meeting 

December  5,  2017  -  8:30am  -  Noon 
Penrose  House,  1661  Mesa  Avenue,  Colorado  Springs,  CO  80906 

El  Paso  County  partners  that  have  RSVP'd  (""20)  include  focal  PH  (including  SIM  and  CTC),  the  Suicide  Prevention 
Partnership  (local  suicide  prevention  non-prof itl  the  faith  community,  Penrose  and  Memorial  hospitals, 
AspenPointe  (CMHCf  2  school  districts,  Fort  Carson,  VA,  Kaiser  Permanente,  and  the  Coroner's  Office 

Intended  Outcomes: 

Discuss  available  El  Paso  County  suicide  data  and  other  indicators  of  premature  mortality  and  morbidity 
Identify  populations  being  reached  and  those  being  missed.  What  is  needed  to  achieve  a  20%  suicide 
reduction  by  2024? 

Describe  and  discuss  current  local,  state,  and  national  priorities  for  suicide  prevention 

Consider  overlap  with  other  prevention  efforts  (e.g*,  opioid  use;  sexual  and  intimate  partner  violence) 

Discuss  shared  priorities  and  explore  partnership  opportunities 

Explore  the  potential  intersections  between  local,  state  and  national  partners 

Define  and  agree  on  next  steps 


AGENDA  (State  and  nationai  partners  arrive  between  8-8:15) 

8:30  -  8:50  -  Introductions  (Janet,  Kelsey  and/or  Dan,  and  Jarrod) 

•  What  agency  do  you  represent  and  what  would  it  take  for  you  to  leave  this  meeting  today  feeling  as  though 
your  time  was  effectively  spent?  (1-2  sentences  -  kickoff  by  asking  people  to  create  space  for  everyone's 
voice  to  be  heard) 

•  What  is  the  CNC?  (Eric,  Jarrod  and/or  Jerry  -  5  min) 

8:50 -9:20 -Data 

•  Local  data  (Local  public  health,  coroner's  office,  CMHC,  VA,  other)  (Dr  Kelly,  Coroner's  Office  -  "'iO  min) 

•  State  data  (NVDRS  data  dashboard,  other)  (Ethan  -  Dashbrd,  death  cert,  hasp  and  ED  discharge  -  10  min) 

•  Discussion 

9:20 "  10:00  -  Local  Priorities,  Activities  and  Partners 

•  Local  leader  presentation  (Janet,  Meghan  / Kelsey,  Fort  Carson,  Aspen  Pointe,  Sarah  -  GLS  20  min) 

•  CNC  community  inventory  and  partner  list  (Kristen  Quinlan  lead  -  ~  15  min) 

•  Discussion 


10:00 -10:15 -Break 


10:15  -  10:45  “State  arrd  National  Priorities  and  Activities 

•  CNC  priorities  (Jarrod,  Eric  -10  min) 

•  CDC  Technical  Package  (Alex,  Shakiyia?- 10  min) 

•  National  Action  Alliance  for  Suicide  Prevention  Transfornning  Communities  Guide  (Jerry,  Bob?  - 10  min) 


10:45  ”  11:45  “Shared  Priorities  Discussion  (FacilitQted  byJarrod,  Janet,  Kelsey) 

(Facilitated  discussion  -  Rotating  small  groups  focusing  on  priorities  -  youth  (0-18),  young  adults  (19-25),  adults 
(25-64),  veterans/militory,  older  adults  (65i-),  health  care  systems.  For  each,  list  priorities,  key  partners,  key  data 
sources  (existing  and  missing).  Brainstorm  and  capture  ideas  on  flip  chart  paper  or  sticky  note.  Rotate  to  each 
priority  as  a  group  every  5  minutes,  adding  to  list  started  by  previous  group  (30  min).  Quick  and  broad  debrief  w/ 
full  group  (10  min).  Dot-polling  (1  per  priority  or  3  or  4  total  across  all  priorities)  to  identify  initial  priorities  and 
partnership  opportunities,  followed  by  discussion  /  agreements  (20  min)) 

•  What  are  our  shared  priorities? 

•  Who  are  key  partners,  and  who  is  missing? 

•  How  do  we  currently  measure  results? 

•  Are  there  key  gaps? 

•  Can  we  partner? 

11:45  -  Noon  -  Agreements  and  Next  Steps  (Facilitated  byJarrod) 


Colorado  National  Collaborative  (CNC)  &  Pueblo  County 
Partner  Meeting  for  Comprehensive  Suicide  Prevention 
Pueblo  County  Partner  Meeting 

December  5,  2017  -  1:00pm  -  5:00pm 
Sycare,  1740  Eagleridge  Blvd,  Pueblo,  CO  81008 

Pueblo  partners  that  have  RSVP'd  ("'20)  include  school  districts^  local  public  health  (including  SIM  and  CTC),  local 
community  MH  center,  law  enforcement,  o  retired  judge,  Park  View  and  St  Mary  Corwin  hospitals 

Intended  Outcomes: 

Discuss  available  Pueblo  County  suicide  data  and  other  indicators  of  premature  mortality  and  morbidity 
Identify  populations  being  reached  and  those  being  missed.  What  is  needed  to  achieve  a  20%  suicide 
reduction  by  2024? 

Describe  and  discuss  current  local,  state,  and  national  priorities  for  suicide  prevention 

Consider  overlap  with  other  prevention  efforts  (e.g.,  opioid  use;  sexual  and  intimate  partner  violence) 

Discuss  shared  priorities  and  explore  partnership  opportunities 

Explore  the  potential  intersections  between  local,  state  and  national  partners 

Define  and  agree  on  next  steps 

AGENDA 


1:00  -  1:30  -  Lunch  and  networking  (State  and  national  partners  arrive  between  1-1:15) 

1:30  -  1:50  -  Introductions  (Kristie  Dorwart,  Jarrod  Hindman) 

•  What  agency  do  you  represent  and  what  would  it  take  for  you  to  leave  this  meeting  today  feeling  as  though 
your  time  was  effectively  spent?  (1-2  sentences  -  kickoff  by  asking  people  to  create  space  for  everyone's 
voice  to  be  heard) 

•  What  is  the  CNC?  (Eric,  Jarrod  and/or  Jerry  ~  5  min) 

1:50 -2:20  “Data 

•  Local  data  (Local  public  health,  coroner's  office,  CMHC,  VA,  other)  (Kristie  - very  brief  update  on  2017  data?) 

•  State  data  (NVDRS  data  dashboard,  other)  (Ethan  Jamison  -  Ethan,  there  will  not  be  a  local  data 
presentation,  so  please  present  dashboard,  death  cert,  hospital,  ED,  etc.  for  Pueblo  County  -"'15  min) 

•  Discussion 

2:20  -  3:00  -  Local  Priorities,  Activities  and  Partners 

•  Local  leader  presentation  (More  discussion  -  Kristie,  SIM,  CTC,  Zero  Suicide,  Sarah  -  GLS  -'^15  min) 

•  CNC  community  inventory  and  partner  list  (Kristen  Quinlan  lead  -  15  min) 

•  Discussion 


3:00 -3:15 -Break 


3:15  -  3:45  -  State  and  National  Priorities  and  Activities 

•  CNC  priorities  (Jarrod,  Eric  -10  min) 

•  CDC  Technical  Package  (Alex,  Shakiyia?- 10  min) 

•  National  Action  Alliance  for  Suicide  Prevention  Transfornning  Communities  Guide  (Jerry,  Bob?  - 10  min) 

3:45  -  4:45  -  Shared  Priorities  Discussion  (Facititoted  byJarrod,  Kristie) 

(Facilitated  discussion  -  Rotating  small  groups  focusing  on  priorities  -  youth  (0-18),  young  adults  (19-25),  adults 
25-64),  veterans/military,  older  adults  (65i-),  health  care  systems.  For  each,  list  priorities,  key  partners,  key  data 
sources  (existing  and  missing).  Brainstorm  and  capture  ideas  on  flip  chart  paper  or  sticky  note.  Rotate  to  each 
priority  every  5  minutes,  adding  to  list  started  by  previous  group  (30  min).  Quick  and  broad  debrief  w/fult  group 
(10  min).  Dot-polling  (1  per  priority  or  3  or  4  total  across  all  priorities)  to  identify  initial  priorities  and  partnership 
opportunities,  followed  by  discussion/ agreements  (20  min)) 

•  What  are  our  shared  priorities? 

•  Who  are  key  partners,  and  who  is  missing? 

•  How  do  we  currently  measure  results? 

•  Are  there  key  gaps? 

•  Can  we  partner? 

4:45  -  5:00  -  Agreements  and  Next  Steps  (Facilitated  by  Jarrod,  Kristie) 


Colorado  National  Collaborative  (CNC)  &  Larimer  County 
Partner  Meeting  for  Comprehensive  Suicide  Prevention 
Larimer  County  Partner  Meeting 

December  6,  2017  -  8:30am  -  Noon 

Pathways  Hospice,  Community  Room,  305  Carpenter  Road,  Fort  Collins,  CO  80525 

Larimer  County  partners  that  hove  RSVP'd  (""35!)  include  the  local  Imagine  Zero  team^  Summit  Stone  (CMHCl 
North  Range  Behavioral  Health  (CMHC),  local  public  health,  2  school  districts,  an  LGBTQ  organization,  Colorado 
State  University,  law  enforcement.  State  Senator  John  Kef  alas,  a  local  veterans  group,  and  criminal  justice 

Intended  Outcomes: 

Discuss  available  Larimer  County  suicide  data  and  other  indicators  of  premature  mortality  and  morbidity 
Identify  populations  being  reached  and  those  being  missed.  What  is  needed  to  achieve  a  20%  suicide 
reduction  by  2024? 

Describe  and  discuss  current  local,  state,  and  national  priorities  for  suicide  prevention 

Consider  overlap  with  other  prevention  efforts  (e.g*,  opioid  use;  sexual  and  intimate  partner  violence) 

Discuss  shared  priorities  and  explore  partnership  opportunities 

Explore  the  potential  intersections  between  local,  state  and  national  partners 

Define  and  agree  on  next  steps 


AGENDA  (State  and  national  partners  arrive  between  8-8:15) 

8:30  -  8:50  -  Introductions  (Amanda,  Jarrod) 

•  Name  and  agency  you  represent  (Kelsey  will  ask  RSVP  list  to  respond  via  email  what  it  would  take  for  them 
to  leave  the  meeting  feeling  os  though  their  time  would  be  effectively  spent  Remind  people  to  create  space 
for  everyone's  voice  to  be  heard) 

•  What  is  the  CNC  (Eric,  Jarrod  and/or  Jerry  -  5  min) 

8:50 -9:20 -Data 

•  Local  data  (Local  public  health,  coroner's  office,  CMHC,  VA,  other)  (Maybe?  Kiley  checking  with  Coroner's 
Office) 

•  State  data  (NVDRS  data  dashboard,  other)  (Kirk  -  Dashbrd,  death  cert,  hosp  and  ED  discharge  -"'10-15  min) 

•  Discussion 

9:20 "  10:00  -  Local  Priorities,  Activities  and  Partners 

•  Local  leader  presentation  (Rachel,  Sarah  -  GLS  - ""  15-20  min) 

•  CNC  community  inventory  and  partner  list  (Kristen  Quinlan  lead  -"'IS  min.  May  be  able  to  trim  if  RSVP  list 
responds  via  email  prior  to  meeting) 

•  Discussion 


10:00 -10:15 -Break 


10:15  -  10:45  “State  and  National  Priorities  and  Activities 

•  CNC  priorities  (Jarrod,  Eric  -10  min) 

•  CDC  Technical  Package  (Alex,  Shakiyia? - 10  min) 

•  National  Action  Alliance  for  Suicide  Prevention  Transforming  Communities  Guide  (Jerry,  Bob?  - 10  min) 


10:45  -  11:45  “Shared  Priorities  and  Action  Steps  Discussion  (Facilitated  byJarrod,  Rachel,  Amanda  -Amanda, 
introduce  /  quickly  highlight  systems  mapping  as  a  potential  priority  next  step) 

(Facilitated  discussion  -  Rotating  small  groups  focusing  on  priorities  and  ACTION  STEPS  -  youth  (0-9),  Youth  (10- 
18),  young  adults  (19-25),  adults  (25-64),  older  adults  (65^),  health  care  systems.  For  each,  list  action  steps  (and 
priorities  if  missing),  key  partners,  and  key  data  sources  (existing  and  missing).  Brainstorm  and  capture  ideas  on 
flip  chart  paper  or  sticky  notes.  Rotate  to  each  priority  as  a  group  every  5  minutes,  adding  to  list  started  by 
previous  group  (30  min).  Quick  and  broad  debrief  w/ full  group  (10  min).  Dot-polling  (1  per  pnonty  or  3  or  4  total 
across  all  priorities)  to  identify  initial  priorities  and  partnership  opportunities,  followed  by  discussion  / 
agreements  (20  min)) 

•  What  are  our  shared  priorities? 

•  Who  are  key  partners,  and  who  is  missing? 

•  How  do  we  currently  measure  results? 

•  Are  there  key  gaps? 

•  Can  we  partner? 


11:45  -  Noon  -  Agreements  and  Next  Steps 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  10:03:47  -0400 

To:  Torguson,  Kimberly;Belyeu,  Ave  ry;j  be  nson@  rein  gold,  com;  Bray,  Miranda 

{SAMHSA/OC);Sam.Brinton@thetrevorproject.org;Bruce,  Crystal  (CDC/OPHPR/OD);Carr, 
Colleen;SCoggin@afsp*org;ccreighton(6)suicidology.org;Crosby,  Alexander  (CDC/ONDI EH/NCI PC);Curtin, 
Sally  C  (CDC/OPHSS/NCHS);DanieL  Valerie  M. 

(CDC/ONDI  EH/NCI  PC);Ashby.  Dodge@thetrevorproject.org;  mgdyak@eiconline.org;JohnD@mhaofnyc.or 
g;fgonzale2@mhaofnyc.org;Gass,  Jesse;Hausman,  Bridgette;Hedegaard,  Holly 

(CDC/OPHSS/NCHS);Holland,  Kristin  (CDC/ONDIEH/NCIPC);ajkulp@suicidology,org;Kurnit,  Molly  Regina 
(CDC/ONDI  EH/NCI  PC);wendy.e.lakso.civ@mail.mil;plauricella@reingold.com;sheri.lunn@thetrevorproJe 
ct.org;cmaxwell@suicidology.org;McElroy,  James  (NIH/NIMH)  [E];McShar>e,  Kristen 
(SAMHSA/OC);steve.mendelsohn@thetrevorprojectorg;eneely@reingold,com;AOBrien@afsp*org;0'Kee 
fe,  Lindsey  (NIH/NIMH)  [E];Amit.Paley@thetrevorproject.org;jpearson@nih.gov;Pearson,  Jane  L 
(NIH/NIMH)  [E];Reed,  Jerry;dreidenberg@save.org;Richmond-Crum,  Malia 
(CDC/ONDI EH/NCI PC);mrosen@mhaofnyc,org;michaelle.scanlon@nih.gov;Sobottka,  Linda;Stone, 
Deborah  (CDC/ONDIEH/NCIPC);StouC 

Elly;calvin.stowell@thetrevorproject,org;AVactor@mhaofnyc,org;Warner,  Margaret 
(CDC/OPHS5/NCH5);katherine,v,warrickxiv@mail.mil;kev]n.wong@thetrevorproject.org;Wright,  James 
(SAMHSA/DPTSSP) 

Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Attachments:  FACT  SHEET_Vital  Signs_June_2018_Suicide_Final_WEB,PDF 

In  prep  for  our  call  today  to  discuss  our  new  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,  attached  is  an  embargoed  copy  of  the  Fact  Sheet.  The  Vital 
Signs  includes  state-level  trends  in  suicide  rates  from  1999-2016,  and,  with  data  from  CDC's  National 
Violent  Death  Reporting  System,  looks  at  the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions.  We  appreciate  this  partnership  and  hope  you  can  all  help  us 
disseminate  the  Vital  Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm. 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  an  advance  copy  of  the  four- page  Vital  Signs  fact  sheet.  This  latest  edition 
of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
following  a  media  tclcbriefing  at  noon;  the  attachment  is  EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 
increases  of  more  than  30%  each 


Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  condition 


A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  infomiation 
broadly  with  your  colleagues  and  partners.  Visit  the  Vito!  Signs  Webpage  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
www.cdc.Rov/svndication  and  search  on  the  term  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

. Original  Appointment - 

From;  Torguson,  Kimberly 

Sent:  Monday,  May  14,  2018  6:59  PM 

To;Torguson,  Kimberly;  Belyeu,  Avery;  jbenson@reingold.com;  Black,  Erin  (CDC/ONDIEH/NCIPC);  Bray, 
Miranda  (5AMHSA/OC);  5am.Brinton@thetrevorproject.org;  Bruce,  Crystal  (CDC/OPHPR/OD);  Carr, 
Colleen;  5Coggin@afsp.org;  ccreighton@suicidology.org;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC); 
Curtin,  Sally  C.  (CDC/0PHSS/NCH5);  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC); 
Ashby.Dodge@thetrevorproject.org;  mgdyak@eiconline.org;  JohnD@mhaofnyc,org; 
fgonzalez@mhaofnyc.org;  Gass,  Jesse;  Hausman,  Bridgette;  Hedegaard,  Holly  (CDC/OPHSS/NCHS); 
Holland,  Kristin  (CDC/ONDIEH/NCIPC);  ajkulp@suicidology.org;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC);  wendy.e.la kso.civ@mail.mil;  plauricella@reingold.com; 

sheri.lunn@thetrevorproject.Drg;  cmaxwell@suicidology.org;  McElroy,  James  (NIH/NIMH)  [Ej;  McShane, 
Kristen  (SAMHSA/OC);  steve.mendelsohn@thetrevorproject.org;  eneely@reingold.com; 
AOBrien@afsp.org;  O'Keefe,  Lindsey  (NIH/NIMH)  [E];  Amit.Paley@thetrevorproject.org; 
jpearson@nih.gov;  Pearson,  Jane  L  (NIH/NIMH)  [Ej;  Reed,  Jerry;  dreidenberg@save.org;  Richmond- 
Crum,  Malia  (CDC/ONDIEH/NCIPC);  mrosen@mhaofnyc.Drg;  michaelle.scanlon@nih.gov;  Sobottka, 
Linda;  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Stout,  Elly;  calvin.stowell@thetrevorproject.org; 
AVactor@mhaofnyc.org;  Warner,  Margaret  (CDC/OPHSS/NCHS);  katherine.v.warrick.civ@mail.mil; 
kevin.wong@thetrevorproject.org;  Wright,  James  (SAMHSA/DPTS5P) 

Subject:  Media  Messaging  Work  Group  Call 

When:  Thursday,  June  7,  2018  11:00  AM-11:30  AM  (UTC-05:00)  Eastern  Time  (US  &  Canada). 


Where:  Phone  Number:  866-370-2808  (access  code  |fbV6 


Phone  Number:  866-370-2808  (access  code  kb'K'6 
Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  email  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be  released  on 
June  5  will  now  be  released  on  June  7.  Additionally,  we  received  word  that  we  will  not  be  receiving  an 
embargoed  copy  so  we'll  be  rescheduling  our  MMWG  group  call  (originally  scheduled  for  Thursday,  May 

31)  to  Thursday,  June  7  at  11:00  a.m. 


The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop  consensus  on  our 
messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to  join  the  call,  you  will  still  have  the 
opportunity  to  weigh  in  on  the  statement  via  email. 


We  hope  you  can  join  us  on  Thursday^  June  7  at  11:00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 
Best, 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  the  Amerlcon  Journal  of 
Preverytive  Medicine  that  looks  at  county-specific  estimates  of  suicide  rates.  The  paper  titled  "County- 
level  Trends  in  Suicide  Rates  in  the  U.5..  2005-2015^'  was  written  by  our  Partner,  CDC  (authors  include: 
Lauren  M.  Rossen,  Holly  Hedegaard,  Diba  Khan  and  Margaret  Warner  from  NCHS), 

Key  findings  include: 

•  Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015  for  99% 

of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 

•  Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the  western 

and  northwestern  U.S.,  with  the  exception  of  southern  California  and  parts  of  Washington. 

•  Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide  rates 

from  2005  to  2015,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and 
need  for  more  coordinated  and  comprehensive  community-based  suicide  prevention  efforts  in  the  U.S, 
While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  collective  statement  (written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  rural  areas.  You'll  notice  much  of  the 
information  is  very  relevant  and  timely  as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 

•  Data  released  by  (5)  CDC  Injury  featured  in  @AmJPrevMed  shows  county-level  trends  in  suicide 

rates  in  the  US  http://bit.lv/2IHo6hk 

•  New  article  featured  in  @AmJPrevMed  underscores  need  for  coordinated  and  comprehensive 

community-based  suicide  prevention  efforts  http://bit.lv/2IHQ6hk 

•  Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  community-based 

#suicideprevention  strategies  http://bit.ly/2IHo6hk  so  we  can  reduce  annual  suicide  rate  20%  by 
2025 

•  Rural  counties  in  the  U.S.  had  the  highest  estimated  suicide  rates  from  2005-2015  according  to 

just-released  (gAmJPrevMed  http://bit.lv/2IHo6hk 

•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide  rates 

over  time  and  develop  more  targeted  suicide  prevention  efforts  http://bitJv/2IHo6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 

research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  @CDCinjury 
http://bit.lv/2IHo6hk 

When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 

•  @Action  Alliance 

•  @AASuicidolQgv 

•  (gafspnational 

•  @CDCIniurv 

•  (SCDCMMWR 

•  @DeptofDefense 

•  @DeptVetAffairs 

•  @EDCTweet5 

•  @NIH 


•  @NIMHrov 

•  @ReingQldlnc 

•  {^samhsagov 

•  {S>SAVEvQicesofedu 

•  @SPRCtweets 

•  @TrevorPrQiect 

•  @80Q273TALK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

•  Action  Alliance^s  TransformmQ  Communities:  /Cey  Elements  for  the  Implementation  of 

Comprehensive  Community-Based  Suicide  Prei/ent/on  -  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  level. 

•  CPC^s  Preventino  Suicide:  A  Technicai  Package  of  Pof icy,  PraQrams^  ond  Practices  -  A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional  relevant  data  to 

inform  suicide  prevention  efforts  on  or  around  June  5^^.  The  Action  Alliance  Secretariat  does  plan  to 
convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation 
for  this  larger  data  release,  well  be  convening  the  MMWG  for  a  call  in  late  May  to  discuss  the  data  and 
our  collective  statement. 

REQUEST:  Please  join  us  for  a  planning  call  on  Thursday,  May  31  at  2:00  p.m.  ET  to  plan  ahead  for 
collective  statement  about  CDC  data. 

We  will  send  you  a  calendar  invite  (containing  calhin  information)  to  you  shortly.  If  you  are  unable  to 
participate  on  this  call,  you'll  have  the  opportunity  to  weigh  in  on  the  statement  electronically. 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 


Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 


i 


•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 


r - 1 

Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 


CS292322^ 


Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date:  June  7,  2018 


From: 

Sent: 

To: 

Cc: 


Doyle,  Nadine  (CDC/ONDIEH/NCIPC) 

27Jun  2016  08:17:34  -0400 

Robert  Gebbia;Christine  MoutierjMcMillen,  John 

Stone,  Deborah  (CDC/ONDIEH/NCIPC};ReimelS;  Elizabeth 


(CDC/ONDIEH/NCIPC);Doyle,  Nadine  (CDC/ONDIEH/NCIPC) 


Subject: 


Head's  Up:  New  CDC  Report  on  Suicide  by  Occupation 


Good  morning  Bob,  Christine,  and  John, 

f  hope  you  guys  are  well!  Ifs  been  wonderful  to  collaborate  more  closely  over  the  past  several 
months  -  Beth  and  Jim  tell  me  that  you  all  had  a  productive  visit  up  in  NYC  a  few  months  ago, 
and  we  truly  appreciated  the  opportunity  to  have  Beth  speak  at  your  Advocacy  Day  a  few  weeks 
ago.  Tm  not  sure  if  Beth  has  told  you,  but  she  will  be  going  on  temporary  detail  to  CDC's  Office 
on  Smoking  and  Health  for  the  next  four  months;  in  the  meantime,  I  will  remain  your  primary 
point  of  contact  and  look  forward  to  continuing  the  discussions  we've  begun! 

In  the  spirit  of  continued  coordination  and  information  sharing,  I  wanted  to  let  you  know  in 
advance  about  an  upcoming  article  in  MMWR.  which  will  be  titled  Suicide  by  Occupation  - 17 
States,  2012.  This  article  will  be  released  on  Thursday,  June  30,  2016  at  1  pm  ET.  The  data  have 
been  pulled  from  the  National  Violent  Death  Reporting  System,  and  the  report  analyzes  suicide 
deaths  for  those  over  the  age  of  16  by  sex  and  occupation. 

The  key  findings  from  the  report  (which  I  unfortunately  can't  share  outside  the  agency  yet)  will 
include  the  highest  rates  of  suicide  by  occupational  categories.  These  findings  can  help 
employers  and  suicide  prevention  professionals  know  who  may  need  to  be  reached  by  suicide 
prevention  activities. 

I  appreciate  you  keeping  this  information  about  this  article  within  your  organization  until  the 
report  is  officially  released  (Thursday,  June  30,  2016  at  1  pm  ET),  but  hope  you  will  consider 
joining  the  conversation  after  the  release  date  by: 

•  Sharing  a  message  on  social  media: 

o  New  CDC  report  analyzes  highest  suicide  rate  by  occupation  and  sex. 

#  Veto  Violence 

o  Results  from  new  CDC  report  can  help  target  suicide  prevention  work  to 
certain  occupations.  #  Veto  Violence 

•  Forwarding  the  upcoming  partner  announcement  through  email 

•  Sending  questions  about  the  report  to  dvpinquiries@cdc.gov 

Thank  you  for  all  of  your  work  to  prevent  suicides  and  help  people  live  their  lives  to  their  fullest 
potential! 

Nadine  Doyle,  MPA 

Policy  and  Partnerships  Team 

Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

Office  #:  770-488-1316 

Mobile#:  404-394-4307 

Telework  Tuesdays  &  Wednesdays;  Out  of  Office  Fridays 


To:  Torguson,  Kimberly;Belyeu,  Avery;jbenson@  re  ingold,  com;  Blacky  Erin 

(CDC/ONOlEH/NCIPC);0ray,  Miranda  (SAMHSA/OC);Sam.Brinton@thetrevorproject.org;Bruce, 
Crystal  (CDC/OPHPR/OD);Carr^  Colleen;SCoggin@afsp.org;ccreighton@suicidology.org;Crosby, 
Alexander  (CDC/ONDIEH/NCIPC);Curtin,  Sally  C  (CDC/OPHS5/NCHS);Daniek  Valerie  M. 
(CDC/ONDIEH/NCIPC);Ashby.Dodge@thetrevorproject.org;mgdyak(5)eiconline.org;JohnD@mha 
ofnyc,org;fgonzalez(6>mhaofnyc.org;Gass,  Jesse;Hausman,  Bridgette;Hedegaard^  Holly 
(CDC/OPHSS/NCHS);Holland,  Kristin  (CDC/ONDIEH/NCIPC);ajkulp@suicidology.org;Kurnit,  Molly 
Regina 

(CDC/ON  DIE  H/NCIPC);wendy.e.lakso.civ@maiLmil;plauricella@  reingold  xom;sherj.lunn@thetre 
vorproject.org;cmaxwell(®suicidology.org;McElroy,  James  (NIH/NIMH)  [E];McSbane;  Kristen 
(5AMHSA/OC);steve.mendelsohr>@thetrevorproject.org;eneely@remgold.com;AOBrien@afsp.o 
rg;0'Keefe,  Lindsey  (NIH/NIMH) 

fE];Amit.Paley@thetrevorproject.org;jpearson@inih,gov;Pearson,  Jane  L  (NIH/NIMH)  [E];Reed, 
Jerry;dreidenberg@save.org;Richmond-Crum,  Malia 

(CDC/ONOIEH/NCIPC);mrosen@mhaofnyc.org;michaelle,scanlon@nih.gov;Sobottka, 
Linda;5tone,  Deborah  (CDC/ONDIEH/NaPC);Stout, 

Elly;calvin.stowell@thetrevorproject.org;AVactor@mhaofnyc.org; Warner,  Margaret 
(CDC/OPHS5/NCH5);katherine.v.warnckxiv@  mail. mil;kevin.wong(6)thetrevorproject.org;  Wright, 
James  (SAM H5A/DPTSSP) 

Subject:  Media  Messaging  Work  Group  Call 

Attachments:  Media  Messaging  Work  Group  Call  .msg 


ubject; 

ocation; 


Media  Messaging  Work  Group  Call 
Phone  Number:  866-370-2808  (access  code 


tart:  Thu  6/7/2018  11:00  AM 
nd:  Thu  6/7/20 IS  12:00  PM 


ecurrence:  (none) 


eeting  Status:  Accepted 


rganizer:  Torguson,  Kimberly 

Phone  Number:  866-370-2808  (access  code  khvl 

Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  email  below,  we  wanted  to  let  you  know  tJiat  the  CDC  data  expected  to  be  released  on  June  5 
will  now  be  released  on  June  7.  Additional we  received  word  that  we  will  not  be  receiving  an 
embargoed  copy  so  we’ll  be  rescheduling  our  MMWG  group  call  (originally  scheduled  for  Thursday,  May 

3 1)  to  ThursdaVv  June  7  at  11:00  a>m. 


The  goal  of  this  call  is  to  convene  our  partners  to:  I )  discuss  the  data,  and  2)  develop  consensus  on  our 
messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to  join  the  call,  you  will  still  have  the 
opportunity  to  weigh  in  on  the  statement  via  email. 

We  hope  you  can  join  us  on  Thursday,  .lime  7  at  1 1 :00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  American  Journal  of 
Prevenfiye  MeJicine  that  looks  at  county- specific  estimates  of  suicide  rates.  Tlie  paper  titled  “County -lev el 
Trends  in  Suicide  Rates  in  the  LI.S.,  2005-20 1 5"'  was  written  by  our  Partner,  CDC  (authors  include:  Lauren 
M.  Rossen,  Holly  Hedegaard,  Diba  Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015 
for  99%  of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 

Counties  with  the  highest  model -based  suicide  rates  were  consistently  located  across  the 
western  and  northwestern  U,S.,  with  the  exception  of  southern  Calitdmia  and  parts  of  Washington. 

Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide 
rates  from  2005  to  20 1 5,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and  need 
for  more  coordinated  and  comprehensive  comm  unity- based  suicide  prevention  efforts  in  the  U.S. 

While  the  Action  Alliance  docs  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  collective  statement  written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  mral  areas.  You' II  notice  much  of  the 
information  is  veiy  relevant  and  timely  as  it  relates  to  the  county -level  trends  data. 

Please  find  below  some  tailorabJe  social  media  posts  to  help  further  promote  the  data: 

Data  released  by  @C  DC  Injury  featured  in  (JajAmJPrevMed  shows  eoimty-ievel  trends  in 
suicide  rates  in  the  US  http://fait.lv/2IHQ6hk 

New  article  featured  in  @AmJPrevMed  underscores  need  for  coordinated  and  comprehensive 
community-based  suicide  prevention  efforts  h ftp : //b i 1 1  y/ 21 H o6hk 

Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  community- 
based  #suicideprcvention  strategies  htip://bit.lv/2II  lobhk  so  wc  can  reduce  annual  suicide  rate 
20%  by  2025 


Rural  counties  in  the  U.S,  had  the  highest  estimated  suicide  rates  from  2005-2015  according 
to  just-released  @AmJPrevMed  hftpi//hitJv/2IHo6hk 


Tracking  connty-lcvel  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide 
rates  over  time  and  develop  rnore  targeted  suicide  prevention  efforts  http://bitJv/2IHo6hk 

Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 
research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  @CDCinjury 
http://bit.lv/2IHo6hk 

When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 

@ Action  Alliance 


@  A  A  S iii c i do lo  g V 

@afspnational 

@CDCIniury 

@CDCMMWR 


@  Depto  fP  e  fen  s  c 

@  DeptV  et  A  ffairs 

@EDCTwccts 

@NIII 

@NlMHgov 

@RemgoldInc 

@samhsagov 
@  S  A  V  H  VO  i  ces  ofedu 

@SPRCtw^eets 


(giTrevorProjcct 

@S0Q273TALK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

Action  Alliance'*s  Tramforminu  Communities:  Key  Elements  for  the  Implementation  of 

Compirehensive  Communitv-Bmed  Suicide  Prevention  —  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  level. 

CDC^s  Preveniinti  Suicide:  A  Technical  Fackase  of  Folicw  and  Practices  -  A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional  relevant  data  to 
inform  suicide  prevention  efforts  on  or  around  June  5^^.  The  Action  Alliance  Secretariat  does  plan  to 
convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation  for 


this  larger  data  release,  we’ll  be  convening  the  MM WG  for  a  call  in  late  May  to  discuss  the  data  and  our 
collective  statement. 

REQUEST:  Please  jam  us  for  a  planning  call  on  Thursdaw  May  31  at  2:00  p.nu  ET  to  plan  ahead  for 
coUective  statement  about  CPC  data. 

We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly ^  If  you  are  unable  to 
participate  on  this  call,  you’ll  have  the  opportunity  to  weigh  in  on  the  statement  electronically* 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 


from:  Torguson,  Kimberly 

Sent:  14  May  2018  22:58:33  +0000 

To:  Torguson,  Kimberly;Belyeu^  Averv;jben£on(®reingold.com;Black,  Erin 

{CDC/ONDIEH/NCIPC);Bray,  Miranda  (SAMHSA/OC);Sam* *Brinton@thGtrevorproject.org;8ruce,  Crystal 
(CDC/OPHPR/OD);Carr,  Colleen;SCoggin@afsp.org;ccrGighton@suicidology*org;Crosby,  Alexander 
iCDC/ONDIEH/NaPC);Curtin,  Sally  C.  (CDC/OPHSS/NCHS);Oaniek  Valerie  M. 

(CDC/ONDiEH/NCIPC);A£hby.  Dodge@thetrevorproject.org;  mgdyak@eiconline.org;JohnD@mhaofnyc.or 
g;fgonzalez@mhaofnyc.org;Gass,  Jesse;Hausman^  Bridgette;Hedegaard,  Holly 

{CDC/OPHS5/NCH5);Holland,  Kristin  (CDC/ONDIEH/NCIPC);ajkulp@suicidology,org;Kurnit,  Molly  Regina 
(CDC/ONDIEH/(MCIPC);wendy.eJakso.civ@marl.mil;plauricella@reingold.conn;sheriJunn@thetrevorproJe 
ct.org;cnnaxwell@suicidology.org;McElroy,  James  (NIH/NIMH)  [E];McShane,  Kristen 
(SAMHSA/OC);steve.mendelsohn@thetrevorprojectorg;eneely@reingold,com;AOBrien@afsp.org;0'Kee 
fe^  Lindsey  (NIH/NIMH)  [E];Amit,Paley@thetrevorproject.org;jpearsDn@nih,gov;Pearson,  Jane  L 
(NIH/NIMH)  [E];Reed,  Jerry;dreidenberg@save.org;Richmond-Cnjm,  Malia 
{CDC/ONDIEH/NClPC);mrosen@mhaofnyc.org;michaelle.scanlon@nih.gov;5obottkai  Linda;Stone, 
Deborah  (CDC/ONDIEH/NCIPC);5touC 

Elly;calvin,stowell@thetrevorproject,org;AVactor@mhaofnyc,org;Warner,  Margaret 
(CDC/OPHSS/NCH5);katherine,v,warrick.civ@mai).mil;kevin.wong@thetrevorprojectorg;Wright,  James 
(SAMHSA/DPTSSP) 

Subject:  Media  Messaging  Work  Group  Call 


Phone  Number;  866-370-2808  (access  code  lihM  6 
Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  email  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be  released  on 
June  5  will  now  be  released  on  June  7.  Additionally,  we  received  word  that  we  will  not  be  receiving  an 
embargoed  copy  so  we'll  be  rescheduling  our  MMWG  group  call  (originally  scheduled  for  Thursday,  May 

31)  to  Thursday,  June  7  at  11:00  a.m^ 


The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop  consensus  on  our 
messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to  join  the  call,  you  will  still  have  the 
opportunity  to  weigh  in  on  the  statement  via  email. 

We  hope  you  can  join  us  on  Thursday,  June  7  at  11:00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best, 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  the  Americon  Journal  of 
Preventive  Medicine  that  looks  at  county-specific  estimates  of  suicide  rates.  The  paper  titled  "Countv- 
level  Trends  In  Suicide  Rates  in  the  U.5.,  2005-2015"  was  written  by  our  Partner,  CDC  (authors  include: 
Lauren  M.  Rossen,  Holly  Hedegaard,  Diba  Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

•  Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015  for  99% 

of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 

•  Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the  western 

and  northwestern  U.S„  with  the  exception  of  southern  California  and  parts  of  Washington. 

•  Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide  rates 

from  2005  to  2015,  and  also  the  largest  increases  over  time, 


OverafI  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and 
need  for  more  coordinated  and  comprehensive  community-based  suicide  prevention  efforts  in  the  U.S. 
While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  collective  statement  (written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  rural  areas.  You'll  notice  much  of  the 
information  is  very  relevant  and  timely  as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 

•  Data  released  by  (©CDCInjury  featured  in  (©AmJPrevMed  shows  county-level  trends  in  suicide 

rates  in  the  US  http://bitJv/2IHQ6hk 

•  New  article  featured  in  @AmJPrGvMed  underscores  need  for  coordinated  and  comprehensive 

community-based  suicide  prevention  efforts  http://bit.iv/2IHQ6hk 

•  Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  community-based 

#suicideprevent!on  strategies  http://bitJv/2IHo6hk  so  we  can  reduce  annual  suicide  rate  20%  by 
2025 

•  Rural  counties  in  the  U.S.  had  the  highest  estimated  suicide  rates  from  2005-2015  according  to 

just-released  (gAmJPrevIVIed  http://bit.lv/2IHo6hk 

•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide  rates 

overtime  and  develop  more  targeted  suicide  prevention  efforts  http.//bitJv/2IHo6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 

research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  (©CDCinjury 
http://bit.iv/2IHo6hk 

When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 

•  (^Action  Alliance 

•  @AASuicidologv 

•  @af$pnationat 

•  (jSCDCIniury 

•  ^CDCMMWR 

•  ^DeptofDefense 

9  (g  Dept  Vet  Affairs 

•  @EDCTweet5 

>g)NjH 

•  @NlMHgov 

•  @Reingoidlnc 

•  @samhsagov 

m  @SA\/£vQicesofedu 

•  (gSPRCtweets 

•  @TrevorProiect 

>@8Q0273TAIK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

•  Action  All  la  ncets  Transforming  Communities:  Key  Elements  for  the  tmt^fementation  of 

Comprehensive  Community-Based  Suicide  Prevention  -  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  level. 

•  CDCs  PreventinQ  Suicide:  A  Technical  Packape  of  Polky,  Proprams^  and  Practices  -  A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional  relevant  data  to 

inform  suicide  prevention  efforts  on  or  around  June  5^^.  The  Action  Alliance  Secretariat  does  plan  to 


convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation 
for  this  larger  data  release,  we'll  be  convening  the  MMWG  for  a  call  in  late  May  to  discuss  the  data  and 
our  collective  statement. 

REQUEST:  Please  join  us  for  a  planning  call  on  Thursday,  May  31  at  2:00  ET  to  plan  ahead  for 
collectiye  statement  about  CPC  data. 

We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly.  If  you  are  unable  to 
participate  on  this  call,  you'll  have  the  opportunity  to  weigh  in  on  the  statement  electronically. 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 


To:  Torguson,  Kimberly;Belyeu,  Avery;jbenson@rGingold.com;Black^  Erin 

(CDC/ONOlEH/NCIPC);0ray,  Miranda  (SAMHSA/OC);Sam.Brinton@thetrevorproject.org;Bruce, 
Crystal  (CDC/OPHPR/OD);Carr^  Colleen;SCoggin@afsp.org;ccreighton@suicidology.org;Crosby, 
Alexander  (CDC/ONDIEH/NCIPC);Curtin,  Sally  C  (CDC/OPHSS/NCHS);DanieL  Valerie  M. 
(CDC/ONDIEH/NCIPC);Ashby.Dodge@thetrevorproject*org;mgdyak(5)eiconline.org;JohnD@mha 
ofnyc,org;fgonzalez(6>mhaofnyc.org;Gass,  Jesse;Hausman,  Bridgette;Hedegaard^  Holly 
(CDC/OPHSS/NCHS);Holland,  Kristin  (CDC/ONDIEH/NCIPC);ajkulp@suicidology.org;Kurnit,  Molly 
Regina 

(CDC/ON  DIE  H/NCI  PC);  wendy.e.lakso.civ@maiLmil;plauricella@  reingold  xom;sherj.lunn@thetre 
vorproject.org;cmaxwell(®suicidotogy.org;McElroy,  Janies  (NIH/NIMH)  [E];McSbane;  Kristen 
(5AMHSA/OC);steve.mendelsobn@thetrevorproject.org;eneely{5)refngold.corn;AOBnen@afsp.o 
rg;0'Keefe,  Lindsey  (NIH/NIMH) 

tE];Amit.Paley@thetrevorproject.org;jpearson@inih,gov;Pearson,  Jane  L  (NIH/NIMH)  [E];Reed, 
Jerry;dreidenberg@save.org;Richmond-Cruni,  Malia 

(CDC/ONOIEH/NCIPC);mrosen@mhaofnyc.org;michaelle,scanlon@nih.gov;Sobottka, 
Linda;5tone,  Deborah  (CDC/ONDIEH/NCfPC);Stout, 

Elly;calvin.stowell@thetrevorproject.org;AVactor@mhaofnyc.org; Warner,  Margaret 
(CDC/OPHS5/NCH5);katherine.v.warnckxiv@  mail. mil;kevin.wong(6)thetrevorproject.org;  Wright, 
James  (SAM H5A/DPTSSP) 

Subject:  Media  Messaging  Work  Group  Call 

Attachments:  Media  Messaging  Work  Group  Call  .msg 


ubject;  Media  Messaging  Work  Group  Call 

ocation;  Phone  Number:  866-370-2808  (access  code  |  (h \i  \ 

tart:  Thu  6/7/2018  11:00  AM 
nd:  Thu  6/7/20 1 8  12:00  PM 
how  Time  As;  Tcntahve 

ecurrence:  (none) 

eeting  Status:  Not  yet  responded 

rganizer:  Torguson,  Kimberly 

Phone  Number:  866-370-2808  (access  code  |  (hi/ 1 

Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  email  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be  released  on  June  5 
will  now  be  released  on  June  7.  Additionally,  we  received  word  that  we  will  not  be  receiving  an 


embargoed  copy  so  we’ll  be  rescheduling  our  MM  WG  group  call  (originally  scheduled  tor  Thursday,  May 
3 1 )  to  Thursday,  June  7  at  1 1  :Q0  a.m. 


The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop  consensus  on  our 
messaging  that  will  be  used  to  craft  a  statement  If  you  are  unable  to  join  the  call,  you  will  still  have  the 
opportunity  to  weigh  in  on  the  statement  via  email. 

We  hope  you  can  join  us  on  Thursday,  .lime  7  at  1 1 :00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best, 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  ih^  American  Journal  of 
Prevenfive  Medicine  that  looks  at  county- specific  estimates  of  suicide  rates.  The  paper  titled  “County -lev el 
Trends  in  Suicide  Rates  in  the  U.S.,  2005-2015""  was  written  by  our  Partner,  CDC  (authors  include:  Lauren 
M.  Rossen,  Holly  Hedegaard,  Diba  KJian  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

Posterior  predicted  mean  county-level  suicide  rates  increased  by  >1 0%  from  2005  to  2015 
for  99%  of  counties  in  the  with  87%  of  counties  showing  increases  of  >20%. 

Counties  with  the  highest  mod  el -based  suicide  rates  were  consistently  located  across  the 
western  and  northwestern  U.S.,  with  the  exception  of  southern  California  and  parts  of  Washington. 

Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide 
rates  from  2005  to  20 1 5,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and  need 
for  more  coordinated  and  comprehensive  community- based  suicide  prevention  efforts  in  the  U.S. 

While  the  Action  Alliance  docs  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  collective  statement  written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  rural  areas.  You^  ll  notice  much  of  the 
inlbrmalion  is  very  relevant  and  timely  as  it  relates  to  the  coimty-level  trends  data. 

Please  tind  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 

Data  released  by  @CDC  Injury  featured  in  @AmJPrevMed  shows  county- level  trends  in 
suicide  rates  in  the  US  http.//biLlv/2IHo6hk 

New  article  featured  in  @AmJPrevMed  underscores  need  for  coordinated  and  comprehensive 
community-based  suicide  prevention  efforts  h ttp  ://bi  t .  I y/2 1 H o6 h k 

Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  coinm unity- 
based  #suicideprevenlion  strategies  http : //bi t . Iv /21 11  o 6hk  so  wc  can  reduce  annual  suicide  rate 
20%  by  2025 


Rural  counties  in  the  U*S.  had  the  highest  estimated  suicide  rates  from  2005-2015  according 
to  just"  re  I  eased  @AmJPrevMed  http://bitJv./2IHo6hk 

Tracking  county^level  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide 
rates  over  time  and  develop  more  targeted  suicide  prevention  efforts  h  Up :  //bi  t,  1  v/2 1  Ho  6hk 

Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 
research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  @CDCinJury 
http://bit.ly/2LHo6hk 

When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 
(alAction  Alliance 


@AASuicidoloiiv 

@.afsp!iaLional 

@CDCInjurv 

@CDCMMWR 


@DeptotDefense 

@Dept  V  etAffairs 

@EDCTweets 


@NIH 


@NJMHgov 

(SiReingoIdlnc 

@sanihsaiJOv 

@SAVEvoiccsofedu 


@SPRCtweets 

@TrevorPrQiect 

@80Q273TALK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

Action  Alliance’s  Transfbrmm2  Communities:  Key  Elements  for  the  lmi>Iementatwn  of 

Compt'ehemive  Community-Based  Suicide  Freventton  —  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  levek 

CDC^s  Preventing  Suicide:  A  Technical  Fuckajie  of  PoUcw  Pros^^ams^  and  Pvactices  —  A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 


We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional  relevant  data  to 
inform  suicide  prevention  efforts  on  or  around  June  5^''.  The  Action  Alliance  Secretariat  does  plan  to 
convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation  for 
this  larger  data  release,  we'll  he  convening  the  MMWG  for  a  call  in  late  May  to  discuss  the  data  and  our 
collective  statement, 

REQUEST:  Please  jam  us  for  a  planning  call  on  Thursdaw  May  31  at  2:00  u.nu  ET  to  plan  ahead  for 
collective  statement  about  CDC  data. 

We  will  send  you  a  calendar  invite  (containing  calhin  information)  to  you  shortly.  If  you  are  unable  to 
participate  on  this  call,  youTl  have  the  opportunity  to  weigh  in  on  the  statement  electronically. 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 


from:  Torguson,  Kimberly 

Sent:  29  May  2018  15:18:15  +0000 

To:  Torguson,  Kimberly;Belyeu^  Averv;jbenson{®reingold.com;Black,  Erin 

{CDC/ONDIEH/NCIPC);Bray,  Miranda  (SAMHSA/OC);Sam* *Brinton(S)thGtrevorproject.org;8ruce,  Crystal 
(CDC/OPHPR/OD);Carr,  Colleen;SCoggin@afsp.org;ccrGighton@suicidology*org;Crosby,  Alexander 
iCDC/ONDIEH/NaPC);Curtin,  Sally  C.  (CDC/OPHSS/NCHS);Oaniek  Valerie  M. 

(CDC/ONDiEH/NCIPC);Ashby.  Dodge@thetrevorproject.org;  mgdyak@eiconline.org;JohnD@mhaofnyc.or 
g;fgonzalez@mhaofnyc.org;Gass,  Jesse;Hausman^  Bridgette;Hedegaard,  Holly 

{CDC/OPHS5/NCH5);Holland,  Kristin  (CDC/ONDIEH/NCIPC);ajkulp@suicidology,org;Kurnit,  Molly  Regina 
(CDC/ONDIEH/(MCIPC);wendy.eJakso.civ@marl.mil;plauricella@reingold.conn;sheriJunn@thetrevorproJe 
ct.org;cnnaxwell@suicidology.org;McElroy,  James  (NIH/NIMH)  [E];McShane,  Kristen 
(SAMHSA/OC);steve.mendelsohn@thetrevorprojectorg;eneely@reingold,com;AOBrien@afsp.org;0'Kee 
fe^  Lindsey  (NIH/NIMH)  [E];Amit,Paley@thetrevorproject.org;jpearsDn@nih,gov;Pearson,  Jane  L 
(NIH/NIMH)  [E];Reed,  Jerry;dreidenberg@save.org;Richmond-Cnjm,  Malia 
{CDC/ONDIEH/NClPC);mrosen@mhaofnyc.org;michaelle.scanlon@nih.gov;5obottkai  Linda;Stone, 
Deborah  (CDC/ONDIEH/NCIPC);5touC 

Elly;calvin,stowell@thetrevorproject,org;AVactor@mhaofnyc,org;Warner,  Margaret 
(CDC/OPHSS/NCH5);katherine,v,warrick.civ@mail.mil;kevin.wong@thetrevorprojectorg;Wright,  James 
(SAMHSA/DPTSSP) 

Subject:  Media  Messaging  Work  Group  Call 


Phone  Number;  866-370-2808  (access  code  lihM  6 
Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  email  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be  released  on 
June  5  will  now  be  released  on  June  7.  Additionally,  we  received  word  that  we  will  not  be  receiving  an 
embargoed  copy  so  we'll  be  rescheduling  our  MMWG  group  call  (originally  scheduled  for  Thursday,  May 

31)  to  Thursday,  June  7  at  11:00  a.m^ 


The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop  consensus  on  our 
messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to  join  the  call,  you  will  still  have  the 
opportunity  to  weigh  in  on  the  statement  via  email. 

We  hope  you  can  join  us  on  Thursday,  June  7  at  11:00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best, 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  the  Americon  Journal  of 
Preventive  Medicine  that  looks  at  county-specific  estimates  of  suicide  rates.  The  paper  titled  "Countv- 
level  Trends  In  Suicide  Rates  in  the  U.5.,  2005-2015"  was  written  by  our  Partner,  CDC  (authors  include: 
Lauren  M.  Rossen,  Holly  Hedegaard,  Diba  Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

•  Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015  for  99% 

of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 

•  Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the  western 

and  northwestern  U.S„  with  the  exception  of  southern  California  and  parts  of  Washington. 

•  Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide  rates 

from  2005  to  2015,  and  also  the  largest  increases  over  time, 


OverafI  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and 
need  for  more  coordinated  and  comprehensive  community-based  suicide  prevention  efforts  in  the  U.S. 
While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  collective  statement  (written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  rural  areas.  You'll  notice  much  of  the 
information  is  very  relevant  and  timely  as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 

•  Data  released  by  (©CDCInjury  featured  in  (©AmJPrevMed  shows  county-level  trends  in  suicide 

rates  in  the  US  http://bitJv/2IHQ6hk 

•  New  article  featured  in  @AmJPrGvMed  underscores  need  for  coordinated  and  comprehensive 

community-based  suicide  prevention  efforts  http://bit.iv/2IHQ6hk 

•  Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  community-based 

#suicideprevent!on  strategies  http://bitJv/2IHo6hk  so  we  can  reduce  annual  suicide  rate  20%  by 
2025 

•  Rural  counties  in  the  U.S.  had  the  highest  estimated  suicide  rates  from  2005-2015  according  to 

just-released  (gAmJPrevIVIed  http://bit.lv/2IHo6hk 

•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide  rates 

overtime  and  develop  more  targeted  suicide  prevention  efforts  http.//bitJv/2IHo6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 

research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  (©CDCinjury 
http://bit.iv/2IHo6hk 

When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 

•  (^Action  Alliance 

•  @AASuicidologv 

•  @af$pnationat 

•  (jSCDCIniury 

•  ^CDCMMWR 

•  ^DeptofDefense 

9  (g  Dept  Vet  Affairs 

•  @EDCTweet5 

>g)NjH 

•  @NlMHgov 

•  @Reingoidlnc 

•  @samhsagov 

m  @SA\/£vQicesofedu 

•  (gSPRCtweets 

•  @TrevorProiect 

>@8Q0273TAIK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

•  Action  All  la  ncets  Transforming  Communities:  Key  Elements  for  the  tmt^fementation  of 

Comprehensive  Community-Based  Suicide  Prevention  -  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  level. 

•  CDCs  PreventinQ  Suicide:  A  Technical  Packape  of  Polky,  Proprams^  and  Practices  -  A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional  relevant  data  to 

inform  suicide  prevention  efforts  on  or  around  June  5^^.  The  Action  Alliance  Secretariat  does  plan  to 


convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation 
for  this  larger  data  release,  we'll  be  convening  the  MMWG  for  a  call  in  late  May  to  discuss  the  data  and 
our  collective  statement. 

REQUEST:  Please  join  us  for  a  planning  call  on  Thursday,  May  31  at  2:00  ET  to  plan  ahead  for 
collectiye  statement  about  CPC  data. 

We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly.  If  you  are  unable  to 
participate  on  this  call,  you'll  have  the  opportunity  to  weigh  in  on  the  statement  electronically. 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 


From:  Belyeu,  Avery 

Sent:  6  Apr  2017  14:58:19  +0000 

To:  Caraballo,  Rachel;Reed,  Jerry;Bird,  Doreen;Carr, 

Colleen;mryhG@naccho.org;Mercy,  James  (CDC/ONDIEH/NCIPC);Robert  6ebbia;Magdala  Labre;Stone, 
Deborah  (CDC/ONDI EH/NCI PC};CMoutier@afsp.org;Stout 

Elly;heidi(5)heidibryan.com;edemello(®naminh.org;jarrod.hindman(5)statexo.us;Annmane_white@urmc 
.rochester.edujZeller,  Eileen  {SAIVlHSA/CMHS);Dr.  John 

Harrison;Heather.Stokes(®llvingworks.net;gigi(6)gcolombinixom;Ken  Norton;bprice(Sicadca.org; Melissa 
He[m;Johnson,  Brandon  J,  (SAIV!HSA/CMHS);Torguson,  Kimberly 

Subject;  National  Action  Alliance:  Transforming  Communities  Paper  Release 

Attachments:  Action  Alliance  Press  Release_Transforming  ComnnLjnities_Final.docx 

Dear  Community-Based  Suicide  Prevention  Working  Group, 

We  are  pleased  to  share  with  you  the  final  Transforming  Communities  paper  and  corresponding 
promotional  materials.  We  thank  you  for  all  of  your  ideas  and  contributions  to  the  materials  and  look 
forward  to  working  with  you  to  jointly  promote. 

The  Action  Alliance  will  be  distributing  the  press  release  and  email  announcement  today  t4/6l  at  11:00 
a,m.  ET> 


We  encourage  you  to  also  share  the  press  release  with  media  contacts  as  well  as  promote  via  your 
various  channels.  Please  use  the  following  link  when  promoting:  http://bit.lv/  Communities, 
(Additionally,  weVe  attached  a  Word  version  in  the  case  you  need  pieces  of  content  for  various 
communication  channels.) 

Below,  please  find  an  email  announcement  (which  mentions  the  Aprii  12^*^  webinar)  to  share  widely 
across  your  various  listservs  and  contact  lists. 

Lastly,  please  find  a  few  tailorable  social  media  posts  below  for  your  convenience.  Feel  free  to  tweak  as 
needed  as  well  as  retweet/like  the  Action  Alliance's  social  media  posts. 

Twitter: 

•  Today  national  groups  collectively  release  resources  to  help  communities  prioritize 
#suicideprevention  http://bitJv/  Communities  (5)action_alliance  @afspnational  @sprctweets 
@cdcgov 

•  New  resources  to  guide  community-based  suicide  prevention  http://bitJv/  Communities 
(5>action_alliance  (S)afspnational  @sprctweets  @cdcgov 

•  Just-released  TWO  new  tools  to  help  communities  comprehensively  address  suicide 
http://bit.lv/  Communities  @action_alliance  @afspnationa[  @sprctweet$  @cdcgov 


Facebook: 

•  Today,  the  Action  Allrance  and  its  partners  including  the  American  Foundation  for  Suicide 
Prevention,  Centers  for  Disease  Control  and  Prevention  (CDC),  and  the  Substance  Abuse  and 
Mental  Health  Services  Administration's  Suicide  Prevention  Resource  Center  (SPRC)  collectively 
released  two  new  resources  that  synthesize  current  knowledge  about  community-based  suicide 
prevention  and  emphasize  the  need  for  comprehensive  efforts  that  combine  multiple  strategies 
that  work  together  to  prevent  suicide.  Take  a  look  at  these  just-released  tools  and  please  share 
widely  with  your  networks:  http://bit.lv/  Communities 
Again,  we  appreciate  everyone's  assistance  and  collaboration. 

Thank  you. 


Kim 

Email  Announcement 

Subject  Line  -  Just-Released:  New  Suicide  Prevention  Tools  to  Help  Guide  Communities 

Good  afternoon, 

We  are  pleased  to  share  two  new  resources  aimed  at  improving  community-based  suicide  prevention 
efforts  nationwide. 

The  National  Action  Alliance  for  Suicide  Prevention  (Action  Alliance)  and  its  partners  including  the 
American  Foundation  for  Suicide  Prevention,  Centers  for  Disease  Control  and  Prevention  (CDC),  and  the 
Substance  Abuse  and  Mental  Health  Services  Administration's  Suicide  Prevention  Resource  Center 
(SPRC)— recently  released  the  following  resources: 

>  Transforming  Communities:  Key  Elements  for  Comprehensive  Comm  unity- Based  Suicide 

Prevention 

Developed  by  the  Action  Alliance,  this  resource  presents  seven  key  elements  for  comprehensive 
community-based  suicide  prevention,  identified  via  a  review  of  relevant  programs,  guidance,  and 
models.  The  elements  are  key  considerations  that  should  guide  community-based  suicide  prevention 
efforts— aimed  at  helping  communities  create  policies,  programs,  and  services  that  reduce  suicide  and 
improve  individual,  family,  and  community  health.  They  are  meant  as  broad  guidance  for  the  field,  and 
can  help  inform  the  development  of  suicide  prevention  programs  and  future  resources. 

>  Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
Developed  by  CDC,  this  resource  helps  states  and  communities  take  advantage  of  the  best  available 
evidence  for  suicide  prevention  interventions.  The  package  highlights  seven  strategies  for  suicide 
prevention  and  the  evidence  of  their  impact  on  suicidal  behaviors  and  related  risk  and  protective 
factors. 

The  two  resources  synthesize  current  knowledge  about  community-based  suicide  prevention  and 
emphasize  the  need  for  comprehensive  efforts  that  combine  multiple  strategies  that  work  together  to 
prevent  suicide.  The  first  resource,  released  by  the  Action  Alliance,  identifies  seven  key  elements  that 
should  guide  program  planning  and  implementation.  The  second  resource,  released  by  CDC,  outlines 
specific,  evidence-based  suicide  prevention  strategies  for  communities  to  consider  as  a  part  of  their 
comprehensive  approach.  Together,  these  two  resources  address  how  communities  can  carry  out 
suicide  prevention  efforts  and  whot  they  can  do. 

Community  leaders,  suicide  prevention  program  planners,  and  others  can  use  these  new  resources  to 
guide  the  planning,  implementation,  and  evaluation  of  comprehensive  community-based  suicide 
prevention  efforts.  The  resources  can  also  inform  the  development  of  future  resources,  such  as  step-by- 
step  implementation  guides,  tools,  and  websites  tailored  to  the  needs  of  specific  communities  and 
settings  (e.g.,  schools,  workplaces,  justice  system). 

The  strategies  and  elements  outlined  in  the  two  resources  support  the  goals  and  objectives  of  the 
Nationat  Strategy  for  Suicide  Prevention  and  the  Action  Alliance'sgoaL  in  partnership  with  AF5P,  to 
reduce  the  annual  rate  of  suicide  20  percent  by  2025. 

To  learn  more  about  these  resources  and  how  they  can  be  used,  the  Action  Alliance  will  be  hosting  a  90- 
minute  webinar  on  April  12.  To  register  for  the  webinar,  go  to:  http://bit.Iv/T ra nsforming  Communities 
and  please  share  widely  with  your  networks. 

Additionally,  please  take  a  look  at  the  Action  Alliance's  press  release:  http://bit.lv/  Communities. 

Lastly,  we  encourage  you  to  please  promote  the  resources  by  sharing  them  via  your  social  media 
channels.  Below  are  a  few  tailorable  posts,  for  your  convenience. 

Twitter: 


•  Today  national  groups  collectively  release  resources  to  help  comnnunities  prioritize 
#suicideprevention  http://bitJv/  Connm unities  @action_alliance  (S)afspnational  (S)sprctweets 
(®cdcgov 

•  New  resources  to  guide  conrimunity-based  suicide  prevention  http://bit.lv/  Communities 
@actiori_alliance  @afspnational  (Qsprctweets  @cdcgov 

•  Just-released  TWO  new  tools  to  help  connnnunities  comprehensively  address  suicide 
http://bit,ly/  Communities  (aaction_alliance  @afspnational  @sprctweets  @cdcgov 

Facebook; 

•  Today,  the  Action  Alliance  and  its  partners  including  the  Amei?i.ca,n  Foundation  for  Suicide 
Prevention,  Centers  for  Disease  Control  and  Prevention  (CDt),^  and  the  Substance  Abuse  and 
Mental  Health  Services  Administration's  Suicide  Prevention  Resoutce  Center  (SPRC)  collectively 
released  two  new  resources  that  synthesize  current  knowledge  about  comm  unity-based  suicide 
prevention  and  emphasize  the  need  for  comprehensive  efforts  that  combine  multiple  strategies 
that  work  together  to  prevent  suicide.  Take  a  look  at  these  just-released  tools  and  please  share 
widely  with  your  networks:  http://bitJv/  Communities 

Thank  you  for  your  collaboration  and  commitment. 


### 

My  Best, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


^SPRC 


EDC 
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transforms 

fives. 


Action  Jj 
Alliance 


FOR  IMMEDIATE  RELEASE 
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MEDIA  CONTACT: 


Kim  Torguson  -  ktorguson^edc  orE 
(202)  572-3737 


Suicide  Prevention  Tools  Launched  to  Guide  Communities  Nationwide 

Nationot  groups  release  comprehensive  guidance  aimed  at  reducing  annual  suicide  rate  in  the  US, 

Washington^  □.C.— New  tools  to  improve  community-based  suicide  prevention  efforts  were  released  today 
fay  the  National  Action  Alliance  for  Suicide  Prevention  (Action  Alliance),  the  nation's  public-private 
partnership  championing  suicide  prevention  as  a  national  priority,  and  its  partners  from  the  Centers  for 
Disease  Control  and  Prevention  (CDC),  American  Foundation  for  Suicide  Prevention  (AFSP),  and  the 
Substance  Abuse  and  Mental  Health  Services  Administration's  Suicide  Prevention  Resource  Center  (SPRC). 

Suicide  remains  one  of  the  10  leading  causes  of  death  in  the  U.S.,  causing  tremendous  pain  and  loss  to 
communities  across  the  country— especiafly  rural  communities  recent  CPC  data  show. 

The  Action  Alliance  aims  to  advance  the  National  Strategy  for  Suicide  Prevention  (NSSP)— a  roadmap  that 
when  implemented,  will  lead  to  the  vision  of  a  nation  free  from  the  tragic  experience  of  suicide.  According  to 
the  NSSP,  community-based  programs,  policies,  and  services  can  play  an  important  role  in  suicide  prevention. 
To  ensure  that  communities  know  where  to  start  and  what  they  can  do  to  implement  comprehensive  suicide 
prevention  efforts,  the  Action  Alliance  and  several  of  its  national  and  community  partners  jointly  released 
two  resources  that  synthesize  current  knowledge  about  community-based  suicide  prevention  and  emphasize 
the  need  for  comprehensive  efforts  that  combine  multiple  strategies  that  work  together  to  prevent  suicide. 
The  strategies  and  elements  outlined  in  the  two  resources  support  the  goals  and  objectives  of  the  NSSP. 

The  first  resource,  released  by  the  Action  Alliance,  identifies  seven  key  elements  that  should  guide  program 
planning  and  implementation.  The  second  resource,  released  by  CDC,  outlines  specific,  evidence-based 
suicide  prevention  strategies  for  communities  to  consider  as  a  part  of  their  comprehensive  approach. 
Together,  these  two  resources  address  how  communities  can  carry  out  suicide  prevention  efforts  and  whcrt 
they  can  do. 

"These  resources  are  a  result  of  tremendous  collaboration  among  various  partners  from  the  public  and 
private  sectors  coming  together  to  help  prevent  suicide  at  the  community  level/'  said  Dr.  Jerry  Reed,  director 
of  SPRC  and  executive  committee  member  of  the  Action  Alliance.  "The  collective  efforts  by  dedicated  people 
and  groups  within  the  field  of  suicide  prevention  create  a  robust  knowledge  base  that  can  help  move  our 
work  forward  while  preventing  duplication." 


These  new  resources  include: 

>  Transforming  Communities:  Key  Elements  for  Comprehensive  Communjtv-Based  Suicide 

Prevention 

Developed  by  the  Action  Alliance,  this  resource  presents  seven  key  elements  for  comprehensive 
community-based  suicide  prevention,  identified  via  a  review  of  relevant  programs,  guidance,  and 
models.  The  elements  are  key  considerations  that  should  guide  community-based  suicide  prevention 
efforts— aimed  at  helping  communities  create  policies,  programs,  and  services  that  reduce  suicide 
and  improve  individual,  family,  and  community  health.  They  are  meant  as  broad  guidance  for  the 
field,  and  can  help  inform  the  development  of  suicide  prevention  programs  and  future  resources. 

>  Preventirig  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 

Developed  by  CDC,  this  resource  helps  states  and  communities  take  advantage  of  the  best  available 
evidence  for  suicide  prevention  interventions.  The  package  highlights  seven  strategies  for  suicide 
prevention  and  the  evidence  of  their  impact  on  suicidal  behaviors  and  related  risk  and  protective 
factors. 

"'We  know  that  suicide  is  preventable.  These  resources  will  help  communities  to  start  now,  act  on  the  best 
available  evidence,  and  work  together."  said  James  Mercy,  Ph.O.,  director,  CDCs  Division  of  Violence 
Prevention,  National  Center  for  Injury  Prevention  and  Control.  "The  strategies  laid  out  in  the  technical 
package,  as  well  as  the  key  elements  outlined  in  the  paper,  are  intended  to  work  in  combination  and 
reinforce  each  other." 

Community  leaders,  suicide  prevention  program  planners,  and  others  can  use  these  new  resources  to  guide 
the  planning,  implementation,  and  evaluation  of  comprehensive  community-based  suicide  prevention 
efforts.  The  resources  can  also  inform  the  development  of  future  resources,  such  as  step-by-step 
implementation  guides,  tools,  and  websites  tailored  to  the  needs  of  specific  communities  and  settings  (e,g,, 
schools,  workplaces,  justice  system). 

"We  are  pleased  that  AFSP  and  the  Action  Alliance  have  set  a  common  goal  to  reduce  the  annual  suicide  rate 
20  percent  by  2025,"  said  Bob  Gebbia,  AFSP's  chief  executive  officer.  "Working  together  to  develop  and 
implement  comprehensive  community-based  suicide  prevention  strategies  will  help  us  to  achieve  this  goal  — 
saving  and  improving  the  most  lives  possible." 

### 


ADDITIONAL  INFORMATION  ABOUT  RESOURCES: 

On  April  12,  the  Action  Alliance  will  host  a  90-minute  webinar  to  provide  a  detailed  overview  about  the  two 
resources.  To  register  for  the  webinar,  go  to:  http://bit.iv/Transfofmfng  Communities^ 

FOR  MEDIA  PARTNERS: 

Research  shows  that  the  media  may  influence  suicide  rates  by  the  way  they  report  on  suicide.  Evidence 
suggests  that  when  the  media  tell  stories  of  people  positively  coping  in  suicidal  moments,  more  suicides  can 
be  prevented.  We  urge  all  members  of  the  media  working  on  these  stories  to  refer  to  the  Recommendations 
for  Reporting  on  Suicide  for  best  practices  for  safely  and  accurately  reporting  on  suicide.  For  stories  of 
persons  with  lived  experience  of  suicldaitty  and  finding  hope,  refer  to  www.lifelineforattemDt5urvivors.org. 


NATIONAL  ACTION  ALLIANCE  FOR  SUICIDE  PREVENTION; 

The  National  Action  Alliance  for  Suicide  Prevention  is  the  public-private  partnership  working  to  advance 
No t ion Q I  Strategy  for  Suicide  Prevention  and  make  suicide  prevention  a  national  priority.  The  Substance 
Abuse  and  Mental  Health  Services  Administration  provides  funding  to  EDC  to  operate  and  manage  the 
Secretariat  for  the  Action  Alliance  which  was  launched  in  2010.  Learn  more  at 

act  Iona  1 1  i  a  n  cefors  u  ici  deprevention .  org  and  join  the  conversation  on  suicide  prevention  by  following  the 
Action  Alliance  on  Facebook.  Twitter,  and  YouTube. 


From:  Warner,  Margaret  (CDC/OPHSS/NCHS) 

Sent:  2  Nov  2016  17:02:56  -0400 

To:  Alexis  0'Brien;Belveu,  AverY;'Eileen.Zeller@samhsa.hhs.gov';'Dan 

ReidenbergVJohn  Draper';Stout,  Elly;'Jack  Benson';Stephanie  Coggm;eneely@reingold.com;Stone, 
Deborah  (CDC/ONDI EH/NCI PC);Carr,  Colleen;’Mark.Weber@hhs.gov';'Amy 
Kulp';'steve.mendelsohn@thetrevorproject.org';'Frances  Gonzalez';'Michael  Rosen';'Ashley 
\/actor';Holland,  Kristin  (CDC/ONDIEI-l/NCIPC};Melnyk,  Liliya;Crosby,  Alexander 
(CDC/ONDI EH/NCIPC);'michaelle.scanlon@nih.gov';'jarnes,mcelroy@nih.gov';Hedegaard,  Holly 
(CDC/OPHS5/NCHS);'Paul  Lauricella';'rebecca.kurikeshu@nih.gov';Sobottka,  Linda;Gass,  Jesse;Scanlon, 
Michaelle  (NIH/NIMH)  [C];Reed,  Jerry;Padgett,  Jason;Zeller,  Eileen  (SAMHSA/CMH5);Kurikeshu,  Rebecca 
(NIH/NIMH)  [C];5teve  Mendelsohn 

Cc:  Curtin,  Sally  C,  (CDC/OPHSS/NCHS) 

Subject:  RE:  Action  Alliance  Media  Messaging  Work  Group  Call-  Potential  Data  Release 

Planning  Call. 

Thanks  for  sending. 

It  would  be  interesting  to  see  a  comparison  of  federal  funding  to  reduce  MVTC  deaths.  Because  the 
comparison  is  to  MV  deaths,  I  did  want  to  point  you  to  an  MMWR  highlighting  the  success  in  reducing 
MV  deaths  which  is  considered  one  of  the  great  public  health  achievements  of  the  20th  century. 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm4818al.htm  ,  And 

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6Q19a5.htm 

Here  is  some  language  about  how  the  MV  deaths  were  reduced  using  a  multi-faceted  approach  - 1  think 
the  key  here  is  that  it  is  not  one  thing,  but  many  different 

Government  agencies  and  other  organizations  joined  together  to  achieve  great  reductions  in  the 
number  of  deaths  from  motor  vehicle  crashes  (8,9).  A  comprehensive  approach,  including 
improvements  in  the  safety  of  vehicles;  improvements  in  roadways;  increased  use  of  restraint 
systems,  such  as  seat  belts  and  child  safety  seats;  reductions  in  speed;  and  also  efforts  to  reduce 
driving  under  the  influence  of  alcohol  and  drugs,  contributed  to  the  decline  in  motor  vehicle  related 
deaths.  Using  a  comprehensive,  multifaceted  approach,  it  may  be  possible  to  reverse  the  trend  in 
[suicide]  mortality,  http://www.cdc.aov/nchs/products/databriefs/db81.htm 
Let  me  know  if  you  have  further  questions. 

Thanks, 

Margaret 

NCHS 

From;  Alexis  O'Brien  [mailto:AOBrien@afsp.org] 

Sent:  Wednesday,  November  02,  2016  4:26  PM 

To:  Belyeu,  Avery  ;  'Eileen.Zeller@samhsa.hhs.gov';  'Dan  Reidenberg' ;  'John  Draper' ;  Stout,  Elly  ;  'Jack 
Benson' ;  Stephanie  Coggin  ;  eneely@reingold.com;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Carr, 
Colleen  ;  'Mark.Weber@hhs.gov';  'Amy  Kulp' ;  'steve.mendelsohn@thetrevorproject.org';  'Frances 
Gonzalez' ;  'Michael  Rosen' ;  'Ashley  Vactor' ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ;  Melnyk,  Liliya  ; 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  'michaelle.scanlon@nih.gov';  'James.mcelrov@nih.gov'; 
Hedegaard,  Holly  (CDC/OPHSS/NCHS) ;  'Paul  Lauricella' ;  'rebecca.kurikeshu@nih.gov';  Sobottka,  Linda  ; 
Gass,  Jesse  ;  Scanlon,  Michaelle  (NIH/NIMH)  |C] ;  Reed,  Jerry  ;  Padgett,  Jason  ;  Warner,  Margaret 
(CDC/OPHSS/NCHS) ;  Zeller,  Eileen  (SAMHSA/CMHS) ;  Kurikeshu,  Rebecca  (NIH/NIMH)  [C] ;  Steve 
Mendelsohn 

Subject:  RE:  Action  Alliance  Media  Messaging  Work  Group  Call-  Potential  Data  Release  Planning  Call. 
Please  see  attached  re:  research  funding.  ^ 

From:  Belyeu,  Avery  rmailto:ABelveu@edc.orq1  I 

Sent;  Wednesday,  November  02,  2016  4:15  PM 


To:  Belyeu,  Avery;  'Eileen.Zellergisamhsa. hhs.gov';  'Dan  Retdenberg';  'John  Draper';  Stout,  Elly;  'Jack 
Benson';  Stephanie  Coggin;  eneelvPreinQold.com:  Stone,  Deborah  (CDC/ONDIEH/NCIPC;  Carr,  Colleen; 
'Mark.Weberphhs.gov';  'Amy  Kulp';  'steve.mendelsohnpthetrevorproject.org';  'Frances  Gonzalez'; 
'Michael  Rosen';  'Ashley  Vactor’;  Holland,  Kristin  {CDC/ONDIEH/NCIPC;  Melnyk,  Liliya;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC;  'michaelle.scanlonPnih.gov';  'james.mcelroyPnih.gov';  Hedegaard,  Holly 
(CDC/OPHSS/NCHS;  'Paul  Lauricella’;  'rebecca, kurikeshuPnih.gov';  Sobottka,  Linda;  Gass,  Jesse; 
Scanlon,  Michaelle  (NIH/NIMH)  [C;  Reed,  Jerry;  Padgett,  Jason;  Warner,  Margaret  (CDC/OPHSS/NCHS; 
Cc:  Zeller,  Eileen  (SAMHSA/CMHS;  Alexis  O'Brien;  Kurikeshu,  Rebecca  (NIH/NIMH)  [C;  Steve 
Mendelsohn 

Subject:  FW:  Action  Alliance  Media  Messaging  Work  Group  Call-  Potential  Data  Release  Planning  Call. 
Importance:  High 
Please  see  attached. 

From;  Pearson,  Jane  L  (NIH/NIMH)  [E]  [mailto:ipearsonPmail.nih.gov1 
Sent:  Wednesday,  November  02,  2016  11:59  AM 

To:  Belyeu,  Avery  <ABelveuPedc.ore>:  'Eileen.ZellerPsamhsa, hhs.gov';  'Dan  Reidenberg' 
<dreidenbergPsave.org>:  'John  Draper'  <JohnDPmhaofnvc.org>;  Stout,  Elly  <estoutPedc.org>:  'Jack 
Benson'  <ibensonP reingold. com>;  'Stephanie  Coggin'  <SCogginPafsp.org>;  eneelvPreingold.com; 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9Pcdc.gov>;  Carr,  Colleen  <ccarrpedc.org>; 
'Mark.Weberphhs.gov';  'Amy  Kulp'  <aikulppsuicidQlogv.org>; 

'steve.mendelsohnpthetrevorproject.org';  'Frances  Gonzalez'  <fgonzalezpmhaofnvc.org>:  'Michael 
Rosen'  <mrosenpmh3ofnvc.org>;  'Ashley  Vactor'  <AVactorpmhaofnvc.org>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhlpcdc.gov>;  Melnyk,  Liliya  <LMelnvkpedc.org>;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aeclpCDC.GQV>:  'michaelle.scanlonpnih.gov';  'James.mcelroypnih.gov'; 
Hedegaard,  Holly  (CDC/OPHSS/NCHS)  <hdh6pcdc.gov>;  'Paul  Lauricella'  <plauricellaPreingold.com>; 
’rebecca.kurikeshupnih.gov';  Sobottka,  Linda  <lsobQttkaPedc.org>;  Gass,  Jesse  <JGasspedc.org>: 
Scanlon,  Michaelle  (NIH/NIMH)  [C]  <michaelle.scanlQnpnih.gov>;  Reed.  Jerry  <ireedpedc.org>; 
Padgett,  Jason  <JPadgettpedc-org>;  Warner,  Margaret  (CDC/OPHSS/NCHS)  <mmw9pCDC.GQV> 

Cc:  Zeller,  Eileen  (SAMHSA/CMHS)  <Eileen.Zellerp5amhsa.hhs.gov>;  Alexis  O'Brien 
<A0BrienPaf5p.Qrg>;  Kurikeshu,  Rebecca  (NIH/NIMH)  [C]  <rebecca.kurikeshupnih.gov>;  Steve 
Mendelsohn  <Steve.MendelsohnpthetrevQrprQiect.Qrg> 

Subject:  RE:  Action  Alliance  Media  Messaging  Work  Group  Call-  Potential  Data  Release  Planning  Call. 
Importance:  High 

Hi  all- 

We  understand  from  NCHS  that  the  data  brief  was  done  with  publicly  available 
data,  so  NIMH  developed  the  attached  document  for  our  own  INTERNAL  USE  to 
prepare  for  any  press  inquiries,  it  is  not  intended  for  distribution,  and  I  am 
sending  in  hopes  that  it  facilitates  our  discussion  later  today. 

Jane 

- Original  Appointment--- 

From:  Belyeu,  Avery  rmatlto:ABelveu@edc.org1 
Sent:  Wednesday,  November  02,  2016  11:56  AM 

To:  Pearson,  Jane  L  (NIH/NIMH)  [E];  'Eileen.Zeller@samhsa.hhs,gov';  'Dan  Reidenberg';  'John  Draper'; 
Stout,  Elly;  'Jack  Benson';  'Stephanie  Coggin':  eneelv@reingoldxom:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Carr,  Colleen;  'Mark,Weber@hhs.gov';  'Amy  Kulp'; 
'steve,mendelsohn@thetrevorproject.org';  'Frances  Gonzalez';  'Michael  Rosen';  'Ashley  Vactor'; 

Pearson,  Jane  L  (NIH/NIMH)  [E];  Holland,  Kristin  (CDC/ONDIEH/NCIPC);  Melnyk,  Liliya;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC);  'michaelle.scanlon@nih.gov';  'james.mcelroy@nih.gov';  Hedegaard,  Hotly 


(CDC/OPHSS/NCHS);  'Paul  Lauricella';  'rebecca.kurikeshu@nth.gov';  Sobottka,  Linda;  Gass,  Jesse; 
Scanlon,  Michaelte  (NIH/NIMH)  [C];  Reed,  Jerry;  Padgett,  Jason;  Warner,  Margaret  (CDC/OPHSS/NCHS) 
Cc:  Zeller,  Eileen  (SAMHSA/CMHS);  Alexis  O'Brien;  Kurikeshu,  Rebecca  (NIH/NIMH)  [C];  Steve 
Mendelsohn 

Subject:  Action  Alliance  Media  Messaging  Work  Group  Call-  Potential  Data  Release  Planning  Call. 
When:  Wednesday,  November  02,  2016  3:00  PM-4:00  PM  (UTC-06:00)  Central  Time  (US  &  Canada). 

Where: 


fbir61  No  passcode  needed 


Dear  Media  Messaging  Workgroup, 

Please  join  a  call  on  Wednesday,  November  2nd  at  4pm  ET/3pm  CT/2pm  MT/  1pm  PT  to  discuss  an 
upcoming  CDC  Quickstat  data  release. 

As  in  previous  calls  we  will  use  this  time  to  discuss  the  information  we  currently  have  about  the  data 
release  and  outline  next  steps  for  a  coordinated  and  collaborative  response. 

Please  access  the  call  by  calling  I  fbtf6>  HNo  passcode  needed). 

My  Best, 

Avery 

«  File;  Agenda.  Media  Messaging  Workgroup  Call.  11.2. 16.pdf  » 


From:  Carr,  Colleen 

Sent:  4  Nov  2016  12:41:41  +0000 

To:  Belyeu,  Avery;’Jane  PearsonVD^n  Reidenberg';'John  Draper';Stout, 

Elly;'Jack  Benson';'Stephanie  Coggin';eneely@reingoldxom;Stone,  Deborah 
(CDC/ONDIEH/NCIPC);'Amy  Kulp';'Frances  Gonzalez';'Michael  Rosen';'Ashley  Vactor'jPearson, 
Jane  L  (NIH/NIMH)  [E];Holland,  Kristin  {CDC/ONDIEH/NCIPC);Crosby,  Alexander 
(CDC/ONDIEH/NCIPC);Hedegaard,  Holly  (CDC/OPHSS/NCHS);'Paul  Lauricella';Sobottka, 
Linda;Gass,  Jesse;Scanlon,  Michaelle  (NIH/NIMH)  [C];Reed,  Jerry;PadgetC  iason;Warner, 
Margaret  (CDC/OPH5S/NCHS) 

Cc:  Zeller,  Eileen  (SAMHSA/CMHS);Alexis  0'Brien;Kurikeshu,  Rebecca 

(NIH/NIMH)  [C];Steve  Mendelsohn 

Subject;  RE:  Action  Alliance  Statement  in  response  to  4  Nov,  MMWR  release 

Attachments:  Action  Alliance  Statement-  4  Nov  MMWR  QuickStats.pdf,  Action 

Alliance  Statement-  4  Nov  MMWR  QuickStats.docx 

Action  Alliance  Media  Messaging  Workgroup, 

Please  see  the  attached  Action  Alliance  statement  in  response  to  the  Nov  4  MMWR  trom  CDC.  Thank  you 
for  all  of  your  ideas  and  contributions  to  this  document  over  the  last  24  hours. 

Our  sincere  appreciation  to  Margy  and  Sally  at  NCHS  for  giving  us  advance  notice  this  was  coming  out  as 
well  as  walking  us  through  the  data  on  Wednesday's  call.  This  was  a  great  example  of  public  and  private 
sector  collaboration  to  advance  national  suicide  prevention  efforts. 

Please  use  the  PDF  version  for  sharing  with  your  networks  (e.g.,  listservs,  social  media)-  the  word  version 
is  attached  in  case  you  need  pieces  of  content  for  various  communication  channels.  Amy  will  take  the  lead 
on  posting  to  A  AS  listserv. 

Let's  collectively  use  this  statement  to  ensure  our  prevention  messages  are  aligned  and  focused  on  hope, 
resiliency,  and  recovery. 

Future  efforts:  As  Margy  mentioned  on  Wednesday's  call,  201 5  mortality  data  is  expected  to  be  released  in 
December  and  we  will  plan  to  re-con vene  at  that  time  as  well  as  begin  to  think  about  proactive  messaging 
as  John  proposed  on  the  calL 

With  sincere  appreciation, 

Colleen 

Colleen  Carr,  MPII 

Manager  of  Policy  and  Strategic  Partnerships 
National  Action  Alliance  for  Suicide  Prevention 
EDC 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
ccarr@edc,org 


From:  Carr,  Colleen 

Sent:  Thursday,  November  03,  2016  10:21  PM 

Subject:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 


All, 

The  MM  WR  QuickStut  is  live  on  CDCs  website  if  you  would  like  to  see  it  We  are  putting  the  finishing 
touches  on  the  Action  Alliance  statement  and  I  will  send  that  out  to  the  full  group  by  9am  tomorrow  so 
folks  can  distribute  via  their  communication  channels. 

Feel  free  to  contact  me  with  any  questions. 

Colleen 


- Original  Appointment - 

From:  Belyeu,  Avery 

Sent:  Monday,  October  31, 2016  3:50  PM 

To:  Belyeu,  Avery;  'Jane  Pearson';  'Dan  Reidenberg’;  'John  Draper';  Stout,  Elly;  'Jack  Benson';  ’Stephanie 
Coggin';  eneely@reingold.com;  ’Deborah  Stone’;  Carr,  Colleen;  'Amy  Kulp';  Trances  Gonzalez';  'Michael 
Rosen’;  ‘Ashley  Vactor';  'Pearson,  Jane  L  (NiaTJlMH)  [E]';  ’Holland,  Kristin  (CDC/ONDI  EH/NCI  PC)'; 
Melnyk,  Libya:  ’Crosby,  Alexander  (CDC/ONDIEH/NCIPC)';  'Hedegaard,  Holly  (CDC/OPHSS/NCHS)'; 
'Paul  Lauricella';  Sobottka,  Linda;  Gass,  Jesse;  'Scanlon,  Michaelle  (NIH/NIMH)  [C]';  Reed,  Jerry;  Padgett, 
Jason;  Warner,  Margaret  (CDC/OPHSS/NCHS) 

Cc:  Zeller,  Eileen  (SAM HS A/CM HS);  Alexis  O’Brien;  Kurikeshu,  Rebecca  (NIH/NIMH)  [C];  Steve 
Mendelsohn 

Subject:  Action  Alliance  Media  Messaging  Work  Group  Call-  Potential  Data  Release  Planning  Calk 
When:  Wednesday,  November  02,  2016  3:00  PM-4:00  PM  (UTC-06:00)  Central  Time  (US  Sc  Canada). 


Where:  I  No  passcode  needed 


Dear  Media  Mcs.saging  Workgroup, 

Please  join  a  call  on  Wednesday,  November  2nd  at  4pm  ET/3pm  CT/2pin  MT/  1pm  PT  to  discuss  an 
upcoming  CDC  Qiiickstat  data  release. 


«  File:  Agenda.  Media  Messaging  Workgroup  Calk  1  L2.16.pdf  » 

As  in  previous  calls  we  will  use  this  time  to  diseuss  the  infonnation  we  cuiTently  have  about  the  data 
release  and  outline  next  steps  for  a  coordinated  and  collaborative  response. 


Please  access  the  call  by  calling 


lT>>f6j 


(No  passcode  needed ). 


My  Best, 
Avery 


i 


Action 
All  ia  n 


F0«  SUICIDE  PREVENTIOM 


THE  NATIONAL  ACTION  ALLIANCE  FOR  SUICIDE  PREVENTION  RESPONDS  TO  YOUTH  SUICIDE  DATA 
PUBLISHED  IN  THE  MOR&iDfTYAND  MORTAUTY  WEEKLY  REPORT. 


A  Statement  prepared  by  The  National  Action  Alliance  for  Suicide  Prevention  (Action  Alliance) 

Contact:  Colleen  Carr  {ccarr(S)edc.org),  National  Action  Alliance  for  Suicide  Prevention 

Washington,  D.C.  (November  4,  2016)— Data  published  in  the  November  4th  edition  of  the  Centers  for 
Disease  Control  and  Prevention's  (CDC)  Morbidity  ond  Mortality  Weekly  Report  (MMWH)  describe  death 
rates  for  motor  vehicle  traffic  injury,  suicide,  and  homicide  among  children  and  adolescents  aged  10-14 
years  old.  The  data  shows  suicide  death  data  for  2009  through  2014  increasing  for  youth  ages  10-14  and 
surpassing  motor  vehicle  deaths  In  2014,  The  number  of  motor  vehicle  deaths  within  this  age  group  has 
declined  dramatically  from  more  than  4  deaths  per  100,000  people  to  less  than  2  deaths  per  100,000.  It 
is  important  to  note  that  the  data  still  show  that  suicide  is  a  relatively  rare  event,  but  that  additional 
youth  suicide  prevention  efforts  are  needed. 

These  data  underscore  the  need  for  a  robust  approach  to  youth  suicide  prevention  that  is  similar  to  the 
comprehensive  approach  that  effectively  decreased  motor  vehicle  traffic  fatalities  over  the  last  decade. 

The  significant  reduction  in  motor  vehicle  fatalities  is  documented  as  a  ''20th  Century  Public  Health 
Achievement''^  This  achievement  required  a  comprehensive  approach  including  infrastructure 
improvements,  policy  and  system  change,  partnerships,  education  and  awareness^  Efforts  included 
leadership  at  the  national  level,  significant  federal  investments— in  2015,  the  National  Highway  and 
Traffic  Safety  Administration  funded  over  $576m  in  grants  to  promote  motor  vehicle  safety  and  the  U.S. 
Substance  Abuse  and  Mental  Health  Services  Administration  (SAMHSA)  funded  approximately  $60m  in 
grants  for  suicide  prevention  programming''*  '''— cross-sector  collaboration,  citizen  and  community-based 
advocacy,  and  public-private  partnerships''.  If  implemented  and  brought  to  scale,  a  similar 
comprehensive,  multifaceted  approach,  as  outlined  in  the  National  Strategy  for  Suicide  Prevention,  has 
the  potential  to  reverse  the  trend  in  suicide  mortality. 

Implementation  of  a  comprehensive  approach  to  youth  suicide  prevention  (including,  but  not  limited  to 
identifying  youth  at  risk,  building  connectedness  and  resiliency,  and  connecting  youth  to  evidence-based 
follow-up  care  services)  has  shown  promise  in  reducing  youth  suicidal  behavior.  Counties  that  received  a 
SAMHSA  youth  suicide  prevention  grant  and  implemented  youth  suicide  prevention  programming  were 
found  to  have  reduced  youth  suicide  rates  and  attempt  rates  when  compared  to  counties  without 
funded  youth  suicide  prevention  programming.  However,  efforts  must  be  maintained  to  sustain  the 
progress.''*''"  Several  National  Institutes  of  Health  (NIH)-funded  prevention  programs  aimed  at  reducing 
risk  factors  (e.g.,  aggression,  family  conflict)  for  suicide  also  reported  preventing  suicidal  thoughts  and 
behaviors  for  as  long  as  a  decade.'^'-’  This  evidence  indicates  that  a  comprehensive  approach  to  suicide 
prevention  has  the  potential  to  reduce  the  number  of  suicide  deaths  among  youth  when  broadly 
implemented,  scaled  up,  and  sustained. 


The  Action  Alliance  encourages  widespread  awareness  and  understanding  of  the  youth  suicide  warning 
signs  as  well  as  resources  for  youth  who  are  in  crisis. 

Youth  Suicide  Warning  Signs: 

Recently  released  consensus  guidelines  identified  the  following  youth  suicide  warning  siRns: 

•  Talking  about  or  making  plans  for  suicide 

•  Expressing  hopelessness  about  the  future 

•  Displaying  severe/ overwhelming  emotional  pain  or  distress 

•  Showing  worrisome  behavioral  cues  or  marked  changes  in  behavior,  particularly  in  the  presence 
of  the  warning  signs  above'^ 

If  a  youth  is  in  crisis,  call  the  National  Suicide  Prevention  Lifeline  at  1-S00-273-TALK  (8255).  The  National 
Suicide  Prevention  Lifeline  is  free,  confidential,  and  available  24  hours  a  day. 

These  data  provide  a  renewed  call  to  action  to  address  suicide  in  our  nation.  For  every  person  who  dies 
by  suicide,  there  are  278  who  think  seriously  about  suicide  annually  but  do  not  die\  These  untold  stories 
of  hope  and  recovery  are  the  stories  of  suicide  prevention,  stories  that  are  informing  the  Action 
Alliance's  efforts  to  prevent  suicide  every  day. 

The  Action  Alliance  is  the  public-private  partnership  that  collaborates  with  more  than  250  public  and 
private  sector  organizations  to  advance  the  National  Strategy  for  Suicide  Prevention.  The  Action  Alliance 
works  diligently  with  national  partners  to  promote  a  comprehensive  approach  to  suicide  prevention. 

Key  Youth  Suicide  Prevention  Resources: 

•  Youth  Suicide  Warning  Consensus  guidelines  on  youth  suicide  warning  signs. 

•  National  Suicide  Prevention  Lifeline  -  Youth  Resources^'-  Resources  for  youth,  including  how  to 
access  the  National  Suicide  Prevention  Lifeline  and  other  resources  for  youth  in  crisis. 

•  Society  for  the  Prevention  of  Teen  Suicide^”  -  Resources  for  youth  who  may  be  having  suicidal 
thoughts.  You  can  also  find  information  on  how  to  cope  if  a  friend  dies  by  suicide. 

•  Suicide  Prevention  Resource  Center-  Resources  for  Parents/Guardians/Families^'^-  Resources  for 
parents,  guardians,  and  other  family  members. 

•  The  Trevor  Proiect^^-  Provides  crisis  intervention  and  suicide  prevention  services  to  lesbian,  gay, 
bisexual,  transgender,  and  questioning  (LGBTQ)  youth  ages  13-24.  The  Trevor  Helpline  is  a  24- 
hour  toll-free  suicide  hotline  at  1-866-488-73S6.  TrevorChat  is  available  7  days  a  week  between 
3  p.m.  and  9  p.m.  ET.  Trevor  Text  is  available  on  Thursdays  and  Fridays  between  4  p.m.  and  8 
p.m.  ET.  Text  "Trevor"  to  202-304-1200. 

•  Youth  Suicide  Prevention  Proj^ram^^'-  Information  for  teens  about  suicide  and  suicide 
prevention,  depression,  how  to  help,  and  where  to  get  help. 

Media  Partners: 

Research  shows  that  the  media  may  influence  suicide  rates  by  the  way  they  report  on  suicide.  Evidence 
suggests  that  when  the  media  tells  stories  of  people  positively  coping  in  suicidal  moments,  more 
suicides  can  be  prevented.  We  urge  all  members  of  the  media  working  on  these  stories  to  refer  to  the 
Recommendations  for  Reporting  on  Suicide^^'^  for  best  practices  for  safely  and  accurately  reporting  on 
suicide.  For  stories  of  persons  with  lived  experience  of  suicidairty  and  finding  hope,  refer  to 
www.lifelineforgttemptsurvivors.orR/^"^ 


other  resources  for  suicide  prevention  information: 

•  American  Association  of  SuicidoioEV^''^ 

•  American  Foundation  for  Suicide  Prevention'^' 

•  National  Suicide  Prevention  Lifeljne^^' 

•  Suicide  Awareness  and  Voices  of  Education  (SAVE)™' 

•  Suicide  Prevention  Resource  Center^^^^* 

•  The  Trevor  Project™"^ 

ABOUT  THE  NATIONAL  ACTION  ALLIANCE  FOR  SUICIDE  PREVENTION: 

The  National  Action  Alliance  for  Suicide  Prevention  is  the  public-private  partnership  working  to  advance 
the  National  Strategy  for  Suicide  Prevention  and  make  suicide  prevention  a  national  priority.  The 
Substance  Abuse  and  Mental  Health  Services  Administration,  through  EDC,  operates  the  Secretariat  for 
the  Action  Alliance,  which  was  launched  in  2010  by  former  U.S.  Health  and  Human  Services  Secretary 
Kathleen  Sebelius  and  former  U.S.  Defense  Secretary  Robert  Gates.  For  more  information,  contact 
Colleen  Carr,  ccarrPedc.orR, 


'  http ://www.cdc. gov/m mwr/preview/mmwrhtm I/m m4S18al,htm 
"  http://www.cdc.gov/nchs/products/databriefs/db81.htnn 
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http://www.cdc.gov/mmwr/preview/mmwrhtml/mm481Sal.htm 
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""  National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention.  (2013).  Web- 
based  Injury  Statistics  Query  and  Reporting  System  (WISQARS).  Available  from: 

www.cdc.gov/injury/wisqars/index.htmL  Source  for  attempts  and  serious  ideation  from  (combining  adult  and 
youth  data):  CDC  YRBS,  2013.  Substance  Abuse  and  Mental  Health  Services  Administration,  Results  from  the  2010 
National  Survey  on  Drug  Use  and  Health:  Mental  Health  Findings,  NSDUH  Series  H-42,  HHS  Publication  No.  (SMA) 
11-4667.  Rockville,  MD:  Substance  Abuse  and  Mental  Health  Services  Administration,  2012.  And  CDC  YRBS,  2013. 
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Alliance 


FOR  SUICIDE  PREVENTION 


THE  NATIONAL  ACTION  ALLIANCE  FOR  SUICIDE  PREVENTION  RESPONDS  TO  YOUTH  SUICIDE  DATA 
PUBLISHED  IN  THE  MORBfDlTYAND  MORTALiTY  WEEKLY  REPORT. 

A  statement  prepared  by  The  National  Action  Alliance  for  Suicide  Prevention  (Action  Alliance) 

Contact;  Colleen  Carr  {ccarr(5)edc.Drg),  National  Action  Alliance  for  Suicide  Prevention 

Washington,  D.C.  (November  4,  2016)“Data  published  in  the  November  4th  edition  of  the  Centers  for 
Disease  Control  and  Prevention's  (CDC)  Morbidity  and  Mortotity  Weekly  Report  (MMWR)  describe  death 
rates  for  motor  vehicle  traffic  injury,  suicide,  and  homicide  among  children  and  adolescents  aged  10-14 
years  old.  The  data  shows  suicide  death  data  for  2009  through  2014  increasing  for  youth  ages  10-14  and 
surpassing  motor  vehicle  deaths  in  2014.  The  number  of  motor  vehicle  deaths  within  this  age  group  has 
declined  dramatically  from  more  than  4  deaths  per  100,000  people  to  less  than  2  deaths  per  100,000,  It 
is  important  to  note  that  the  data  still  show  that  suicide  is  a  relatively  rare  event,  but  that  additional 
youth  suicide  prevention  efforts  are  needed. 

These  data  underscore  the  need  for  a  robust  approach  to  youth  suicide  prevention  that  is  similar  to  the 
comprehensive  approach  that  effectively  decreased  motor  vehicle  traffic  fatalities  over  the  last  decade. 

The  significant  reduction  in  motor  vehicle  fatalities  is  documented  as  a  "2Qth  Century  Public  Health 
Achievement''*.  This  achievement  required  a  comprehensive  approach  including  infrastructure 
improvements,  policy  and  system  change,  partnerships,  education  and  awareness*^  Efforts  included 
leadership  at  the  national  level,  significant  federal  investments— in  2015,  the  National  Highway  and 
Traffic  Safety  Administration  funded  over  $576m  in  grants  to  promote  motor  vehicle  safety  and  the  U.S. 
Substance  Abuse  and  Mental  Health  Services  Administration  (SAMHSA)  funded  approximately  $60m  in 
grants  for  suicide  prevention  programming'^^^*^— cross-sector  collaboration,  citizen  and  community-based 
advocacy,  and  public-private  partnerships^.  If  implemented  and  brought  to  scale,  a  similar 
comprehensive,  multifaceted  approach,  as  outlined  in  the  National  Strategy  for  Suicide  Prevention,  has 
the  potential  to  reverse  the  trend  in  suicide  mortality. 

Implementation  of  a  comprehensive  approach  to  youth  suicide  prevention  (including,  but  not  limited  to 
identifying  youth  at  risk,  building  connectedness  and  resiliency,  and  connecting  youth  to  evidence-based 
follow-up  care  services)  has  shown  promise  in  reducing  youth  suicidal  behavior.  Counties  that  received  a 
SAMHSA  youth  suicide  prevention  grant  and  implemented  youth  suicide  prevention  programming  were 
found  to  have  reduced  youth  suicide  rates  and  attempt  rates  when  compared  to  counties  without 
funded  youth  suicide  prevention  programming.  However,  efforts  must  be  maintained  to  sustain  the 
progress.''*^*'  Several  National  Institutes  of  Health  (NIH)“funded  prevention  programs  aimed  at  reducing 
risk  factors  (e.g.,  aggression,  family  conflict)  for  suicide  also  reported  preventing  suicidal  thoughts  and 
behaviors  for  as  long  as  a  decade.^'^'  This  evidence  indicates  that  a  comprehensive  approach  to  suicide 
prevention  has  the  potential  to  reduce  the  number  of  suicide  deaths  among  youth  when  broadly 
implemented,  scaled  up,  and  sustained. 


The  Action  Alliance  encourages  widespread  awareness  and  understanding  of  the  youth  suicide  warning 
signs  as  well  as  resources  for  youth  who  are  in  crisis. 

Youth  Suicide  Warning  Signs: 

Recently  released  consensus  guidelines  identified  the  following  youth  suicide  warning  signs: 

•  Talking  about  or  making  plans  for  suicide 

•  Expressing  hopelessness  about  the  future 

•  Displaying  severe/overwhelming  emotional  pain  or  distress 

•  Showing  worrisome  behavioral  cues  or  marked  changes  in  behavior,  particularly  in  the  presence 
of  the  warning  signs  above‘s 

If  a  youth  is  in  crisis,  call  the  National  Suicide  Prevention  Lifeline  at  1-800-273-TALK  (8255).  The  National 
Suicide  Prevention  Lifeline  is  free,  confidential,  and  available  24  hours  a  day. 

These  data  provide  a  renewed  call  to  action  to  address  suicide  in  our  nation.  For  every  person  who  dies 
by  suicide,  there  are  278  who  think  seriously  about  suicide  annually  but  do  not  die^  These  untold  stories 
of  hope  and  recovery  are  the  stories  of  suicide  prevention,  stories  that  are  informing  the  Action 
Alliance's  efforts  to  prevent  suicide  every  day. 

The  Action  Alliance  is  the  public-private  partnership  that  collaborates  with  more  than  250  public  and 
private  sector  organizations  to  advance  the  National  Strategy  for  Suicide  Prevention.  The  Action  Alliance 
works  diligently  with  national  partners  to  promote  a  comprehensive  approach  to  suicide  prevention. 

^  r 

Key  Youth  Suicide  Prevention  Resources:  ^ 

•  Youth  Suicide  Warning  Srgns^'-  Consensus  guidelines  on  youth  suicide  warning  signs. 

•  National  Suicide  Prevention  Lifeline  -  Youth  Resources^'*-  Resources  for  youth,  including  how  to 
access  the  National  Suicide  Prevention  Lifeline  and  other  resources  for  youth  in  crisis. 

•  Society  for  the  Prevention  of  Teen  Suicide^^''-  Resources  for  youth  who  may  be  having  suicidal 
thoughts.  You  can  also  find  information  on  how  to  cope  if  a  friend  dies  by  suicide. 

•  Suicide  Prevention  Resource  Center-  Resources  for  Parents/Guardians/Families^'^-  Resources  for 
parents,  guardians,  and  other  family  members. 

•  The  Trevor  Project^^-  Provides  crisis  intervention  and  suicide  prevention  services  to  lesbian,  gay, 
bisexual,  transgender,  and  questioning  (LGBTQ)  youth  ages  13-24.  The  Trevor  Helpline  is  a  24- 
hour  toll-free  suicide  hotline  at  1-866-488-7386.  TrevorChat  is  available  7  days  a  week  between 
3  p,m.  and  9  p.m.  ET.  Trevor  Text  is  available  on  Thursdays  and  Fridays  between  4  p.m.  and  8 
p.m.  ET.  Text  "Trevor''  to  202-304-1200. 

•  Youth  Suicide  Prevention  Pronram^^'-  Information  for  teens  about  suicide  and  suicide 
prevention,  depression,  how  to  help,  and  where  to  get  help. 

Media  Partners: 

Research  shows  that  the  media  may  influence  suicide  rates  by  the  way  they  report  on  suicide.  Evidence 
suggests  that  when  the  media  tells  stories  of  people  positively  coping  in  suicidal  moments,  more 
suicides  can  be  prevented.  We  urge  all  members  of  the  media  working  on  these  stories  to  refer  to  the 
Recommendations  for  Reporting  on  Suicide^^*'  for  best  practices  for  safely  and  accurately  reporting  on 
suicide.  For  stories  of  persons  with  lived  experience  of  suicidality  and  finding  hope,  refer  to 
www.lifefineforattemptsurvjvors.org.^^^^^ 


other  resources  for  suicide  prevention  information: 

•  American  Assodatton  of  SuicidoloRV^^^ 

•  American  Foundation  for  Suicide  Preventions^ 

•  National  Suicide  Prevention  Lifeline^^' 

•  Suicide  Awareness  and  Voices  of  Education  (SAVE)^^'^ 

•  Suicide  Prevention  Resource  Center™’' 

•  The  Trevor  Project™ 

ABOUT  THE  NATIONAL  ACTION  ALLIANCE  FOR  SUICIDE  PREVENTION: 

The  National  Action  Alliance  for  Suicide  Prevention  is  the  public-private  partnership  working  to  advance 
the  National  Strategy  for  Suicide  Prevention  and  make  suicide  prevention  a  national  priority.  The 
Substance  Abuse  and  Mental  Health  Services  Adnrrinistration,  through  EDC,  operates  the  Secretariat  for 
the  Action  Alliance,  which  was  launched  in  2010  by  former  U.S.  Health  and  Human  Services  Secretary 
Kathleen  Sebelius  and  former  U.S.  Defense  Secretary  Robert  Gates.  For  more  information,  contact 
Colleen  Carr,  ccarr@edc.orE. 
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^  National  Center  for  Injury  Prevention  and  Control,  Centers  for  Disease  Control  and  Prevention.  (2013).  Web- 
based  Injury  Statistics  Query  and  Reporting  System  (WISQARS),  Available  from: 

www.cdc.gov/injury/wisqars/index.htmL  Source  for  attempts  and  serious  ideation  from  (combining  adult  and 
youth  data):  CDC  YRBS,  2013.  Substance  Abuse  and  Mental  Health  Services  Administration,  Results  from  the  2010 
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From:  Zeller,  Eileen  (SAMHSA/CMHS) 

Sent:  4  Nov  2016  13:15:36 +0000 

To:  Scanlon,  Michaelle  (NIH/NIMH)  [C];John  Draper;Carr,  Colleen;Belyeu, 

Avery;Pearson,  Jane  L  (NIH/NIMH)  [E];'Dan  Reidenberg';Stout,  Elly;'Jack  Benson’/Stephanie 
Coggin';eneelY(®reingold.com;Stone,  Deborah  (CDC/ONDIEH/NCIPC);'Amy  Kulp';Frances 
Gonzalez;Michael  Rosen;AshleY  Vactor;Pearson,  Jane  L  (NIH/NIMH)  [E];Holland,  Kristin 
(CDC/ONDI EH/NCI PC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Hedegaard.  Holly 
(CDC/OPH5S/NCHS);'Paul  Lauricetla';Sobottka,  Linda;Gass,  Jesse;Reed,  Jerry; Padgett,  Jason;Warner, 
Margaret  (CDC/OPHSS/NCHS) 

Cc;  Alexis  0'Brien;Kurikeshu,  Rebecca  (NIH/NIMH)  [C];Steve  Mendelsohn 

Subject:  RE:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 

Thank  you! 

From:  Scanlon,  Michaelle  (NIH/NIMH)  [C]  [mailto:michaelle.scanlon@nih.gov] 

Sent:  Friday,  November  04,  2016  9:07  AM 

To:  John  Draper;  Carr,  Colleen;  Belyeu,  Avery;  Pearson,  Jane  L  (NIH/NIMH)  [E];  'Dan  Reidenberg'; 
Stout,  Elly;  'Jack  Benson';  'Stephanie  Coggin';  eneelY@reingold.com;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  'Amy  Kulp';  Frances  Gonzalez;  Michael  Rosen;  Ashley  Vactor;  Pearson,  Jane  L 
(NIH/NIMH)  [E];  Holland,  Kristin  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC); 
Hedegaard,  Holly  (CDC/OPHSS/NCHS);  'Paul  Lauricella';  Sobottka,  Linda;  Gass,  Jesse;  Reed,  Jerry; 
Padgett,  Jason;  Warner,  Margaret  (CDC/OPHSS/NCHS) 

Cc:  Zeller,  Eileen  (SAMHSA/CMHS);  Alexis  O'Brien;  Kurikeshu,  Rebecca  (NIH/NIMH)  [C];  Steve 
Mendelsohn 

Subject:  Re:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 
Today  in  the  New  York  Times: 

http://www.nvtimes.com/2016/ll/04/health/5uicide-adolescents-traffic-deaths.html?  r=0 

From:  John  Draper  <JohnD@mhaofnvc.org> 

Date:  Friday,  November  4,  2016  at  9:02  AM 

To:  "Carr,  Colleen"  <ccarr@edCjP_rg>.  "Belyeu,  Avery"  <ABelveu@edc.org>.  Jane  Pearson 
<ipearson@mail.nih.fiov>.  'Dan  Reidenberg'  <dreidenberR@save.orfi>,  "Stout,  Elly" 
<estout@edc.org>,  'Jack  Benson'  <ibenson@reingold.com>,  'Stephanie  Coggin' 
<SCoggin@afsp.org>,  "eneelv@reingold.com"  <eneefv@reingold.com>,  "Stone,  Deborah 
(CDC/ONDIEH/NCIPC)"  <zaf9@cdc.gov>.  'Amy  Kulp'  <aikulp@suicidologv.org>.  Frances 
Gonzalez  <fgonzalez@mhaofnvc.org>.  Michael  Rosen  <mrosen@mhaofnvc.org>.  Ashley 
Vactor  <AVactor@mhaofnvc.org>.  Jane  Pearson  <ipearson@mail.nih,gov>.  "Holland,  Kristin 
(CDC/ONDIEH/NCIPC)"  <imhl@cdc.gov>.  "Crosby,  Alexander  (CDC/ONDIEH/NCIPC)" 
<aecl@CDC.GOV>.  "Hedegaard,  Holly  (CDC/OPHSS/NCHS)"  <hdh6@cdc.gov>.  'Paul  Lauricella' 
<plauricella@reingold.com>,  "Sobottka,  Linda"  <lsobottka@edc.org>,  "Gass,  Jesse" 
<JGass@edc.org>,  "Scanlon,  Michaelle  (NIH/NIMH)  [C]"  <michaelle.5canlon@nih.gov>.  "Reed, 
Jerry"  <jreed@edc.org>.  "Padgett,  Jason"  <JPadgett@edc.org>.  "VYarner,  Margaret 
(CDC/OPHSS/NCHS)"  <mmw9@CDC.G0V> 

Cc:  "Zeller,  Eileen  (SAMHSA/CMHS)"  <Eileen.Zeller@samhsa.hhs.gov>.  Alexis  O'Brien 
<A0Brien @afsp.org>.  Rebecca  Kurikeshu  <rebecca.kurikeshu@nih.gov>.  Steve  Mendelsohn 
<Steve.  Mendelsohn  @thetrevorproiect.org> 

Subject:  Re:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 
Yes!! 

John  Draper,  Ph.D. 


MHA-NYC 
Project  Director 

National  Suicide  Prevention  Lifeline  |  1-800-273-TALK  (8255) 
and 

Chief  Clinical  Officer 
MHA-NYC 
T:  (212) 614-6309 
T:  (212) 614-6357 

suicidepreventionlifeline.org  I  nfllifeline.org  )  Twitter  |  Facebook 
The  Lifeline  is  operated  by 

The  Mental  Health  Association  of  New  York  City  (MHA-NYC) 

September  is  National  Suicide  Preventian  Month, 

Become  part  of  the  movement  at:  detfieJto.com. 

From:  Colleen  Carr  <ccarr@edc.org> 

Date:  Friday,  November  4,  2016  at  8:58  AM 

To:  "Betyeu,  Avery"  <ABelveu@edc.org>.  'Jane  Pearson'  <ipearson@nih.gov>.  PsyD  Daniel 
Reidenberg  <dreidenberg@save.org>.  John  Draper  <JohnD@mhaofnvc.org>.  Elly  Stout 
<estout@edc.org>.  Jack  Benson  <ibenson@reingold.com>.  Stephanie  Coggin 
<SCoggin@afsp.org>,  Elizabeth  Neely  <eneelv@reingoid.com>.  Deborah  Stone 
<zaf9@cdc.gov>.  "aikulp@suicidologv.org"  <aikulp@suicidologv.org>.  Frances  Gonzalez 
<fgonzalez@mhaofnvc.org>,  Michael  Rosen  <mro5en@mhaofnvc.org>.  Ashley  Vactor 
<AVactor@mhaofnvc.org>.  "ipearson@mail.nih.gov"  <ipearson@mail.nih.gov>.  '"Holland, 
Kristin  (CDC/ONDIEH/NCIPC)"'  <imhl@cdc.gov>,  Alexander  Crosby  <aecl@cdc.gov>, 
"'Hedegaard,  Holly  (CDC/OPHSS/NCHS)"’  <hdh6@cdc.gov>,  'Paul  Lauricetia' 
<plauricella@reingold.com>,  "Sobottka,  Linda"  <lsobottka@edc.org>.  "Gass,  Jesse" 
<JGass@edc.org>,  "'Scanlon,  Michaelle  (NIH/NIMH)  [C]"'  <michaelle.scanlon@nih.gov>.  Jerry 
Reed  <ireed@edc.org>.  Jason  Padgett  <JPadgett@edc.org>.  "Warner,  Margaret 
(CDC/OPHSS/NCHS)"  <mmw9@cdc.gov> 

Cc:  Eileen  Zeller  <Eileen.Zeller@5amhsa.hhs.gov>.  Alexis  O'Brien  <AOBrien@afsp.org>. 
"Kurikeshu,  Rebecca  (NIH/NIMH)  [C]"  <rebecca.kurikeshu@nih.gov>,  Steve  Mendelsohn 
<Steve.Mendelsohn@thetrevorproiect.org> 

Subject:  RE:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 
In  response  to  a  great  question  I  just  received-  For  organizations  that  will  use  this  content  to  inform  an 
organization-specific  press  release,  please  be  sure  to  include  a  reference  to  the  Action  Alliance  to  spread 
the  message  of  the  importance  of  public  and  private  sector  collaboration  to  reduce  the  burden  of 
suicide. 

For  example:  _(enter  organization  name) _ is  a  partner  of  the  National  Action  Alliance  for  Suicide 

Prevention,  the  public-private  partnership  advancing  the  National  Strategy  for  Suicide  Prevention  and 
championing  suicide  prevention  as  a  national  priority. 

- Original  Message . 

From:  Carr,  Colleen 

Sent;  Friday,  November  04,  2016  8:42  AM 

To:  Belyeu,  Avery  <ABelveu@edc.org>:  'Jane  Pearson'  <ipearson@nih.gov>;  'Dan  Reidenberg' 
<dreidenberg@save.org>;  'John  Draper'  <jQhnD@mhaofnvc.org>;  Stout,  Elly  <estout@edc.org>;  'Jack 
Benson'  <ibenson@ reingold. com>;  'Stephanie  Coggin'  <SC0ggin@af5p.org>;  'eneely@reingold.com' 
<eneelv@reingold.com>;  'Deborah  Stone'  <zaf9@cdc.gov>:  'Amy  Kulp'  <aikulp@suicidologv.org>; 


’Frances  Gonzalez'  <fEQnzalez@mhaofnvc.org>:  'Michael  Rosen'  <m rQsen@mhaQfnvc.org>;  'Ashley 
Vactor'  <AV3ctor@mhaofnvc.Qrg>;  ’Pearson,  Jane  L  (NIH/IMIMH)  [E]'  <ipear5Qn@mail.nih.gQV>;  'Holland, 
Kristin  (CDC/ONDIEH/NCIPC)'  <imhl@cdc.gov>;  'Crosby,  Alexander  (CDC/ONDIEH/NCtPC)' 
<aecl@cdc.gov>:  'Hedegaard,  Holly  (CDC/OPHSS/NCHS)'  <hdh6@cdc.gQV>:  'Paul  Lauricella' 
<plauricella@reingQld>CQm>:  Sobottka,  Linda  <l5obottka@edc,Qrg>:  Gass,  Jesse  <JGa55@edc.Qrg>: 
'ScaniQn,  Michaelle  (NIH/NIMH)  [C]'  <michaelle.scanlQn@nih.gov>:  Reed,  Jerry  <ireed@edc.Qrg>; 
Padgett,  JasQn  <JPadgett@edc.Qrg>;  ’Warner,  Margaret  (CDC/0PHS5/NCHS)'  <mmw9@cdc.gov> 

Cc:  'Zeller,  Eileen  (SAMHSA/CMHS)'  <Eileen.Zeller@samhsa.hh5.gov>;  'Alexis  O'Brien' 
<AOBrien@af5p.org>;  'Kurikeshu,  Rebecca  (NIH/NIMH)  [C]'  <rebecca.kiirikeshu@nih.gQV>;  'Steve 
Mendelsohn'  <5teve.Mendel5ohn@thetrevQrproiect.org> 

Subject:  RE:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 
Action  Alliance  Media  Messaging  Workgroup, 

Please  see  the  attached  Action  Alliance  statement  in  response  to  the  Nov  4  MMWR  from  CDC.  Thank 
you  for  all  of  your  ideas  and  contributions  to  this  document  over  the  last  24  hours. 

Our  sincere  appreciation  to  Margy  and  Sally  at  NCHS  for  giving  us  advance  notice  this  was  coming  out  as 
well  as  walking  us  through  the  data  on  Wednesday's  call.  This  was  a  great  example  of  public  and  private 
sector  collaboration  to  advance  national  suicide  prevention  efforts. 

Please  use  the  PDF  version  for  sharing  with  your  networks  (e.g.,  listservs,  social  media)-  the  word 
version  is  attached  in  case  you  need  pieces  of  content  for  various  communication  channels.  Amy  will 
take  the  lead  on  posting  to  AAS  listserv. 

Let's  collectively  use  this  statement  to  ensure  our  prevention  messages  are  aligned  and  focused  on 
hope,  resiliency,  and  recovery. 

Future  efforts:  As  Margy  mentioned  on  Wednesday's  call,  2015  mortality  data  is  expected  to  be  released 
in  December  and  we  will  plan  to  re-convene  at  that  time  as  well  as  begin  to  think  about  proactive 
messaging  as  John  proposed  on  the  call. 

With  sincere  appreciation, 

Colleen 

Colleen  Carr,  MPH 

Manager  of  Policy  and  Strategic  Partnerships  National  Action  Alliance  for  Suicide  Prevention  EDC 
1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
ccarr@edc.orR 


From:  Carr,  Colleen 

Sent:  Thursday,  November  03,  2016  10:21  PM 

Subject:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 
All, 

The  MMWR  QuickStat  is  live  on  CDC's  website  if  you  would  like  to  see  it.  We  are  putting  the  finishing 
touches  on  the  Action  Alliance  statement  and  I  will  send  that  out  to  the  full  group  by  9am  tomorrow  so 
folks  can  distribute  via  their  communication  channels. 

Feel  free  to  contact  me  with  any  questions. 

Colleen 

-—-Original  Appointment - 

From:  Belyeu,  Avery 

Sent;  Monday,  October  31,  2016  3:50  PM 

To:  Belyeu,  Avery;  'Jane  Pearson';  'Dan  Reidenberg';  'John  Draper';  Stout,  Elly;  'Jack  Benson';  'Stephanie 
Coggin';  eneelv@reinEold,CQm:  'Deborah  Stone';  Carr,  Colleen;  'Amy  Kulp';  'Frances  Gonzalez';  'Michael 
Rosen';  'Ashley  Vactor';  'Pearson,  Jane  L  (NIH/NIMH)  [E]';  'Holland,  Kristin  (CDC/ONDIEH/NCIPC)'; 


Melnyk,  Liliya;  'Crosby,  Alexander  (CDC/ONOIEH/NCIPC)';  'Hedegaard,  Holly  {CDC/OPHSS/NCHS)';  'Paul 
Lauricella';  Sobottka,  Linda;  Gass,  Jesse;  'Scanlon,  Michaelle  (NIH/NIMH)  [C]';  Reed,  Jerry;  Padgett,  Jason; 
Warner,  Margaret  (CDC/OPHSS/NCHS) 

Cc:  Zeller,  Eileen  (SAMHSA/CMHS);  Alexis  O'Brien;  Kurikeshu,  Rebecca  (NIH/NIMH)  [C];  Steve 
Mendelsohn 

Subject:  Action  Alliance  Media  Messaging  Work  Group  Call-  Potential  Data  Release  Planning  Call. 

When:  Wednesday,  November  02,  2016  3:00  PM-4:00  PM  (UTC-06:00)  Central  Time  (US  &  Canada). 
Where: 


(b)(6}  No  passcode  needed 


Dear  Media  Messaging  Workgroup, 

Please  Join  a  call  on  Wednesday,  November  2nd  at  4pm  ET/3pm  CT/2pm  MT/  1pm  PTto  discuss  an 
upcoming  CDC  Quickstat  data  release. 

«  File:  Agenda.  Media  Messaging  Workgroup  Call.  11.2. 16.pdf  » 

As  in  previous  calls  we  will  use  this  time  to  discuss  the  information  we  currently  have  about  the  data 
release  and  outline  next  steps  for  a  coordinated  and  collaborative  response. 


Please  access  the  call  by  calling 
My  Best, 

Avery 


a>)(6) 


No  passcode  needed). 


From:  Scanlon,  Michaelle  (NIH/NIMH)  [C] 

Sent:  4  Nov  2016  15:14:26  +0000 

To:  Belyeu,  Averv;Carr,  Colleen;Pearson,  Jane  L  (NIH/NIMH)  [E];'Dan 

ReidenbergVJohn  Draper';Stout,  £llv;'iack  Benson'/Stephanie 

Coggin';eneelv@reingold.com;Stone,  Deborah  (CDC/ONDIEH/NCIPCJ/Amy  Kulp';'Frances 
GonzalezVMichael  Rosen';'Ashley  Vactor';Pearson,  Jane  L  (NIH/NIMH)  [E];Holland,  Kristin 
(CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NaPC);Hedegaard,  Holly 
(CDC/OPHSS/NCHS);'Paul  Lauricella';Sobottk3,  Linda;Gass,  Jesse;Reed,  Jerry;Padgett, 
Jason;Warner,  Margaret  (CDC/OPHSS/NCH5) 

Cc:  Zeller,  Eileen  (SAMH5A/CMHS);Alexis  0'Bnen;Kurikeshu,  Rebecca 

(NIH/NIMH)  [C];  St  eve  Mendelsohn 

Subject:  Re:  Action  Alliance  Statement  in  response  to  4  Nov,  MMWR  release 

CNN  also  picked  up  the  story.  You  can  find  it  here: 

litlp :// vv\v'\v  .cmixom/ZO  1 6/ 1 1  /Q3  /JieaUh/kids-suicidc-dcathM-iiicreasc/iiidex.litml 


On  ]  1/4/16,  10:55  AM,  "Belyeu,  Avery"  <ABelyeu@edc.org>  wrote: 

Hello  All, 

This  statement  has  also  been  posted  on  the  Action  Alliance  website  and  may  be  accessed  at  the  link 
below: 

http :  //act  i  on  al  1  i  a  n  ce  fo  rs  u  i  c  i  de  pre  v  e  n  t  i  o  n .  or  g  /  s  i  tes/ac  ti  ona  1 1  i  ancefo  rsui  c  id  epre  v  e  nt  i  o  n .  o  re/  fi  I  es/ Ac  tio  n%  2  DA 

lliance%20Statement-%204%20Nov%20MMWR%200uickStats.pdf 

Please  feel  free  to  use  this  link  or  the  shorter  link  below  when  posting  to  Facebook  and  twitter. 
https  ://goo,gl/trsKp 

My  Best, 

Avery 


- Original  Message - 

From:  Carr,  Colleen 

Sent:  Friday,  November  04,  20 1 6  7:42  AM 

To:  Bclyeu,  Avery  <ABclyeu@edc.org>;  ’Jane  Pearson’  <jpearson@nih.gov>;  ’Dan  Reidenberg' 
<dreidenberg@save.org>;  ’John  Draper'  <JohnD[g.anhaofnyc.org>;  Stout,  Elly  <estoui@edc.org>;  ’Jack 
Benson'  <jbenson@reingold.com>;  'Stephanie  Coggin'  <SCoggm@afsp.oTg>;  eneely@reingold.com; 
’Deborah  Stone'  <zat9@cdc.gov>;  'Amy  Kulp’  <ajkulp@suieidology,org>;  'Frances  Gonzalez’ 
<fgonzalez@mhaofnyG.org>;  'Michael  Rosen’  <mrosen@niliaofnyc.org>;  'Ashley  Vactor' 
<AVactor@mhaofnyc.org>;  'Pearson,  Jane  L  (NlH/NlMH)  [E]'  <jpearson@mail.nih.gov>;  ’Holland, 
Kj-istin  (CDC/ONDlEH/NClPCy  <tmh  I @cdc.gov>;  ’Crosby,  Alexander  (CDC/ONDIEH/NCIPC)’ 
<aecl@cdc.gov>;  ’Hedegaard,  Holly  (CDC/OPHSS/NCHS)'  <hdh6@cdc.gov>;  'Paul  Lauricella' 
<plauricella@remgold.com>;  Sobottka,  Linda  <lsobottka@edc.org>;  Gass,  Jesse  <JGass@edc.org>; 
’Scanlon,  Michaelle  (NIH/NIMH)  [C]'  <michaelle.scanlon@nih.gov>;  Reed,  Jerry  <j reed @edc. or g>; 
Padgett,  Jason  <JPadgett@edc.org>;  Warner,  Margaret  (CDC/OPHSS/NCHS)  <inniw9@cdc*gov> 

Cc:  Zeller,  Eileen  (SAMHSA/CMHS)<Eileen.Zeller@samhsa*hhs.gov>;  Alexis  O'Brien 
<AOBrien@afsp.oTg>;  Kurikeshu,  Rebecca  (NlH/NlMH)  [C]  <rebecca.kunkeshu@nih.gov>;  Steve 
Mendelsohn  <Steve.  M endelsohn@tbetrevorproject,  org> 

Subject:  RE:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 


Action  Alliance  Media  Messaging  Workgroup, 


Please  see  the  attached  Action  Alliance  statement  in  response  to  the  Nov  4  MMWR  from  CDC.  Thank 
you  for  all  of  your  ideas  and  contributions  to  this  document  over  the  last  24  hours. 

Our  sincere  appreciation  to  Margy  and  Sally  at  NCHS  for  giving  us  advance  notice  this  was  coming  out 
as  well  as  walking  us  through  the  data  on  Wednesday’s  calk  This  was  a  great  example  of  public  and  private 
sector  collaboration  to  advance  national  suicide  prevention  efforts* 

Please  use  the  PDF  version  for  sharing  with  your  networks  {e*g.,  listservs,  social  media)-  the  word 
version  is  attached  in  case  you  need  pieces  of  content  for  various  communication  channels.  Amy  will  take 
the  lead  on  posting  to  A  AS  lislserv* 

Let's  collectively  use  this  statement  to  ensure  our  prevention  messages  are  aligned  and  focused  on  hope, 
resiliency,  and  recovery. 

Future  efforts:  As  Margy  mentioned  on  Wednesday’s  call,  2015  mortality  data  is  expected  to  be  released 
in  December  and  we  will  plan  to  re-convene  at  that  time  as  well  as  begin  to  think  about  proactive 
messaging  as  John  proposed  on  the  calk 

With  sincere  appreciation, 

Colleen 

Colleen  Carr,  MPH 

Manager  of  Policy  and  Strategic  Partnerships  National  Action  Alliance  for  Suicide  Prevention  EDC 

1025  Thomas  Jefferson  Sk  St,700W 

Washington,  DC  20007 

ccarr@edc*org 


From:  Carr,  Colleen 

Sent:  Thursday,  November  03, 2016  10:21  PM 

Subject:  Action  Alliance  Statement  in  response  to  4  Nov.  MMWR  release 


All, 

The  MMWR  QuickStat  is  live  on  CDCs  w'ebsite  if  you  would  like  to  see  it.  We  are  putting  the  finishing 
touches  on  the  Action  Alliance  statement  and  1  will  send  that  out  to  the  full  group  by  9am  tomorrow  so 
folks  can  distribute  via  their  communication  channels. 

Feel  free  to  contact  me  with  any  questions. 

Colleen 

. Original  Appointment - 

From:  Belyeu,  Avery 

Sent:  Monday,  October  3 1 , 201 6  3:50  PM 

To:  Belyeu,  Avery;  'Jane  Pearson^;  ’Dan  Rei  den  berg';  'John  Draper';  Stout,  Elly;  'Jack  Benson’;  'Stephanie 
Coggin’;  eneely@reingold.eom;  ’Deborah  Stone’;  Carr,  Colleen;  'Amy  Kulp';  Trances  Gonzalez';  'Michael 
Rosen’;  'Ashley  Vactor';  'Pearson,  Jane  L  (NIH/NIMH)  [E]’;  ’Holland,  Kristin  (CDC/ONDIERTICIPC)’; 
Melnyk,  Libya;  ’Crosby,  Alexander  (CDC/ONDIEH/NCIPC)';  'Hedegaard,  Holly  (CDC/OPHSS/NCHS)’; 
’Paul  Lauricella’;  Sobottka,  Linda;  Gass,  Jesse;  ’Scanlon,  Michael le  (NIH/NIMH)  [C]';  Reed,  Jerry;  Padgett, 
Jason;  Warner,  Margaret  (CDC/OPHSS/NCHS) 

Cc:  Zeller,  Eileen  (SAMHSA/CMIIS);  Alexis  O'Brien;  Kurikeshu,  Rebecca  (NIH/NIMH)  [C];  Steve 


Mendelsohn 

Subject:  Action  Alliance  Media  Messaging  Work  Group  Call-  Potential  Data  Release  Planning  Call. 
When:  Wednesday,  November  02,  2016  3:00  PM-4:00  PM  (UTC-06:00)  Central  Time  (US  &  Canada). 


Where:  I  fbVfi)  No  passcode  needed 


Dear  Media  Messaging  Workgroup, 

Please  join  a  call  on  Wednesday,  November  2nd  at  4pm  ET/3pm  CT/2pm  MT/  I  pm  PT  to  discuss  an 
upcoming  CDC  Quickstat  data  release. 


«  Filer  Agenda.  Media  Messaging  Workgroup  Call  1  L2.16.pdf  » 

As  in  previous  calls  we  will  use  this  time  to  discuss  the  information  we  cuiTcntly  have  about  the  data 
release  and  outline  next  steps  for  a  coordinated  and  collaborative  response. 


Please  access  the  call  by  calling  I  07^(67 


(No  passcode  needed). 


My  Best, 
Avery 


From:  Belyeu,  Avery 

Sent:  20  Mar  2017  14:55:33  +0000 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Elaine  Demello;Caraballo,  Rachel;Mercy, 

James  (CDC/ONDIEH/NCIPC);Robert  Gebbia;Reed,  Jerry;Magdala  Labre;CMoutier@afsp,org;Stout, 
Elly;Bird, 

Doreen;heidi@heidibryan.com;jarrod.hindman@state.co.us;mruhe@naccho.org;Annmarie_white@urm 
c.rochester,edu;Zeller,  Eileen  (SAMHSA/CMHS);Dr.  John 

Harrison; Heather.Stokes@livingworks.net;gigi@gcolombini.com;Carr,  Colleen; Ken 
Norton;bprice@cadca,org;Melissa  Helm;Torguson,  Kimberly 

Subject:  RE;  Action  Alliance  Update:  Transforming  Communities  Paper 

Hello  All, 


It  looks  like  there  will  be  a  lot  of  great  conversations  on  this  topic  at  AAS.  Please  note  there  will 
also  be  a  full  day  pre-conference  on  this  topic  for  state  suicide  prevention  coordinators  titled: 
State  Suicide  Prevention  Coordinator  Preconference  -  Creating  and  Supporting  Comprehensive 
Community-based  Suicide  Prevention  Programs.  Presenters  include:  Adam  Swanson  , Patricia 
Smith,  Alan  Hoimiund,  Richard  McKeon,  Eileen  Zeller,  Elly  Stout,  and  Avery  Belyeu. 

We  will  use  the  key  elements  outlined  in  the  Transforming  Communities  paper  as  a  foundation 
for  this  conversation. 

My  Best, 

Avery 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:zaf9@cdc.gov] 

Sent;  Monday,  March  20,  2017  9:38  AM 

To:  Elaine  Demello  ;  Belyeu,  Avery ;  Caraballo,  Rachel ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Robert 
Gebbia  ;  Reed,  Jerry ;  Magdala  Labre  ;  CMoutier@afsp.org;  Stout,  Elly  ;  Bird,  Doreen  ; 
heidi@heidibryan.com;  jarrod.htndman@state.co.us;  mruhe@naccho.org; 
Annmarie_white@urmc.rochester.edu;  Zeller,  Eileen  (SAMHSA/CMHS) ;  Dr.  John  Harrison  ; 
Heather.Stokes@livingworks,net;  gigi@gcolombini,com;  Carr,  Colleen  ;  Ken  Norton  ; 
bprice@cadca.org;  Melissa  Helm  ;  Torguson,  Kimberly 
Subject;  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Hi  Elaine, 

Thanks  for  letting  the  group  know  of  your  AAS  presentation.  On  a  related  note,  I  will  be  presenting  on 
our  CDC  technical  package  on  Friday  4/2S  at  1:30  (Suite  318). 

Deb 

From;  Elaine  Demello  [mailto:edemello@naminh.orEl 
Sent:  Monday,  March  20,  2017  10:16  AM 

To:  Belyeu,  Avery  <A8elveu@edc.orfi>:  Caraballo,  Rachel  <rcarabailo@edc.orfi>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2@cdc.fiov>;  Robert  Gebbia  <RGebbia@afsp.orE>;  Reed,  Jerry 


<ireed@edc.orE>:  Magdala  Labre 


(b)(e) 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


<zaf9@cdc.E0v>:  CMoutier@afsp.orE:  Stout,  Elly  <estout@edc.orE>;  Bird,  Doreen  <D8ird@edc.orE>: 
heidi@heidibrvan.com;  iarrod.hindman@state.co.us;  mruhe@naccho.orE: 

Annmarie  white@urmc.rochester.edu;  Zeller,  Eileen  (SAMHSA/CMHS) 
<Eileen.Zeller@samhsa.hh5.gov>;  Dr.  John  Harrison  <iharrison@cadca.orE>; 

Heather.Stokes@livingworks.net;  gigi@gcolombini.com;  Carr,  Colleen  <ccarr@edc.Qrg>:  Ken  Norton 
<knorton@namlnh.orE>:  bprice@cadca.org:  Melissa  Helm  <MHelm@afsp.org>;  Torguson,  Kimberly 


<KTQrgu5Qn(^edc.Qrg> 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 

Congratulations  on  this  work,  everyone)  I  think  it  has  been  a  timely  and  comprehensive  synthesis  of 
national  and  international  efforts  around  community  implementation. 

FYI,  last  year  I  submitted  to  do  a  workshop  at  AAS  on  Comprehensive  Community  Based  Suicide 
Prevention  Programs.  The  proposal  was  accepted  and  the  workshop  will  be  on  Saturday  afternoon^  April 
29.  If  any  of  you  are  attending  AAS  and  interested  in  being  part  of  that  workshop,  please  let  me  know. 

At  very  minimum  I  would  like  to  reference  our  work  on  this  paper,  if  that  is  ok  with  the  group. 

Regards, 

Elaine 

Elaine  de  Mello,  LCSW 

Connect  Supervisor  of  Training  and  Prevention  Services 

NAMI  NH 

85  N.  State  Street 

Concord  NH  03301 

603-225-5359,  ext  315  (office) 

603-340-1062  (cell) 
www.naminh.Qrg 
www.theconnectprogr3m.QrE 
From:  Belyeu,  Avery  [mailto:ABeiveu@edc.orEl 
Sent:  Tuesday,  March  14,  2017  5:36  PM 

To:  Caraballo,  Rachel;  iam2@cdc.gQv;  Robert  Gebbia;  Reed,  Jerry;  Magdala  Labre;  zaf9@cdc.gov; 
CMQUtierpafsD.Qrg;  Stout,  Elly;  Bird,  Doreen;  heidipheidibryan.com;  Elaine  Demello; 
iarrod.hindnian@5tate.cQ.Lis;  mruhe@naccho.org:  Annmarie  white@urmc.rochesLer.edu; 

Eileen. Zeiler@5amhsa.hhs.Eov:  Dr  John  Harrison;  Heather.St0kes@livinEw0rk5.net:  Eifii @Ecolom bi n i .co m;  Carr, 
Colleen;  Ken  Norton;  bprice@cadca.Qrg:  Melissa  Helm;  Torguson,  Kimberly 
Subject:  Action  Alliance  Update:  Transforming  Communities  Paper 
Dear  Working  Group, 

Thank  you  all  for  your  feedback  to  the  most  recent  version  of  the  Transforming  Communities  paper 
Your  contributions  were  all  very  helpful  and  will  result  in  an  even  stronger  product. 

Please  note  that  the  meeting  this  Friday,  March  17^^  will  be  cancelled.  In  lieu  of  a  meeting  we  would 
like  to  provide  you  with  a  few  key  updates: 

•  The  paper  is  currently  being  finalized  which  includes  copy  editing  and  graphic  design  work.  We  are 

on  track  for  a  late  March  release. 

•  Communication  leads  from  SPRC,  the  Action  Alliance,  AFSP,  SAMHSA  and  CDC  are  working 

together  to  align  our  messages  regarding  this  paper  and  the  CDC  Technical  Package.  As  part  of 
this  process  the  Action  Alliance  is  creating  a  communications  guide  that  may  be  used  by  partner 
organizations  when  the  Transforming  Communities  paper  is  released.  We  will  share  that  with 
you  prior  to  the  release  date  so  that  you  can  participate  in  this  unified  message. 

•  We  will  convene  a  full  group  meeting  in  late  April  or  early  May  to  discuss  how  to  maximize  our 

collective  impact  on  this  topic. 

Thank  you  for  your  ongoing  collaboration.  If  you  have  any  questions  regarding  the  updates  listed  above 
please  don't  hesitate  to  reach  out. 

My  Best, 

Avery 

Avery  Belyeu 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 


The  Education  Development  Center  (EDC) 
1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


SPRC 


EDC 


Learning 

transforms 

lives. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  20  Mar  2017  15:06:02  +0000 

To:  Stout,  Elly;Elaine  Demello;Belyeu,  Avery;Caraballo,  Rache[;Mercy,  James 

(CDC/ONDIEH/NCIPC);Robert  Gebbia;Reed,  Jerry;Magdala  Labre;CIVIoutier@afsp*org;Bird, 
Doreen;heidi(©heidibryanxom;jarrod.hindman@statexo.us;mruhe@naccho.org;Annmarie_white(S)urm 
cxochester.edu;Zeller,  Eileen  (SAMHSA/CIVIHS);Dr-  John 

Harrison; Heather.Stokes(®livingworks.net;gigi@gcolombinixom;Carr,  Colleen; Ken 
Norton;bprice(6>cadca.org;IVIelissa  Helm;Torguson,  Kimberly 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 

Sounds  great  and  Tm  not  too  proud  to  get  the  added  'plug'  © 

Thanks,  Elly  and  Avery! 

Deb 

From:  Stout,  Elly  [mailto:estout@edcxrg] 

Sent:  Monday,  March  20,  2017  10:58  AM 

To:  Elaine  Demello  ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Belyeu,  Avery  ;  Caraballo,  Rachel ;  Mercy, 
James  (CDC/ONDIEH/NCIPC) ;  Robert  Gebbia  ;  Reed,  Jerry  ;  Magdala  Labre  ;  CMoutier@>afsp.org;  Bird, 
Doreen  ;  heidi@heidibryanxom;  jarrod.hindman@statexo.us;  mruhe@nacchoxrg; 
Annmarie_white@urmc.rochester.edu;  Zeller,  Eileen  (SAMHSA/CMHS) ;  Dr.  John  Harrison  ; 
Heather.Stokes@livingworksmet;  gigi@gcolombinixom;  Carr,  Colleen  ;  Ken  Norton  ; 
bprice@cadcaxrg;  Melissa  Helm  ;  Torguson,  Kimberly 
Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Hi  all, 

As  you  may  have  heard  on  one  of  our  previous  group  calls,  SPRC  is  doing  a  fulhday  preconference  for 
state  suicide  prevention  coordinators  on  community-based  suicide  prevention  at  AAS  this  year  -  Avery 
and  Eileen  will  be  presenting  on  the  paper,  and  we  will  be  using  the  7  elements  to  frame  the  rest  of  the 
day. 

We're  happy  to  plug  Elaine  and  Deb's  sessions  at  the  end  of  the  preconference  for  folks  -  let  us  know  if 
there  are  other  related  sessions  that  we  should  mention  to  the  state  coordinators! 

Thanks, 

-Elly 

Ellyson  Stout 

Director  of  Grantee  and  State  Initiatives 
Suicide  Prevention  Resource  Center  at  EDC 
43  Foundry  Avenue,  Waltham,  Ma  024S3 
Direct  Phone:  617-618-2206 
http://wwwxprcxrg 

From:  Elaine  Demello  [mailtoiedemel lQ@naminh.org] 

Sent:  Monday,  March  20,  2017  10:44  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Belyeu,  Avery  <ABeiveu@edcxrg>; 


Caraballo,  Rachel  <rcaraballo@edc.org>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Robert 
Gebbia  <RGebbia@afsp.org>;  Reed,  Jerry  <ireed@edc.Qrg>;  Magdala  Labre  I  _ 


CMQUtier@afsp.org;  Stout,  Elly  <estout@edc.orE>-  Bird,  Doreen  <DBird@edc.orfi>: 
heidi@heidibrvan.com;  iarrod.hindman@state.co.us;  mruhe@naccho.orE; 

Annmarie  white@urmc.rochester.edu:  Zeller,  Eileen  (SAMHSA/CMHS) 
<E]leen.Zeller@53mh5a,hhs.Eov>;  Dr.  John  Harrison  <iharrisQn@cadca.orE>: 

Heather.StQkes@livjngwQrk5met:  EiEi@Ecolombinixom:  Carr,  Colleen  <ccarr@edc.org>:  Ken  Norton 
<knorton@naminh.orE>:  bprice@cadcaxrE:  Melissa  Helm  <MHelm@afspxrE>;  Torguson,  Kimberly 


<KTQrgusQn£^edc.QrR> 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Thanks,  Deb-that  is  good  to  know.  I  will  try  and  attend  if  I  can. 


Looking  forward  to  it! 

Elaine 

Elaine  de  Mello,  LCSW 

Connect  Supervisor  of  Training  and  Prevention  Services 
NAMI  NH 


85  N.  State  Street 
Concord  NH  03301 
603-225-5359,  ext  315  (office) 

603-340-1062  (cell) 

www.naminh.org 

www.theconnectprogram.Qrg 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  rmailtQ:zaf9(gicdc,qov1 
Sent:  Monday,  March  20,  2017  10:38  AM 

To:  Elaine  Demello;  Belyeu,  Avery;  Caraballo,  Rachel;  Mercy,  James  (CDC/ONDIEH/NCIPC);  Robert 
Gebbia;  Reed,  Jerry;  Magda  la  Labre;  CMQutier@afsp.orq :  Stout,  Elly;  Bird,  Doreen; 
heidi@heidibrvanxom:  iarrod.hindman@state.co.us:  mruhe@naccho.orq : 

Annmarie  whrte@urmc.rochester.edu:  Zeller,  Eileen  (SAMHSA/CMHS);  Dr.  John  Harrison; 
Heather,StQkes@l ivinqwQrks.net;  qiqi@qco!ombinixQm:  Carr,  Colleen;  Ken  Norton;  bprice@cadca.Qrq: 
Melissa  Helm;  Torguson,  Kimberly 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Hi  Elaine, 

Thanks  for  letting  the  group  know  of  your  AAS  presentation.  On  a  related  note,  I  will  be  presenting  on 
our  CDC  technical  package  on  Friday  4/28  at  1:30  (Suite  318). 

Deb 

From:  Elaine  Demello  [mailtQiedemello^naminh.org] 

Sent:  Monday,  March  20,  2017  10:16  AM 

To:  Belyeu,  Avery  <ABelveu@edc.ofg>:  Caraballo,  Rachel  <rcaraballQ@edc.org>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Robert  Gebbia  <RGebbia@afsp.Qrg>:  Reed,  Jerry 


<ireed@edc.Qrg>:  Magdala  Labre 


(h)(6) 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


<zaf9@cdc.gov>:  CMoutier@afsp.org:  Stout,  Elly  <estout@edc.org>:  Bird,  Doreen  <DBjrd@edc.org>: 
heidi@heidibfvan.com:  iarrod.hindman@statexQ.us:  mruhe@naccho.org: 

Annmarie  white@urmc.rochester.edu:  Zeller,  Eileen  (SAMHSA/CMHS) 
<Eileen.Zeller@5amhsa.hhs.gov>:  Dr.  John  Harrison  <iharnsQn@cadca.Qrg>: 

Heather.5tQke5@livingwork5.net:  gigi@gcolombini.CQm:  Carr,  Colleen  <ccarr@edc.org>:  Ken  Norton 
<knorton@naminh.Qrg>:  bprice@cadca.Qrg:  Melissa  Helm  <MHelm@afsp.org>:  Torguson,  Kimberly 
<KTorgu5on@edc.Qrg> 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 

Congratulations  on  this  work,  everyone!  I  think  it  has  been  a  timely  and  comprehensive  synthesis  of 
national  and  international  efforts  around  community  implementation. 

FYI,  last  year  I  submitted  to  do  a  workshop  at  AAS  on  Comprehensive  Community  Based  Suicide 
Prevention  Programs.  The  proposal  was  accepted  and  the  workshop  will  be  on  Saturday  afternoon,  April 
29.  If  any  of  you  are  attending  AAS  and  interested  in  being  part  of  that  workshop,  please  let  me  know. 

At  very  minimum  I  would  like  to  reference  our  work  on  this  paper,  if  that  is  ok  with  the  group. 

Regards, 

Elaine 


Elaine  de  Mello,  LCSW 

Connect  Supervisor  of  Training  and  Prevention  Services 

NAMI  NH 

85  N.  State  Street 

Concord  NH  03301 

603-225-5359,  ext  315  (office) 

603-340-1062  (cell) 
www.naminh.org 
www.theconnectprogram.org 
From:  Belyeu,  Avery  rmailtQ:ABelvey@edc.orq1 
Sent:  Tuesday,  March  14,  2017  5:36  PM 

To:  Caraballo,  Rachel;  iam2PcdcQQv;  Robert  Gebbia;  Reed,  Jerry;  Magdala  Labre;  zaf9(g)cdc.qQv; 
CM0utier@af5p.0rq;  Stout,  Elly;  Bird,  Doreen;  heidi@heidlbrvan.com:  Elaine  Demello; 
iarrod.hindman@statexo.U5:  mryhe@naccho.Qrq;  Ann  marie  white@Lirmc.rochestQr.edu; 

Eileen. Zeller@5amhsa.hh5.qov;  Dr.  John  Harrison;  Heather.StQke5@livinqworks.net; 
qiqi@qcolombini.com:  Carr,  Colleen;  Ken  Norton;  bprice@cadca.orq:  Melissa  Helm;  Torguson,  Kimberly 
Subject:  Action  Alliance  Update:  Transforming  Communities  Paper 
Dear  Working  Group, 

Thank  you  all  for  your  feedback  to  the  most  recent  version  of  the  Transforming  Communities  paper. 
Your  contributions  were  all  very  helpful  and  will  result  in  an  even  stronger  product. 

Please  note  that  the  meeting  this  Friday,  March  17^^  will  be  cancelled.  In  lieu  of  a  meeting  we  would 
like  to  provide  you  with  a  few  key  updates: 

•  The  paper  is  currently  being  finalized  which  includes  copy  editing  and  graphic  design  work.  We  are 

on  track  for  a  late  March  release, 

•  Communication  leads  from  SPRC,  the  Action  Alliance,  AFSP,  5AMHSA  and  CDC  are  working 

together  to  align  our  messages  regarding  this  paper  and  the  CDC  Technical  Package.  As  part  of 
this  process  the  Action  Alliance  is  creating  a  communications  guide  that  may  be  used  by  partner 
organizations  when  the  Transforming  Communities  paper  is  released.  We  will  share  that  with 
you  prior  to  the  release  date  so  that  you  can  participate  in  this  unified  message. 

•  We  will  convene  a  full  group  meeting  in  late  April  or  early  May  to  discuss  how  to  maximize  our 

collective  impact  on  this  topic. 

Thank  you  for  your  ongoing  collaboration.  If  you  have  any  questions  regarding  the  updates  listed  above 
please  don't  hesitate  to  reach  out. 

My  Best, 

Avery 

Avery  Belyeu 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  5t,  5t.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


SPRC 


Learning 

transforms 

lives. 


from:  Christine  Moutier 

Sent:  20  Mar  2017  15:27:46  +0000 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Stout,  Elly; Elaine  Demello;Belyeu, 

Avery;Caraballo,  Rachel;Mercy,  James  (CDC/ONDIEH/NCIPC);Robert  Gebbia;Reed,  Jerry;  Magda  I  a 
Labre;Bird, 

Doreen;  heidi@heidibryanxom;jarrod.hindman@statexo.us;mruhe@naccho.org;Annmarie_white(®urm 
c.rochester*edu;Zeller,  Eileen  (SAMHSA/CMHS);Dr.  John 

Harrison; Heather.Stokes@livingworks.net;gigi@gcolombini.com;Carr,  Colleen; Ken 
Norton;bprice(6)cadca,org;Melissa  Helm;Torguson,  Kimberly 

Subject;  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 


Elly  and  All, 

This  is  a  wonderful  kickoff  to  have  the  state  SP  coordinators  briefed  on  the  concepts  in  the  paper!  Nice 
work  and  good  luck-  Km  sure  the  pre-conference  session  will  be  great. 

Christine 

Christine  Moutier,  MD 
Chief  Medical  Officer 

American  Foundation  for  Suicide  Prevention 
120  Wall  street  |29‘^  floor  |  Mew  York,  MY  10005 
cmoutier@af5D.org 
T:  212-363-3500  x2017 
F:  212-363-6237 


REDLCETHE  ANNUAL  SUICIDE  RATE  20%  BY  2025 

OWAKMfMWnwW  ' 

Fd-ttentian 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [nnailto:zaf9@cdc.gov] 

Sent:  Monday,  March  20,  2017  11:06  AM 

To:  Stout,  Elly;  Elaine  Demello;  Belyeu,  Avery;  Caraballo,  Rachel;  Mercy,  James  (CDC/ONDIEH/NCIPC);  Robert 
Gebbia;  Reed,  Jerry;  Magdala  Labre;  Christine  Moutier;  Bird,  Doreen;  heidi@heidibryan.com; 
jarrod.hindman@state.co.us;  mruhe@naccho.org;  Annmarie_white@urmc.rochester.edu;  Zeller,  Eileen 
(SAMHSA/CMHS);  Dr.  John  Harrison;  Heather.5tokes@livingworks.net;  gigi@gcolombin!.com;  Carr,  Colleen;  Ken 
Norton;  bpnce@cadca.org;  Melissa  Helm;  Torguson,  Kimberly 
Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Sounds  great  and  Km  not  too  proud  to  get  the  added  'plug'  © 

Thanks,  Elly  and  Avery! 

Deb 

From;  Stout,  Elly  [mailtQ:estout@edc.orfi] 

Sent;  Monday,  March  20,  2017  10:58  AM 

To:  Elaine  Demello  <edemello@naminh,org>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <z3f9@cdc.gov>: 
Belyeu,  Avery  <ABelveu@edc.org>:  Caraballo,  Rachel  <rcaraballo@edc.org>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>;  Robert  Gebbia  <RGebbiaf^afsp.orR>;  Reed,  Jerry 


n>y6i 


CMoutierPafsp.org;  Bird,  Doreen 


<ireed@edc.orfi>:  Magdala  Labre 
<DBird@edc.org>:  heidi^heidtbrvanxom;  iarrod.hindman^statexo.ys;  m r u h e @ n a cc h o . o re; 
Annmarie  white@urmc.rQchgster.edu:  Zeller,  Eileen  (SAMHSA/CMHS) 
<Eileen.Ze[ler@s3mhsa.hhs.gov>;  Dr.  John  Harrison  <iharr!SQnfgcadca.orR>; 


Heather.5tokes(S|jvtngwQrks.net:  ^i£i@gcQlonnbinixom:  Carr^  Colleen  <ccarr@edc.Qrg>:  Ken  Norton 
<knorton(Snaminh.orR>:  bpricePcadca.orE:  Melissa  Helm  <MHelm(^afsp.Qrg>:  Torguson,  Kimberly 
<KTorgusonPedc,org> 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Hi  all, 

As  you  may  have  heard  on  one  of  our  previous  group  calls,  5PRC  is  doing  a  full-day  preconference  for 
state  suicide  prevention  coordinators  on  community-based  suicide  prevention  at  AAS  this  year- Avery 
and  Eileen  will  be  presenting  on  the  paper,  and  we  will  be  using  the  7  elements  to  frame  the  rest  of  the 
day. 

We're  happy  to  plug  Elaine  and  Deb's  sessions  at  the  end  of  the  preconference  for  folks  -  let  us  know  if 
there  are  other  related  sessions  that  we  should  mention  to  the  state  coordinators! 

Thanks, 

-Elly 

E Hyson  Stout 

Director  of  Grantee  and  State  Initiatives 
Suicide  Prevention  Resource  Center  at  EDC 
43  Foundry  Avenue,  Waltham,  (Via  02453 
Direct  Phone:  617-618-2206 
http://www.5prc.org 

From:  Elaine  Demello  [mailtoiedemello^naminh.orR] 

Sent:  Monday,  March  20,  2017  10:44  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.Rov>:  Belyeu,  Avery  <ABelveu@edc.org>: 
Caraballo,  Rachel  <rc3raballo@edc.org>:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Robert 
Gebbia  <RGebbia@afsp.org>;  Reed,  Jerry  <ireed@edc.org>:  Magda  la  Labre  I  {hY6^ 

CMoutier@afsp.org:  Stout,  Elly  <estout@edc.org>;  Bird,  Doreen  <DBird@edc.org>; 
heidi@heidibrvan.com:  iarrod.hindman@5tate.co.us:  mruhe@naccho.org: 

Annmarie  white@urmc.r0che5ter.edu;  Zeller,  Eileen  (SAMHSA/CMHS) 
<Eileen.Zeller@samh5a.hhs.gov>:  Dr.  John  Harrison  <iharrison@C3dca.org>: 
Heather.Stokes@livingwork5.net:  gigi@gcolombini.com:  Carr,  Colleen  <ccarr@edc.org>:  Ken  Norton 
<knorton@naminh.org>;  bprice@cadca.org:  Melissa  Helm  <MHelm@afsp.org>:  Torguson,  Kimberly 
<KTorguson@edc.org> 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Thanks,  Deb-that  is  good  to  know.  I  will  try  and  attend  if  I  can. 

Looking  forward  to  it! 

Elaine 

Elaine  de  Mello,  LCSW 

Connect  Supervisor  of  Training  and  Prevention  Services 

NAMi  NH 

85  N.  State  Street 

Concord  NH  03301 

603-225-5359,  ext  315  (office) 

603-340-1062  (cell) 
www.naminh.org 

www.thecQnnectprQgram.Qrg _ 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  fmai]to:zaf9@cdc.gov1 
Sent:  Monday,  March  20,  2017  10:38  AM 

To:  Elaine  Demello;  Belyeu,  Avery;  Caraballo,  Rachel;  Mercy,  James  (CDC/ONDIEH/NCIPC);  Robert  Gebbia;  Reed, 


Jert7;  Magdala  Labre;  CMQutierpafsp.QTR:  Stout,  Elly;  Bird,  Doreen;  Heidi (^heidibryanxQm: 
iarrod.hindnian(g>state.co.us;  mruhe@nacchQ.org;  Ann  marie  _  white@urmc.roche5ter.edu;  Zeller,  Eileen 
(SAMHSA/CMHS);  Dr.  John  Harrison;  Heather.Stokes^livingwQrksmet:  Rigi@gcQfQmbini.conn;  Carr,  Colleen;  Ken 
Norton;  bonce@c3dca.org:  Melissa  Helm;  Torguson,  Kimberly 
Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Hi  Elaine, 

Thanks  for  letting  the  group  know  of  your  AAS  presentation.  On  a  related  note,  I  will  be  presenting  on 
our  CDC  technical  package  on  Friday  4/28  at  1:30  (Suite  318). 

Deb 

From:  Elaine  Demello  [mailtQ:edemello@nanninh.org] 

Sent:  Monday,  March  20,  2017  10:16  AM 

To:  Belyeu,  Avery  <ABelveu@edc.org>:  Caraballo,  Rachel  <rcaraballo@edc.org>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Robert  Gebbia  <RGebbi3{@afsp.Qrg>:  Reed,  Jerry 


<ireed@edc>Qrg>;  Magda  I  a  Labre 


(h)(6) 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


<zaf9@cdc.gov>:  CMoutier@afsp.org:  Stout,  Elly  <estQut@edc.Qrg>;  Bird,  Doreen  <DBird@edc.org>; 
heid1@hetdibrvan.CQm;  iarrod.hindman@statexo.us;  mruhe@naccho.org; 

Annmarie  white@yrmc.rochester.edu:  Zeller,  Eileen  (SAMHSA/CMHS) 
<Eileen.Zeller@samhsa.hhs.gov>:  Dr.  John  Harrison  <iharri5on@cadca,Qrg>; 

HeatherStQkes@livingwQrks.net;  giEi@gcolombini.com;  Carr,  Colleen  <ccarr@edc.org>:  Ken  Norton 
<knorton@naminh.org>:  bprice@cadca.org:  Melissa  Helm  <MHelm@afsp.Qrg>:  Torguson,  Kimberly 
<KTQrguson@edc.org> 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 

Congratulations  on  this  work,  everyone!  I  think  it  has  been  a  timely  and  comprehensive  synthesis  of 
national  and  international  efforts  around  community  implementation. 

FYI,  last  year  I  submitted  to  do  a  workshop  at  AAS  on  Comprehensive  Community  Based  Suicide 
Prevention  Programs,  The  proposal  was  accepted  and  the  workshop  will  be  on  Saturday  afternoon,  April 
29.  If  any  of  you  are  attending  AAS  and  interested  in  being  part  of  that  workshop,  please  let  me  know. 

At  very  minimum  I  would  like  to  reference  our  work  on  this  paper,  if  that  is  ok  with  the  group. 

Regards, 

Elaine 

Elaine  de  Mello,  LCSW 

Connect  Supervisor  of  Training  and  Prevention  Services 
NAMI  NH 


85  N.  State  Street 
Concord  NH  03301 
603-225-5359,  ext  315  (office) 

603-340-1062  (cell) 
www.naminh.org 
www.thecQnnectprQgram.Qrg 
From:  Belyeu,  Avery  [ma tlto : ABel ye u @ edc.o rg] 

Sent:  Tuesday,  March  14,  2017  5:36  PM 

To:  Caraballo,  Rachel;  iam2@cdc-gov:  Robert  Gebbia;  Reed,  Jerry;  Magdala  Labre;  zaf9@cdc.gov; 

CM o utie r@ afs p. org;  Stout,  Elly;  Bird,  Doreen;  heidi@heidibrvanxom:  Elaine  Demello; 
iarrQd.hindman@5tate.cQ.us:  mruhe@naccho.Qrg;  Annmarie  white@urmc.rochester.edu; 

Eileen. Zelierpsamhsa.hhs, gov;  Dr.  John  Harrison;  Heather.St0kes@livingwQrk5.net;  gigi@gcotQnibmi.CQm;  Carr, 
Colleen;  Ken  Norton;  bprice@cadca.Qrg;  Melissa  Helm;  Torguson,  Kimberly 
Subject:  Action  Alliance  Update:  Transforming  Communities  Paper 
Dear  Working  Group, 


Thank  you  all  for  your  feedback  to  the  most  recent  version  of  the  Transforming  Communities  paper 
Your  contributions  were  all  very  helpful  and  will  result  in  an  even  stronger  product. 

Please  note  that  the  meeting  this  Friday^  March  17**^  will  be  cancelled.  In  lieu  of  a  meeting  we  would 
like  to  provide  you  with  a  few  key  updates: 

•  The  paper  is  currently  being  finalized  which  includes  copy  editing  and  graphic  design  work.  We  are 

on  track  for  a  late  March  release. 

•  Communication  leads  from  SPRC,  the  Action  Alliance,  AFSP,  SAMHSA  and  CDC  are  working 

together  to  align  our  messages  regarding  this  paper  and  the  CDC  Technical  Package.  As  part  of 
this  process  the  Action  Alliance  is  creating  a  communications  guide  that  may  be  used  by  partner 
organizations  when  the  Transforming  Communities  paper  is  released.  We  will  share  that  with 
you  prior  to  the  release  date  so  that  you  can  participate  in  this  unified  message. 

•  We  will  convene  a  full  group  meeting  in  late  April  or  early  May  to  discuss  how  to  maximize  our 

collective  impact  on  this  topic. 

Thank  you  for  your  ongoing  collaboration.  If  you  have  any  questions  regarding  the  updates  listed  above 
please  don't  hesitate  to  reach  out. 

My  Best, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  5t.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


SPRC 


EDC 
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transforms 

lives. 


From:  Zeller,  Eileen  (SAMHSA/CMHS) 

Sent:  21  Mar  2017  12:17:52  +0000 

To:  Elaine  Demello;Stone,  Deborah  (CDC/ONDIEH/NCIPC);Belyeu,  AverY;Caraballo, 

Rachel;Mercy,  James  (CDC/ONDIEH/NCIPC);Robert  Gebbia;Reed,  Jerrv;Magdala 
Labre;CMoutier@afsp.org;Stout,  Elly; Bird, 

Doreen;  heidi@heidibryan.com;jarrod.hindman@state.co.us;mruhe@naccho.org;Annmarie_white@urm 
c.rochester,edu;Dr.  John  Harrison;Heather.Stokes@livingworks.net;gigi@gcolombini.com;Carr, 
Colleen;Ken  Norton;bprice@cadca.org;Melissa  Helm;Torguson,  Kimberly 
Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 

I'll  try  to  attend  both  presentations. 

From:  Elaine  Demello  [mailto:edemello@naminh.org] 

Sent:  Monday,  March  20,  2017  10:44  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Belyeu,  Avery;  Caraballo,  Rachel;  Mercy,  lames 
(CDC/ONDIEH/NCIPC);  Robert  Gebbia;  Reed,  Jerry;  Magdala  Labre;  CMoutier@afsp.org;  Stout,  Elly; 

Bird,  Doreen;  heidi@heidibryan.com;  jarrod.hindman@state.co.us;  mruhe@naccho.org; 
Annmarie_white@urmc.rochester.edu;  Zeller,  Eileen  (SAMHSA/CMHS);  Dr.  John  Harrison; 
Heather.Stokes@livingworks.net;  gigi@gcolombini.com;  Carr,  Colleen;  Ken  Norton;  bprice@cadca.org; 
Melissa  Helm;  Torguson,  Kimberly 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Thanks,  Deb-that  is  good  to  know.  I  will  try  and  attend  if  I  can. 

Looking  forward  to  it! 

Elaine 

Elaine  de  Mello,  LCSW 

Connect  Supervisor  of  Training  and  Prevention  Services 

NAMI  NH 

85  N.  State  Street 

Concord  NH  03301 

603-225-5359,  ext  315  (office) 

603-340-1062  (cell) 
www.naminh.org 

www.theconnectprogram.orE  _ 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  rmailto:zaf9@cdc.qov1 
Sent:  Monday,  March  20,  2017  10:38  AM 

To:  Elaine  Demello;  Belyeu,  Avery;  Caraballo,  Rachel;  Mercy,  James  (CDC/ONDIEH/NCIPC);  Robert 
Gebbia;  Reed,  Jerry;  Magdala  Labre;  CM0utier@af5p.0rq;  Stout,  Elly;  Bird,  Doreen; 
heidi@heidifaryan.com:  iarrod.hindman@5tate.co. us:  mruhe@naccho.orq : 

Annmarie  white@urmc.roche5ter.edu:  Zeller,  Eileen  (SAMHSA/CMHS);  Dr.  John  Harrison; 
Heather.Stoke5@livinqw0rks.net;  qiqi@qcotombini.com:  Carr,  Colleen;  Ken  Norton;  bprice@cadca.orq: 
Melissa  Helm;  Torguson,  Kimberly 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 
Hi  Elaine, 

Thanks  for  letting  the  group  know  of  your  AAS  presentation.  On  a  related  note,  I  will  be  presenting  on 
our  CDC  technical  package  on  Friday  4/28  at  1:30  (Suite  318). 

Deb 

From:  Elaine  Demello  [mailto:edemeno@naminh.org] 

Sent;  Monday,  March  20,  2017  10:16  AM 

To:  Belyeu,  Avery  <ABelveu@edc.org>;  Caraballo,  Rachel  <i'caraballQ@edc.org>;  Mercy,  James 


(CDC/ONDIEH/NCIPC)  <iam2@cdc.Rov>:  Robert  Gebbia  <RGebbi3@afsD.orE>:  Reed,  Jerry 


<ireed@edc.Qre>;  Magdala  Labre 
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Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


<zaf9j®cdcgoy>;  CMoutierPafsp^orR:  Stout,  Elly  <e5tQut@edc.QrE>;  Bird,  Doreen  <DBird@edc.orE>: 
heidi@heidibrvanxom;  iarrod.hindman@statexo.us;  mruhe@naccho.orE; 

Annmarie  white@urmc.rochester.edu;  Zeller,  Eileen  (SAMHSA/CMHS) 
<Eileen.Zeller@samh5a.hh5.E0v>:  Dr_  John  Harrison  <iharrison@cadca.orE>; 

Heather.StQkes@livinEworks.net;  EiEi@ECQlQmbini.com:  Carr,  Colleen  <ccarr@edc.orE>:  Ken  Norton 
<knQrton@naminh.QrE>:  bprice@cadca.orE:  Melissa  Helm  <MHelm@afsp.orE>;  Torguson,  Kimberly 
<KTorEuson@edc.orE> 

Subject:  RE:  Action  Alliance  Update:  Transforming  Communities  Paper 

Congratulations  on  this  work,  everyone!  I  think  it  has  been  a  timely  and  comprehensive  synthesis  of 
national  and  international  efforts  around  community  implementation. 

FYI,  last  year  I  submitted  to  do  a  workshop  at  AAS  on  Comprehensive  Community  Based  Suicide 
Prevention  Programs.  The  proposal  was  accepted  and  the  workshop  will  be  on  Saturday  afternoon,  April 
29.  If  any  of  you  are  attending  AAS  and  interested  in  being  part  of  that  workshop,  please  let  me  know. 

At  very  minimum  I  would  like  to  reference  our  work  on  this  paper,  if  that  is  ok  with  the  group. 

Regards, 

Elaine 

Elaine  de  Meilo,  LCSW 

Connect  Supervisor  of  Training  and  Prevention  Services 
NAMI  NH 


85  N.  State  Street 
Concord  NH  03301 
603-225-5359,  ext  315  (office) 

603-340-1062  (cell) 
www.naminh.org 
www.theconnectproEram.orE 
From;  Belyeu,  Avery  [mailtoiABefyeuCffledc.orql 
Sent;  Tuesday,  March  14,  2017  5:36  PM 

To:  Caraballo,  Rachel;  iam2@cdc.qov;  Robert  Gebbia;  Reed,  Jerry;  Magdala  Labre;  zaf9@cdc.qQv; 
CMoutlef@afsp.Qrq:  Stout,  Elly;  Bird,  Doreen;  heidi@heidibryan.CQm:  Elaine  Demello; 
iarrod.hindman@state.co.us:  mryhe@nacchQ.orq:  Annmarie  white@urmc.rQchester.edu: 

Eileen. Zeller@s3mh5a.hhs.qov:  Dr.  John  Harrison;  Heather.5tokes@livinQWQrks.net: 
Qiqi@qcQlombini.com:  Carr,  Colleen;  Ken  Norton;  bpnce@cadca.orq:  Melissa  Helm;  Torguson,  Kimberly 
Subject:  Action  Alliance  Update:  Transforming  Communities  Paper 
Dear  Working  Group, 

Thank  you  all  for  your  feedback  to  the  most  recent  version  of  the  Transforming  Communities  paper. 
Your  contributions  were  all  very  helpful  and  will  result  in  an  even  stronger  product. 

Please  note  that  the  meeting  this  Friday,  March  17*^  will  be  cancelled.  In  lieu  of  a  meeting  we  would 
like  to  provide  you  with  a  few  key  updates: 

•  The  paper  is  currently  being  finalized  which  includes  copy  editing  and  graphic  design  work.  We  are 

on  track  for  a  late  March  release. 

•  Communication  leads  from  SPRC,  the  Action  Alliance,  AFSP,  SAMHSA  and  CDC  are  working 

together  to  align  our  messages  regarding  this  paper  and  the  CDC  Technical  Package.  As  part  of 
this  process  the  Action  Alliance  is  creating  a  communications  guide  that  may  be  used  by  partner 
organizations  when  the  Transforming  Communities  paper  is  released.  We  will  share  that  with 
you  prior  to  the  release  date  so  that  you  can  participate  in  this  unified  message. 


•  We  will  convene  a  full  group  meeting  in  late  April  or  early  May  to  discuss  how  to  maximize  our 
collective  impact  on  this  topic. 

Thank  you  for  your  ongoing  collaboration.  If  you  have  any  questions  regarding  the  updates  listed  above 
please  don't  hesitate  to  reach  out. 

My  Best, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  5t.700W 
Washington,  DC  20007 
1828)  406-4029  (Direct) 


SPRC 


EDC 
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From: 

Sent: 

To: 


Belyeu,  Avery 

15  Dec  2016  15:27:38+0000 

Caraballo,  Rachel;Carr,  Colleen;Mercy,  James  (CDC/ONDIEH/NCIPC);Reed, 


Jerry;Robert  Gebbia;Magdala  Labre;Stone,  Deborah  (CDC/ONDIEH/NCIPC);CMoutier@afsp,org;Stout, 
Elly;Melissa  Helm 


Subject: 

Attachments: 


RE:  Action  Alliance:  CBSP  Meeting  Agenda 
White  Paper.  Potential  Reviewers. docx 


Please  see  the  list  of  reviewers  attached  to  this  email. 

From:  Belyeu,  Avery 

Sent:  Thursday,  December  15,  2016  9:27  AM 

To:  Caraballo,  Rachel ;  Carr,  Colleen  ;  jam2@cdc.gov;  Reed,  Jerry  ;  Robert  Gebbia  ;  Magdala  Labre  ; 
zaf9@cdc.gov;  CMoutier@afsp.org;  Stout,  Elly  ;  Melissa  Helm 
Subject;  Action  Alliance:  CBSP  Meeting  Agenda 
Hello  All, 

I  look  forward  to  speaking  with  you  all  tomorrow  at  2pm  ET/lpm  CT/  12pm  MT/  11am  PT  as  part  of  the 
All-Group  Call. 

Attached  to  this  email  is  the  proposed  agenda  for  that  call  along  with  a  list  of  the  potential  reviewers 
that  have  been  submitted  up  to  this  point. 

Per  our  conversations  last  week  the  bulk  of  this  call  will  be  used  to  invite  participants  to  share  thoughts 
about  the  review  process,  identify  gaps  in  our  current  list,  and  discuss  a  coordinated  communications 
plan  for  the  release  of  the  White  Paper  and  the  CDC  Technical  Package, 

If  you  have  any  thoughts  about  this  agenda  please  don't  hesitate  to  reach  out.  I  will  send  this  out  to  the 
entire  group  later  today. 

Thank  you  for  your  ongoing  commitment  to  this  important  work. 

My  Best, 

Avery 

Avery  Belyeu 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


SPRC 


Learning 

transforms 
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CBSP  White  Paper 
Potential  External  Reviewers 


Dr.  Trena  Anastasia  treiia@qdgconsultingxom 
Ms-  Emily  Blair  Eblair@nami>org 

Mary  Forsvthe-Taber  mfl@mih4iLors.  Makm  It  Happen,  Regional  Public  Health  Coalition,  NH 
Janies  Gallanos  iames.sallanosfajalaska.aov.  State  of  Alaska 
Deb  Geobert  GoebertD@dopJiawaii.edu  .  University  of  HawaiM 
Dr-  Julie  Goldstein  Grumet  igoldstein@cdc,ore 


Dr,  Brian  Hepburn  briandiepburn@nasmhpd.org 
Effie  Malley,  Consultant,  NH 


(T>)(6) 


Dr,  Richard  McKeon  RjchardMcKeon@samhsa.hlis.gov 


Donna  Noonan,  Oregon  donji a . noonan@s iate.or . os 
Dr,  Dan  Reidenberg  dreidcnberg@save.org 

Dr.  Alex  Ross  aross@hrsa.gQv 
Calondra  Tibbs  ctibbs@inaccho.org 


Ms,  Kim  Walton  kwalton@ecommumtv.com 


From: 

Sent: 

To: 

Gebbia 

Cc: 

Subject: 

Attachments: 


fb)(6) 


Padgett,  Jason 

IS  Oct  2016  17:23:41  +0000 

_Reed^ Jerry; Stout,  Elly;Mercy,  James  {CDC/ONDIEH/NCIPC);Robert 
Stone,  Deborah  (CDC/ONDIEH/NCIPC);cmoutier@afsp.org 


Rachel  Caraballo 

RE:  Action  Alliance:  CBSP  section  of  tomorrow's  EXCOM  agenda 
EXCOM-slides-CBSP-section*pdf,  Transforming  Communities. docx 


Good  afternoon  all, 

BLUF:  Jerry  will  facilitate  CBSP  section  of  EXCOM  meeting  tomorrow.  Bob  &  Jim  be  prepared  to 
speak  to  work  of  your  subgroups  at  EXCOM  meeting.  Jim  be  prepared  to  speak  to  Technical 
Package,  then  later  alignment  as  shared  on  last  call.  Presentation  will  be  from  your  seats 
Details:  Tve  attached  2  items. 

First  is  the  PDF  of  sHdes/comments  for  tomorrow's  EXCOM  meeting.  Please  review  to 
understand  how  the  CBSP  section  of  tomorrow's  agenda  will  be  facilitated.  Bob  &  Jim,  you  are 
welcome  to  add  points  of  your  own  as  you  speak  -  note  red  text  areas  for  where  you'll  be  asked 
by  Jerry  to  elaborate,  I,  or  a  team  member  will  specifically  give  each  printed  copies  tomorrow  as 
well. 

Second  is  the  listing  that  will  be  in  folders  of  items  reviewed. 

Safe  travels. 

Kindly, 

-Jason 

Jason  H.  Padgett,  MPA,  MSM 

Center  Operations  Director,  Center  for  the  Study  and  Prevention  of  Injury,  Violence  and  Suicide 
Secreta riat.National  Action  Alliance  for  Suicide  Prevention 
EDC,  Inc. 

ipadgett@edc.org  |  Phone:  202-599-0532  |  Skype:  jason-sprc 


a 


EDC 


I  Learning 
i  transfonrs 
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'*‘'*'Envisioning  A  Nation  Free  From  the  Tragic  Experience  of  Suicide  ** 

- Original  Appointment - 

From:  Padgett,  Jason 

Sent:  Thursday,  April  28,  2016  3:26  PM 

To:  Padgett,  Jason;  Reed,  Jerry;  Stout,  Elly;  Belyeu,  Avery;  Mercy,  James  (CDC/ONDIEH/NCIPC; 

I  Deborah  Stone;  cmoutier@afsp.org;  Melnyk,  Liliya 


fb¥6J 


Robert  Gebbia; 

Cc:  Rachel  Caraballo;  Jane  Pearson 

Subject:  Action  Alliance:  Community-based  Suicide  Prevention  Priority  Leadership  Team  Mtg 
(2pm  Eastern/lpm  Central/llam  Pacific) 

When:  Friday,  October  14,  2016  1:00  PM-2:00  PM  (UTC-O6:00}  Central  Time  (US  &  Canada). 
Where:  Web-based  video  conference  call  (see  details  far  below) 

—  Do  not  delete  or  change  any  of  the  following  text.  -- 
Join  me  now  in  my  Personal  Room. 

JOIN  WEBEX  MEETING 

https://edcl.webex.com/iQin/jpadgett  |  I  I 

JOIN  BY  PHONE 

1.  Call  one  of  the  following  numbers: 


1-617-618-2000  :  Audio  and  Web  Conferencing 
2.  Follow  the  instructions  that  you  hear  on  the  phone: 


MeetingPlace  meeting  ID: 


(b)(6) 


Cisco  Unifiec 
Access  code:  (b)(6) 

Can't  join  the  meeting?  Contact  support  here: 
https://edcl.webex.com/mc 

IMPORTANT  NOTICE:  Please  note  that  this  WebEx  service  allows  audio  and  other  information 
sent  during  the  session  to  be  recorded,  which  may  be  discoverable  in  a  legal  matter.  By  joining 
this  session,  you  automatically  consent  to  such  recordings.  If  you  do  not  consent  to  being 
recorded,  discuss  your  concerns  with  the  host  or  do  not  join  the  session. 
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Transforming  Communities 

SobGctAHa.  Representative. 
NttHmat  Ccuncif  for  Siii>tlde!  ^rav^titlon; 
CEO,  AitHrricart  foynditieri  for  SukJde  pTevcftban 


/im  Mwty^  WV.0V,  Owmar,  CtoiiKKir»  ol  Vlclerw?  (‘fpvfntifln, 


[filters  for  Ditedte  toiitYdl  ^nd  l^tevtntjarv, 
U.Sl  DepartTTient  of  Health  and  Human  Services 


Reed,  Ph.Oi*  i^lrecidf,  Surnd^  Rrewittinrr  ReiiOdn:e  Ceoier; 

Oln^cidr,  tehtf<rfnr  the  Study  and  Pmvfthhdd  dt  hijuiy^  ViolNhCP  and  Suicide; 

Vit«  Ptesid«itt,  tDC,  Inc. 


Transforming  Communities  (Bob  Gebbia,  Jim  Mercy,  and  Jerry  Reed)  FROM 
SEATS 


Overview:  The  facilitator  (TBD)  will  ask  EXCOM-members  to  briefly  (2-3 
min)  note  their  work  related  to  community-based  suicide  prevention  since 
the  last  EXCOM  meeting: 

Mr.  Mark  Jones  (Union  Pacific  Corporation)  will  note  the  recent  Union 

Pacific-sponsored  Rail  Industry  Summit  on  Suicide  Prevention. 

Dr.  Jim  Mercy  (CDC)  will  note  the  pending  release  of  the  CDC's 

"technical  package"  on  suicide  prevention. 

As  some  point  ask  Ms.  Kana  Enomoto  (SAMHSA)  to  note  recent 
SAMHSA-supported  community-based  suicide  prevention  efforts  via 
the  Action  Alliance  National  Strategy  Implementation  Assessment 
Report  (if  through  clearance)  and  grantee  programs,  or  other  SAMHSA 
advances  in  suicide  prevention. 

The  Transforming  Communities  co-leads  will  then  report  on  progress  since 
our  discussion  in  February  for  the  Action  Alliance  to  determine  its  role  in 
advancing  comprehensive,  integrated  community-based  suicide 
prevention.  The  priority  group  has  been  working  on  identifying  key 
elements.  Although  the  process  is  not  yet  complete,  this  presentation  to 
the  EXCOM  will  highlight  the  potential  key  elements  and  discuss  potential 
next  steps  (including  fundable  projects)  for  the  Action  Alliance  to  consider. 


Potential  co-chair  talking  points  during  discussion: 

Dr.  Carolyn  Clancy: 

I  want  to  start  by  thanking  Jim,  Bob,  and  Jerry  for  their  leadership  on  this 
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Members 


•  Doreen  Bird,  Suicide  Prevention  Resource  Center^  EDC 

•  Heidi  Bryan^  Feeling  Blue  Suicide  Prevention  Council  and  Heidi  Bryan 
Consulting,  LLC 

•  Gigi  Colombmi,  LMSW,  Psychotherapist  -  Suicide  Prevention 
Specialist  G.  Colombini  Counseling.  PUC 

•  John  Harrisoa  Sr.^  DM,  SHBM-SCP,  5PHR,  Community  Antf-Drug 
Coalitions  of  America 

•  Elaine  deMellOi  NAMI  New  Hampshire 

•  Jar  rod  Hindman,  MS.  Colorado  Department  of  Public  Health  a  nd  the 
Environment 

■  Heather  Stokes,  LCSW,LlvingWorksEduc3tionJnc. 

■  Melanie  Ruhe,  MPH,  National  Association  of  County  and  City  Health 
Officials 

•  Ann  Marie  Whit  e,  Ed  D .  Un  i  ve  rslty  of  Bo  cheste  r  Med  lea  I  Ce  nter 

•  Cilee  n  Ze  I  ler,  MPH.  Division  of  Fre v  entio  n,  Tra  u  m  atic  Stress  a  nd  S  pe  c  la  I 
Profirams,  Substance  Abuse  and  Mental  Health  Services  Administration 


Jerry  (FROM  SEAT) 


During  our  last  meeting  Bob,  Jim,  and  I  were  charged  with  the  request  to 
explore  the  possibility  of  Transforming  Communities  as  a  priority  of  the 
Action  Alliance.  Most  specifically  we  were  asked  to  determine  an  Action 
Alliance  role. 


We  developed  a  work  plan  to  explore  the  key  elements  of  comprehensive 
integrated  community  based  suicide  prevention  and  engaged  the  members 
you  see  up  on  the  screen. 


We  basically  set  about  doing  the  work  of  a  basic  environmental  scan. 


CLICK  TO  NEXT  SLIDE 


The  co-leads  and  our  support  teams  met  each  month  in  advance  of  a 
monthly  full  group  meeting. 
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Jerry,  Jim,  &  Bob  G  from  seats 


Programs  /  Frameworks  Explored 

*  Bread  Background  ttems 

•  CDCTechmcaJ  Package 

•  SPRC  Effective  Suicide  Prevent ian  website 

•  Evi  d  eoce-  ba  sed  programs 

•  European  AlEiance  Against  Depression  &  the  Optimizing 
Suicide  Prevention  Programs  and  their  Implementation  in 
Europe  (DSP(  ^  Europe)  efforts 

•  Help  fO^rUfe  Campaign 

•  Model  Adolescent  Suicide  Prevention  Program 
■  US  Air  torce  Model 


Jerry  (continuing  from  last  slide) ....  We  held  our  first  full  group  meeting  and 
discussed  basics  about  the  work  and  noted  that  we  were  at  the  stage  of 
exploring  key  elements  for  programs  vs.  developing  a  toolkit  for  how  to  ... 
while  recognizing  the  ultimate  needs  of  communities  may  very  well  be  "how 
to"  guidance.  We  also  had  a  presentation  on  the  content  regarding 
"Effective  Suicide  Prevention"  repackaged  on  the  recently  redesigned  SPRC 
website. 


Jerry  ask  Jim  to  share  a  little  about  the  CDC  technical  package. 


Jerry  continue  then  to  share  ...  We  divided  the  members  into  3  groups  to 
explore  (1)  evidence  based  program,  led  by  Bob;  (2)  suicide  prevention 
focused  models  and  frameworks,  led  by  Jerry;  and  non-suicide  prevention 
focused  models  and  frameworks,  led  by  Jim, 


On  the  screen  you  see  the  evidence-based  programs  -  Bob,  might  you  share 
a  little  about  what  your  group  discussed? 


BOB  -  be  sure  to  note  you  did  not  review  additional  NREPP  programs  as 
they  were  not  community  models  (may  need  to  explain  what  NREPP  is). 
Share  additional  thoughts. 


Thank  Bob,  then  CLICK  to  next  slide  ... 


31 


10/1 8/2016 


Programs  /  Frameworks  Explored  (cont.) 


Additjonal  Suicide  Prevention  Focused  Non-Surcide  Prevention  Focused 
Programs^  Models,  and  Guidance  Programs,  Models,  and  Guidance 


Culurddu  cuNdburdtiv^  ^fTorU 
Communiti€s  Matter  Toolt( (I 
(Ausiraliai 
Connect  {WAMI  m) 

Garrett  Lee  Smith  Program 
Iniernational  Initfative  for  Mental 
Health  Leadership  (tlMHL) 

Living  Works  Suicide  Safer 
Communities 

Mf?w  Sm.ith  Frarnewfirfe 

Mattonal  Institute  for  Health  and  Care 


DtdnrieNrig  Chdnge;  Mdking 
rnlipctivp  (mp^ict  Wnri( 

Coalition  Pfimers  &  Toolkits 
{CADCAJ 

Communities  that  Care  (Univ, 
Washington) 

Community  Health  Navigator 
Community  Tool  Box  (Unlv, 
Kansas) 

County  Health  Rankings  and 
Roadmaps  Action  Cycle  (RWJF) 
Gening  to  Outcomes 
Strategic  Prevention  Framework 


Excellence  {MCE)  (UK) 

State  suicide  prevention  tootkits 


Jerry,  continue  to  share  what  your  group  found  in  reviewing  the  suicide 
focused  programs,  models,  and  frameworks. 

Then  ask  Jim  to  do  the  same  for  non-suicide  focused  models/guidance. 

Then  transition  to  effort  to  take  the  key  elements  of  this  and  delineate  those 
which  seem  important  to  community-based  suicide  prevention  (CLICK  to 
next  slide). 
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DRAFT  Elements 

■  Unity 

“  Planning 

•  Integration 

■  Fit 

•  Communication 
“  Data 

■  SustainahNitv 


Jerry  -  continued  ...  After  the  groups  explore,  we  held  a  face  to  face 
meeting,  to  include  additional  community,  state,  and  healthcare  network 
representation  to  discuss  the  finding  of  these  groups  and  developed  a  list  of 
draft  elements  within  a  draft  white  paper.  Based  on  their  inputs  and  further 
discussion,  these  are  the  current  STILL  DRAFT  elements.  We  continue  to 
work  on  this  as  we  want  to  think  about  best  timing  and  utility  of  the  white 
paper. 


Unity— Broad-based  support  for  a  shared  vision 
Planning— Strategic  planning  guides  implementation 
Integration— Multiple  integrated  suicide  prevention  strategies 
Fit— Alignment  with  context  and  culture 
Communication— Clear,  open,  and  consistent  communication 
Data— Surveillance  and  evaluation  data  guide  action 
Sustainability— A  focus  on  long-lasting  change 
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Refer  back  to  Jim's  sharing  of  the  Technical  package  (click  to  next 
slide)... 
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Next  Steps 

•  Alignment  with  CDC  Technical  Package  and  later 
Implementation  Package 

■  Alignment  with  first  100  days  of  new  administration 

■  Consider  needs  assessment/analysis  as  part  of  finalization 


Jerry  -  Ask  Jim  to  share  about  his  thoughts  about  alignment  with  technical 
package.. 


Jerry  note  need  for  further  review  of  draft  with  persons  in  the  field  (e.g. 
AFSP  chapter  leaders;  state  SP  leads  -  specifically  seeking  them  to  ID  a  few 
community  SP  leaders)  to  truly  get  a  sense  of  what  is  needed  at  the 
community  level  (e.g.  is  a  toolkit;  other  more  specialized  technical 
assistance;  etc.) 


Ask  Bob  /  Jim  for  additional  comments.  Then  turn  to  EXCOM  for  questions  / 
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DISCUSSION 


t  Mb  lefeMivp'i 
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Action 
A  Ilian 


FOR  SUICIDE  PREVENTION 


Transforming  Communities:  Community-based  Suicide  Prevention 


Reviewed  programs,  models,  and  guidance 


Comprehensive  Community-based  Suicide  Prevention  Programs 

Comprehensive 

Community-based 

Suicide  Prevention 
Programs 

Model  Adolescent  Suicide  Prevention  Program 

U.S.  Air  Force  Suicide  Prevention  Program 

Help  for  Life  Program,  Quebec,  Canada 

European  Alliance  Against  Depression 

Optimizing  Suicide  Prevention  Programs  and  their  Implementation  In  Europe 

Lifespan  Program,  New  South  Wales,  Australia 

Other  Suicide  Prevention  Frameworks,  Models,  and  Guidance 

Suicide  Prevention 

Guidance  and 

Frame\Aforks 

SPRC  Effective  Suicide  Prevention  Framework 

CDC  Technical  Package  on  Suicide  Prevention  (in  progress) 

Guidance  from  IIMHL  Match  Meeting  on  Community  Suicide  Prevention 

Guidance  from  NICE,  United  Kingdom  (in  progress} 

Guidance  from  World  Health  Organization 

Suicide  Prevention 
Systematic  Reviews  and 
Individual  Evaluations 

Systematic  reviews  of  suicide  prevention  interventions:  Mann  et  aL,  2005;^ 

Zalsman  et  al,,  2016^ 

Evaluations  of  Garrett  Lee  Smith  Suicide  Prevention  Program:  Walrath  et  al., 

2015;^  Garraza  et  al.,  2015^ 

Suicide  prevention  interventions  in  SAMHSA's  National  Registry  of  Evidence-based 
Programs  and  Practices  (NREPP) 

Planning  Models  Used 
in  Suicide  Prevention 

LivingWorks  Suicide-Safer  Communities  Model 

CONNECT  Community  Suicide  Prevention  Model 

SAMHSA  Strategic  Prevention  Framework  (SPF) 

Communities  That  Care  (University  of  Washington) 

Getting  to  Outcomes®  (RAND  Corporation  and  University  of  South  Carolina) 

State  Suicide  Prevention  Toolkits 

Other  Information 

Community  Health 
Improvement  Models 

Collective  Impact  Model  (FSG) 

County  Health  Rankings  and  Roadmaps  Action  Cycle  (RWJ  Foundation) 

Community  Health  improvement  Navigator  (CDC) 

Other  Resources 

Community  Tool  Box  (University  of  Kansas} 

Coalition  Primers  and  Toolkits  (CADCA) 

Communities  Matter  Toolkit  (Australia) 

From: 

Sent: 

To: 

Gebbia 

Cc: 

Subject: 


Mercy,  James  (CDC/ONDIEH/NCIPC) 

19  Oct  2016  07:32:59  -0400 

Padgett,  Jason;Reed,  Jerry;Stout,  Elly;Robert 


(h\(6') 


_Stone,  Deborah  (CDC/ONDIEH/NCIPC);cmoutier(5)afsp.org 


Rachel  Caraballo 

Re:  Action  Alliance:  CBSP  section  of  tomorrow's  EXCOM  agenda 


Hi  Jason, 

Sounds  fine.  Do  you  have  the  document  that  Deb  provided  summarizing  the  conclusions 
of  our  workgroup?  Or  anything  I  could  use  to  guide  my  remarks  on  that?  I  can't  find  it  on 
my  account.  If  not  1  can  wing  it. 

Thanks, 

Jim 


Sent  from  my  BlackBerry  10  smartphone. 


From:  Padgett,  Jason 

Sent:  Tuesday,  October  18,  2016  1:26  PM 

To:  Reed,  Jerry;  Stout,  Elly;  Mercy,  James  (CDC/ONDIEH/NCIPC);  Robert  Gebbia; 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);  cmoutier@afsp.org 


fb)(6) 


Cc:  Rachel  Caraballo 

Subject:  RE:  Action  Alliance:  CBSP  section  of  tomorrow's  EXCOM  agenda 


Good  afternoon  all, 

BLUF:  Jerry  will  facilitate  CBSP  section  of  EXCOM  meeting  tomorrow.  Bob  &  Jim  be  prepared  to 
speak  to  work  of  your  subgroups  at  EXCOM  meeting.  Jim  be  prepared  to  speak  to  Technical 
Package,  then  later  alignment  as  shared  on  last  call.  Presentation  will  be  from  your  seats 
Details:  I've  attached  2  items. 

First  is  the  PDF  of  slides/comments  for  tomorrow's  EXCOM  meeting.  Please  review  to 
understand  how  the  CBSP  section  of  tomorrow's  agenda  will  be  facilitated.  Bob  &  Jim,  you  are 
welcome  to  add  points  of  your  own  as  you  speak -note  red  text  areas  for  where  you'll  be  asked 
by  Jerry  to  elaborate.  I,  or  a  team  member  will  specifically  give  each  printed  copies  tomorrow  as 
well. 

Second  is  the  listing  that  will  be  in  folders  of  items  reviewed. 

Safe  travels. 

Kindly, 

-Jason 

Jason  H.  Padgett,  MPA,  M5M 

Center  Operations  Director,  Center  for  the  Study  and  Prevention  of  Injury,  Violence  and  Suicide 
Secretariat.National  Action  Alliance  for  Suicide  Prevention 
EDC,  Inc. 

ipadgett@edc,org  |  Phone:  202-599-0532  |  Skype:  jason-sprc 


EDC 
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transforms 
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** Envisioning  A  Nation  Free  From  the  Tragic  Experience  of  Suicide  ** 

- Original  Appointment - 

From:  Padgett,  Jason 


Sent:  Thursday,  April  28,  2016  3:26  PM 

To:  Padgett,  Jason;  Reed,  Jerry;  Stout,  Elly;  Belyeu,  Avery;  Mercy,  James  (CDC/ONDIEH/NCIPC; 
Robert  Gebbia; 


(h)(6) 


Deborah  Stone;  cmoutier(6)afsp*org;  Melnyk,  Liliya 


Cc:  Rachel  Caraballo;  Jane  Pearson 

Subject:  Action  Alliance:  Community-based  Suicide  Prevention  Priority  Leadership  Team  Mtg 
(2pm  Eastern/lpm  Central/llam  Pacific) 

When:  Friday,  October  14,  2016  1:00  PM-2:00  PM  (UTC-06:00)  Central  Time  (US  &  Canada). 
Where:  Web-based  video  conference  call  (see  details  far  below) 

-  Do  not  delete  or  change  any  of  the  following  text.  - 
Join  me  now  in  my  Personal  Room. 


JOIN  WEBEX  MEETING 

httP5://edcl. webex.com/iQin/ipadRett  |  I  I 

JOIN  BY  PHONE 


1.  Call  one  of  the  following  numbers: 

1-617-618-2000  :  Audio  and  Web  Conferencing 

2.  Follow  the  instructions  that  you  hear  on  the  phone: 

Cisco  Unified  MeetingPlace  meeting  ID:  I  I 

Access  code:  I  I 

Can't  join  the  meeting?  Contact  support  here: 
http5://edcl.  webex.com/mc 

IMPORTANT  NOTICE:  Please  note  that  this  WebEx  service  allows  audio  and  other  information 
sent  during  the  session  to  be  recorded,  which  may  be  discovera  ble  in  a  lega  l  matter.  By  joining 
this  session,  you  automatically  consent  to  such  recordings.  If  you  do  not  consent  to  being 
recorded,  discuss  your  concerns  with  the  host  or  do  not  join  the  session. 


From: 

Sent: 

To: 

Jerry£[ 


Padgett,  Jason 

21Jul  2016  13:26:06  +0000 

Mercy,  James  (CDC/ONDIEH/NCIPC);Robert  Gebbia;Reed, 


_5tone,  Deborah  (CDC/ONDIEH/NCIPC);cmoutier@afsp.org;Stout, 


Elly;Melnyk,  Liliya;Bird, 

Doreen;heidi(S!heidibryanxom;edemello(S)naminh.org;jarrod.hindman@state+co.us;mruhe@  naccho.org 
;Annmarie_white@urmc.rochester.edu;Zeller,  Eileen  (SAMHSA/CMHS);Dr.  John 
Harrison;  Heather.Stokes@livingworks.net;gigi@gcolom  bini.com 

Subject:  RE:  Action  Alliance:  Community-based  Suicide  Prevention  Priority  Group 

Meeting  (2pm  Eastern/lpm  Central/llam  Pacific) 

Attachments:  Final-Assignments.pdf 


Per  a  couple  requests,  this  is  a  more  user-friendly/printable  version  of  the  Assignments  document  as  a 
PDF. 


Jason  H.  Padgett,  MPA,  MSM 

Deputy  Secretary,  National  Action  Alliance  for  Suicide  Prevention 
Manager  of  National  Partner  Initiatives,  Suicide  Prevention  Resource  Center 
Associate  Project  Director.  EDC,  Inc. 

ipadgett@edc.org  ]  Phone:  202-599-0532  |  Skype:  jason-sprc 


^SPRC 


EDC 


Learning 

transforms 

lives. 


'^*Envisioning  A  Nation  Free  From  the  Tragic  Experience  of  Suicide  ** 

From:  Padgett,  Jason 

Sent:  Wednesday,  July  20,  2016  5:48  PM 

To:  'Mercy,  James  (CDC/ONDIEH/NCIPC  ;  'Robert  Gebbia' ;  Reed,  Jerry ;  |  (h)(6)  I ; 

'Deborah  Stone' ;  'cmoutier@afsp.org' ;  Stout,  Elly  ;  Melnyk,  Liliya  ;  Bird,  Doreen  ; 
'heidi@heidibryan.com' ;  'edemello@naminh.org’ ;  'jarrod.hindman@state.co.us' ; 
'mruhe@naccho.org' ;  'Annmarie_white@urmc.rochester.edu' ;  'Eileen.Zeller@samhsa.hhs,gov' ;  Dr. 
John  Harrison  ;  Heather.Stokes@livingworks.net;  'gigi@gcolombini.com' 

Subject:  RE:  Action  Alliance:  Community-based  Suicide  Prevention  Priority  Group  Meeting  (2pm 
Eastern/lpm  Central/llam  Pacific) 

Hello  all. 

We  look  forward  to  Friday's  gathering  of  the  CBSP  Priority  Group  at  (2pm  Eastern/lpm  Central/llam 
Pacific).  Based  on  overall  response,  we'll  continue  to  use  the  Webex  platform  with  the  understanding 
that  sometimes  some  members  will  only  be  available  via  phone. 

Per  preferences  of  some  members,  this  information  is  being  sent  both  an  Outlook  invitation  and  as  an 
email. 

I  would  highly  recommend  being  on  the  platform  this  week  as  Deb  Stone's  presentation  will  be  shared 
on  screen,  but  there  is  not  a  handout  or  attachment  related  to  it. 

Attached  are  three  items: 

1.  Agenda  for  Friday's  full  priority  group  call 

2.  Assignments  document 

3.  Last  message  with  notes/materials  from  June's  call 
The  two  key  goals  for  Friday's  call  are  to: 


_ (bm 

Doreen  ; 


1.  Better  understand  the  CDC  Technical  package  and  how  it  impacts  this  work  (how  is  it 

complementary/aligned;  how  is  it  duplicative) 

2.  Ensure  members  understand  their  assignments  and  reach  a  decision  about  how  to  gather  in 

smaller  groups  to  identify  core  elements/key  lessons  from  the 
programs/frameworks/approaches. 

As  always,  if  you  have  questions,  concerns,  or  comments,  please  let  me  know. 

Kindly, 

-Jason 

Jason  H.  Padgett,  MPA,  MSM 

Deputy  Secretary,  National  Action  Alliance  for  Suicide  Prevention 
Manager  of  National  Partner  Initiatives,  Suicide  Prevention  Resource  Center 
Associate  Project  Director,  EDC,  Inc. 

ipadgett@edc.org  |  Phone;  202-599-0532  1  Skype;  jason-sprc 
**Envi5ianing  A  Nation  Free  From  the  Tragic  Experience  of  Suicide  ** 

—  Do  not  delete  or  change  any  of  the  following  text.  — 

Join  me  now  in  my  Personal  Room. 

JOIN  WEBEX  MEETING 

hTtps://edc  1  .webex.com/ioin/jpadgett  1 1  fhVfi"i  I 

JOIN  BY  PHONE 

1 .  Call  one  of  the  following  numbers; 

1-617-618-2000  :  Audio  and  Web  Conferencing 

2.  Follow  the  instructions  that  you  hear  on  the  phone: 

Cisco  Unified  Meeting? lace  meeting  ID:  I  ibvtii  I 
Access  code:  I  fbUfSJ  I 

Can't  join  the  meeting?  Contact  support  here: 
https  ://edc  1  .webex.com/mc 

IMPORTANT  NOTICE:  Please  note  that  this  WebEx  service  allows  audio  and  other  infonnation 
sent  during  the  session  to  be  recorded,  which  may  be  discoverable  in  a  legal  matter.  By  Joining 
this  session,  you  automatically  consent  to  such  recordings.  If  you  do  not  consent  to  being 
recorded,  discuss  your  concerns  with  the  host  or  do  not  join  the  session. 


Directions 

1.  Locate  your  name  on  the  chart.  Note  the  assigned  program(s),  as  well  as  your  corresponding  group  number  (Gl^  G2,  or  G3). 

2.  Search  for  information  on  your  program(s)  with  the  specific  eye  toward  listing  key  elements/components  of  the  program{s). 

3.  Each  group  has  one  of  the  three  co-leads  and  their  proxy  assigned.  We  will  work  with  them  to  identify  a  time  for  each  group  to  gather 
before  September  16th  to  discuss  the  key  components  of  the  full  set  of  programs  each  group  has  been  assigned.  (We  can  help  setup  a 
Doodle  poll  to  help  with  scheduling  needs;  or  provide  a  conference  line  for  your  conversations). 

4.  Du  ring  the  group  meeting^  identify  the  core  elements  of  the  your  program(s), 

5.  On  September  23  (regularly  scheduled  monthly  call}  be  prepared  to  discuss/present  the  core  elements  of  your  group's  program[s}. 


Questions  to  help  get  to  what  is  meant  by  core  elements  ... 

Ql.  Overview  of  the  program/model/framework/approach 
Q2.  Where  and  bow  ft  has  been  used  [or  will  be  used) 

Q3.  Evaluation  plans  or  findings 
Q4.  Take-aways  and  lessons  learned  regarding  CBSP 
»»Q4.a.  Strategies  (what  communities  should  do) 
»»Q4,b.  Process  (how  communities  should  do  so) 


Program/Model/Framcwork/ Approach 

Personts) 

[Date 

Broad  Background  items 

C DC  Technical  Package 

Jim/Deb 

22'Jul 

SPRC  Effective  Suicide  Prevention 

Linda 

26dun 

Evidence-based  Programs 

G1  ‘ 

Group  1  members  are; 

US  Air  Force  Model 

Bob/Christine 

G1 

Lead  -  &ob/Christine 

Help  for  Life  Campaign 

Bob/ Christine 

01 

Doreen 

Model  Adolescent  Suicide  Prevention  Program 

Doreen  B. 

61 

Eileen 

European  Alliance  Against  Depression  Si  OS Ph Europe 

Doreen  B. 

G1 

Other  Suicide  Pfeventfori  Programs 

G1 

Garrett  Lee  Smith  Program 

Eileen  | 

G1 

SAMHSA  MREPP  Programs 

We  are  not  diving  into  these  as 
they  are  not  broad  community 
based  approaches. 

G1 

Other  Guidance/Models  for  Community-Based  Prevention 

Suicide  Prevention  Focused 

Group  2  members  are;: 

Colorado 

Jarrod 

ea 

Lead-Jerry/Elly 

Communities  Matter  Toolkit  (Australia) 

Elaine 

S2 

Elaine 

Connect 

Elaine 

Heather 

IIMHL 

Jerry/Ejly 

m 

Heidi 

Living  Works  Suicide  Safer  Communities 

Heather 

G7 

Jarrod 

New  South  Wales  Framework 

Jarrod 

b2 

NICE  (UK) 

Heather 

$2 

Texas  Suicide  Prevention  Tooikit  (and/or  any  other  state  toolkits) 

Heidi 

0 

ISlon^SP  Focused 

Channeling  Change:  Making  Collective  Impact  Work 

Eliy  (per  her 
request) 

02 

Coalition  Primers  Sl  Toolkits  (CADCA) 

John 

£l‘ 

Group  3  members  are 

Communities  that  Care  (Unlv.  Washington) 

Ann  Marie 

*a 

Lead-Jim/Deb 

Community  Health  Improvement  Navigator 

Jim/Deb 

Ann  Marie 

Community  Tool  Box  (Univ.  Kansas) 

Gigi 

G3 

Gigi 

County  Health  Rankings  and  Roadmaps  Action  Cycle  (RWJ 
Foundation) 

Melanie 

G3 

John 

Getting  to  Outcomes 

Ann  Marie 

03 

Melanie 

Strategic  Prevention  Framework 

John 

From:  Zeller,  Eileen  (SAMHSA/CMHS) 

Sent:  22  Jul  2016  19:37:07  +0000 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Padgett,  Jason;Mercy,  James 

(CDC/ONDI EH/NCI PC);Robert  Gebbia;Reed,  Jerry]  |mQUtier@afsp.org;Stout, 

Elly;Melnyk,  Liliya;Bird, 

Doreen;heidi(Sheidibryanxom;edemello(5)naminh.org;jarrod.hindman@statexo.  us;  mruhe@naccho.org 

;Annmarie_white@ urmc.rochester.edu; Dr.  John 

Harrison;  Heather.Stokes@livingworks.net;gigi@gcolombinixom 

Subject:  RE:  Action  Alliance:  Community-based  Suicide  Prevention  Priority  Group 

Meeting  (2pm  Eastern/lpm  Central/llam  Pacific) 


Many  thanks,  Deb!  ^ 

Fron^:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:zaf9@cdc.gov] 

Sent:  Friday,  July  22,  2016  3:32  PM 

To:  Padgett,  Jason;  Mercy,  James  (CDC/ONDIEH/NCIPC);  Robert  Gebbia;  Reed,  Jerry; 


(h)(6) 


cmoutier@afsp.org;  Stout,  Elly;  Melnyk,  Liliya;  Bird,  Doreen; 


heidi@heidibryan.com;  edeniello@naminh.org;  jarrod.hindman@state.co.U5;  mruhe@naccho.org; 
Annmarie_white@urmc.rQchester.edu;  Zeller,  Eileen  (SAMHSA/CMHS);  Dr.  John  Harrison; 
Heather.Stokes@livingworksmet;  gigi@gcolombini.com 

Subject:  RE:  Action  Alliance:  Comm  unity- based  Suicide  Prevention  Priority  Group  Meeting  (2pm 
Eastern/lpm  Central/llam  Pacific) 

Hi  Jason  and  everyone. 

Thanks  for  the  great  call  today.  Here  are  the  two  completed  Technical  Packages  to  date. 

Deb 

From:  Padgett,  Jason  [mailto:JPadgett@edc.orRl 
Sent;  Thursday,  July  21,  2016  9:26  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.RQV>:  Robert  Gebbia  <RGebbia@af5p.0rR>:  Reed, 
Jerry  <ireed@edc.QrR>:  I 


(h)(6) 


Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.ROV>; 
cmoutfer@afsp.orR;  Stout,  Elly  <e5tout@edc.orR>:  Melnyk,  Liliya  <LM0lnvk@edc.orR>:  Bird,  Doreen 
<DBird@edc.QrR>:  heidi@heidibrvan.com:  edemell0@n3minh.0rR;  iarrQd.hindman@5tate.co.u5: 
mruhe@nacchQ.QrR:  Annmarie  white@urmc.rochester.0du:  Zeller,  Eileen  (SAMHSA/CMHS) 
<Eileen.Zeller@5amhsa.hhs.RQv>:  Dr.  John  Harrison  <iharnson@cadca.QrR>; 
Heather.StQkes@livtnRworks.net:  RiRi@RCQlQmbini.cQm 

Subject:  RE:  Action  Alliance:  Community-based  Suicide  Prevention  Priority  Group  Meeting  (2pm 
Eastern/lpm  Central/llam  Pacific) 

Per  a  couple  requests,  this  is  a  more  user-friendly/printable  version  of  the  Assignments  document  as  a 


PDF. 


Jason  H.  Padgett,  MPA,  MSM 

Deputy  Secretary,  National  Action  Alliance  for  Suicide  Prevention 
Manager  of  National  Partner  Initiatives,  Suicide  Prevention  Resource  Center 
Associate  Project  Director,  EDC,  Inc. 

ipadRett@edc,QrR  |  Phone:  202-599-0532  1  Skype:  jason-sprc 


Learning 

transforms 

lives. 


'^*Env!sioning  A  Nation  Free  From  the  Tragic  Experience  of  Suicide  ** 


From:  Padgett,  Jason 

Sent:  Wednesday,  July  20,  2016  5:48  PM 

To:  'Mercy,  James  (CDC/ONDIEH/NCIPC  <iam2@cdc.Rov>:  'Robert  Gebbia'  <RGebbia@afsp.QrR>:  Reed, 
Jerry  <ireed@edc.QrE>:  | 


(h)(6) 


'Deborah  Stone' 


<zaf9@cdc.RQV>;  'cmoutier@afsp.org'  <cmQutier@afsp.QrR>:  Stout,  Elly  <estQut@edc.QrR>;  Melnyk, 
Liliya  <LMelnvk@edc.orH>;  Bird,  Doreen  <DBird@edc.QrR>:  'heidi@heidibryan.com' 

<heidi@ Heidi brvanxQm>:  'edemello@naminh.org'  <edemello@naminh.or£>: 
'jarrod.hindman@state.co.us'  <iarrod.hindman@statexo.us>;  'mruhe@naccho.org' 
<mruhe@nacchQ.Qrg>:  'Annmarie_white@urmc.rochester.edu' 

<Annmarie  white@urmc.rQche5ter.edu>:  'Eileen.Zeller@samhsa.hhs.gov' 
<Eiteen.Zeller@samhsa.hhs.Rov>:  Dr.  John  Harrison  <iharrisQn@cadca.org>: 
Heather.5tQkes@livinRwork5.net:  'gigi@gcolombini.com'  <giRi@RCQlombini.cQm> 

Subject:  RE:  Action  Alliance:  Community-based  Suicide  Prevention  Priority  Group  Meeting  {2pm 
Eastern/lpm  Central/llam  Pacific) 

Hello  all, 

We  look  forward  to  Friday's  gathering  of  the  CBSP  Priority  Group  at  (2pm  Eastern/lpm  Central/llam 
Pacific).  Based  on  overall  response,  we'll  continue  to  use  the  Webex  platform  with  the  understanding 
that  sometimes  some  members  will  only  be  available  via  phone. 

Per  preferences  of  some  members,  this  information  is  being  sent  both  an  Outlook  invitation  and  as  an 
email. 

I  would  highly  recommend  being  on  the  platform  this  week  as  Deb  Stone's  presentation  will  be  shared 
on  screen,  but  there  is  not  a  handout  or  attachment  related  to  it. 

Attached  are  three  items: 

1.  Agenda  for  Friday's  full  priority  group  call 

2.  Assignments  document 

3.  Last  message  with  notes/materials  from  June's  call 
The  two  key  goals  for  Friday's  call  are  to: 

1.  Better  understand  the  CDC  Technical  package  and  how  it  impacts  this  work  (how  is  it 

complementary/aligned;  how  is  it  duplicative) 

2.  Ensure  members  understand  their  assignments  and  reach  a  decision  about  how  to  gather  in 

smaller  groups  to  identify  core  elements/key  lessons  from  the 
programs/frameworks/approaches. 

As  always,  if  you  have  questions,  concerns,  or  comments,  please  let  me  know. 

Kindly, 

-Jason 

Jason  H.  Padgett,  MPA,  MSM 

Deputy  Secretary,  National  Action  Alliance  for  Suicide  Prevention 
Manager  of  National  Partner  Initiatives,  Suicide  Prevention  Resource  Center 
Associate  Project  Director,  EDC.  Inc. 

ipadRett@edc.org  |  Phone:  202-599-0532  |  Skype:  jason-sprc 
**Envlsionmg  A  Nation  Free  From  the  Tragic  Experience  of  Suicide  ** 


-  Do  not  delete  or  change  any  of  the  following  text.  - 
Join  me  now  in  my  Personal  Room, 


JOIN  WEBEX  MEETING 

https://edcl, webex, com/ioin/jpadRett  |  I  I 


JOIN  BY  PHONE 

1,  Call  one  of  the  following  numbers: 

1-617-618-2000  :  Audio  and  Web  Conferencing 

2.  Follow  the  instructions  that  you  hear  on  the  phone: 

Cisco  Unified  MeetingPlace  meeting  ID:  IZZUaiZKjZZI 
Access  code:  I  fli'x I 

Can't  join  the  meeting?  Contact  support  here: 
https://edcl.webex.com/mc 

IMPORTANT  NOTICE:  Please  note  that  this  WebEx  service  allows  audio  and  other  information 
sent  during  the  session  to  be  recorded,  which  may  be  discoverable  in  a  legal  matter.  By  joining 
this  session,  you  automatically  consent  to  such  recordings.  If  you  do  not  consent  to  being 
recorded,  discuss  your  concerns  with  the  host  or  do  not  join  the  session. 


From: 

Sent: 

To: 

Jerry; 


ihm 


Robert  Gebbia 

INov  2016  23:31:03  +0000 

Padgett,  Jasoii;Mercy,  James  (CDC/ONDIEH/NICIPC);Reed, 

_ Stone,  Deborah  (CDC/ONDIEH/NCIPC);Christine  Moutier;Stout, 


Elly;Carr,  Colleen;Belyeu,  Avery 

Cc:  Rachel  Caraballo 

Subject:  RE:  Action  Alliance:  Community-based  Suicide  Prevention  Priority 

Leadership  Team  Mtg  (2pm  Eastern/lpm  Central/llam  Pacific) 

Thanks  Jason,  the  agenda  looks  good  to  me. 

Bob 


Sent  from  my  Verizon,  Siimsmig  Galaxy  smartphone 


- Original  message - 

From:  "Padgett,  Jason" 

Date:  1 1/1/16  5:40  PM  {GMT-05:00) 

To:  "Mercy,  James  (CDC/ONDIEH/NCIPC"  ,  Robert  Gebbia  ,  "Reed,  JeiTy" , 

Deborah  Stone  ,  Christine  Moutier  ,  "Stout,  Elly"  ,  "Carr, 


Colleen’' ,  "Belyeu,  Aveiy" 

Cc:  Rachel  Caraballo 

Subject:  RE:  Action  Alliance:  Coininunity-based  Suicide  Prevention  Priority  Leadership 
Team  Mtg  (2pm  Eastern/lpm  Central/1  lam  Pacific) 


Good  evening  all, 

Below  is  a  suggested  agenda  for  the  call  for  this  Friday  at  2pm  ET/lpm  CT. 

•  Staff  liaison  transition  -  Jason 

•  Summary  of  EXCOM  Meeting  -  Bob^  Jim,  8t  Jerry 

•  Option  of  potential  next  steps: 

•  Alignment  with  Zero  Suicide-  Jerry 

•  Alignment  with  CDC  Technical  Package-  Jim 

•  Awareness  of  CARF/VA/DSPO  Initiative- Jerry 

•  Getting  input  on  elements  from  community  stakeholders  -Jerry/£//y 

•  Planning  Call  for  November  Avery 

Are  there  any  other  items  that  you  would  like  to  add  to  this  agenda?  If  so,  please  send  those 
agenda  items  to  Avery  Belyeu  (abelveu{^edc.Qrgl  by  COB  on  Thursday,  November  3^"^. 

I  am  looking  forward  to  connecting  with  you  on  Friday. 

Kindly, 

-Jason 

Jason  H.  Padgett,  MPA,  MSM 
Center  Operations  Director 


Center  for  the  Study  and  Prevention  of  Injury,  Violence  and  Suicide 


EDC.  Inc. 


ipaclgett@edc.org  |  Phone:  202-599-0532  |  Skype:  jason-sprc 


a 


EDC 


Learning 

transfornns 

iives> 


- Original  Appointment - 

From:  Padgett,  Jason 

Sent:  Thursday,  April  28,  2016  3:26  PM 

To:  Padgett,  Jason;  Mercy,  James  (CDC/ONDIEH/NCIPC;  Robert  Gebbia;  Reed,  Jerry; 

Deborah  Stone;  c mo utier(S afsp.org;  Stout,  Elly;  Carr,  Colleen;  Belyeu, 


mj6) 


Avery 

Cc:  Rachel  Caraballo 

Subject:  Action  Alliance:  Community-based  Suicide  Prevention  Priority  Leadership  Team  Mtg 
(2pm  Eastern/lpm  Central/llam  Pacific) 

When:  Friday,  November  4,  2016  1:00  PM-2:00  PM  {UTC-06:00)  Central  Time  {US  &  Canada}. 
Where:  Web-based  video  conference  call  (see  details  far  below) 

Importance:  High 

Got  several  OK's  to  move,  talk  to  all  available  on  Friday. 


-  Do  not  delete  or  change  any  of  the  following  text.  « 

Join  me  now  in  my  Personal  Room. 

Join  WebEx  meetmg 

https ://edc1  .webex.com/ioin/ipadgett  1 1  I 

Join  by  phone 

1 .  Call  one  of  the  following  numbers: 

1-617-618-2000  :  Audio  and  Web  Conferencing 

2.  Follow  the  instructions  that  you  hear  on  the  phone: 

Cisco  Unified  MeetingPlace  meeting  ID:  I  1 

Access  code:  I  I 


Cant  Join  the  meeting?  Contact  support, 

IMPORTANT  NOTICE  Please  note  that  this  WebEx  ser\jlce  allows  audio  and  other  rnformation  sent  dufing  the  session  to  U6 
recorded,  which  may  be  discoverable  in  a  legal  matter  By  joimng  this  session,  you  automaticaNy  consent  to  such  recordings  IF 
you  do  not  consent  to  being  recorded,  discuss  your  concerns  wild  tlie  host  or  do  not  ioin  the  session 


From: 

Sent: 

To; 


Pearson,  Jane  L  (NIH/NIMH)  [E] 

21  Feb  2017  20:46:11+0000 

Reed,  JerrY;Stone,  Deborah  (CDC/ONDIEH/NCIPC);Robert  Gebbia;McKeon, 


Richard  (SAMHSA/CMHS) 


Cc; 

Subject: 


McGowan,  Angela  (OS/OASH) 
RE:  APHA? 


Hi  Deb, 

This  is  a  great  idea,  but  1  think  I  am  calendar  challenged,  and  will  likely  be  in  Nevada.  The  JAMA  report 
today  is  a  clear  illustration  of  how  policy  can  affect  adolescent  suicide  risk: 
http://iamanetwork.com/iournals/iamapediatrics/fullarticle/2604258 

Could  do  the  same  with  NSDUH  data... 

APHA  is  in  Atlanta  Nov  4-8 
https://www.apha.orE/annualmeetine 

lASR/AFSP  mtg  is  in  Henderson  NV  Nov  5-8 
http://suicideresearchsummit.orE/ 

I  can  see  if  Belinda  Sims  (NIDA)  or  Eve  Reider  (NCCIH)  are  interested  in  the  upstream  youth  suicide 
prevention  efforts  for  this. 

Jane 

From:  Reed,  Jerry  [mailto:j reed (5) edc.org] 

Sent;  Tuesday,  February  21,  2017  12:29  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Robert  Gebbia  ;  Pearson,  Jane  L  (NIH/NIMH)  [E] ;  McKeon, 
Richard  (SAMHSA/CMHS) 

Cc:  McGowan,  Angela  (OS/OASH) 

Subject:  RE:  APHA? 

I  would  be  interested  if  others  are. 

Jerry 

Jerry  Reed,  Ph.D.,  MSW 

Senior  Vice  President  for  Practice  Leadership  &  Director, 

Center  for  the  Study  and  Prevention  of 

Injury,  Violence  and  Suicide 

EDC 

1025  Thomas  Jefferson  Street,  Suite  700W 

Washington,  DC  20007 

ireed@edc.org 

(202)  572-3771  (direct) 

(202)  223-4059 
(202)  294-8132  (cell) 


Learning 

transforms 

lives. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:zaf9@cdc.sov1 
Sent:  Tuesday,  February  21,  2017  11:32  AM 

To:  Robert  Gebbia  <RGebbia@afsp.org>:  Pearson,  Jane  L  (NIH/NIMH)  [E]  <ipear5on@mail.nih.gov>: 
McKeon,  Richard  (SAMHSA/CMHS)  <Richard. McKeon gisamh$a.hhs.gov> 

Cc:  McGowan,  Angela  (OS/OASH)  <Angela.McfiQwan@hh5.gov>:  Reed,  Jerry  <ireed@edc.org> 
Subject:  APHA? 

Hi  Bob,  Jane,  and  Richard, 


The  MHMD  law  and  health  policy  project  did  decide  to  go  ahead  and  submit  an  abstract  to  APHA. 

As  part  of  the  discussion  about  submitting  an  abstract  we  considered  the  idea  of  submitting  abstracts 
for  a  special  session.  Ultimately,  given  the  short  turnaround  time  from  the  idea  to  the  submission 
deadline  (this  Fri)  we  decided  not  to  go  that  route. 

However,  APHA  has  since  extended  the  deadline  by  a  week  so  we  are  now  revisiting  this  option. 

To  that  end,  I  was  wondering  if  you  had  already  submitted  an  abstract  (or  session)  and/or  if  you'd  be 
interested  in  putting  together  a  session?? 

One  possibility  for  a  session  topic,  again  if  it's  not  already  been  put  forward  and  submitted,  could  be 
roughly  around  comprehensive  suicide  prevention  as  a  means  of  reaching  suicide  prevention 
benchmarks  (AFSP/Action  Alliance  and  HP2020). 

The  session,  comprised  of  4-5  abstracts  could  include  the  MHMD  report,  CDC  Technical  Package,  and 
AF5P  initiatives  toward  the  2025  goal.  The  other  1-2  abstracts  could  include  the  SAMHSA's  NSSP  work 
and/or  Action  Alliance's  Community  Based  Suicide  Prev  initiative  and/or  the  Colorado  initiative. 
Session  abstracts  include  individual  abstracts  (which  include  an  abstract  plus  an  expanded  abstract  per 
the  Injury  Section  guidelines)  plus  a  one  page  overview  of  the  session  along  with  a  number  of  other 
requirements  about  conflict  of  interest  statements,  etc. 

Cc'ing  Angie  since  she  is  coordinating  the  initial  submission  and  Jerry  since  he  may  also  be  interested 
given  his  role  across  some  of  these  projects.  Decided  not  to  cc  Kate  for  the  time  being  since  she's  on 
vacation. 

Thoughts? 

Thanks, 

Deb 

Deb  Stone 

Behaviorai  Scientist 

National  Center  for  Injury  Prevention  and  Control 
Division  of  Violence  Prevention 
Research  &  Evaluation  Branch 

Youth  Violence,  Suicide,  and  Elder  Maltreatment  Team 

10th  fl,  Room  10030 

M.Th,  617.429.3827 

T,  W,  F  770.488.3942 

dstone3@cdc.gov 


From: 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent: 

21  Feb  2017  22:46:16 +0000 

To: 

Robert  Gebbia 

Subject: 

RE:  APHA? 

Hi  Bob, 

Do  you  thmk  the  lASR/AFSP  conference  would  be  interested  in  our  proposed  session  if  we  decided  to 
move  to  that  venue  instead  of  APHA? 

Deb 

From:  Robert  Gebbia  [mailto:RGebbia@afsp.org] 

Sent:  Tuesday,  February  21,  2017  4:58  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Pearson,  Jane  L  (NIH/NIMH)  [E] ;  McKeon,  Richard 
(SAMHSA/CMHS) 

Cc:  McGowan,  Angela  (OS/OASH) ;  Reed,  Jerry  ;  Christine  Moutier 
Subject;  RE:  APHA? 

Hi  Deb, 

Unfortunately  this  conference  overlaps  with  the  2017  International  Summit  on  Suicide  Research  co¬ 
sponsored  by  AFSP  and  lASR  (International  Academy  of  Suicide  Research),  which  is  on 
November  5-8, 

Christine,  Jill  and  I  will  all  be  at  the  Research  Summit.  Perhaps  Someone  else  from  AFSP  could 
participate. 

Bob 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  rmailto:zaf9@cdc.qov1 
Sent:  Tuesday,  February  21,  2017  11:32  AM 

To:  Robert  Gebbia;  Pearson,  Jane  L  (NIH/NIMH)  [E];  McKeon,  Richard  (SAMHSA/CMHS) 

Cc:  McGowan,  Angela  (OS/OASH);  Reed,  Jerry 
Subject:  APHA? 

Hi  Bob,  Jane,  and  Richard, 

The  MHMD  law  and  health  policy  project  did  decide  to  go  ahead  and  submit  an  abstract  to  APHA. 

As  part  of  the  discussion  about  submitting  an  abstract  we  considered  the  idea  of  submitting  abstracts 
for  a  special  session.  Ultimately,  given  the  short  turnaround  time  from  the  idea  to  the  submission 
deadline  (this  Fri)  we  decided  not  to  go  that  route. 

However,  APHA  has  since  extended  the  deadline  by  a  week  so  we  are  now  revisiting  this  option. 

To  that  end,  I  was  wondering  if  you  had  already  submitted  an  abstract  (or  session)  and/or  if  you'd  be 
interested  in  putting  together  a  session?? 

One  possibility  for  a  session  topic,  again  if  it's  not  already  been  put  forward  and  submitted,  could  be 
roughly  around  comprehensive  suicide  prevention  as  a  means  of  reaching  suicide  prevention 
benchmarks  {AFSP/Action  Alliance  and  HP2020). 

The  session,  comprised  of  4-5  abstracts  could  include  the  MHMD  report,  CDC Technical  Package,  and 
AFSP  initiatives  toward  the  2025  goal.  The  other  1-2  abstracts  could  include  the  SAMHSA's  NSSP  work 
and/or  Action  Alliance's  Community  Based  Suicide  Prev  initiative  and/or  the  Colorado  initiative. 
Session  abstracts  include  individual  abstracts  (which  include  an  abstract  plus  an  expanded  abstract  per 
the  Injury  Section  guidelines)  plus  a  one  page  overview  of  the  session  along  with  a  number  of  other 
requirements  about  conflict  of  interest  statements,  etc. 

Cc'ing  Angie  since  she  is  coordinating  the  initial  submission  and  Jerry  since  he  may  also  be  interested 
given  his  role  across  some  of  these  projects.  Decided  not  to  cc  Kate  for  the  time  being  since  she's  on 
vacation. 

Thoughts? 


Thanks, 

Deb 

Deb  Stone 
Behavioral  Scientist 

National  Center  for  Injury  Prevention  and  Control 
Division  of  Violence  Prevention 
Research  &  Evaluation  Branch 

Youth  Violence,  Suicide,  and  Elder  Maltreatment  Team 

10th  fl,  Room  10030 

M/Th,  617.429.3827 

T.  W,  F  770.488,3942 

d$tQne3@cdc.Qov 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  25  Jul  2017  19:49:43  +0000 

To:  Reed,  Jerry;Gebbia,  Robert;Mercv,  James  (CDC/ONDIEH/NCIPC);Belyeu, 

Avery;Padgett,  Jason;Stout  Elly 

Subject:  RE:  CDC  Foundation  Grant  Discussion 


Hi  Jerry, 

Thanks  for  your  email,  Fm  sure  Jim  will  respond  when  he's  available  but  glad  to  hear  that  you  think 
Colorado  is  a  viable  option. 

Deb 


From:  Reed,  Jerry  [mailto:jreed(ffledc.org] 

Sent:  Tuesday,  July  25,  2017  10:18  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Gebbia,  Robert ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ; 
Belyeu,  Avery  ;  Padgett,  Jason  ;  Stout,  Elly 
Subject:  CDC  Foundation  Grant  Discussion 
Dear  Colleagues, 

After  much  thought  last  evening,  I  am  writing  to  suggest  that  in  fact  the  communities  in  Colorado  (3-4) 
that  are  being  identified  to  participate  in  the  CNC  may  be  the  ideal  communities  to  test  applying  our 
framework  and  technical  package  with.  At  first  I  thought  better  to  see  a  completely  new  source  but  now 
I  think  if  we  worked  with  these  3-4  communities  as  to  how  to  assemble  the  right  kind  of  team  based  on 
their  burden  data  and  then  select  an  EBP  that  is  suitable  to  reducing  burden,  we  would  be  able  to 
demonstrate  hopefully  how  important  following  the  process  outlined  in  the  CBSP  framework  really  is,  I 
am  writing  to  let  you  know  I  am  not  of  a  somewhat  different  mind  and  would  not  rule  out  working  with 
the  Colorado  communities.  Open  to  your  thoughts. 


Best, 

Jerry 


jerry  Reed,  PhD,  MSW 

[reed@edc.or^  |  202-572-3771  (O)  |  202-294-8132  [M)  |  202-223-4059  (F) 


Senior  Vice  President  for  Practice 
Leadership  St 

Director  for  the  Injury,  Violence,  and 
Suicide  Prevention  Portfolio 
EOC, 


EDC 


Learning 

imnsforms 

lives. 


Director 

Suicide  PrevenUot^ 

Resource  Center 


Co-Director 

Injury  Control  Research 

Center  for  Suicide 

Prevention 

'  ICRC-S 


Executive  Committee  Member 
National  Action  Alliance  for 


From:  Robert  Gebbia 

Sent:  25  Jul  2017  20:38:07  +0000 

To:  Reed,  Jerrv;Stone,  Deborah  (CDC/ONDI  EH/NCI  PC);  Mercy,  James 

(CDC/ONDIEH/NCfPC);Belveu,  Avery; Padgett,  Jason;Stout,  Elly 
Subject:  RE:  CDC  Foundation  Grant  Discussion 


Jerry, 

I  think  are  advantages  to  testing  this  in  Colorado,  and  would  support  this  approach. 
Bob 


From:  Reed,  Jerry  [mailto:jreed@edc.org] 

Sent:  Tuesday,  July  25,  2017  10:18  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Robert  Gebbia;  Mercy,  James  (CDC/ONDIEH/NCIPC);  Belyeu, 
Avery;  Padgett,  Jason;  Stout,  Elly 
Subject:  CDC  Foundation  Grant  Discussion 
Dear  Colleagues, 

After  much  thought  last  evening,  f  am  writing  to  suggest  that  in  fact  the  communities  in  Colorado  (3-4) 
that  are  being  identified  to  participate  in  the  CNC  may  be  the  ideal  communities  to  test  applying  our 
framework  and  technical  package  with.  At  first  I  thought  better  to  see  a  completely  new  source  but  now 
I  think  if  we  worked  with  these  3-4  communities  as  to  how  to  assemble  the  right  kind  of  team  based  on 
their  burden  data  and  then  select  an  EBP  that  is  suitable  to  reducing  burden,  we  would  be  able  to 
demonstrate  hopefully  how  important  following  the  process  outlined  in  the  CBSP  framework  really  is,  I 
am  writing  to  let  you  know  I  am  not  of  a  somewhat  different  mind  and  would  not  rule  out  working  with 
the  Colorado  communities.  Open  to  your  thoughts. 

Best, 


Jerry 

ierry  Reed,  FhD,  MSW 

ireedfS)edc.oig  |  202-572-3771  (O)  |  202-294-8132  (M) 


202-223-4059  (F) 


Senior  vice  President  for  Practice 
Leadership  & 

Director  for  the  Injury,  Violence,  and 
Suicide  Prevention  Portfolio 
EQC.  Inc. 

Leamlng 
transforms 
lives* 


EDC 


Director 

Syicide  Prevention 

Resoyrce  Center 


SPRC 


Co-Director 

Iniurv  Control  Research 

Center  for  Suicide 

Prevention 


ICRC-S 


Executive  Comniittee  Memher 
Nation  at  Action  Alligince  for 

Suicide  Prevention 

^Action 
lAllianci'. 


From: 

Sent: 

To: 

Cc: 

EllyC 


fbxe') 


Subject: 

Full  Group  Call 


Robert  Gebbia 

24  Oct  2016  22:01:01  +0000 

Padgett,  Jason;Mercy,  James  (CDC/ONDIEH/NCIPC};Reed,  Jerry 
Christine  Moutier;Stone,  Deborah  (CDC/ONDIEH/NCIPC);Stout, 

^Rachel  Caraballo 

RE:  Decision  requested:  Action  Alliance:  Community-based  Suicide  Prevention 


Thanks  Jason.  I  agree  and  support  option  C. 

Option  B  would  make  sense  if  there  are  items  you  want  to  discuss  with  the  leadership  team  prior  to 
working  on  a  plan  for  gathering  input  and  aligning  with  CDC  technical  package. 

Bob 

From:  Padgett,  Jason  [mailto: JPadgett@edc,org] 

Sent:  Monday,  October  24,  2016  9:38  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC;  Reed,  Jerry;  Robert  Gebbia 
Cc:  Christine  Moutier;  Deborah  Stone;  Stout,  Elly;  I  fh¥6i  ~ 


Rachel  Caraballo 


Subject:  Decision  requested:  Action  Alliance:  Community-based  Suicide  Prevention  Full  Group  Call 
Good  morning  all, 

BLUF:  Maintain,  cancel  or  change  purpose  of  Friday^s  scheduled  meeting  of  the  Transforming 
Communities  group. 

First,  many  thanks  to  Bob,  Jim,  and  Jerry  for  presenting  at  the  EXCOM  meeting  last  week.  Second,  much 
appreciation  to  all  of  you  for  moving  efforts  forward  over  the  past  few  months. 

As  you  may  see  on  your  calendars,  we  have  a  foil  group  call  scheduled  for  Friday  afternoon.  However,  1 
think  our  only  infonnation  to  share/disenss  at  this  point  could  be  a  brief  summary  about  activity  since  the 
face-to-face  meeting  {desire  to  align  with  CDC  Technical  package  release;  gain  more  input  from 
community  leaders  such  as  a  few  AFSP  chapters  or  few  communities  within  states).  Therefore,  T  am 
wondering  which  of  the  following  this  you,  as  the  co-lcads,  would  prefer: 

a.  Maintain  scheduled  meeting  and  keep  it  brief 

b.  Change  it  to  a  leadership  meeting  to  better  plot  out  alignment  and  input  gathering 

c.  Cancel  it  which  would  allow  for  time  to  prepare  a  plan  for  gathering  input  and  aligning  with  CDC  technical 

package. 

Please  let  me  know  if  you  prefer  A,  B,  or  C.  I  lean  towards/recommend  C.  However,  1  can  make  a  case 
for  B,  as  well  as  A,  Once  I  hear  back  from  a  few  and  (if)  there  appears  to  be  alignment  Fll  update  the  full 
group. 

Either  way,  we'll  need  to  extend  meetings  of  the  leadership  team  and  full  group  a  few  months  to  complete 
the  work. 

Kindly, 

-Jason 

Jason  H.  Padgett,  MPA,  MSM 
Center  Operations  Director 

Center  for  the  Study  and  Prevention  of  limirv.  Violence  and  Suicide 

EDC.  Inc. 

ipadjJett^edc.orR  |  Phone:  202-599-0532  |  Skype:  jason-spre 

Learning 

1311 M  transforms 

ifj 


From: 

Sent: 

To: 

Cc: 

Ellvl 


(•b)(6) 


Subject: 

Full  Group  Call 


Padgett,  Jason 

24  Oct  2016  22:24:02  +0000 

Robert  Gebbia;MercY,  James  (CDC/ONDIEH/NCIPC);Reed,  Jerry 
Christine  Moutier;Stone,  Deborah  (CDC/ONDIEH/NCIPC);Stout, 


lachel  Caraballo;Carr,  Colleen 


RE:  Decision  requested:  Action  Alliance:  Community-based  Suicide  Prevention 


Based  on  inputs.  I’m  going  to  let  the  full  group  know  we  are  cancelling  Friday,  I’ll  extend  our  meetings 
into  January  -  2nd  Friday  for  leadership  group;  Friday  for  full  group.  Modified  to  3*^*^  to  avoid 
Thanksgiving  and  Christmas  which  are  impacted  by  4**^  Friday’s. 

Kindly, 

-Jason 

Jason  FI.  Padgett,  MPA,  MSM 
Center  Operations  Director 

Center  for  the  Study  and  Prevention  of  Injury,  Violence  and  Suicide 

EDC.  Inc. 

ipadgeU@cdc.org  |  Phone:  202-599-0532  |  Skype;  jason-spre 

Learning 
transforms 
lives. 

From:  Robert  Gebbia  [mailto:RGebbia@afsp.orgJ 
Sent;  Monday,  October  24,  2016  5:01  PM 

To:  Padgett,  Jason  ;  Mercy,  James  (CDC/ONDIEH/NCIPC  ;  Reed,  Jerry 


EDC 


Cc:  Christine  Moutier ;  Deborah  Stone  ;  Stout,  Elly  ; 


Rachel  Caraballo 


Subject:  RE:  Decision  requested:  Action  Alliance:  Community-based  Suicide  Prevention  Full  Group 
Call 

Thanks  Jason.  1  agree  and  support  option  C, 

Option  B  would  make  sense  if  there  are  items  you  want  to  discuss  with  the  leadership  team  prior  to 
working  on  a  plan  for  gathering  input  and  aligning  with  CDC  technical  package. 

Bob  _ 

From:  Padgett,  Jason  [ niai  1  to : J F ad tt@ e dc , ora] 

Sent:  Monday,  October  24, 2016  9:38  AM 

To:  Mercy,  James  (CDC/ONDlEH/NClPC;  Reed,  Jerry;  Robert  Gebbia 


Cc:  Christine  Moutier;  Deborah  Stone;  Stout,  Elly;  | 


gym 


Rachel  Caraballo 


Subject:  Decision  requested:  Action  Alliance:  Community -based  Suicide  Prevention  Full  Group  Call 
Good  morning  all, 

BLUF;  Maintain^  cancel  or  change  purpose  of  Friday^s  scheduled  meeting  of  the  Transforming 
Communities  group. 

First,  many  thanks  to  Bob,  Jim,  and  Jeriy  for  presenting  at  the  EXCOM  meeting  last  week.  Second,  much 
appreciation  to  all  of  you  for  moving  efforts  forward  over  the  past  few  months. 

As  you  may  see  on  your  calendars,  we  have  a  full  group  call  scheduled  for  Friday  afternoon.  However,  1 
think  our  only  information  to  share/discuss  at  this  point  could  be  a  brief  summary  about  activity  since  the 
face-to-face  meeting  (desire  to  align  with  CDC  Technical  package  release;  gain  more  input  from 
community  leaders  such  as  a  few  AFSP  chapters  or  few  communities  within  states).  Therefore,  1  am 
wondering  which  of  the  following  this  you,  as  the  co-leads,  would  prefer: 

a.  Maintain  scheduled  meeting  and  keep  it  brief 

b.  Change  it  to  a  leadership  meeting  to  better  plot  out  alignment  and  input  gathering 

c*  Cancel  it  wdiich  would  allow  for  time  to  prepare  a  plan  for  gathering  input  and  aligning  with  CDC  technical 
package. 


Please  let  me  know  if  you  prefer  A,  B,  or  C.  I  lean  towards/recommend  C.  However,  I  can  make  a  case 
for  B,  as  well  as  A.  Once  I  hear  back  from  a  few  and  (if)  there  appears  to  be  alignment.  I’ll  update  the  full 
group. 

Either  way,  we’ll  need  to  extend  meetings  of  the  leadership  team  and  full  group  a  few  months  to  complete 
the  work.  " 

Kindly,  jX-  I  r  ' 

-Jason  'ft’.'!'' 

Jason  H.  Padgptt,'IVfPA;,MSM 
Center  Operations  director 

Center  for  the  Study  and  Prevention  of  Injury.  Violence  and  Suicide 

EDO,  Inc. 

ipadHett@edc,oru  |  Phone:  202-599-0532  |  Skype:  jason-spre 

Learning 
transforms 
lives. 


a 


EDC 


From:  Reed,  Jerry 

Sent:  30  Nov  2017  15:32:55  +0000 

To:  Crosby,  Alexander  {CDC/ONDIEH/NCIPC);Hindman  -  CDPHE,  Jarrod 

Cc;  Kyle  Brown  -  GovOff ice; Betz,  Marian;Allen,  Michael;Runyan,  Carol;Sarah 

Brummett  -  CDPHE;Gutierrez,  Peter  M.  <Peter.GiJtierrez@va.gov>;Brian  Turner;Ethan  Jamison  - 
CDPHE;Bol,  Kirk;Emily  Fine  -  CDPHE;Barb  Becker;Gebbia,  Robert;Schoenbaum,  Michael  (NIH/NIMH) 
[C];McKeon,  Richard  (SAMHSA/CMHS);Quinlan,  Kristen;Caine,  Eric;White,  AnnMarie;Conwell, 
Yeates;Smith,  Lakeesha  (Shakiyla)  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Detailed  agendas  -  CDC  tech  pkg 


Yes,  1  will  handle  the  transJbnning  document.  I’ll  send  slides  in  advance.  I’ll  work  on  them  today. 


Best, 

Jerry 

Jerry  Reed,  PhD,  MSVV 

Senior  Vice  President  for  Practice  Leadership 
Injury,  Violence  &  Suicide  Prevention  Portfolio  Lead 

Natiorial  AcLion  Alliance  for  Suicide  Prevention  Executive  Committee  Member 


ircedraiedc.ort^  |  202-572-377 1  (O)  |  202-294-8132  (M)  |  202-223-4059  {F) 
Educalmu  DevelopmeHl  Center.  fHC> 


Learning 

transfonms 

lives. 


From:  Crosby,  Alexander  (CDC/ONDIEH,/NClPC)  [mailto:aecl@cdc.gov] 

Sent:  Thursday,  November  30,  2017  10:00  AM 
To:  Hindman  -  CDPHE,  Jarrod 

Cc:  Kyle  Brown  -  GovOffice  ;  Betz,  Marian  ;  Allen,  Michael ;  Runyan,  Carol ;  Sarah  Bnimmett  - 
CDPHE  ;  Gutierrez,  Peter  M.  ;  Brian  Turner  ;  Ethan  Jamison  -  CDPHE  ;  Bol,  Kirk  ;  Emily  Fine  - 
CDPHE  ;  Barb  Becker  ;  Gebbia,  Robert ;  Schoenbaum,  Michael  (NIH/NIMH)  [C]  ;  McKeon,  Richard 
(SAMHSA/CMHS) ;  Quinlan,  Kristen  ;  Caine,  Eric  ;  Reed,  Jerry  ;  White,  AnnMarie  ;  Conwell,  Yeates  ; 
Smith,  Lakeesha  (Shakiyla)  (CDC/OM)IEH/NCIPC) 

Subject:  RE:  Detailed  agendas  *  CDC  tcch  pkg 
Greetings: 

Yes,  I  will  handle  the  tech  pkg.  Ell  send  slides  in  a  little  while. 

Alex  C 

From:  Hindman  -  CDPHE,  Jarrod  [  m  a  i  1  to :  j  a  r  rod .  hi  n  din  an  state .  c  o  ms] 

Sent;  Wednesday,  November  29,  2017  6:32  PM 

To:  Sarah  Bmmniett  -  CDPHE  <sarah.brumiTictt@slatc.co.i!s>:  Gutierrez,  Peter  M, 
<Peter.Gutierrez@va.gov>  <Peter.Gutierrez@va.goY>;  Brian  Turner  <btumer@.cbhc.org>;  Ethan 
Jamison  -  CDPHE  <ethandamison@statexo.us>;  Boh  Kirk  <krrk.bo]@state.co.us>:  Emily  Fine  -  CDPHE 
<eniilv.fine@state.CQ.us>:  Barb  Becker  <bbecker(S!cbhc.or^>:  Gebbia,  Robert  <RGebbia@afsD.org>: 
Schoenbaum,  Michael  (NTH/NIMH)  [C]  <sch oe n b aum m @ m a i L n i h . o v> ;  McKeon,  Richard 
(SAMHSA/CMHS)  <Ricliard.McKeon@samhsadihs.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>:  Quinlan,  Kristen  <KOuinlan@.edc.org>:  Caine,  Eric 
<Eric  Cai ne@,unnc . rochesteiLedii>;  Reed,  Jerry  <ireed@edc.org>:  White,  AnnMarie 
<AnnMarie_Whitc@uiTnc.rochest0r.edu>:  Conwell,  Yeates  < Yeates  CQnwell@ymic.rochestcr.edu>: 
Smith,  Lakeesha  (Shakiyla)  (CDC/ONDIEH/NCIPC)  <dcz0@cdc.Rov> 

Cc:  Kyle  Brown  -  GovOffice  <ky]em.brQwn@state.co.us>:  Betz,  Marian 

<MARlAN.BETZ@ucdcnver.cdu>:  Allen,  Michael  <MichaekAllcn@ucdcnvcr.edu>:  Runyan,  Carol 
<CAROL.RUNYAN@ucdenver.edii> 

Subject:  Detailed  agendas 

Attached.  Let  me  know  what  I've  missed  and/or  what  needs  to  be  amended. 

Alex  /  Shakiyla  -  Can  one  of  you  present  on  the  Technical  Package? 


Jerry  /  Bob  -  Can  one  of  you  present  on  the  Transforming  Communities  doc? 

Ethan  /  Kirk  -  note  the  data  presentation  section  and  let  me  know  if  anything  needs  to  be 
tweaked, 

FYI.  .  .  I  just  sent  these  to  local  partner  leaders  as  well,  so  there  may  be  some  adjustments.  I'll 
keep  you  posted  if  so. 

Thank  you. 

Jarrod 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303,691.7901 

4300  Cheii'y  Creek  Drive  South,  Denver  CO  80246 

iarrod.hindman@state.co.us  | 


From: 

Sent: 

To: 

Cc: 

Labre;Melissa  Helm 
Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

17  Feb  2017  22:05:22+0000 

'Belyeu,  Avery'; Mercy,  James  (CDC/ONDIEH/NCIPC);Reed,  Jerry;Robert  Gebbia 
Caraballo,  Rachel;cmoutier  (cmoutier@afsp.org);5tout,  Elly;IVIagdala 


RE:  Proposed  Webinar  Dates:  Transforming  Communities  and  CDC  Tech  Package 


Either  of  those  times  will  work  for  me.  Thanks  for  coordinating. 

Deb 

From:  Belyeu,  Avery  [mailto:ABelyeu@edc.org] 

Sent:  Friday,  February  17,  2017  4:40  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Reed,  Jerry  ;  Robert  Gebbia 

Cc:  Caraballo,  Rachel;  cmoutier (cmoutier@afsp.org) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Stout, 
Elly ;  Magdala  Labre  ;  Melissa  Helm 

Subject;  Proposed  Webinar  Dates:  Transforming  Communities  and  CDC  Tech  Package 
Dear  Community  Based  Suicide  Prevention  Co-leads, 

We  have  identified  two  potential  dates  for  a  public  webinar  regarding  the  Transforming  Communities 
Paper  and  the  CDC  Technical  Package. 

•  Tuesday,  March  28^'' ,  2-3:30  ET 

•  Wednesday  April  12*^ ,  3-4:30  ET 

Please  respond  to  this  email  with  your  availability.  I  look  forward  to  working  with  you  on  next  steps. 
My  Best, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St  JOOW 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


^SPRC 


Learning 

transforms 

lives. 


From: 

Sent: 

To: 

Cc: 


Robert  Gebbia 

IS  Feb  2017  03:23:27  +0000 

Belyeu,  Avery;Mercy,  James  (CDC/ONDIEH/NCIPC);Reed,  Jerry 
Caraballo,  Rachel;Christine  Moutier;Stone,  Deborah 


(CDC/ONDIEH/NCIPC);Stout,  EllY;Magdala  Labre;Melissa  Helm 


Subject: 

Package 


RE:  Proposed  Webinar  Dates:  Transforming  Communities  and  CDC  Tech 


Both  of  these  dates  are  good  for  me. 


Bob 


Scnl  from  my  Vciizon,  Samsung  Galaxy  smanplmne 


- Original  message - 

From:  "Belyeu,  Avery" 

Date:  2/17/17  4:40  PM  (GMT-05:00) 

To:  "Mercy,  James  (CDC/ONDIEH/NCIPC)" ,  "Reed,  Jerry"  ,  Robert  Gebbia 

Cc:  "Caraballo,  Rachel" ,  Christine  Moutier ,  "Deborah  Stone  (zaf9@cdc.gov)" ,  "Stout, 

Elly" ,  Magdala  Labre  ,  Melissa  Helm 

Subject:  Proposed  Webinar  Dates:  Transforming  Communities  and  CDC  Tech  Package 
Dear  Community  Based  Suicide  Prevention  Co-leads, 

We  have  identified  two  potential  dates  for  a  public  webinar  regarding  the  Transforming 
Communities  Paper  and  the  CDC  Technical  Package. 

•  Tuesday,  March  28*^  ,  2-3:30  ET 

•  Wednesday  April  12*'^,  3-4:30  ET 

Please  respond  to  this  email  with  your  availability,  I  look  forward  to  working  with  you  on  next 
steps. 

My  Best, 

Avery 

Avery  Belyeu 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


Learning 

transforms 

lives. 


From:  Melissa  Helm 

Sent:  21  Feb  2017  16:54:49  +0000 

To:  Belyeu,  Av€ry;Mercy,  James  (CDC/ONDIEH/NCIPC);Reed,  Jerry;Robert  Gebbia 

Cc:  Caraballo,  Rachel;Christine  Moutier;5tone,  Deborah 

(CDC/ONDI EH/NCI PC);Stout,  Elly;Magdala  Labre 

Subject:  RE:  Proposed  Webinar  Dates:  Transforming  Communities  and  CDC  Tech  Package 


Hi  Avery, 

Christine  is  unavailable  for  both  the  dates  provided.  She  let  me  know  it  is  OK  to  move  forward 
scheduling  without  her. 

Best, 

Melissa 
Melissa  Helm 

Executive  Assistant  to  Robert  Gebbia  and  Christine  Moutier,  MD 
American  Foundation  for  Suicide  Prevention 

120  Wall  Street  |29*^  floor  |  New  York,  NY  10005 

mhe]m(@afsn,orfi 

T:  212-363-3SOO  x201S 


AMERICAN  FOUNDATION  FOR 

Suicide  Prevention 


From:  Belyeu,  Avery  [mailtoiABelyeu^edc-org] 

Sent:  Friday,  February  17,  2017  4:40  PM 

To:  Mercy,  James  [CDC/ONDI  EH/NCI  PC);  Reed,  Jerry;  Robert  Gebbia 

Cc:  Caraballo,  Rachel;  Christine  Moutier;  Deborah  Stone  (zaf9@cdc.gov);  Stout,  Elly;  Magdala  Labre;  Melissa  Helm 
Subject:  Proposed  Webinar  Dates:  Transforming  Communities  and  CDC  Tech  Package 
Dear  Community  Based  Suicide  Prevention  Co-leads, 

We  have  identified  two  potential  dates  for  a  public  webinar  regarding  the  Transforming  Communities 
Paper  and  the  CDC  Technical  Package- 

•  Tuesday,  March  28^*^ ,  2-3:30  ET 

•  Wednesday  April  12^^ ,  3-4:30  ET 

Please  respond  to  this  email  with  your  availability.  I  look  forward  to  working  with  you  on  next  steps- 
My  Best, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  5t.700W 
Washington,  DC  20007 
(82S)  406-4029  (Direct) 


di 

^SPRC 


EDC 


Learning 

transforms 

lives. 


From: 

Sent: 

To: 

Cc: 


Belyeu,  Avery 

21  Feb  2017  18:45:36+0000 

Melissa  Helm;Mercy,  James  (CDC/ONDIEH/NCIPC);Reed,  Jerry;Robert  Gebbia 
Caraballo,  Rachel;Chnstine  Moutier;Stone,  Deborah 


(CDC/ONDI EH/NCI PC);Stout,  Elly;Magdala  Labre 


Subject: 


RE:  Proposed  Webinar  Dates:  Transforming  Communities  and  CDCTech  Package 


Thank  you,  Melissa. 

My  Best, 

Avery 

From:  Melissa  Helm  [mailto:MHelm(3afsp.org] 

Sent:  Tuesday,  February  21,  2017  10:55  AM 

To:  Belyeu,  Avery  ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Reed,  Jerry  ;  Robert  Gebbia 
Cc:  Caraballo,  Rachel ;  Christine  Moutier ;  Deborah  Stone  (zaf9@cdc.gov) ;  Stout,  Elly  ;  Magdala  Labre 
Subject:  RE:  Proposed  Webinar  Dates:  Transforming  Communities  and  CDCTech  Package 
Hi  Avery, 

Christine  is  unavailable  for  both  the  dates  provided.  She  let  me  know  it  is  OK  to  move  forward 
scheduling  without  her. 

Best, 

Melissa 
Melissa  Helm 

Executive  Assistant  to  Robert  Gebbia  and  Christine  Moutier,  MO 

American  Foundation  foj  Suicide  Prevention 

120  Wall  Street  1 29*^  floor  |  Mew  York,  MY  10005 

mheimfSafsp.org 

T:  212-363-3500  x20ia 


From:  Belyeu,  Avery  [mailto:ABeiveu@edc.QrR] 

Sent:  Friday,  February  17,  2017  4:40  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC);  Reed,  Jerry;  Robert  Gebbia 

Cc:  Caraballo,  Rachel;  Christine  Moutier;  Deborah  Stone  (zaf9@cdcRovl;  Stout,  Elly;  Magdala  Labre;  Melissa  Helm 
Subject:  Proposed  Webinar  Dates:  Transforming  Communities  and  CDCTech  Package 
Dear  Community  Based  Suicide  Prevention  Co-leads, 

We  have  identified  two  potential  dates  for  a  public  webinar  regarding  the  Transforming  Communities 
Paper  and  the  CDC  Technical  Package. 

•  Tuesday,  March  28**' ,  2-3:30  ET 

•  Wednesday  April  12*^ ,  3-4:30  ET 

Please  respond  to  this  email  with  your  availability.  I  look  forward  to  working  with  you  on  next  steps. 

My  Best, 

Avery 

Avery  Belyeu 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 


The  Education  Development  Center  (EDC) 


1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


^SPRC 


Learning 

transforms 

lives. 


from: 

Sent: 

To: 

Gebbic_ 

Liliya 

Subject: 


Padgett;  Jason 

23  May  2016  20:36:30  +0000 

Christine  Moutier;Reed,  Jerry;Mercy,  James  (CDC/ONDIEH/NCIPC);Robert 


me) 


itone,  Deborah  (CDC/ONDIEH/NCIPC);Stout;  Ellv;Chervin;  Doryn;Melnyk; 


RE:  Suicide  Technical  Package  and  the  White  Paper  on  a  Comprehensive, 


Community-based  Approach  to  Suicide  Prevention 


Just  a  technical  note  -  I'm  going  to  be  sending  out  the  agenda  for  Friday's  call  to  the  co-leads  tomorrow 
for  edits  (some  final  touches  coming  later  today).  However,  the  agenda  is  full  {broad  overview, 
welcome,  introductions,  work  plan  review,  sample  outline  for  a  white  paper,  presentation  and 
discussion  about  the  5PRC  effective  suicide  prevention  model,  and  review  of  action  items/next  steps)  — 
we  can  have  the  CDC  technical  package  as  a  key  topic  area  for  the  June  call.  IF  when  you  see  the  agenda 
tomorrow  and  you  believe  we  could  fit  it  in  Friday,  great  If  not,  please,  know  it's  on  the  plan  for  June. 
Jason  H.  Padgett,  MPA,  MSM 

Deputy  Secretary,  National  Action  Alliance  for  Suicide  Prevention 
Manager  of  National  Partner  Initiatives,  Suicide  Prevention  Resource  Center 
Associate  Project  Director,  Education  Development  Center.  Inc.  (EDO 
inadiJett@edc.or^  |  Phone:  202-599-0532  |  Skype:  jason-spre 


Learning 

transforms 

lives. 


**Envisioning  A  Nation  Free  From  the  Tragic  Experience  of  Suicide  ** 

From:  Christine  Moutier  [maiito:CMoutier@afsp.org] 

Sent:  Monday,  May  23,  2016  3:27  PM 

To:  Reed,  Jerry  ;  Mercy,  James  (CDC/ONDiEH/NCiPC) ;  Padgett,  Jason  ;  Robert  Gebbia  ; 

Stone,  Deborah  (CDC/ONDiEH/NCiPC) ;  Stout,  Eiiy  ;  Chervin,  Doryn  ;  Meinyk, 


Liiiya 

Subject:  RE:  Suicide  Technicai  Package  and  the  White  Paper  on  a  Comprehensive,  Community-based 
Approach  to  Suicide  Prevention 

Thanks,  Jim.  The  technical  package  for  child  abuse  &  neglect  is  a  wonderful  document.  How  do 
you  think  education/health/advocacy  groups  will  use  it?  I  might  be  catching  up  with  others  on 
this,  and  some  fleshing  out  of  examples  for  how  these  packages,  including  ours  on  Suicide 
Prevention,  will  be  used  will  be  helpful. 

Thanks, 

Christine 

Christine  Moutier,  M.D. 

Chief  Medical  Officer 

American  Foundation  for  Suicide  Prevention 


120  Wall  Street 


New  York,  NY  10005 
212-363-3500  x2017 


From:  Reed,  Jerry  tjreed@edc.org] 

Sent:  Monday,  May  23,  2016  3:00  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC);  Padgett,  Jason;  Robert  Gebbia; 


Stone,  Deborah 


(CDC/ONDIEH/NCIPC);  Christine  Moutier;  Stout,  Elly;  Chervin,  Doryn;  Melnyk,  Liliya 

Subject:  RE:  Suicide  Technical  Package  and  the  White  Paper  on  a  Comprehensive,  Community-based  Approach  to 
Suicide  Prevention 


Thanks  Jim*  Very  helpful.  I  have  reviewed  the  Technical  Package  you  sent  and  feel  what  is  important  for 
our  next  call  is  to  discuss  how  does  our  product  differs  from  what  will  be  coming  in  the  suicide 
prevention  Technical  Package-  No  need  to  duplicate  or  recreate  the  wheel.  Having  reviewed  what  you 
sent,  I  have  some  thoughts  but  would  strongly  encourage  others  to  review  so  we  can  zero  in  on  what 
the  field  needs  and  what  we  can  create  that  will  help. 

Best, 

Jerry 

Jerry  Reed,  Ph.D,,  MSW 

Vice  President  &  Director 

Center  for  the  Study  and  Prevention  of 

Injury,  Violence  and  Suicide 

EDC 


1025  Thomas  Jefferson  Street,  Suite  700W 
Washington,  DC 20007 
ireed(riiedaor2 
(202)  572-3771  (direct) 

(202)  223-4059 
(202)  294-8132  (celt) 

Learning 
transforms 
lives. 

From;  Mercy,  James  (CDC/ONDIEH/NCIPC)  [mai]to:iam2@cdc. govi 
Sent:  Monday,  May  23,  2016  2:40  PM 

To:  Padgett,  Jason  <JPadgett@edc.org>;  Robert  Gebbia  <RGebbia@afsp.org>:  Reed,  Jerry 

Etone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 


EDC 


(h)(6) 


<irecd@edc-or£>: 

cmoiatjcr@alsp.Qrs;  Stout,  Elly  <estQut@edc.Qrs>:  Chervin,  Doryn  <DCber\in@edc.ors>:  Melnyk,  Liliya 
<LMelnvk@edc.org> 

Subject:  Suicide  Technical  Package  and  the  White  Paper  on  a  Comprehensive,  Community-based 
Approach  to  Suicide  Prevention 
Hi  all, 

I've  been  meaning  to  send  you  this  message  since  our  phone  meeting  several  weeks  back.  Attached  is  an 
example  of  a  technical  package.  This  one  addresses  child  abuse  &  neglect,  but  it  gives  you  a  sense  of  the 
kind  of  document  that  we  are  in  the  process  of  developing  for  suicide.  As  weVe  shared  Deb  is  leading 
this  process  for  us  along  with  several  other  staff.  I  wanted  all  of  us  to  be  clear  on  what  we  are  in  the 
process  of  developing  because  it  sounds  like  what  we  are  talking  about  in  terms  of  a  white  paper  could 
be  similar.  Our  timeline  for  this  is  longer  than  that  for  the  white  paper,  but  I  think,  and  Deb  please 
correct  me  if  I'm  wrong,  the  bulk  of  the  writing  for  the  suicide  technical  package  will  be  undertaken  this 
summer.  We  released  the  attached  technical  package  on  child  abuse  &  neglect  about  a  month  or  so  ago 
as  well  as  one  addressing  sexual  violence.  So  far  they  have  been  received  very  well. 

If  you  have  any  questions  please  let  me  know. 

Best, 

Jim 


From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent;  24  May  2016  08:02:42  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);'Christine  Moutier';Reed,  Jerrv;Padgett, 

Jason;Robert  GebbiaiT  ttout,  Elly;Chervin,  Doryn;Melnyk,  Liliya 

Subject:  RE:  Suicide  Technical  Package  and  the  White  Paper  on  a  Comprehensive, 

Community-based  Approach  to  Suicide  Prevention 


Thanks  Deb,  I  would  add  that  we  also  see  these  packages  as  resources  for  the  field  in  general  (e.g., 
communities,  foundations,  other  federal  agencies,  etc,)  and  hope  it  contributes  to  a  broader  sense  that 
we  have  sufficient  evidence  to  take  action  to  prevent  suicide  as  the  urgency  to  take  action  builds. 

As  Deb  said  what  these  packages  don't  address  is  how  one  goes  about  implementing  the  actions 
described  within.  So  that  is  an  important  aspect  that  well  be  developing  after  we  release  each  package. 
From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  May  23,  2016  7:11  PM 

To:  'Christine  Moutier' ;  Reed,  Jerry ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Padgett,  Jason  ;  Robert 
Gebbia ; 


Stout,  Elly  ;  Chervin,  Doryn  ;  Melnyk,  Liliya 


Subject:  RE:  Suicide  Technical  Package  and  the  White  Paper  on  a  Comprehensive,  Community-based 
Approach  to  Suicide  Prevention 
Hi  Christine, 

ni  jump  in  for  Jim  and  he  can  correct  me  if  Tm  wrong.  The  technical  package  will  be  disseminated  to 
states  as  a  resource  to  guide  suicide  prevention  decision-making.  The  expectation  is  that  different 
sectors  (such  as  education  and  public  health)  within  a  state  or  community  would  take  the  lead  on 
various  components.  Together  the  strategies  support  coordinated  and  comprehensive  suicide 
prevention  and  they  are  being  developed  with  the  national  strategy  in  mind.  Implementation  guidance 
will  be  sent  to  states  separately  to  address  more  of  the  particulars. 

It  will  be  interesting  to  consider  this  work  in  the  context  of  the  CBSP  and  other  efforts  such  as  the  SPRC 
model.  I  look  forward  to  the  discussions  to  come,  be  they  in  May  or  June  (per  Jason's  email). 

Deb  '' 

From:  Christine  Moutier  [mailto:CMoutier@afsp.or^] 

Sent:  Monday,  May  23,  2016  4:27  PM 

To:  Reed,  Jerry  <ireed@edc.Qr^>:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>;  Padgett,  Jason 
<JPadgett@edc.arg>;  Robert  Gebbia  <RGebbiard>!afep,oFj^>: 


(b)(6) 


Stone,  Deborah 


(CDC/ONDIEH/NCIPC)  < zaffl @cdc , go v> ;  Stout,  Elly  <estoutfa;edc.oriJ>:  Chervin,  Doryn 
<DCher\dn@:edc.ora:>;  Melnyk,  Liliya  <LMelnvk(aiedc.ortJ> 

Subject:  RE:  Suicide  Technical  Package  and  the  White  Paper  on  a  Comprehensive,  Community-based 
Approach  to  Suicide  Prevention 

Thanks,  Jim.  The  technical  package  for  child  abuse  &  neglect  is  a  wonderful  document.  How  do 
you  think  education/health/advocacy  groups  will  use  it?  I  might  be  catching  up  with  others  on 
this,  and  some  fleshing  out  of  examples  for  how  these  packages,  including  ours  on  Suicide 
Prevention,  will  be  used  will  be  helpful. 

Thanks, 

Christine 

Christine  Moutier,  M.D. 

Chief  Medical  Officer 

American  Foundation  for  Suicide  Prevention 
120  Wall  Street 


New  York,  NY  10005 
212-363-3500  x2017 


From:  Reed,  Jerry  [jreed@edc.org] 

Sent:  Monday,  May  23,  2016  3:00  PM 

To:  Mercy,  James  (CDC/ONDI  EH/NCI  PC);  Padgett,  Jason;  Robert  Gebbia;  I  th¥6J  I  Stone, 
Deborah  (CDC/ONDIEH/NCIPC);  Christine  Moutier;  Stout,  Elly;  Chervin,  Doryn;  Melnyk,  Liliya 
Subject:  RE:  Suicide  Technical  Package  and  the  White  Paper  on  a  Comprehensive,  Community- based 
Approach  to  Suicide  Prevention 


Thanks  Jim.  Very  helpful,  t  have  reviewed  the  Technical  Package  you  sent  and  feel  what  is  important  for 
our  next  call  is  to  discuss  how  does  our  product  differs  from  what  will  be  coming  in  the  suicide 
prevention  Technical  Package.  No  need  to  duplicate  or  recreate  the  wheel.  Having  reviewed  what  you 
sent,  I  have  some  thoughts  but  would  strongly  encourage  others  to  review  so  we  can  zero  in  on  what 
the  field  needs  and  what  we  can  create  that  will  help. 

Best, 

Jerry 

Jerry  Reed,  Ph.D.,  M5W 

Vice  President  &  Director 

Center  for  the  Study  and  Prevention  of 

injury,  Violence  and  Suicide 

EDC 


1025  Thomas  Jefferson  Street,  Suite  700W 
Washington,  DC 20007 
ireed(d'iedc,or2 
(202)  572-3771  (direct) 

(202)  223-4059 
(202)  294-8132  (celt) 

Learning 
transforms 
Jives. 

From;  Mercy,  James  (CDC/ONDIEH/NCIPC)  [  mail  to:  i  aiTi2  @.cdc .  eovI 
Sent:  Monday,  May  23,  2016  2:40  PM 

To:  Padgett,  Jason  <JPad£jett@edc.orH>:  Robert  Gebbia  <RGebbia@afsp.org>:  Reed,  Jerry 


EDC 


<irced@edc,orE>: 


W(6) 


Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.aov>: 


CTTioutier@afsp.or^;  Stout,  Elly  <estoiit@edc.orE>:  Chervin,  Doryn  <DChervin@edc.orfJ>:  Melnyk,  Liliya 
<LMeliivk@:edc-or^> 

Subject;  Suicide  Technical  Package  and  the  White  Paper  on  a  Comprehensive,  Community-based 
Approach  to  Suicide  Prevention 
Hi  all, 

I've  been  meaning  to  send  you  this  message  since  our  phone  meeting  several  weeks  back*  Attached  is  an 
example  of  a  technical  package.  This  one  addresses  child  abuse  &  neglect,  but  it  gives  you  a  sense  of  the 
kind  of  document  that  we  are  in  the  process  of  developing  for  suicide.  As  we've  shared  Deb  is  leading 
this  process  for  us  along  with  several  other  staff.  I  wanted  all  of  us  to  be  clear  on  what  we  are  in  the 
process  of  developing  because  it  sounds  like  what  we  are  talking  about  in  terms  of  a  white  paper  could 
be  similar.  Our  timeline  for  this  is  longer  than  that  for  the  white  paper,  but  I  think,  and  Deb  please 
correct  me  if  I'm  wrong,  the  bulk  of  the  writing  for  the  suicide  technical  package  will  be  undertaken  this 


summer.  We  released  the  attached  technical  package  on  child  abuse  &  neglect  about  a  month  or  so  ago 
as  well  as  one  addressing  sexual  violence.  So  far  they  have  been  received  very  well. 

If  you  have  any  questions  please  let  me  know. 

Best, 

Jim 


From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  15  Dec  2017  10:05:44  -0500 

To:  Brummett  -  CDPHE,  Sarah 

Cc:  Hindman  -  CDPHE,  Jarrod;Betz,  Marian;cc;  Runyan,  Carol;Allen, 

Michael;cc:  Kyle  Brown  -  GovOffice;5tone,  Deborah  (CDC/ONDIEH/NCIPC);Wilkins,  Natalie  J. 
(CDC/ONDIEH/NCIPC);Gutierrez,  Peter  M.  <Peter.Gut(errez(3va.gov>;Brian  Turner;Ethan 
Jamison  -  CDPHE;Bol,  Kirk;Emily  Fine  -  CDPHE;Barb  Becker;Gebbia,  Robert;Schoenbaum,  Michael 
(NIH/NIMH)  [C];McKeon,  Richard  (SAMHSA/CMH5};Quinlan,  Kristen;Caine,  Eric;Reed, 
Jerry;White,  AnnMarie;Conwell,  Yeates;Smith,  Lakeesha  (Shakiyia)  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  Thank  you  I 

Greetings: 

Thank  you  for  the  response.  Just  checking  to  make  sure  that  that  sector  is  represented. 
Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Brummett  -  CDPHE,  Sarah 
Sent:  Friday,  December  15,  2017  09:53 
To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc:  Hindman  -  CDPHE,  Jarrod;  Betz,  Marian;  cc;  Runyan,  Carol;  Allen,  Michael;  cc:  Kyle  Brown  - 
GovOffice;  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Wilkins,  Natalie  J,  (CDC/ONDIEH/NCIPC); 
Gutierrez,  Peter  M.  ;  Brian  Turner;  Ethan  Jamison  -  CDPHE;  Bol,  Kirk;  Emily  Fine  -  CDPHE;  Barb 
Becker;  Gebbia,  Robert;  Schoenbaum,  Michael  (NIH/NIMH)  [C];  McKeon,  Richard 
(SAMHSA/CMHS);  Quinlan,  Kristen;  Caine,  Eric;  Reed,  Jerry;  White,  AnnMarie;  Conwell,  Yeates; 
Smith,  Lakeesha  (Shakiyia)  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  Thank  you! _ _ 

Alex, 

Sifting  through  my  email  and  I  didn't  see  a  response  to  your  question,  apologies  for  the 
delay.  Yes,  Paul  Bretz  is  still  actively  involved  and  continues  to  serve  as  the  private  co¬ 
chair  for  the  Suicide  Prevention  Commission.  He  and  Emily  had  a  really  good  meeting 
with  Ms.  Warren  down  in  Colorado  Springs  a  few  weeks  ago  and  I  heard  that  ideas  and 
connections  are  brewing. 


Sarah  Brummett,  M.A.,  J.D. 

Office  of  Suicide  Prevention  Director 

Violence  and  Injury  Prevention-Mentai  Heaith  Promotion  Branch 


COLORADO 

I  Department  of  PubUc 
Health  &  Environment 


P  303-692-2369  I  F  303.69 1 .790 1 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

sarah. brumniett@state .co . us  |  www.coosD.oru 


If  you  or  someone  you  know  is  in  need  of  support  please  contact  the  Colorado  Crisis  and  Support  Line 
at  1-844-49 3 'TALK  (8255)  or  text  ’TALK"  to  38255  or  go  to  w w w . c o  1  o rad ocris i s ser vi c cs . or ^  to  access 
chat.  Help  and  hope  are  available  24  /  7  /  365 


On  Tue,  Dec  12,  2017  at  7:20  AM,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

<acc  1  @cdc  ■  go  v>  wrote: 

Greetings: 

You  are  quite  welcome.  It  was  a  very  worthwhile  &  important  set  of  visits. 

One  consideration  that  1  had  was  the  involvement  of  the  faith-based  organizations.  1  think  that 
group  was  mentioned  at  all  three  locations  but  I  only  recall  1  representative  which  was  at  the 
El  Paso  site.  I  was  wondering  about  making  sure  that  others  such  as  Ms  Warren  &  Mr  Bretz 
are  still  involved. 


Alex  C 

From:  Hindman  -  CDPHE,  Jan^od  rmailto:iaiTod.hindman@statc.co.us1 
Sent:  Monday,  December  1 1 , 201 7  5:44  PM 

To:  Sarah  Brummett  -  CDPHE  <sarah. brum nnett@st ate. coais>;  Gutierrez,  Peter  M. 
<Peter.GytjeiTez@;va.t^QV>  <Peter.Gutierrez@va.gov>:  Brian  Turner  <bturner@cbhc ■oru>: 
Ethan  Jamison  -  CDPHE  <ethan.jaiTiison(ajstatexo.us>;  Bol,  Kirk  <k r rk . bo  1  @5tate , c o . us>; 
Emily  Fine  -  CDPHE  <emi ly . fine@state . co.us>:  Barb  Becker  <bbccker@cbhc.Qrg>'  Gebbia, 
Robert  <RGebbia@afsp.org>:  Schoenbaum,  Michael  (NIH/NIMH)  [CJ 
<schoenbaumin@.maiTnih.igov>;  McKeon,  Richard  (SAMHSA/CMHS) 

<Ri chard. McKcon@samhsa.hhs.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

<ae€  1  @cdc.RQV>;  Quinlan,  Kristen  <KQuinlan@edc.org>;  Caine,  Eric 
<Eric  Came@unnc>rochester.edu>:  Reed,  Jerry  <irecd@edc.org>;  White,  AnnMarie 
<AmMarie  White@urmc.rochester.edu>:  Con  well,  Yeates 
<Y eates  Conwell@unnc.rQehester.edti>;  Smith,  Lakeesha  (Shakiyla) 

(CDC/ONDIEH/NCIPC)  <dczO@cdc.gov> 

Cc:  Betz,  Marian  <M  ARIAN.BETZ@ucdenver.edu>:  cc:  Runyan,  Carol 
<CAROL.RUNYAN@ucdenver.edu>;  Allen,  Michael  <Michael.Allen(@ucdenverxdu>:  cc: 
Kyle  Brown  -  GovOffice  <kvlem.brov^m(@statexo.us>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@:cdc.gov>:  Wilkins,  Natalie  J.  (CDC/ONDIEH/NCIPC) 
<hux9@cdc .  ^ov> 

Subject:  Thank  you! 

Hello  everyone  - 

Thank  you  for  spending  so  much  of  your  valuable  time  with  us  last  week  to  visit 
Colorado  Springs,  Pueblo  and  Fort  Collins.  It  was  a  big  commitment  and  I  hope  you 
found  the  meetings  to  be  informative  and  valuable.  I  feel  like  we  achieved  our  goals  of 
learning  about  each  community,  starting  the  process  of  building  partnerships,  and 
informing  each  community  about  the  CNC.  There  is  a  great  deal  of  work  in  front  of  us, 
but  this  was  a  great  t5rst  step. 


I  have  followed-up  with  the  community  leaders  that  helped  me  organize  last  week  and 
have  shared  a  link  to  the  data  dashboard,  the  technical  package,  the  transforming 
communities  document,  Alex  and  Jerry's  slides,  info  on  the  May  2018  RTI,  and 
Kristen's  inventory  document  with  each  community.  I  also  promised  that  we'd  share 
meeting  notes  and  next  steps  and  schedule  a  follow-up  call  with  each  community  in  the 
next  couple  of  weeks.  We  will  share  notes  with  everyone  once  they  are  all  complete. 

Larimer  County  partners  already  developed  and  sent  out  a  survey  to  all  attendees  (you 
may  have  received  that  already),  and  Emily  is  helping  craft  a  survey  for  El  Paso  and 
Pueblo.  We  will  share  those  results  as  well. 

next  steps  for  the  CNC  steering  team: 

-  Follow-up  with  local  partners 

-  CDC  Foundation  Proposal 

-  ID  local  leadership  groups  and  key  partners  in  each  community 

-  ID  priorities  and  common  vision  across  counties 

-  Develop  implementation  strategies  and/or  menu  of  strategies 

-  Formulate  evaluation  processes 

-  Develop  plan  for  fidelity,  data  collection,  reporting 

-  Develop  sustainability  plan 

Some  of  these  are  long-term  of  course,  but  it's  what  I  jotted  down  during  our  debrief  on 
Wed  afternoon. 

Let  me  know  what  follow-up  questions/concerns  you  have  and  thank  you  again  to 
everyone  that  traveled  to  each  community.  Thank  you  also  to  everyone  that  drove. 
Finally,  thanks  for  getting  up  so  early  on  Tuesday  and  Wednesday,  and  thanks  for 
putting  in  a  12-hour  day  on  Tuesday! 

Jarrod 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

i  arrod .  hi  ndman@state.  co.us  | 


From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  24  May  2018  08:41:09  -0400 

To:  Robert  Gebbia;Belyeu,  Avery;Reed,  Jerry;Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Stout,  Elly;Carr,  Colleen;Christine  Moutier;Melissa  Helm 

Subject:  Re:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 

6/18  from  3-4  works  best  for  me  as  well.  6/15  won’t  work  for  me. 


From:  Robert  Gebbia 

Date:  May  24,  2018  at  7:34:34  AM  EDT 

To:  Belyeu,  Avery  ,  Reed,  Jerry  ,  Mercy,  James  (CDC/ONDIEH/NCIPC) ,  Stone, 
Deborah  (CDC/ONDIEH/NCIPC) ,  Stout,  Elly  ,  Carr,  Colleen  ,  Christine  Moutier , 
Melissa  Helm 

Subject:  Re:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Avery, 

Good  call  yesterday,  thanks. 

Best  date  and  time  for  me  is  6/18  from  3  to  4  pm.  Pm  traveling  on  6/15,  but  should  be 
able  to  join  the  call  from  2  to  3  pm.  The  other  times  won't  work  for  me. 

Best  regards. 

Bob 


Sent  from  my  Verizon,  Samsung  Galaxy  smartphone 


- Original  message - 

From:  "Belyeu,  Avery" 

Date:  5/23/18  5:41  PM  (GMT-05:00) 

To:  "Reed,  Jerry" ,  Robert  Gebbia ,  "Mercy,  James  (CDC/ONDIEH/NCIPC)"  ,  "Stone, 
Deborah  (CDC/ONDIEH/NCIPC)"  ,  "Stout,  Elly"  ,  "Carr,  Colleen"  ,  Christine  Moutier  , 
Melissa  Helm 

Subject:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Hello  All, 

It  was  a  pleasure  connecting  with  you  all  today.  Thank  you  for  a  generative  call. 

Below  is  an  outline  of  next  steps: 

•  Bob,  Deb,  and  Jerry  will  present  the  idea  of  a  day-  long  "academy"  to  the  Colorado 
National  Collaborative  and  report  back  to  this  group  regarding  the  outcome  of  that 
conversation. 


•  This  event  would  focus  on  presenting  currently  existing  resources  including  the 

CDC Technical  Package,  the  Transforming  Communities  Paper,  implementation 
tools  from  partner  organizations  {e.g.  SPRC)  and  as  well  as  relevant  data. 

•  Ongoing  work  with  these  partners  could  provide  feedback  regarding  current  tools 

and  help  to  answer  the  questions;  Are  additional  tools  or  resources  needed?  Do 
existing  tools  need  to  be  adapted  to  better  meet  the  needs  of  the  field? 

•  Any  future  "'stage  2"  efforts  in  other  locations  couid  build  on  what  is  learned 

through  this  work  in  Colorado. 

•  If  the  decision  is  to  move  forward  with  an  "academy"  the  Secretariat  will  create  an  outline 
of  possible  structure  and  assess  the  potential  cost. 

As  discussed  we  want  to  meet  again  in  a  few  weeks  to  keep  these  conversations  moving 
forward.  Please  review  the  days  and  times  listed  below  and  respond  with  your  availability t 

-  Friday,  June  15: 

o  9- 10a  m  ET 
o  2-3  pm  ET 

-  Monday,  June  18: 

o  llam-12pm  ET 
o  3pm-  4pm  ET 

Thank  you  all  for  your  participation  In  this  call  and  for  helping  to  identify  immediate  next  steps.  I 
look  forward  to  speaking  again  in  a  few  weeks. 

Kindly, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  {Direct} 


SPRC 


Learning 

transforms 

lives. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  24  May  2018  12:59:07 +0000 

To:  Robert  Gebbia;Belyeu,  Avery;Reed,  Jerry;Mercy,  James 

(CDC/ONDIEH/NCIPC);Stout,  Eliy;Carr,  Colleen;Christine  Moiitier;Melissa  Helm 

Subject:  RE:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 

Monday  times  work  best  for  me.  ThanksI 
Deb 

From:  Robert  Gebbia 

Sent:  Thursday,  May  24,  2018  7:33  AM 

To:  Belyeu,  Avery  ;  Reed,  Jerry ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Stout,  Elly  ;  Carr,  Colleen  ;  Christine  Moutier ;  Melissa  Helm 
Subject:  Re:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Avery, 

Good  call  yesterday,  thanks. 

Best  date  and  time  for  me  is  6/18  from  3  to  4  pm.  I'm  traveling  on  6/15,  but  should  be  able  to 
join  the  call  from  2  to  3  pm.  The  other  times  won't  work  for  me. 

Best  regards. 

Bob 

Sent  from  my  Verizon,  Samsung  Gala.i^y  smartphone 

- Original  message - 

From:  ’’Belyeu,  Avery"  < ABel yeu(a!edc.org> 

Date:  5/23/18  5:4 1  PM  (GMT-05:00) 

To:  "Reed,  Jerry"  < j reed@edc . or g>,  Robert  Gebbia  <RGebbia@afsp.ora>,  "Mercy,  James 
(CDC/ONDIEH/NCIPC)"  <iam2@cdc.gov>.  "Stone,  Deborah  (CDC/ONDIEH/NCIPC)" 
<7af9fecdc. gov>.  "Stout,  Elly"  <estout@.edc.ore>.  "Carr,  Colleen"  <ccarr@cdc.orE>.  Christine 
Moutier  <CMoutier(aiafsp.orii>,  Melissa  Helm  <MHeli'n(a)afsp.org> 

Subject:  Transfomiing  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Hello  All, 

It  was  a  pleasure  connecting  with  you  all  today.  Thank  you  for  a  generative  call. 

Below  is  an  outline  of  next  steps: 

•  Bob,  Deb,  and  Jerry  will  present  the  idea  of  a  day-  long  "academy"  to  the  Colorado  National 

Collaborative  and  report  back  to  this  group  regarding  the  outcome  of  that  conversation. 

•  This  event  would  focus  on  presenting  currently  existing  resources  including  the  CDC 

Technical  Package,  the  Transforming  Communities  Paper,  implementation  tools  from 
partner  organizations  (e.g.  SPRC)  and  as  well  as  relevant  data. 

•  Ongoing  work  with  these  partners  could  provide  feedback  regarding  current  tools  and  help 

to  answer  the  questions:  Are  additional  tools  or  resources  needed?  Do  existing  tools 
need  to  be  adapted  to  better  meet  the  needs  of  the  field? 

•  Any  future  "stage  2"  efforts  in  other  locations  could  build  on  what  is  learned  through  this 

work  in  Colorado. 

•  If  the  decision  is  to  move  forward  with  an  "academy"  the  Secretariat  will  create  an  outline  of 

possible  structure  and  assess  the  potential  cost. 

As  discussed  we  want  to  meet  again  in  a  few  weeks  to  keep  these  conversations  moving  forward.  Please 
review  the  days  and  times  listed  below  and  respond  with  your  availability: 

-  Friday,  June  15: 

o  9-lOam  ET 


o  2-3pm  ET 
-  Monday,  June  18: 

o  llam-12pm  ET 
o  3pm-  4pm  ET 

Thank  you  all  for  your  participation  in  this  call  and  for  helping  to  identify  immediate  next  steps.  I  look 
forward  to  speaking  again  in  a  few  weeks. 

Kindly, 

Avery 

Avery  Belyeu 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


SPRC 


Learning 

transforms 

lives. 


From: 

Sent: 

To: 


Reed,  Jerry 

25  May  2018  01:46:28  +0000 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Robert  Gebbia;Belyeu,  Avery;Mercy, 


James  (CDC/ONDI EH/NCI PC);Stout,  Elly;Carr,  Colleen;Christine  Moutier;Melissa  Helm 


Subject: 


RE:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 


All  proposed  times  work  for  me.  Thanks. 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 
jreed@edc,org  |  202-572-3771  (0)  |  202-294-8132  (M)  |  202-223-4059  (F) 


Education  Development  Center.  Inc. 


Education 

Development 

Center 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  24,  2018  8:59  AM 

To:  Robert  Gebbia  ;  Belyeu,  Avery  ;  Reed,  Jerry  ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Stout,  Elly  ;  Carr, 
Colleen  ;  Christine  Moutier ;  Melissa  Helm 

Subject:  RE:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Monday  times  work  best  for  me.  Thanks! 

Deb 

From;  Robert  Gebbia  <RGebbia@afsp.org> 

Sent;  Thursday,  May  24,  2018  7:33  AM 

To:  Belyeu,  Avery  <ABelveu@edc.org>;  Reed,  Jerry  <ifeed|S)edc.org>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2@cdc.gQV>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g)cdc.gov>;  Stout, 
Elly  <e5toutgiedc.org>:  Carr,  Colleen  <ccarr@edc.orR>;  Christine  Moutier  <CMoutier@afsp.org>; 
Melissa  Helm  <MHelm^af5p.org> 

Subject:  Re:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Avery, 

Good  call  yesterday,  thanks. 

Best  date  and  time  for  me  is  6/lS  from  3  to  4  pm.  I'm  traveling  on  6/15,  but  should  be  able  to 
Join  the  call  from  2  to  3  pm.  The  other  times  won't  work  for  me. 

Best  regards, 

Bob 

Sent  from  my  Verizon,  Samsung  Galaxy  smartphone 

- Original  message - 

From:  "Belyeu,  Avery"  <ABelveu(5)edc.org> 

Date:  5/23/18  5:41  PM  (GMT-05:00) 

To:  "Reed,  Jerry"  <ireed@edc.Qrg>.  Robert  Gebbia  <RGebbia@afsp.org>,  "Mercy,  James 
(CDC/ONDIEH/NCIPC)"  <iam2t5)cdc.gov>.  "Stone,  Deborah  (CDC/ONDIEH/NCIPC)" 
<zaf9@cdc.gov>.  "Stout,  Elly"  <estout@edc.org>,  "Carr,  Colleen"  <ccarr@edc.Qrg>,  Christine 
Moutier  <CMoutier@afsp,orE>.  Melissa  Helm  <MHelm@afsp.org> 

Subject:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Hello  All, 


It  was  a  pleasure  connecting  with  you  all  today.  Thank  you  for  a  generative  call. 

Below  is  an  outline  of  next  steps: 

•  Bob,  Deb,  and  Jerry  will  present  the  idea  of  a  day-  long  ''academy"  to  the  Colorado  National 

Collaborative  and  report  back  to  this  group  regarding  the  outcome  of  that  conversation. 

•  This  event  would  focus  on  presenting  currently  existing  resources  including  the  CDC 

Technical  Package,  the  Transforming  Communities  Paper,  implementation  tools  from 
partner  organizations  (e.g.  SPRC)  and  as  well  as  relevant  data, 

•  Ongoing  work  with  these  partners  could  provide  feedback  regardingcurrent  tools  and  help 

to  answer  the  questions:  Are  additional  tools  or  resources  needed?  Do  existing  tools 
need  to  be  adapted  to  better  meet  the  needs  of  the  field? 

•  Any  future  "stage  2"  efforts  in  other  locations  could  build  on  what  is  learned  through  this 

work  in  Colorado. 

•  If  the  decision  is  to  move  forward  with  an  "academy"  the  Secretariat  will  create  an  outline  of 

possible  structure  and  assess  the  potential  cost. 

As  discussed  we  want  to  meet  again  in  a  few  weeks  to  keep  these  conversations  moving  forward.  Please 
review  the  days  and  times  listed  below  and  respond  with  your  availability: 

-  Friday,  June  15: 

o9-10am  ET 
o2-3pm  ET 
-Monday,  June  18: 

o  llam-12pm  ET 
o3pm-  4pm  ET 

Thank  you  all  for  your  participation  in  this  call  and  for  helping  to  identify  immediate  next  steps.  I  look 
forward  to  speaking  again  in  a  few  weeks. 

Kindly, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


^SPRC 


Learning 

transforms 

lives. 


From: 

Sent: 

To: 


Reed,  Jerry 

25  May  2018  01:50:42  +0000 

Robert  Gebbia;Belyeu,  Avery;Mercy,  James  (CDC/ONDIEH/NCIPC);Stone, 


Deborah  (CDC/ONDIEH/NCIPC);Stout,  Elly;Carr,  Co(leen;Christine  MoiJtier;Melissa  Helm 


Subject: 


RE:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 


A  request.  Please  in  future  correspondence  refer  to  the  day-long  event  as  a  community  collaboration 
event  versus  an  ^'academy/'  Many  thanks.  We  want  to  work  with  communities  in  a  collaborative  manner 
rather  than  presenting  a  teaching  or  academy  type  event. 

Best, 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 

Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 
ireed@edc.org  |  202-S72-3771  (0)  |  202-294-8132  (M)  |  202-223-4059  (F) 

Education  Development  Center,  Inc. 


Education 

Development 

Center 


From;  Robert  Gebbia 

Sent:  Thursday,  May  24,  2018  7:33  AM 

To:  Belyeu,  Avery  ;  Reed,  Jerry ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Stout,  Elly  ;  Carr,  Colleen  ;  Christine  Moutier ;  Melissa  Heinn 
Subject;  Re:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Avery, 

Good  call  yesterday,  thanks. 

Best  date  and  time  for  me  is  6/lS  from  3  to  4  pm.  I'm  traveling  on  6/15,  but  should  be  able  to 
join  the  call  from  2  to  3  pm.  The  other  times  won't  work  for  me. 

Best  regards, 

Bob 

Sent  from  my  Verizon,  Samsung  Galaxy  smartphone 

- Original  message - 

From:  "Belyeu,  Avery"  <ABelveu@edc.org> 

Date:  5/23/18  5:41  PM  (GMT-05:00) 

To:  "Reed,  Jerry"  <ireed(5)edc.org>,  Robert  Gebbia  <RGebbia@afsp.org>,  "Mercy,  James 
(CDC/ONDIEH/NCIPC)"  <iam2@cdc.gov>.  "Stone,  Deborah  (CDC/ONDIEH/NCIPC)" 
<zaf9@cdc.gov>,  "Stout,  Elly"  <estout@edc.org>,  "Carr,  Colleen"  <ccarr@edc.org>,  Christine 
Moutier  <CMoutier@afsD.orR>.  Melissa  Helm  <MHelm@afsp.org> 

Subject:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Hello  All, 

It  was  a  pleasure  connecting  with  you  all  today.  Thank  you  for  a  generative  call. 

Below  is  an  outline  of  next  steps: 

•  Bob,  Deb,  and  Jerry  will  present  the  idea  of  a  day-  long  "academy"  to  the  Colorado  National 
Collaborative  and  report  back  to  this  group  regarding  the  outcome  of  that  conversation. 


•  This  event  would  focus  on  presenting  currently  existing  resources  including  the  CDC 

Technical  Package,  the  Transforming  Communities  Paper,  implementation  tools  from 
partner  organizations  (e.g.  SPRC)  and  as  well  as  relevant  data, 

•  Ongoing  work  with  these  partners  could  provide  feedback  regarding  current  tools  and  help 

to  answer  the  questions:  Are  additional  tools  or  resources  needed?  Do  existing  tools 
need  to  be  adapted  to  better  meet  the  needs  of  the  field? 

•  Any  future  "'stage  T  efforts  in  other  locations  could  build  on  what  is  learned  through  this 

work  in  Colorado. 

•  If  the  decision  is  to  move  forward  with  an  "academy"  the  Secretariat  will  create  an  outline  of 

possible  structure  and  assess  the  potential  cost. 

As  discussed  we  want  to  meet  again  in  a  few  weeks  to  keep  these  conversations  moving  forward.  Please 
review  the  days  and  times  listed  below  and  respond  with  your  availability: 

-  Friday,  June  15: 

o9-10am  ET 
o2-3pm  ET 

*  Monday,  June  18: 

o llam-12pm  ET 
o3pm~  4pm  ET 

Thank  you  all  for  your  participation  in  this  call  and  for  helping  to  identify  immediate  next  steps.  I  look 
forward  to  speaking  again  in  a  few  weeks. 

Kindly, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


^SPRC 


Learning 

transforms 

fives. 


From: 

Sent: 

To: 


Belyeu,  Avery 

25  May  2018  15:22:13+0000 

Reed,  Jerry; Robert  Gebbia;Mercy,  James  (CDC/ONDIEH/NCIPC);5tone,  Deborah 


(CDC/ONDIEH/NCIPC);Stout,  Elly;Carr,  Colleen;Christine  Moutier;Melissa  Helm 


Subject: 


RE:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 


Hello  All, 


Thank  you  for  responding  with  your  availability.  I  will  send  out  a  calendar  invitation  here  shortly. 

Jerry,  thank  you  for  this  note  about  how  to  refer  to  the  day-long  event.  I  agree  that  the  way  that  we 
refer  to  this  is  important  and  we  will  make  the  switch  to  community  collaboration. 

Kindly, 

Avery 

From:  Reed,  Jerry 

Sent:  Thursday,  May  24,  2018  8:51  PM 

To:  Robert  Gebbia  ;  Belyeu,  Avery ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Stout,  Elly  ;  Carr,  Colleen  ;  Christine  Moutier ;  Melissa  Helm 
Subject:  RE:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
A  request.  Please  in  future  correspondence  refer  to  the  day-long  event  as  a  community  collaboration 
event  versus  an  ^^academy."  Many  thanks.  We  want  to  work  with  communities  in  a  collaborative  manner 
rather  than  presenting  a  teaching  or  academy  type  event. 

Best, 

Jerry 

Jerry  Reed,  PhD,  MSVV 

Senfor  Vice  President  for  practice  Leadership 
Suicide,  Violence  &  injury  Prevention  Portfofio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 
ireedOedc.org  |  202-572-3771(0)  |  202-294-8132  (M)  \  202-223-4059  (F) 

Education  Development  Center.  Inc. 


EdiicaUofi 

Development 

Center 


From:  Robert  Gebbia  <RGebbia@afsp.org> 

Sent:  Thursday,  May  24,  2018  7:33  AM 

To:  Belyeu,  Avery  <ABelveu@edc.org>:  Reed,  Jerry  <ireed(S?edc.orR>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2Pcdc.gQV>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(fflcdc.EOV>;  Stout, 
Elly  <e5toutPedc.org>:  Carr,  Colleen  <ccarr@edc.orE>:  Christine  Moutier  <CMoutier{Safsp.orE>; 
Melissa  Helm  <MHelm@afsp.org> 

Subject:  Re:  Transforming  Communities  Priority  5.23  Leadership  Call:  Next  Steps 
Avery, 

Good  call  yesterday,  thanks. 

Best  date  and  time  for  me  is  6/18  from  3  to  4  pm.  I'm  traveling  on  6/15,  but  should  be  able  to 
join  the  call  from  2  to  3  pm.  The  other  times  won't  work  for  me. 

Best  regards, 

Bob 

Sent  from  my  Verizon,  Samsung  Galaxy  smartphone 
- Original  message . . 


From:  ’’Belyeu,  Avery"  <ABelveu@edc.orR> 

Date:  5/23/18  5:41  PM  (GMT-05:00) 

To:  "Reed,  Jerry"  <ireed@edc.org>,  Robert  Gebbia  <RGebbia@afsp.orR>,  "Mercy,  James 
(CDC/ONDIEH/NCIPC)"  <iam2@cdc.Rov>,  "Stone,  Deborah  (CDC/ONDIEH/NCIPC)" 
<zaf9@cdc.Rov>,  "Stout,  Elly"  <estout@edc.orR>,  "Carr,  Colleen"  <ccarr(gedc.orR>,  Christine 
Moutier  <CMQUtier@afsp,orR>.  Melissa  Helm  <MHelm@afsp.org> 

Subject:  Transforming  Communities  Priority  5,23  Leadership  Call:  Next  Steps 
Hello  All, 

It  was  a  pleasure  connecting  with  you  all  today.  Thank  you  for  a  generative  call. 

Below  is  an  outline  of  next  steps: 

•  Bob,  Deb,  and  Jerry  will  present  the  idea  of  a  day-  long  "'academy"  to  the  Colorado  National 
Collaborative  and  report  back  to  this  group  regarding  the  outcome  of  that  conversation. 

•  This  event  would  focus  on  presenting  currently  existing  resources  including  the  CDC 

Technical  Package,  the  Transforming  Communities  Paper,  implementation  tools  from 
partner  organizations  (e.g.  5PRC)  and  as  well  as  relevant  data. 

•  Ongoing  work  with  these  partners  could  provide  feedback  regarding  current  tools  and  help 


to  answer  the  questions:  Are  additional  tools  or  resources  needed?  Do  existing  tools 
need  to  be  adapted  to  better  meet  the  needs  of  the  field? 


•  Any  future  "stage  2"  efforts  in  other  locations  could  build  on  what  is  learned  through  this 
work  in  Colorado. 

•  If  the  decision  is  to  move  forward  with  an  "academy"  the  Secretariat  will  create  an  outline  of 
possible  structure  and  assess  the  potential  cost. 

As  discussed  we  want  to  meet  again  in  a  few  weeks  to  keep  these  conversations  moving  forward.  Please 
review  the  days  and  times  listed  below  and  respond  with  your  availability: 

-  Friday,  June  15: 

o9-10am  ET 
o2-3pm  ET 

-  Monday,  June  18: 

o  1  lam-12  pm  ET 
o3pm-  4pm  ET 

Thank  you  all  for  your  participation  in  this  call  and  for  helping  to  Identify  immediate  next  steps.  I  look 
forward  to  speaking  again  in  a  few  weeks. 

Kindly, 

Avery 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  5t.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


SPRC 


Learning 

transforms 

lives. 


From: 

Sent: 

To: 

Cc: 

Subject: 


Stephanie  Coggin 

28Jun  2016  13:42:39+0000 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Alexis  O'Brien 

RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 


Hi  Deb  “  Thank  you  for  the  heads  up.  This  is  important  news.  Would  this  be  a  report  that  you  could 


share  under  ennbargo  by  tomorrow?  Td  like  to  give  our  AFSP  team  an  opportunity  to  be  supportive  with 


a  statement  or  media  inquiries.  Copying  our  PR  Director  Alexis  O'Brien  too. 

Thanks,  Stephanie 

Stephanie  Coggin 

VP,  Communications  &  Marketing 

American  Foundation  for  Suicide  Prevention 

120  Wall  Street  1 29th  ffoor  |  New  York,  NY  10005 

T:  212.363.3500  ext.  2027 

C:  917318.3132 


From:  Zeller,  Eileen  (SAMHSA/CMHS)  [mailto:Eileen.Zeller@samhsa, hhs.gov] 

Sent:  Tuesday,  June  28,  2016  8:53  AM 

To:  Belyeu,  Avery;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Dan  Reidenberg;  John  Draper;  Stout,  Elly;  Jack  Benson; 
Stephanie  Coggin;  eneely@reingold.com;  Stone,  Deborah  (CDC/ONDIEH/NCIPC};  Carr,  Colleen;  Weber,  Mark 
(HHS/ASPA);  Amy  Kulp;  steve.mendelsohn@thetrevorproject.org;  Chervin,  Doryn;  Frances  Gonzalez;  Michael'+H, 
Rosen;  Ashley  Vactor;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Holland,  Kristin  (CDC/ONDIEH/NCIPC);  Melnyk,  Uifya  . 
Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation  '  '  ;  j  j  ,' 

Thank  you*  '.  '  Va 

CDC  Colleagues:  We  look  forward  to  reading  this. _ 

From:  Belyeu,  Avery  f ma ilto : ABei yeu @ edc.o trI 
Sent:  Monday,  June  27,  2016  5:49  PM 

To:  Pearson,  Jane  L  (NIH/NIMH)  [Ej;  Zeller,  Eileen  (SAMHSA/CMHS);  Dan  Reidenberg;  John  Draper;  Stout,  Elly; 

Jack  Benson;  Stephanie  Coggin;  eneeiy@reingoJd.com:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Carr,  Colleen; 
Weber,  Mark  (HHS/ASPA);  Amy  Kulp;  steve.mendelsohn@thetrevorprQfect,orR;  Chervin,  Doryn;  Frances 
Gonzalez;  Michael  Rosen;  Ashley  Vactor;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Holland,  Kristin  (CDC/ONDIEH/NCIPC); 
Melnyk,  Liliya 

Subject:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Dear  Media  Messaging  Workgroup, 

On  the  Media  Messaging  Workgroup  call  on  Monday,  June  20^^  Deb  Stone  shared  information  about  an 
upcoming  article  in  MMWR.  Please  see  the  information  below  regarding  the  upcoming  release  of  the 
article  on  June,  30^*^,  including  how  to  join  the  conversation  after  the  release  date  and  who  to  contact 
for  more  information. 

My  Best, 

Avery 


In  the  spirit  of  continued  coordination  and  information  sharing,  I  wanted  to  let  you  know  in  advance 
about  an  upcoming  article  in  MMWR,  which  will  be  titled  Suicide  by  Occupation  -  17  States,  2012.  This 
article  will  be  released  on  Thursday,  June  30,  2016  at  1  pm  ET.  The  data  have  been  pulled  from  the 
National  Violent  Death  Reporting  System,  and  the  report  analyzes  suicide  deaths  for  those  over  the  age 
of  16  by  sex  and  occupation. 

The  key  findings  from  the  report  (which  I  unfortunately  can't  share  outside  the  agency  yet)  will  include 
the  highest  rates  of  suicide  by  occupational  categories.  These  findings  can  help  employers  and  suicide 
prevention  professionals  know  who  may  need  to  be  reached  by  suicide  prevention  activities. 


I  appreciate  you  keeping  this  information  about  this  article  within  your  organization  until  the  report  is 
officially  released  (Thursday,  June  30,  2016  at  1  pm  ET),  but  hope  you  will  consider  joining  the 
conversation  after  the  release  date  by: 

•  Sharing  a  message  on  social  media: 

o  New  CDC  report  analyzes  highest  suicide  rate  by  occupation  and  sex.  #VetoViolence 
o  Results  from  new  CDC  report  can  help  target  suicide  prevention  work  to  certain 
occupations.  #\/etoVioience 

•  Forwarding  the  upcoming  partner  announcement  through  emaii 

•  Sending  questions  about  the  report  to  dvpinquiriesPcdc.gov 

Thank  you  for  all  of  your  work  to  prevent  suicides  and  help  people  live  their  lives  to  their  fullest 
potential! 

Avery  Belyeu 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St.700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


^SPRC 


EDC 


Learning 

transforms 

lives. 


From: 

Sent: 

To: 

Cc: 

(CDC/ONDIEH/NCIPC) 

Subject! 


Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 

28Jun  2016  14:45:32  -0400 
Stephanie  Coggin 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Mclntosh,  Wendy  LiKamWa 


RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 


Hi  Stephanie, 

I  did  receive  permission,  to  send  you  the  embargoed  copy  tomorrow.  When  I  receive  the  final  version,  I 
wil!  forward  to  you,  oir  lit  will  be  sent  via  our  Policy  Team. 

Thanks  very  myth  for  your  interest  and  all  that  AFSP  does  to  prevent  suicide  and  support  mental  health! 
My  best. 

Brad 

Brad  Bartholaw,  Ph.D. 

Team  Lead:  Youth  Violence,  Suicide,  and  Elder  Maltreatment  Team 

Research  &  Evaluation  Branch 

Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

4770  Buford  Highway,  MS  F-B4 

Atlanta,  GA.  30341 

Email:  bnb1@cdc.gov 

Office  phone:  770-488*4278 

Mobile  phone:  571-420-3543 

From;  Stephanie  Coggin  [mailto:SCoggin@afsp.org] 

Sent;  Tuesday,  June  28,  2016  1:27  PM 
To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 

Thank  you  so  much!  I  think  it  would  be  helpful  so  you  have  others  able  to  support  you  right  when  the 
report  is  released. 

Thanks,  Stephanie 

Stephanie  Coggin 

VP,  Communications  &  Marketing 

American  Foundation  for  Suicide  Prevention 

120  Wall  Street  1 29‘^  floor  |  New  York,  NY  10005 

T:  212.363.3500  ext.  2027 

C:  917,318,3132 


From:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  rmailto:bnbl@cdc,qov1 
Sent:  Tuesday,  June  28,  2016  11:47  AM 
To:  Stephanie  Coggin 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Hi  again  Stephanie, 


Our  communications  team  lead  is  attempting  to  get  clearance  to  release  the  embargoed  report  to  you. 
Unfortunately^  our  key  POCs  are  off  site  today,  so  we  are  hoping  that  they  will  check  their  e-mail 
sometime  soon  and  grant  permission. 

Thanks, 

Brad 

From;  Stephanie  Coggin  [mailtOiSCoREin^afsp.orgl 

Sent:  Tuesday,  June  28,  2016  10:31  AM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl[@cdc.EOV> 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Thanks  Brad,  I  appreciate  it. 

Thanks,  Stephanie 

Stephanie  Coggin 

VP,  Communications  &  Marketing 

American  Foundation  for  Suicide  Prevention 

120  Wall  Street  129^*^  floor  |  New  York,  NY  10005 

T:  212.363.3500  ext.  2027 

C:  917.318.3132 


rMf] 


TALK 

SAVES 

LIVES 


you  re 

concerned  about  and  let  them 
know  you  care. 

0  Suicid*!  PrewnUofi 


From:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  rmailtQ:bnbl@cdc,qQv1 
Sent:  Tuesday,  June  28,  2016  10:22  AM 
To:  Stephanie  Coggin 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Good  morning  Stephanie, 

rii  check  with  our  Communications  and  Policy  Teams.  Til  let  you  know. 
Thanks, 


Brad 


From;  Stephanie  Coggin  [mailto:SCoERin@afsp,orEl 

Sent;  Tuesday,  June  28,  2016  9:49  AM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov> 

Subject:  FW:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Hi  Brad  -  With  Deb  out  through  Thursday,  is  this  something  that  you  could  help  us  with? 
Thanks,  Stephanie 
Stephanie  Coggin 
VP,  Communications  &  Marketing 
American  Foundation  for  Suicide  Prevention 
120  Wall  Street  |29^^  floor New  York,  NY  10005 
T:  212.363.3500  ext. 

C:  917.318,3132 


TALX 

SAVES 

LIVES 


you  re 

concerned  about  and  let  them 
know  you  care. 

SuiCi(if  fVlwntWi 


From:  Stephanie  Coggin 
Sent:  Tuesday,  June  28,  2016  9:43  AM 
To:  Deborah  Stone 
Cc:  Alexis  O'Brien 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 

Hi  Deb  -“Thank  you  for  the  heads  up.  This  is  important  news.  Would  this  be  a  report  that  you  could 
share  under  embargo  by  tomorrow?  I'd  like  to  give  our  AFSP  team  an  opportunity  to  be  supportive  with 
a  statement  or  media  inquiries.  Copying  our  PR  Director  Alexis  O'Brien  too. 

Thanks,  Stephanie 
Stephanie  Coggin 


VP,  Communications  &  Marketing 


American  Foundation  for  Suicide  Prevention 
120  Wall  Street  129^*^  floor  |  New  York,  NY  10005 
T:  212.363.3500  ext.  2027 
C:  917.318.3132 


TALK 

SAVES 

UVES 


you  re 

concerned  about  and  let  them 
know  you  care. 


Sd(c>d«Prmnt)on 


From:  Zeller,  Eileen  (SAMHSA/CMHS)  fmailtQ: Eileen. Zeller@5annhsa.hhs.oov1 
Sent:  Tuesday,  June  28,  2016  8:53  AM 

To:  Belyeu,  Avery;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Dan  Reidenberg;  John  Draper;  Stout,  Elly;  Jack 
Benson;  Stephanie  Coggin;  eneelv@reinqold.com:  Stone,  Deborah  (CDC/ONDI  EH/NCI  PC);  Carr,  Colleen; 
Weber,  Mark  (HHS/ASPA);  Amy  Kulp;  Steve. mendelsohn@thetrevQrproiect.orq:  Chervin,  Doryn;  Frances 
Gonzalez;  Michael  Rosen;  Ashley  Vactor;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Holland,  Kristin 
(CDC/ONDIEH/NCIPC);  Melnyk,  Liliya 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Thank  you! 


CDC  Colleagues:  We  look  forward  to  reading  this. 


From:  Belyeu,  Avery  rmailto:ABelveu@edc.orq1 
Sent:  Monday,  June  27,  2016  5:49  PM 

To:  Pearson,  Jane  L  (NIH/NIMH)  [E];  Zeller,  Eileen  (SAMHSA/CMHS);  Dan  Reidenberg;  John  Draper; 
Stout,  Eliy;  Jack  Benson;  Stephanie  Coggin;  eneelv@re{nqold,com:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Carr,  Colleen;  Weber,  Mark  (HHS/ASPA);  Amy  Kulp; 

Steve. mendelsohn@thetrevorproiect.orQ;  Chervin,  Doryn;  Frances  Gonzalez;  Michael  Rosen;  Ashley 
Vactor;  Pearson,  Jane  L  (NIH^IMH)  [E];  Holland,  Kristin  (CDC/ONDIEH/NCIPC);  Melnyk,  Liliya 
Subject:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Dear  Media  Messaging  Workgroup, 


On  the  Media  Messaging  Workgroup  call  on  Monday,  June  20^^,  Deb  Stone  shared  information  about  an 


upcoming  article  in  MMWR.  Please  see  the  information  below  regarding  the  upcoming  release  of  the 


article  on  June,  30^^  including  how  to  join  the  conversation  after  the  release  date  and  who  to  contact 
for  more  information. 

My  Best, 

Avery 


In  the  spirit  of  continued  coordination  and  information  sharing,  I  wanted  to  let  you  know  in  advance 
about  an  upcoming  article  in  IVIMWR,  which  will  be  titled  Suicide  by  Occupation  -  17  States,  2012.  This 
article  will  be  released  on  Thursday,  June  30,  2016  at  1  pm  ET,  The  data  have  been  pulled  from  the 
National  Violent  Death  Reporting  System,  and  the  report  analyzes  suicide  deaths  for  those  over  the  age 
of  16  by  sex  and  occupation. 

The  key  findings  from  the  report  {which  I  unfortunately  can't  share  outside  the  agency  yet)  will  include 
the  highest  rates  of  suicide  by  occupational  categories.  These  findings  can  help  employers  and  suicide 
prevention  professionals  know  who  may  need  to  be  reached  by  suicide  prevention  activities. 


I  appreciate  you  keeping  this  information  about  this  article  within  your  organization  until  the  report  is 
officially  released  {Thursday,  June  30,  2016  at  1  pm  ET),  but  hope  you  will  consider  joining  the 
conversation  after  the  release  date  by: 

•  Sharing  a  message  on  social  media: 

o  New  CDC  report  analyzes  highest  suicide  rate  by  occupation  and  sex.  #VetoViolence 
o  Results  from  new  CDC  report  can  help  target  suicide  prevention  work  to  certain 
occupations.  WetoViolence 

•  Forwarding  the  upcoming  partner  announcement  through  email 

•  Sending  questions  about  the  report  to  dvpinQuiries@cdc.gov 

Thank  you  for  all  of  your  work  to  prevent  suicides  and  help  people  live  their  lives  to  their  fullest 
potential! 

Avery  Belyeu 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  {EDC) 

1025  Thomas  Jefferson  St,  St700W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


^SPRC 


EDC 


Learning 

transforms 

lives. 


From: 

Sent: 

To: 

Cc: 


Stephanie  Coggin 

28Jun  2016  18:48:20  h^OOOO 

Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 

Stone,  Deborah  (CDC/ONDIEH/NClPC);Mclntosh,  Wendy  LiKamWa 


(CDC/ONDIEH/NCIPC);Alexis  O'Brien 


Subject: 


RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 


Great,  thank  you  so  much  for  your  help  today! 
Thanks,  Stephanie 
Stephanie  Coggin 

VP,  Communications  &  Marketing 
American  Foundation  for  Suicide  Prevention 
120  Wall  Street  1 29th  floor  |  New  York,  NY  10005 
1:212.363,3500  ext.  2027 
C:  917318.3132 


From:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  [mailto:bnbl@cdc.gov] 

Sent:  Tuesday,  June  2S,  2016  2:46  PM 
To:  Stephanie  Coggin 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  McIntosh,  Wendy  LiKamWa  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Update  Regarding  Nevtf  CDC  Report  on  Suicide  by  Occupation 
Hi  Stephanie, 

I  did  receive  permission  to  send  you  the  embargoed  copy  tomorrow.  When  I  receive  the  final  version,  I 
will  forward  to  you,  or  it  will  be  sent  via  our  Policy  Team* 

Thanks  very  much  for  your  interest  and  all  that  AFSP  does  to  prevent  suicide  and  support  mental  health! 
My  best, 

Brad 

Brad  Bartholow,  Ph.O. 

Team  Lead:  Youth  Violence,  Suicide,  and  Elder  Maltreatment  Team 

Research  &  Evaluation  Branch 

Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

4770  Buford  Highway,  MS  F-S4 

Atlanta,  GA.  30341 

Email:  hnbiPcdc.EOV 

Office  phone:  770^38-4278 

Mobile  phone:  S71-420-8S43 

From:  Stephanie  Coggin  [mailto:SCogfiin(S)afsp.org] 

Sent:  Tuesday,  June  28,  2016  1:27  PM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gQV> 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 

Thank  you  so  much!  I  think  it  would  be  helpful  so  you  have  others  able  to  support  you  right  when  the 
report  is  released. 

Thanks,  Stephanie 


Stephanie  Coggm 

VP,  Communications  &  Marketing 
American  Foundation  for  Suicide  Prevention 
120  Wall  Street  1 29^^  floor  |  New  York,  NY  10005 
T:  212.3633500  ext.  2027 
C:  917.3183132 


TALK 

SAVES 

LIVES 

you're 

concerned  about  and  let  them 
know  you  care. 

O  Sutocfe  Prr^wition 

From:  Bartholow,  Brad  (CDC/ONDIEH/NCIPCJ  fmailtQ:bnbl@cdc.gQvT 
Sent:  Tuesday,  June  28,  2016  11:47  AM 
To:  Stephanie  Coggin 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Hi  again  Stephanie, 

Our  communications  team  lead  is  attempting  to  get  clearance  to  release  the  embargoed  report  to  you. 
Unfortunately,  our  key  POCs  are  off  site  today,  so  we  are  hoping  that  they  will  check  their  e-mail 
sometime  soon  and  grant  permission. 

Thanks, 

Brad 

From:  Stephanie  Coggin  [mailtQ:SCogEin@afsp.orR] 

Sent:  Tuesday,  June  28,  2016  10:31  AM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov> 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Thanks  Brad,  I  appreciate  it* 

Thanks,  Stephanie 

Stephanie  Coggin 

VP,  Communications  &  Marketing 

American  Foundation  for  Suicide  Prevention 

120  Wall  Street  |  29^^  floor  |  New  York,  NY  10005 

T:  212363.3500  ext,  2027 

C:  917.3183132 


SAWS  krol 
UVK 

you're 

:erned  about  and  let  them 
n  you  care. 

i 

Sdodf  PtiMjniloo 

From:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  fmailto:bnbiPcdc.govl 
Sent:  Tuesday,  June  28,  2016  10:22  AM 
To:  Stephanie  Coggin 

Subject;  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Good  morning  Stephanie, 

ril  check  with  our  Communications  and  Policy  Teams.  Ill  let  you  know* 


Thanks, 

Brad 

From:  Stephanie  Coggin  [mailto:SCQEEin@afsp.orHl 

Sent:  Tuesday,  June  28,  2016  9:49  AM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.EQV> 

Subject:  FW:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 

Hi  Brad  “  With  Deb  out  through  Thursday,  is  this  something  that  you  could  help  us  with? 

Thanks,  Stephanie 

Stephanie  Coggin 

VP,  Communications  &  Marketing 

American  Foundation  for  Suicide  Prevention 

120  Wail  Street  129^*^  floor  |  New  York,  NY  10005 

1:212.3633500  ext.  2027 

C:  917.318.3132 


you’re 

concerned  about  and  let  them 
know  you  care. 

0  SuKide  PreMntion 


From:  Stephanie  Coggin 
Sent:  Tuesday,  June  28,  2016  9:43  AM 
To:  Deborah  Stone 
Cc:  Alexis  O'Brien 

Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 

Hi  Deb  -  Thank  you  for  the  heads  up.  This  is  important  news.  Would  this  be  a  report  that  you  could 
share  under  embargo  by  tomorrow?  Td  (ike  to  give  our  AFSP  team  an  opportunity  to  be  supportive  with 
a  statement  or  media  inquiries.  Copying  our  PR  Director  Alexis  O'Brien  too. 

Thanks,  Stephanie 

Stephanie  Coggin 

VP,  Communications  St  Marketing 

American  Foundation  for  Suicide  Prevention 

120  Wall  Street  1 29‘^  floor  |  New  York,  NY  10005 

1:212,363.3500  ext.  2027 

0:917.318,3132 


TALK 

SAVES 

LIVES 


f  ] 

TALK 

SAVES 

LIVES 


you  re 

concerned  about  and  let  them 
krx)w  you  care. 

0  SlifCKle  PrwsnUon 


From:  Zeller,  Eileen  (SAMHSA/CMHS)  [maiitorEiieen.Zellerpsamhsa.hhs.EovI 
Sent:  Tuesday,  June  28,  2016  8:53  AM 

To:  Belyeu,  Avery;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Dan  Reidenberg;  John  Draper;  Stout,  Elly;  Jack  Benson; 
Stephanie  Coggin;  eneelv@reinEoldxom;  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Carr,  Colleen;  Weber,  Mark 
(HHS/ASPA);  Amy  Kulp;  st  e  v  e .  m  e  n  d  e  I  so  h  n  (g  t  h  et  re  vo  r  p  r  o  j  e  ct .  o  r  ;  Chervin,  Doryn;  Frances  Gon2ale2;  Michael 


Rosen;  Ashley  Vactor;  Pearson  Jane  L  (NIH/NIMH)  [E];  Holland^  Kristin  (CDC/ONDIEH/NCIPC);  Melnyk,  Liliya 
Subject:  RE:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Thank  you! 

CDC  Colleagues:  We  look  forward  to  reading  this* * 

From:  Belyeu,  Avery  [mailto:ABejveuPedc.QrR] 

Sent:  Monday,  June  27,  2016  5:49  PM 

To:  Pearson,  iane  L  (NIH/NIMH)  [E];  Zeller,  Eileen  (5AMH5A/CMHS);  Dan  Reidenberg;  John  Draper;  Stout,  Elly; 

Jack  Benson;  Stephanie  Coggin;  eneelvPreingQld.com:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Carr,  Colleen; 
Weber,  Mark  (HHS/ASPA);  Amy  Kulp;  sieve. mendelsohnPthetrevorproject^orR:  Chervin,  Ooryn;  Frances 
Gonzalez;  Michael  Rosen;  Ashley  Vactor;  Pearson  Jane  L  (NIH/NIMH)  [E];  Holland,  Kristin  (CDC/ONDIEH/NCIPC); 
Melnyk,  Liliya 

Subject:  Update  Regarding  New  CDC  Report  on  Suicide  by  Occupation 
Dear  Media  Messaging  Workgroup, 

On  the  Media  Messaging  Workgroup  call  on  Monday,  June  20^^,  Deb  Stone  shared  information  about  an 
upcoming  article  in  MMWR.  Please  see  the  information  below  regarding  the  upcoming  release  of  the 
article  on  June,  30^^  including  how  to  join  the  conversation  after  the  release  date  and  who  to  contact 
for  more  information. 

My  Best, 

Avery 


In  the  spirit  of  continued  coordination  and  information  sharing,  I  wanted  to  let  you  know  in  advance 
about  an  upcoming  article  in  MMWR,  which  will  be  titled  Suicide  by  Occupation  -  17  States,  2012.  This 
article  will  be  released  on  Thursday,  June  30,  2016  at  1  pm  ET.  The  data  have  been  pulled  from  the 
National  Violent  Death  Reporting  System,  and  the  report  analyzes  suicide  deaths  for  those  over  the  age 
of  16  by  sex  and  occupation. 

The  key  findings  from  the  report  (which  I  unfortunately  can't  share  outside  the  agency  yet)  will  include 
the  highest  rates  of  suicide  by  occupational  categories.  These  findings  can  help  employers  and  suicide 
prevention  professionals  know  who  may  need  to  be  reached  by  suicide  prevention  activities. 

I  appreciate  you  keeping  this  information  about  this  article  within  your  organization  until  the  report  is 
officially  released  (Thursdayjune  30,  2016  at  1  pm  ET),  but  hope  you  will  consider  joining  the 
conversation  after  the  release  date  by: 

•  Sharing  a  message  on  social  media: 

o  New  CDC  report  analyzes  highest  suicide  rate  by  occupation  and  sex.  #VetoViolence 
o  Results  from  new  CDC  report  can  help  target  suicide  prevention  work  to  certain 
occupations.  WetoViolence 

•  Forwarding  the  upcoming  partner  announcement  through  email 

•  Sending  questions  about  the  report  to  dvpinquines@cdc.Rov 

Thank  you  for  all  of  your  work  to  prevent  suicides  and  help  people  live  their  lives  to  their  fullest 
potential! 

Avery  Be  lye  u 

National  Partnerships  Associate 

National  Action  Alliance  for  Suicide  Prevention 

The  Education  Development  Center  (EDC) 

1025  Thomas  Jefferson  St,  St. 700 W 
Washington,  DC  20007 
(828)  406-4029  (Direct) 


^SPRC 


EDC 


Learning 

transforms 

lives. 


From:  Gutierrez,  Peter  M. 

Sent:  30  Nov  2017  00:19:37  +0000 

To:  Hindman  -  CDPHE,  Jarrod;Sarah  Brummett  -  CDPHE;Brian  Turner;Ethan  Jamison 

-  CDPHE;Bol,  Kirk;Emily  Fine  -  CDPHE;Barb  Becker;Gebbia,  Robert;Schoenbaum,  Michael  (NfH/NIMH) 
[C];McKeon,  Richard  (SAMHSA/CMHS);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Quinlan,  Knsten;Caine, 
Eric  D.  MD;Reed,  Jerry;White,  AnnMarie;Conwell,  Yeates;Smith,  Lakeesha  (Shakiyla) 
(CDC/ONDIEH/NCIPC) 

Cc:  Kyle  Brown  -  GovOff ice; Betz,  Marian; Allen,  Michael;Runyan,  Carol 

Subject:  RE:  [EXTERNAL]  Detailed  agendas 

Thanks,  Jarrod,  the  agendas  look  fine  to  me.  Hope  the  larger  group  in  Larimer  County  doesnT  complicate 
things  too  much  for  us,  but  if  s  great  there  is  so  much  interest! 

Cheers, 

Pete 

Peter  M.  Gutierrez,  Ph.D. 

C 1  i  n  i  cal/Research  Psychol  ogi  st 


ROCKY  mountain 

MIRECC 

Office:  303-329-4408  ext  301 
httr)s://www.mirecc.va.gov/viait  19/ 

Professor 

University  of  Colorado  School  of  Medicine,  Department  of  Psychiatry 

h  ttp :  //tv  w\v  ■  u  c  de  n  V  er .  e  d  LI  /a  c  ad  e  m  i  c  s/  c  oil  e  g  e  s/m  e  d  i  c  al  s  ch  00  L/d  ep  artnien  ts/n  s  vchi  atr  V  /  P  a  g  es/P  s  V  ch  i  atrv  W  e 

Icome.aspx 

From:  Hindman  -  CDPHE,  Jarrod  [mailto:jarrod.hindman@state.co.us] 

Sent:  Wednesday,  November  29,  2017  4:32  PM 

To:  Sarah  Brummett  -  CDPHE  ;  Gutierrez,  Peter  M.  ;  Brian  Turner  ;  Ethan  Jamison  -  CDPHE  ;  Bol,  Kirk 
;  Emily  Fine  -  CDPHE  ;  Barb  Becker  ;  Gebbia,  Robert ;  Schoenbaum,  Michael  (NIH/NIMH)  [C]  ; 
McKeon,  Richard  (SAMHSA/CMHS) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Quinlan,  Kristen  ; 
Caine,  Eric  D.  MD  ;  Reed,  Jerry  ;  White,  AnnMarie  ;  Conwell,  Yeates  ;  Smith,  Lakeesha  (Shakiyla) 
(CDC/ONDlEll/NClPC) 

Cc:  Kyle  Brown  -  GovOffice  ;  Betz,  Marian  ;  Allen,  Michael  ;  Runyan,  Carol 
Subject:  [EXTERNAL]  Detailed  agendas 

Attached.  Let  me  know  what  I've  missed  and/or  what  needs  to  be  amended. 

Alex  /  Shakiyla  -  Can  one  of  you  present  on  the  Technical  Package? 

Jerry  /  Bob  -  Can  one  of  you  present  on  the  Transforming  Communities  doc? 

Ethan  /  Kirk  -  note  the  data  presentation  section  and  let  me  know  if  anything  needs  to  be 
tweaked. 

FYI.  .  .  1  just  sent  these  to  local  partner  leaders  as  well,  so  there  may  be  some  adjustments.  I'll 
keep  you  posted  if  so. 

Thank  you. 

Jarrod 


Jarrod  Hindman,  MS 


Deputy  Chief 

Violence  and  Injury  Prevention- Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

i  aiTod.  hindman@state  .CO  .us  | 


Issue 

Keywords 

Terms  from  Original 
request  to  cull  NUIX 
output 

Date  Range 

To:/From; 

IVtail  Boxes  Searched 

3^ 

("lethal  means"  AND  gun)  AND  (dickey 

Ol/Dl/2016- present 

N/A 

Ann  Schuchat  (2)^  Alexander  Crosby,  linda  Dahlberg^ 

OR  "gun  control") 

yital  Signs  AND  Suicide) 
DR  (MMWRAND 

Suicide)  Or  (Suicide  AND 
Dickey) 

Katherine  Fowler,  Kristin  Holland,  Asha  Ivey-Stephenson^ 

Scott  Kegler,  Thomas  Simon,  Deborah  Stone,  Kerning  Yuan 

4 

N/A 

1 

i 

Dickey  or  MMWR  (note 
it  seems  pointless  to  use 
"suicide  for  AFSP!  Or 
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01/01/2016  -  present 
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Ivey-Stephenson,  Scott  Kegler,  Thomas  Simon,  Deborah 

Stone,  Kerning  Yuan 

5 
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NA 
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All  CDC  employees  (4  separate  queries) 

6 
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Ann  Schuchat  (2),  Deborah  Stone 

"media  interview"  OR  telebriefing) 

OR  (MMWRAND 

Suicide)  OR  (Suicide  and 
Technical  Package)  DR 
Dickey 

From:  National  Rifle  Association 

Sent:  2  Apr  2018  15:15:02  -0600 

To:  Duncan,  James  Brad  (CDC/OCOO/OSSAM) 

Subject:  Exclusively  For  James  -  NRA  Member 


VIEW  IN  BROWSE 


Dear , 

Every  time  NRA  has  a  fight,  you  dedicate  your  membership  dues  and  donations 
to  our  cause. 

YOU  are  the  reason  why  NRA  wins  and  why  we  have  our  guns  today. 

That's  why  I  want  to  thank  you  by  giving  you  membership  benefits  that  are  wortt 
far  more  than  you  pay  in  dues. 


ACCESS  MY  BENEFITS 


To  tap  the  fantastic  value  of  your  NRA  membership  benefits,  visit  our  website, 
NRA.orq/5-StarBenefits  today. 

Thanks  again  for  your  friendship  and  support  of  NRA. 


Yours  In  Freedom 


Wayne  LaPierre 

Executive  Vice  President 


National  Rifle  Association  "  11250  Waples  Mill  Rd  *  Fairfax,  VA.  22030 
Please  do  not  reply  to  this  e-mail 
Onsubscribe  f  Contact  Us 
Thank  you. 


From:  National  Rifle  Association 

Sent:  11  May  2018  10:29:51  -0600 

To:  Duncan,  James  Brad  (CDC/OCOO/OSSAM) 

Subject:  Lt,  Colonel  Oliver  North  Poised  to  Become  NRA  President 


VIEW  IN  BROWSER 


NATIONAL  RIFLE  ASSOCIATION 


Lt.  Colonel  Oliver  North  Poised  To 
Become  NRA  President 


"Most  exciting  news  for  NRA  members  since  Chariton 
Heston  Became  President  of  Our  Association,"  Wayne 


LaPierre  said. 

(DALLAS,  TX)  -  Lt.  Colonel  Oliver  North,  USMC  (Ret.)  will  become  President  of 
the  National  Rifle  Association  of  America  within  a  few  weeks,  a  process  the  NRA 
Board  of  Directors  initiated  this  morning. 

“This  is  the  most  exciting  news  for  our  members  since  Charlton  Heston  became 
President  of  our  Association,"  said  NRA  Executive  Vice  President  and  CEO 
Wayne  LaPierre.  “Oliver  North  is  a  legendary  warrior  for  American  freedom,  a 
gifted  communicator  and  skilled  leader.  In  these  times,  I  can  think  of  no  one  better 
suited  to  serve  as  our  President.” 

North  said  he  was  eager  to  take  on  this  new  role  as  soon  as  his  business  affairs 
were  put  in  order.  North  is  retiring  from  Fox  News,  effective  immediately.  “I  am 
honored  to  have  been  selected  by  the  NRA  Board  to  soon  serve  as  this  great 
organization’s  President,”  North  said.  “I  appreciate  the  board  initiating  a  process 
that  affords  me  a  few  weeks  to  set  my  affairs  in  order,  and  1  am  eager  to  hit  the 
ground  running  as  the  new  NRA  President.” 

The  NRA  Board  acted  quickly  to  begin  the  process  for  North  to  become 
President,  after  former  NRA  President  Pete  Brownell  announced  this  morning 
that,  in  order  to  devote  his  full  time  and  energy  to  his  family  business,  he  had 
decided  not  to  seek  election  to  a  second  term.  In  his  letter  to  the  Board,  Brownell 
wholeheartedly  endorsed  North  for  President. 

“Discussing  this  with  Wayne  LaPierre,”  Brownell  said  in  the  letter,  “he  suggested 
we  reach  out  to  a  warrior  amongst  our  board  members,  Lieutenant  Colonel  Oliver 
North,  to  succeed  me.  Wayne  and  I  feel  that  in  these  extraordinary  times,  a  leader 
with  his  history  as  a  communicator  and  resolute  defender  of  the  Second 
Amendment  is  precisely  what  the  NRA  needs.  After  consulting  with  NRA-ILA 
Executive  Director  Chris  Cox,  First  Vice  President  Childress  and  Second  Vice 
President  Meadows,  I  can  report  there  is  extraordinary  support  for  Col.  North.” 

“Pete  has  served  the  NRA  with  great  courage  and  distinction,”  LaPierre  said.  “I 
am  grateful  that  he  joined  me  in  enthusiastically  recommending  Oliver  North  to 
the  Board  of  Directors.” 

After  the  announcement,  NRA  First  Vice  President  Richard  Childress  informed 
the  board  that  he  had  multiple  commitments  in  the  next  several  weeks  and  was 
unable  to  be  immediately  available  to  serve  as  interim  President.  The  Board  then 
selected  Second  Vice  President  Carolyn  Meadows  to  serve  as  its  interim 
President.  Meadows  will  step  aside  in  a  few  weeks,  when  Lt.  Colonel  North  is 
prepared  to  take  on  his  new  role  as  NRA  President. 

LaPierre  congratulated  the  NRA  Board  for  its  action.  “The  board  acted  quickly  and 
with  great  vision,”  LaPierre  said.  “Oliver  North  is,  hands  down,  the  absolute  best 
choice  to  lead  our  NRA  Board,  to  fully  engage  with  our  members,  and  to 


unflinchingly  stand  and  fight  for  the  great  freedoms  he  has  defended  his  entire 
life.” 

“Oliver  North  is  a  true  hero  and  warrior  for  freedom,"  LaPierre  said,  “and  NRA 
members  are  proud  to  stand  with  him.” 


National  Rifle  Association  of  America  ■  1 1250  Waples  Mill  Rd  *  Fairfax,  VA.  22030 
Please  do  not  reply  to  this  e-maih 
Manage  Your  Email  Lists  |  Contact  Us 
Thank  you 


From: 

Sent: 

To: 

Subject: 


National  Rifle  Association 

23  Apr  2018  11:31:27  -0600 

Duncan,  James  Brad  (CDC/OCOO/OSSAM) 

NRA  Board  of  Directors  Loses  Beloved  Member 


VIEWJN  BROWSER 


NATIONAL  RIFLE  ASSOCIATION 


R.  Lee  Ermey  Passes  Away  at  74 


By  Philip  Schreier,  Senior  Curator,  NRA  Museums  -  Monday,  April  16,  2018 

The  NRA  Board  of  Directors  lost  one  of  its  beloved  members  on  Sunday, 
April  15,  2018  when  R.  Lee  Ermey  of  Palmdale,  Calif.,  passed  away  from 
complications  of  pneumonia  at  the  age  of  74. 

Known  to  millions  of  fans  as  "Gunny,"  Ermey  was  a  native  of  Emporia, 
Kansas.  He  enlisted  in  the  United  States  Marine  Corps  at  the  age  of  17  and 
served  for  1 1  years,  14  months  of  which  were  spent  in  Vietnam. 

It  was  Stanley  Kubrick’s  1987  film.  Full  Metal  Jacket,  that  earned  him 
lasting  fame  and  the  sobriquet  "Gunny"  for  his  stunning  performance  as 
Marine  Corps  Drill  Instructor  Gunnery  Sergeant  Hartman.  Although  he  was 
medically  discharged  from  the  Marine  Corps  as  a  Staff  Sergeant,  he  was 
recalled  from  retirement  and  officially  promoted  to  Gunnery  Sergeant  and 


then  immediately  retired  at  the  rank  for  which  everyone  came  to  know  and 
love  him. 

Click  Here  To  Continue  Readinp... 


Nationa!  Rifle  Associatian  of  America  •  11250  Waples  Mid  Rd  •  Falrfaj^,  VA,  22030 
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From: 

Sent: 

To: 

Subject: 


National  Rifle  Association  Member  Support 
4  Apr  2016  08:35:55-0600 
Holcomb,  Daniel  (Dan)  (CDC/ONDIEH/NCIPC) 
The  gift  you  selected  with  your  membership... 


«)NRA 


NATIONAL  RIFLE  ASSOCIATION 


Dan  Holcomb, 

From  all  of  us  at  NRA,  I  want  to  send  my  most  sincere  thanks  for  your  decision  to  join  our 
NRA  family  and  our  fight  for  freedom. 

Over  the  past  few  weeks,  we've  heard  from  patriots  and  leaders  like  you  from  across  the 
nation,  all  committed  to  one  single  goal  to  protect  our  Second  Amendment  rights  and  all  our 
freedoms  in  the  most  important  election  our  nation  has  ever  faced. 

In  fact,  so  many  new  members  have  joined  our  ranks  in  the  past  few  days  that  we've  run 
short  of  the  bag  that  we  promised  when  you  joined.  Don’t  worry  more  are  on  the  way!  And  I 
know  you'll  enjoy  this  symbol  of  your  leadership  and  commitment  for  years  to  come.  But  in 
the  meantime,  it  may  take  a  few  weeks  to  get  your  bag  to  you,  and  I  ask  for  your  patience. 

Your  decision  to  join  NRA  has  given  me  new  hope  and  encouragement  that  we  will  win  this 
election  and  that  we  will  keep  our  guns  and  all  the  precious  freedoms  that  our  Constitution 
guarantees. 

It's  a  tremendous  honor  to  have  you  on  our  team.  I  look  forward  to  sending  your  bag  just  as 
soon  as  our  new  shipment  arrives,  and  I  look  forward  to  working  closely  with  you  this  year. 

Yours  in  Freedom, 

Wayne  LaPierre 

Executive  Vice  President 

National  Rifle  Association  of  America 


National  Rifle  Association  of  America 
11250  Waples  Milt  Road,  Fairfax,  VA  22030,  United  States 
ContacI  Us 

Click  Here  To  Unsiibscrlbo 


From: 

Sent: 

To: 

Subject: 

Attachments: 

Importance: 


noreply-instructoradmin@nra.org 

10  Apr  2017  11:03:08  -0400 

Sarge,  Jonathan  (CDC/OCOO/OSSAM)  (CTR) 

Your  Certificate  /  Id  Card  -  Electronic  copy 

JONATHAN  E.  SARGE- Range  Safety  Officer.pdf 

High 


THE  NATIONAL  RIFLE  ASSOCIATION  OF  AMERICA 

CERTIFIES  THAT 

JONATHAN  E.  SARGE 

Has  successfully  met  the  requirements  established  by  the 
National  Rifle  Association  of  America  and  is  hereby  designated  an 

NRA  RANGE  SAFETY  OFFICER 


JOF^H  C.  FRAZER,  SECROTARY 
NATIONAL  RIFLE  ASSOCIATION 


Valid  through:  5/31/2018 


From: 

Sent: 

To: 

Subject: 

Attachments: 

Importance: 


noreply-instructoradmin@nra.org 
10  Apr  2017  11:02:14  -0400 
Sarge,  Jonathan  (CDC/OCOO/OSSAM)  (CTR) 
Your  Certificate  /  Id  Card  -  Electronic  copy 
JONATHAN  E.  SARGE-lnstructor.pdf 
High 


THE  NATIONAL  RIFLE  ASSOCIATION  OF  AMERICA 

CERTIFIES  THAT 

JONATHAN  E.  SARGE 

Has  sitccessfitily  met  the  requirements  established  by  the 
National  Rifle  Association  of  America  and  is  hereby  designated  an 

NRA  INSTRUCTOR 

and  is  authorized  to  teach  the  following  basic  courses: 

Certified  Pistol  *  Personal  Protection  In  The  Home  *  Personal  Protection  Outside  The  Home 


Valid  through:  5/31/2018 


From: 

Sent: 

To: 

Subject: 

Attachments: 

Importance: 


noreply-instructoradmin@nra.org 
12  Sep  2016  19:08:59  -0400 
Wallace,  Joshua  (CDC/OCOO/OSSAM)  (CTR) 
Your  Certificate  /  Id  Card  -  Electronic  copy 
JOSHUA  ANDREW  WALLACE-lnstructor.pdf 
High 


THE  NATIONAL  RIFLE  ASSOCIATION  OF  AMERICA 


CERTIFIES  THAT 


JOSHUA  ANDREW  WALLACE 


Has  successfully  met  the  requirements  established  by  the 
National  Rifle  Association  of  America  and  is  hereby  designated  an 

NRA  INSTRUCTOR 

and  is  authorized  to  teach  the  following  basic  courses: 

Certified  Pistol  *  Certified  Rifle  *  Certified  Shotgun 


JO 

NATIONAL  RIFLE  ASSOCIATION 


Valid  through:  9/30/2018 


From: 

Sent: 

To: 

Subject: 

Attachments: 

Importance: 


noreply-instructoradmin@nra.org 
12  Sep  2016  19:08:14  -0400 
Wallace,  Joshua  (CDC/OCOO/OSSAM)  (CTR) 
Your  Certificate  /  Id  Card  -  Electronic  copy 
JOSHUA  ANDREW  WALLACE-ldCard.pdf 
High 


National  Rifle  Association  Credentials 

JOSHUA  ANDREW  WALLACE 

fnsfrncfor 

Certified  Piiitol  *  Certified  Rifle  *  Certified  Shotgun 


C  FrK«f,  S«cr»i 
Not  VBikJ  for  oonductKic 


NRA  41^  101000184246335 
Expires:  09/3042016 


ef,  S«cr«ry  ^ 

oonductKig  NRA  Law  Enfonceinert  or  NRA  Security  Officer  Tranung  Courses. 
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ENDORSED 

MEMBER 

BENEfItS 


Insurance  created  just 
for  certified  firearms  instructors 

As  a  NRA  Certified  Firearms  Instructor 
you  have  access  to  benefits  specifically 
designed  for  you. 

The  NRA  knows  firearms  trainers  have 
special  insurance  needs.  That's  why  they 
endorse  Firearms  Instructor  P/us  Liability 
Insurance  to  protect  certified  instructors, 
training  counselors  and  coaches  who 
provide  firearms  training. 

Protect  yourself  and  your  assets 
before  you  conduct  your  first  training. 

N  RA  Flrea  r  m  InstructorP  lus.com 


From: 

Sent: 

To: 

Subject: 

Attachments: 

Importance: 


noreply-instructoradmin@nra.org 
12  Sep  2016  19:08:41 -0400 
Wallace,  Joshua  (CDC/OCOO/OSSAM)  (CTR) 
Your  Certificate  /  Id  Card  -  Electronic  copy 
JOSHUA  ANDREW  WALLACE-ldCard.pdf 
High 


National  Rifle  Association  Credentials 

JOSHUA  ANDREW  WALLACE 

fnsfrncfor 

Certified  Piiitol  *  Certified  Rifle  *  Certified  Shotgun 


C  FrK«f,  S«cr»i 
Not  VBikJ  for  oonductKic 


NRA  41^  101000184246335 
Expires:  09/3042016 


ef,  S«cr«ry  ^ 

oonductKig  NRA  Law  Enfonceinert  or  NRA  Security  Officer  Tranung  Courses. 
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ENDORSED 

MEMBER 

BENEfItS 


Insurance  created  just 
for  certified  firearms  instructors 

As  a  NRA  Certified  Firearms  Instructor 
you  have  access  to  benefits  specifically 
designed  for  you. 

The  NRA  knows  firearms  trainers  have 
special  insurance  needs.  That's  why  they 
endorse  Firearms  Instructor  P/us  Liability 
Insurance  to  protect  certified  instructors, 
training  counselors  and  coaches  who 
provide  firearms  training. 

Protect  yourself  and  your  assets 
before  you  conduct  your  first  training. 

N  RA  Flrea  r  m  InstructorP  lus.com 


From: 

Sent: 

To: 

Subject: 

Attachments: 

Importance: 


noreply-instructoradmin@nra.org 

10  Apr  2017  11:03:40  -0400 

Sarge,  Jonathan  (CDC/OCOO/OSSAM)  (CTR) 

Your  Certificate  /  Id  Card  -  Electronic  copy 

JONATHAN  E.  SARGE-ldCard.pdf 

High 


National  Rifle  Association  Credentials 
JONATHAN  E.  SARGE 

Range  Safety  Oj^cer 

Certified  Pistol  *  Personal  Proieedon  In  The  Home  *  Personal 
Protection  Outside  The  Home 


NRA#1&37S7t47 
Expires:  OS;3H2016 

Lbw  Efitoncejnert  or  NRA  Secunty  Officer  Traifllng  Courses. 
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C  Fr»zef,  Seerwary 
vaikJ  Tor  conducting  NRA 


ENDORSED 

member 

SENEfiTS 


Insurance  created  just 
for  certified  firearms  instructors 

As  a  NRA  Certified  Firearms  Instructor 
you  have  access  to  benefits  specifically 
designed  for  you. 

The  NRA  knows  firearms  trainers  have 
special  insurance  needs.  That's  why  they 
endorse  Firearms  Instructor  P/us  Liability 
Insurance  to  protect  certified  instructors, 
training  counselors  and  coaches  who 
provide  firearms  training. 

Protect  yourself  and  your  assets 
before  you  conduct  your  first  training. 

N  RA  Firea  r  m  InstructorP  I  u  s .  com 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

16Jul  2018  09:16:29  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
A  few  more  to  approach  summaries  to  review 

SUI_Postvention  -  for  SME  review. docx,  SUI_Safe  Reporting  and  Messaging 


About  Suicide  -  for  SME  review.docx 
Hello- 

Here  are  two  more  summaries  to  review  over  the  next  few  days.  For  all  of  these,  no  need  to  do  a 
thorough  review  -  just  a  quick  scan  to  make  sure  there  are  no  glaring  mistakes  or  things  missing  that 
should  definitely  be  included. 

Let  me  know  if  you  have  any  questions.  Thanks  for  your  help! 

Linda 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  13,  2018  3:07  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  For  Review  by  COB  8/17:  suicide  approach  summaries  for  the  implementation  guidance 
Hello, 

We  are  in  the  home  stretch  of  completing  the  implementation  guidance  for  the  TP's,  One  component  of 
the  guidance  pertains  to  the  specific  approaches  in  the  technical  packages.  We  are  down  to  the  last  8 
summaries  -  7  of  them  are  specific  to  the  suicide  TP,  We  put  these  on  hold  until  after  the  Vital  Signs  - 
for  obvious  reasons! 

Attached  are  3  short  ones  for  your  review. 

Lindsey  is  hoping  to  get  this  last  batch  into  clearance  ASAP  -  we  are  up  against  a  contract  deadline  with 
Banyan.  If  you  could  review  and  send  any  comments/suggestions  on  the  three  attached  by  Tuesday 
COB,  I'll  incorporate  your  changes  and  get  them  ready  for  clearance. 

The  other  ones  that  we  need  to  finalize  include: 

•  Postvention 

•  Safer  suicide  care  through  system  change 

•  Treatment  for  people  at  risk  of  suicide 

•  Treatment  for  victims/survivors  (which  includes  content  across  the  technical  packages) 

Please  let  me  know  if  you  have  any  questions. 

Thanks  in  advance  for  your  help! 

Linda 


Postvention 


Postvention  approaches  are  implemented  after  a  suicide  has  taken  place  and  are  intended  to  provide 
bereavement  support  for  surviving  family  members,  friends,  and  other  close  contacts.  Postvention 
includes  debriefing  sessions,  counseling,  support  groups,  and  other  activities  to  facilitate  healing.  People 
who  have  lost  a  friend/peer,  family  member,  co-worker  or  someone  else  close  to  them  to  suicide  are  at 
increased  risk  for  suicide.  Care  and  attention  to  the  bereaved  is  important  for  helping  reduce  this  risk. 


Strategy 

•  Lessen  Harms  and  Prevent  Future  Risk  (Suicide) 


Key  Objectives 

• 

Facilitate  healing  and  promote  healthy  recovery  of  individuals,  families,  and  communities 
bereaved  by  suicide 

• 

Prevent  suicide  among  surviving  friends,  family,  and/or  community  members 

Jmplementation 

• 

Postvention  may  be  delivered  in  a  variety  of  settings  (e.g.,  schools,  workplaces,  community) 

Ccinsi  derations 

• 

Procedures  for  responding  effectively  to  suicide  and  connecting  survivors  to  community 
services  and  resources  should  be  developed  and  in  place  prior  to  a  death  by  suicide 

• 

A  multidisciplinary  team  comprised  of  mental  health  professionals,  people  who  have  previous 
experience  surviving  a  suicide  loss,  and  others  involved  in  crisis  response  activities  can  help 
ensure  resources  are  appropriately  identified  and  in  place  to  support  survivors 

• 

Postvention  plans  should  be  flexible  to  address  a  variety  of  circumstances  and  take  into 
account  both  shorter-  and  longer-term  needs 

Sector 

• 

Public  health 

Engagement 

• 

Education 

• 

Business  and  Labor 

# 

Healthcare 

• 

Government 

• 

Community  organizations 

Example 

• 

Reductions  in 

Outcomes 

o  survivors'  guilt,  feelings  of  depression,  and  distress 
o  contagion  effects  related  to  suicide 
o  suicide  attempts 

0  suicidal  ideation 

Additional 

• 

Postvention  (Suicide  Prevention  Resource  Center)  -  http://www.sorG.orR/comprehensive' 

Resources 

• 

approa  ch/postve  ntfon 

Postvention  for  College  Campuses  (Higher  Education  Mental  Health  Alliance)  - 
http://hemha.orR/ postvention  RUide.pdf 

• 

Postvention  Guide -Alaska  Suicide  Prevention  Plan  ' 

http  ://dhss.alaska.gov/dbh/Documents/Prevention/docs/POST\/E  NTION%20GUIDE%20V5.pdf 

Example  Programs/Practices/Policies; 

•  StandBy  Response  Service  (Suicide) 


Example  Programs 


StandBy  Response  Service  (Suicide} 

Description:  StandBy  Response  Service  is  a  suicide  bereavennent  support  service.  The  service  provides  clients 
with  face-to-face  outreach  and  telephone  support  provided  by  a  professional  crisis  response  team.  A  site 
coordinator  then  develops  a  customized  case  managenrient  plan,  referring  clients  to  other  existing 
community  services  matched  to  their  needs.  The  program  also  includes  community  education  and  activities 
with  local  community  groups,  businesses,  and  other  organizations. 


Specific  Populations/Settings 

Key  Partners 

Considerations 

■  PoDulation(sl:  Persons 
bereaved  by  a  recent  or  past 
suicide 

•  Settingisl:  Community 

•  Health  care 

•  Mental  health  providers 

•  Community  organizations 

•  Public  health  agencies 

•  Services  are  availabte  24/7  and  may 
be  delivered  in-person  or  by  phone 

•  Consultation  and  support  is 
available  to  coordinators  at  Standby 
Response  sites 

•  Program  cost  Information  is  not 
available 

Additional  Information 

•  StandBy  Support  After  Suicide  Program  Site  -  http://standbvsupport.CQm.Bu/ 


Safe  Reporting  and  Messaging  About  Suicide 


The  manner  in  which  information  on  a  recent  suicide  is  communicated  to  the  public  can  heighten  the  risk 
of  suicide  among  vulnerable  individuals  and  can  inadvertently  contribute  to  suicide  contagion.  This 
approach  promotes  prevention  messaging  and  reporting  on  suicide  in  a  way  that  reduces  the  possibility 
of  suicide  contagion,  encourages  help-seeking,  and  promotes  evidence-based  actions  that  can  help 
prevent  suicide. 

Strategy 

■  Lessen  Harms  and  Prevent  Future  Risk  (Suicide) 


Key  Objectives 

• 

• 

• 

Increase  awareness  and  adherence  to  guidelines  for  reporting  on  suicide 

Reduce  the  likelihood  of  suicide  contagion 

Promote  positive  prevention  messages 

(mplementstidn 

* 

Present  accurate  information  about  suicide  rates  and  trends 

CansIderaDons 

• 

Use  suicide  prevention  experts  to  provide  accurate  information  on  suicide  risk  factors,  warning 
signs,  and  prevention 

Avoid  sensationalizing  suicide  or  referring  to  suicide  as  ^'successfuT'  or  "'unsuccessful"  or  a 
"Tailed  attempt" 

* 

Avoid  conveying  details  around  the  method  used  in  the  suicide 

* 

Provide  information  in  a  way  that  avoids  attributing  suicide  to  a  single  cause 

m 

Incorporate  prevention  messages  and  actions  that  can  help  prevent  suicide 

« 

Promote  evidence-based  solutions  and  prevention  success  stories 

* 

Use  stories  of  hope  and  resilience 

* 

Encourage  help-seeking  by  Incorporating  information  on  local  resources  and  support 

Sector 

• 

Public  health 

Engagemeni 

• 

Media 

• 

Education 

• 

Government 

• 

Community  organizations 

Example 

• 

Reductions  in 

Outcomes 

o  rates  of  suicide 

o  contagion  effects  related  to  suicide 

• 

Increases  in  protective  factors 

• 

Improvements  in  reporting  following  suicide 

Addltiona) 

• 

Recommendations  for  Reporting  on  Suicide  -  http://reportfngonsuicfde.org/ 

Resources 

» 

Suicide  Prevention  Resource  Center  -  http://www, sprc.org/kevs-success/safe-messaging- 
reporting 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  26  Mar  2018  13:06:17 +0000 

To:  Simon,  Thomas  {CDC/ONDIEH/NCIPC);Fowler,  Katherine  A. 

(CDC/ONDIEH/NCIPC);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Subject:  Attachments  for  10  am 

Attachments:  MMWR  WG  meeting  3.26.18.docx,  Suicide  Vital  Signs  MMWR  Text  3.23.18  v3.2 

SK  TS  ds.docx,  Suicide  Vital  Signs  MMWR  Text  3,19.18  v3  (pre-clearance)_CF_EB  MRC.docx 

Hi  Everyone, 

Attaching  the  most  recent  version  of  the  MMWR  with  Scott  and  Tom's  edits  incorporated.  I've  left  in 
tracked  changes  the  final  things  needing  discussion. 

Also  including  the  pre-clearance  version  with  reviewer  suggestions  and  a  handout. 

Thanks, 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770.483.3942 

dstone3(5)cdc.eov 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


3/26/18 

Vital  Signs  Suicide  MMWR  WG  Meeting 

Purpose:  to  discuss  revisions  based  on  pre-clearance  draft  feedback  prior  to  clearance  submission 
Items  to  discuss  in  article  text 

•  Reactions  to  edits  generally 

•  Title  of  MMWR  -for  authorship  statements 

•  Deletion  of  p<.01  everywhere 

•  ^Revision  to  the  definition  of  MHP 

•  ^Reporting  on  treatment  {mental  health  and  substance  abuse) 

•  Reporting  of  results,  %  vs  aOR 

•  Discussion,  first  paragraph  and  clarification  on  substance  abuse  disorders 

•  Other  suggested  changes 

Table  comments: 

Table  1: 

Wonder  if  in  a  revised  title  or  footnote  If  it  needs  to  be  revised  to  reflect  this  also  includes  District  of 
Columbia.— Suggest  not  changing 

Suggest  being  clear  on  what  these  period,  similar  to  how  done  in  another  footnote.  Changing  to  1999- 
2001  and  2014-2016  to  represent  first  and  last  reporting  periods,  respectively. 

Table  2 

•  is  an  additional  footnote  needed  on  total  or  on  the  categories  below  to  reflect  why  some  don't 
add  up  to  the  overall  total  {e*g.,  age,  incident  type) 

•  ^^single  suicide"  made  me  wonder  about  simultaneous  or  related  suicides  by  more  than  one 
person,  especially  given  this  is  available  in  NVDRS.  Wonder  if  need  another  category  for 
multiple,  related  suicides  or  if  the  suicide  category  should  be  renamed 


Table  3 

Typo  in  "release".  Is  it  possible  to  also  describe  what  recent  means?  Past  two  week  or  is  this  quite  variable? 
Given  the  broad  audience  of  MMWR,  can  this  be  put  into  more  simple  terms? 


Rev  3,2648  v3.2 


1  Short  titJe:  Jncreasing  Trends  in  State  Sufdde  Rates  and  Contributing  Circumstances  among  people  >10  years  j 

2  Deborah  M.  Stone,  ScD;^  Thomas  R.  Simon  PhD;^  Katherine  A.  Fowler,  PhO;^  Scott  R.  Kegler,  PhD;^  Kerning  Yuan, 

3  MS;^  Kristin  M.  Holland,  PhD;^  Asha  Z,  Ivey-Stephenson,  PhD;^  Alex  E,  Crosby, 

4  Structured  abstract  (245/250  words — this  word  count  is  not  included  in  the  1800  max  for  the  remainder) 

5  Background:  Suicide  rates  have  risen  nearly  30%  since  1999.  Mental  health  problems  (MHP)  are  just  one  factor 

6  contributing  to  suicide.  Examining  state-level  trends  In  suidde  and  other  contributing  circumstances  can  inform 

7  comprehensive  state  suicide  prevention  planning. 

S  Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  ^:10  years,  by  state  and  sex,  across  six 

9  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System 

1 0  for  50  states  and  Washington,  D.C  (DX  ),  Data  from  the  National  Violent  Death  Reporting  System,  ^overin^  27 

1 1  states  in  2015,  were  used  to  examine  contributing  circumstances  among  decedents  with  and  without  known 

12  MHP. 

13  Results:  From  1999-2016,  suidde  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases 

1 4  of  30%  or  more.  Rates  increased  significantly  among  males  and  females,  in  34  and  43  states,  respectively.  Over 

15  half  (54.0%)  of  decedents  did  not  have  a  known  MHP.  Among  decedents  with  circumstance  informatlor^,  those 

16  without  known  MHP  were  more  likely  [all  psOl)  than  those  with  a  MHP  to  have  relationship  problems/loss 

17  (45.1%  vs  39.6%),  life  stressors/loss  [54,2%  vs  49.7%)  and  recent/impending  crises  [32.9%  vs  26.0%),  but  these 

18  circumstances  were  common  across  groups. 

19  Conclusions:  Suicide  rates  Increased  significantly  across  most  states  from  1999-2016.  Various  circumstances 

20  contributed  to  suicides  among  people  with  and  without  known  MHP. 

21  Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public  health  approach 

22  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent  reattempts,  and  help 

23  friends/family  after  a  suicide  occurs. 

24  INTRODUCTION 

25  BACKGROUND  AND  PURPOSE  (255/250  words) 

26  In  2016,  nearly  45,000  suicides  [15.6/100,000  [age -adjusted])  occurred  in  the  United  States  [U.S.),  among  people 

27  >10  years  old  [1].  Between  1999  and  2016,  suidde  rates  increased  across  sexes,  radal/ethnic  groups,  and 

28  urbanization  levels  [2, 3].  Suidde  is  the  leading  cause  of  death  and  Is  one  of  just  three  leading  causes  that 

29  are  mcreasing  [1,  4].  Additionally,  rates  of  Emergency  Department  visits  for  nonfatal  self-harm,  a  key  risk  factor 

30  for  suidde,  increased  nearly  45%  between  2001  and  2015  [1].  Together,  suicides  and  self-harm  injuries  cost  the 

3 1  nation  more  than  $69  billion  in  direct  medical  and  work  loss  costs  [1], 

32  The  Notfonat  Strategy  for  Suidde  Prevention{NSSP)  [5]  calls  for  a  public  health  approach  to  suicide  prevention 

33  with  efforts  spanning  across  multiple  levels  (i.e.,  individual,  family/relationship,  community,  and  societal).  Such 

34  an  approach  underscores  that  suidde  is  rarely  caused  by  any  single  factor,  but  rather,  Is  multi -determined. 

35  Despite  the  IMSSP  guidance,  suidde  prevention  efforts  largely  focus  on  Identifying  and  treating  individuals  with 

36  mental  health  problems  (MHP)  [6).  Other  contributing  circumstances  include  soda!  and  economic  problems, 

37  access  to  lethal  means  (e.g.,  substances,  firearms,  bridges)  among  people  at  risk,  poor  coping  and  problem- 

38  solving  skills,  and  prior  suidde  attempts  [5].  Expanded  awareness  of  the  additional  circumstances  that 

39  contribute  to  suicide  risk  apart  from  MHP,  and  action  to  address  them,  can  help  reach  the  nation's  goal  of 
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reducing  suicide  rates  20%  by  2025  [7].  To  assist  states  m  achieving  this  goal^  this  study  analyzes  state^specific 
trends  in  suicide  rates,  assesses  the  multipfe  contributing  factors,  and  provides  recommendations  for  multi-level 
comprehensive  suicide  prevention. 

METHODS  [256/250  words) 

Suicide  rates  were  analyzed  for  people  aged  SIO  years  only,  as  attributions  of  suicidal  intent  in  younger  children 
are  variable  [8].  Age-specific  suicide  counts  were  tabulated  based  on  National  Vita!  Statistics  System  coded  death 
certificate  records  {international  Classification  of  Diseases  10^^  Revision,  under lying-cause-of  death  codes  X60- 
X84,  V87.0,  U03).  Age-specific  population  estimates  were  obtained  from  U.S.  Census  Bureau/National  Center  for 
Health  Statistics  bridged-race  population  data  releases. 

National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year  aggregate  periods 
spanning  1999-2016,  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard  population  and  expressed 
per  100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were  modeled  using  the  same  three-year  data 
aggregates^  employing  weighted  least  squares  regression  with  inverse-variance  weighting.  Modeled  rate  trends 
are  reported  in  terms  of  average  annual  percentage  changes  (AAPCs), 

i 

Characteristics  {Table  2)  and  circumstances  (Table  3)  of  suicide  decedents  >10  years,  with  and  without  known  j 

MHP,  were  compared  in  the  27  states  with  complete  data  participating  in  CDC's  National  Violent  Death  ; 

Reporting  System  (NVDRS)  in  2015.f\lVDRS  defines  MHP  as  disorders  listed  in  the  Diagnostic  and  Statistical  ? 
Manual  of  Mental  Disorders,  Fifth  Edition  [9].  For  this  study,  alcohol  and  other  substance  use  disorders  were  not 
defined  as  MHP,  and  were  examined  in  both  groups.]NVDRS  aggregates  data  from  three  primary  data  sources:  j 
death  certificates,  coroner/miedicaj  examiner  reports  [including  toxicology),  and  law  enforcement 
reports.  Decedents  with  and  without  known  MHP  were  compared  using  Chi-square  tests.  Logistic  regression 
analyses  estimated  adjusted  odds  ratios  with  95%  confidence  intervals  [Cl),  controlling  for  age  group,  sex,  and 
race/ethnicity. 

RESULTS  (584/600  words)  I 

The  most  recent  overall  suicide  rates  (representing  2014-2016)  varied  four  fold,  from  6.9  [D.C.)  to  29.2 
(Montana)  per  100,000  persons  pgr  year  (Table  1).  Across  the  study  period,  rates  increased  in  all  states,  except 
Nevada  [with  the  9^^  highest  current  sjji tide  rate),  with  absolute  increases  ranging  from  +0.8  (Delaware)  to  +S.1 
(Wyoming)  per  100,000,  Percentage  increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57.6%  (North  Dakota), 
with  increases  more  than  30%  observed'  in  25  states. 

Modeled  suicide  rate  trends  indicated  significant  increases  for  44  states,  as  well  as  for  the  U.S,  overall  (Table  1). 

By  sex,  modeled  rate  trends  indicated  significant  increases  in  34  states  for  males  and  in  43  states  for  females. 
Nationally,  the  model-estimated  AAPC  for  the  overall  suicide  rate  was  +1.5%,  By  sex,  the  national  AAPC  was 
+1,1%  for  males  and  +2.6%  for  females. 

i 

Suicide  decedents  without  known  MHP  [N=ll,039)  were  compared  to  those  with  MHP  (N=9,407).  While  all  J 
decedents  were  predominately  male  (Table  2;  76.8%)  and  non-Hispanic  white  (83.6%),  those  without  known  i 
MHP,  relative  to  those  with  MHP,  were  more  likely  male  (83.6%  vs.  68,8%;  adjusted  odds  ratio  [aOR)=2.3,  95%  Cl  ■ 
=  2.2-2. S)  and  raclal/ethnic  minorities  (odds  ratio  [OR]  range:  1.2-2. 1;  9S%  Cl  range  [1.0-1. 3]  -  [1. 6-2.0]).  Suicide  1 
decedents  without  known  MHP  also  had  significantly  greater  odds  of  perpetrating  homicide-suicide  (aOR  =  2.9^  \ 

95%  Cl  =  2. 2-3. 8),  of  firearm  suicide  (aOR  =  1.6,  95%  Cl  =  1.5-1. 7),  and  of  testing  positive  for  alcohol  [aOR  =  L2,  j 
95%  Cl  “  1.1-1. 3).  Among  adult  decedents,  20.1%  and  15.3%  of  people  without  and  with  MHP,  respectively,  ^ver  | 
served,  or  were  serving, In  the  U.S.  military.  ; 
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!  ,  more  straightforward. _ 
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Although  firearms  were  used  most  often^  overall  (48.5%),  decedents  with  known  MHP  were  more  likely  to  die  by 
suffocation  (31.3  vs.  26.9%)  and  poisoning  (19. S%  vs.  10.4%)  than  those  without  known  MHP  . 

All  suicide  decedents  with  known  MHP  (N=9,407)  and  approximately  85%  without  MHP  (N=9,357)  had  available 
circumstances  information  (Table  3).  People  without  known  MHP  were  less  likely  to  have  any  substance  abuse 
problems  (aOR-0.7,  95%  CI=0.7-0.S).  While  two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health 
or  substance  abuse  treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment. 

(Decedents  without  known  MHP^  versus  those  with  known  MHP  had  a  significantly  greater  likelihood  of  any 
relationship  problem/loss  (45.1%  vs.  39.6%),  spedfically  intimate  partner  problems  (30.2%  vs.  24.1%), 
arguments/conflicts  (17.5%  vs.  13.6%),  and  recently  perpetrating  interpersonal  violence  (3.0%  vs.  1.4%).  They 
were  also  significantly  more  likely  to  have  experienced  other  fife  stressors,  such  as  criminal-legal  problems 
(10.7%  vs,  6.2%)  or  eviction/loss  of  home  [4.3%  vs.  3.4%),  and  they  were  more  likely  to  have  had  a  crisis  within 
the  precedir^g  or  upcoming  two  weeks  (32.9%  vs.  26,0%).  Among  both  groups,  the  most  common  crises  were 
intimate  partner  (36.2%  vs.  34.9%)  and  physical  health  problems  (13.8%  vs.  12.9%),  respectively.j 

Decedents  without  known  MHP  had  significantly  lower  odds  of  recent  release  from  any  Institution,  but  among 
those  who  were  recently  released  (5.1%),  those  without  a  known  MHP  were  significantly  more  likely  to  be 
released  from  a  correctional  facility  (25.7%  vs.  8.7%)  or  hospital  (43.7%  vs.  33.0%)  than  those  with  a  known 
MHP.  Among  decedents  with  known  MHP  who  were  recently  released  from  an  Institution  (10.2%),  42.8%  were 
released  from  psychiatric  facilities,  j 

I 

(Decedents  without  known  MHP,  compared  to  those  with  MHP,  were  less  likely  to  have  a  history  of  suicidal  j 

ideation  (aOR=0.4,  95%  CI-0.4-0.5)  and  prior  suicide  attempt  (aOR^^O.B,  95%  CI=0.3-0.3).  Both  groups  disclosed  / 
su  fci  de  i  n  tent  f req  u  ent  ly,  ( 2  2 , 4%  v  s ,  2  4 . 5%),  res  pecti  ve  ly  |  j 

Conclusions  and  Comments  (6B0/7O0  words] 

ii 

From  1999-2016,  44  states  saw  significant  suicide  rate  increases.  Half  of  the  states  experienced  increases  of  30% 
or  more.  Rates  increased  significantly  in  34  states  among  males  and  43  states  among  females,  fvior^re search  j* 
into  the  causes  of  these  trends  is  necessary  ^10 j. 
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Researchers  and  practitioners  regularly  state  that  suicide  is  not  caused  by  a  single  factor,  however,  the  focus  of 
suicide  research  and  prevention  practices,,  almost  solely,,  focus  on  Identify  and  treating  MHP.  The  current  study 
found  that  more  than  half  of  suicide  decedents  In  NVORS  did  not  have  a  known  MHP.  This  group  suffered  more 
relationship  problems  and  life  stressors  such  as  criminal-legal  matters,  eviction/loss  of  home,  and  recent  or 
impending  crises.  This  is  particularly  noteworthy  in  light  of  findings  that  suggest  many  suicides  and  attempts 
occur  with  minimal  deliberation  [12]. 


1 16  Among  people  with  MHP,  two-thirds  had  a  history  of  mental  health  and/or  substance  abuse  treatment  and  over 

1 1 7  half  were  in  current  treatment.  This  suggests  that  additional  supports  for  this  population  are  needed  to  keep 

1 1 8  them  safe.  This  includes  broader  Implementation  of  affordable  and  effective  treatment  modalities  such  as 

1 1 9  doctor-patient  collaborative  care  models  and  cognitive-behavioral  therapy.  AddStlonally,  greater  access  to 

120  behavioral  health  providers,  especially  In  underserved  areas  is  needed,  as  Is  expansion  of  healthcare  systems 

121  needed  that  integrate  physical  and  behavioral  health  and  that  better  support  suicide  prevention  and  patient 

1 22  safety,  especia  lly  th  rough  care  transitions  [11] . 

123  Study  findings  indicate  that  people  with  known  MHP  also  experienced  other  life  stressors  such  as  job/financial, 

1 24  relationship,  and/or  physical  health  problems.  These  findings  point  to  the  need  to  both  prevent  the  conditions 
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associated  with  mental  health  problems  in  the  first  place  and  the  need  to  support  people  With  known  MHP  to 
decrease  their  risk  of  poor  social,  health,  and  economic  outcomes  [13]. 

These  results,  together,  underscore  the  importance  of  comprehensive  statewide  suicide  prevention  activities 
that  address  multiple  factors  associated  with  suicide.  Prevention  strategies  may  include:  strengthening 
economic  supports  (e.g.,  housing  stabilization  policies,  household  financial  support);  teaching  coping  and 
problem-solving  skills  to  manage  everyday  stressors  and  prevent  future  relationship  problems,  especially  early  in 
life;  promoting  social  connectedness  to  increase  a  sense  of  belongingness  and  access  to  informational,  tangible, 
emotionai,  and  social  support,  and  identifying  and  better  supporting  people  at  risk.  Other  strategies  Include 
creating  protective  environments  (e.g.,  reducing  access  to  lethal  means  among  people  at  risk,  creating 
organizational  and  workplace  policies  to  promote  help-seeking,  easing  transitions  into  and  out  of  work  for 
people  with  MHP  and  other  life  challenges),  supporting  famify  and  friends  after  a  suicide,  and  assuring  safe 
reporting  by  the  media  in  order  to  prevent  suicide  contagion  [11],  Some  states,  such  as  Colorado,  are  planning 
and  implementing  such  a  comprehensive  approach  to  suicide  prevention  [14]. 

These  findings  have  at  least  three  limitations.  In  the  state-level  analysis,  rankings  for  four  states  (MD,  MA,  Rl, 

UT)  might  have  been  impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent  (i.e.  decreasing 
suicide  rates),  or  decreased  percentages  of  such  deaths  overtime  (i.e.  increasing  suicide  rates).  Second,  NVDRS 
is  not  yet  nationally  representative,  the  27  states  included  in  the  current  study  represent  |l9. 6%  of  the  U.S. 
population.  Third,  abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative  reports. 

Therefore,  the  extent  of  informant  knowledge  can  impact  data  completeness  and  accuracy.  Studies  including  in- 
depth  interviews  with  next-of-kin  often  see  greater  attributions  to  MHP^nd  substance  abuse  disorder^ 
however  many  methodological  variations  across  studies  exist  [15].  |t  is  likely  that  some  people  without  known 
MHP  in  the  current  study  were  experiencing  mental  health  chaflenges  that  were  unknown,  and  hence 
unreported  by  key  informa ntsj^However,  any  lack  of  awareness  of  decedent  MHP  suggests,  even  further,  the 
importance  of  addressing  the  range  of  contributing  circumstances. 

Suicide  is  a  growing  public  health  problem.  [Effective  approaches  to  prevent  the  many  suicide  risk  factors  are 
available]^Sta^s  and  communities  can  use  data  from  NVDRS  and  resources  such  as  CDCs  Preventing  Suicide:  o 
Technical  Package  ofPoficieSj  ProgramSj  and  Proct/ces  [ll]  to  better  understand  their  suicide  problem  and 
prioritize  evidence-based  comprehensive  suicide  prevention. 
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1  Short  title:  Vital  Signs:  Increasing  Trends  in  State  Suicide  Rates  and^ontributing  Qrcumstancesj 

2  Deborah  M.  Stone,  ScD;^  Thomas  R,  Simon  PhD;^  Katherine  A.  Fowler,  PhD;^  Scott  R.  Kegler,  PhD;^  Kerning  Yuan, 

3  MS;^  Kristin  M.  Holland,  PhD;^  Asha  Z.  Ivey-Stephenson,  PhD;^  Alex  E.  Crosby,  MD^ 

4  Structured  abstract  (25625 2 /2S0  words — this  word  count  is  not  included  In  the  1800  max  for  the  remainder) 

5  Background:  Ovecati-sSuicide  rates  have  been  rising  in  the  United  States  since  19gg^Examinine  state-ievei  trends  / 

6  in  suicide  and  its  muitiple  contributing  circumstancesT  can  inform  comprehensive  |^te-sbHel^pre  vent  ion 

7  planning. 

8  Methods:  Trends  in  age-adjusted  suicide  rates,  by^tat^and  sex,  among  people  aged  >10  years,  were  assessed 

9  using  data  from  the  National  Vital  Statistics  System.  Changes  in  rates  were  examined  across  six  consecutive 

10  three-year  periods  from  1999-2016.  TheCDC's  National  Violent  Death  Reporting  System  covering  27 

I  i  states,  was  used  to  examine  the  precipitating  circumstances  among  suicide  decedents  with  and  without  known 

12  Rental  health  problems  (MHP)j 

1 3  Results:  forty  four  states  si:w-^^.at^s-fe>4yr^->itie^ni-^5uicide  rater,  increases  increased  sicnifir a ntSy  from  1999-  \ 

14  2016  in  44  states.  In  25  states,  rates  increased  by  30%  or  more.  Male  suicide  rates  increased  significantly  in  34 

15  states, ^\44^f  emaie  rates  increased  significantly  in  43  states-l^ople  with  (46%)  and  without  (54%)  known  IVIHP 

16  had  both  differing  and  similar  circumstances  precipitating  suicide.  Several  circumstance,  such  as  any  \\ 

17  relationship  problems/loss  (39.6  and  45.1%,  p<  .01),  any  life  stressors/ loss  [49.7  and  54.2%,  p  <  .01),  and  recent 

1 8  crises  (26.0  and  32.9%,  p<  .01),  respectively,  were  more  likely  among  those  without  known  MHP,  but  were  \ 

1 9  com  mon  across  grou  ps. 

20  Conclusions:  Suicide  rates  rose  significantly  across  most  states  from  1999-2016.  Varied  circumstances  beyond 

21  MHP  alone  contributed  to  suicides  among  people  with  and  without  known  MHP. 

22  Implications  for  Public  Health  Practice;  States  can  use  a  comprehensive  public  health  approach  based  on  the 

23  best  available  evidence  to  prevent  suicide  risks  before  they  occur,  identify  and  support  people  already  at  risk, 

24  prevent-  reattempts,  and  help  fnends/family  after  a  suicide  occurs. 

25  INTRODUCTION 

26  BACKGROUND  AND  PURPOSE  (255/260  words) 

27  In  2016,  nearly  45,000  suicides  ^5.^100,000)  occurre^in  the  United  States  (U.S.),  among  people  SIO  years  old  / 

28  [1],  Between  1999  and  2016,  suicide  rates  increased  across  sexes,  racial/ethnic  groups,  and  urbani?ation  levels  / 

29  [2,  3].  Suicide  is  the  lO*^^  leading  cause  of  death  and  is^mong  the  onlyj^eading  causes  to  be  mcreasing  [1,  4],  / 

30  Additionally,  rates  of  Emergency  Department  visits  for  nonfatal  self-harm  injury,  a  key  risk  factor  for  suicide, 

3 1  increased  more  than  ^09^etween  2001  and  2015  [1].  Together,  suicides  and  self-harm  injuries  cost  the  nation  /' 

32  more  than  $69  billion  in  direct  medical  and  work  loss  costs  [1]. 

33  [The  Nationa  t  Stra  tegy  for  Suidde  Pre  ven  tion  f A/SS/^  [  5  ]  ca  1 1  s  fo  r  a  p  u  bl  ic  hea  I  th  a  p  p  ro  a  ch  to  su  ic  id  e  with  /' 

34  prevention  with  efforts  spanning  across  multiple  levels  [i.e.,  individual,  family/ relationship,  community,  and 

35  societal),  of  the^ocial  ecoEog^  Such  an  approach  underscores  that  suicide  is  rarely  caused  by  any  single  factor 

36  alone,  but  rather,  is  multi-determined.  Despite  the  NSSP  guidance,  suicide  prevention  efforts  largely  focus  on 

37  identifying  and  treating  individuals  with  mental  health  problems  (MHP)  [6].  Other  associated  contributing  mk 

38  factors  include  social  and  economic  problems,  access  to  lethal  means  (e.g.^  substances,  firearms,  bridges)  among 

39  people  at  risk,  poor  coping  and  problem-solving  skills,  and  prior  suicide  attempts,-^meag-ette^  15].  Expanded 


Ctunmtnt  |BE(j:  Sometimes  It  is 
referred  to  as  a  'contributing 
circumstance'  and  sometimes  its  referred 

3E  3  Vni-Ltrihihtinj  farirr.ir'  J  Hor  if  H-g  i 

"  Comment  I FC(l:  Can  a  couple  of  words 
be  added  here  to  reflect  a  date  since  rates 
have  been  rising.  I  see  word  count  is  an 

as^Lieuapd-LthlDlf  a  rniinlp  nf  ran - ^ 

Comment  |FC{]:  Style  consideration. 

Since  focus  on  suicide  and  states  is  clear, 
may  not  these  words  twice  in  sentence 

lAmiiiri  rn Lint — A  fpuf j 

Comment  |FC(j:  The  transition  from 
reading  NVDRS  covers  27  states  to 
methods  to  the  first  line  in  the  results 

^rAfjarring  J-a  4A- ctaf-gc  nrifi  rtj;tiicia..and^ 

*'{  '' 

Comment  [FC(]:  Unclear  if  this  was 

supposed  to  be  a  reference  or  can  come 
,out. 

"I 

Comment  |JRV8J:  Just  a  suggestion  and 
may  not  be  feasible,  but  would  suggest 
not  using  MHP  through  the  document 
.  LMentai  health  nrrfihle.mi  s. does  n't  .seenfi _ ^ 

Y  ' 

Comment  [BE(]:  I  think  this  is  a 

Significant  finding  should  we  say  more 
about  it  the  fact  that  it  is  increasing  more 
\  Jn  - i 

I 

Comment  |FC(l:  I  think  edits  are  needed 
here  for  a  few  reasons.  I  am  finding  the 
statements  that  there  are  differences  and 

.girr\jl3ir1tiae  \i^ana  3nH  h 3 rjLtoJrJ _ , 

/  Comment  [FC(|:  Please  double  check.  I 
,  am  getting  15.9  from  WISQARS 

/  Comment  |BE(]:  Can  we  be  more 
specific  -  is  it  the  only  or  is  it  one  of  only 

X  leading  causes  increasing  -  'among  the 

''  ' 

2  Comment  fFC(]r  Please  double  check. 
Wonder  if  this  might  have  been  calculated 
,for  all  ages  and  not  limited  to  HO  years.  , 

Comment  IJRV'S]:  Suggest  identifying 
^this  as  a  US  Surgeon  General  report. 

f  N 

2  Comment  [BE(]:  Is  it  better  to  say  social 
ecology  (which  !  think  many  think  of 
social,  environmental  and  economic) 

.uarciLC  1  thjntf  i*jhat  it  itcart  mngit  ryffon  thea 
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40  awareness  of  the  additional  drcumstances  that  contribute  to  suicide  risk  apart  from  MHP^  can  help  reach  the 

4 1  Ration's  goaj^of  reducing  suicide  rates  20?^  by  202S  [7].  To  assist  states  in  achieving  this  goal,  this  study  analyzes 

42  state-specific  trends  in  suicide  rates,  assesses  the  multiple  coot ribut ins  factors  associated  with  suicide,  and 

43  provides  recommendations  for  multMevel  comprehensive  suicide  prevention. 

44  METHODS  (257/260  wordst 


Ctunment  |BE(|:  Is  it  really  the  "nation's 
goal' '  versus  the  goal  set  by  the 
American  Foundation  for  Suicide 
Prevention. 
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Suicide  rates  were  analyzed  for  those  aged  10  years  and  older  (because  of  variability  in  attributions  of  suicidal 
intent,  younger  children  are  excluded)  [8].  Age-specific  suicide  counts  were  tabulated  based  on  National  Vital 
Statistics  System  coded  death  certificate  records  (fnternationat  Classification  of  Diseases  10^^  Revision  [ICD-10] 
underlying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age-spedfic  population  estimates  were  obtained  from 
U.S.  Census  Bureau/National  Center  for  Health  Statistics  bridged^race  population  data  releases. 

National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year  aggregate  periods 
from  1999-2016.  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard  population  and  expressed  per 
100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were  modeled  using  the  same  three-year  data 
aggregates,  employing  weighted  least  squares  regression  with  inverse-variance  weighting.  Modeled  rate  trends 
are  reported  in  terms  of  average  annual  percentage  changes  (AAPCs). 

[Data  from  2015  from  the  27  states  with  complete  data  participating  in  theCPC  National  Violent  Death 
Reporting  System  (NVDRS),  ages  10  and  older,  were  used  to  compare  the  characteristics  among  suicide 
decedents  with  and  without  known  current  “lEPtat  heajH^'pr^bieoiMMHPj.jMHP  are  defined  in  NVDRS  as 


Comnient  [JRV8]:  Sentence  has  a  lot  of 
different  points,  ft  may  be  easier  to  read  if 
it  were  two  sentences.  Suggestion: 

Data  from  the  National  Violent  Death 
Reporting  System  (NVDRS)  were  used  to 
compare  characteristics  among  suicide 
decedents  with  and  without  known 
current  mental  health  programs. 

Complete  data  from  27  states 
participating  in  NVDRS  in  2015  were  used 
for  this  analyses. 


Com  me  at  [FC(]r  I  am  confused  by  how 
the  alcohol  and  substance  use  disorder 
exception  is  described.  DSM-S  does  have 
an  alcohol  use  disorder  diagnosis  and  a 
substance  use  disorder  dx. 


disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (DSM- 
5)  [9],  except  alcohol  and  other  substance  use  disorders  (captured  separately)||^NVDRS  aggregates  data  from 
three  primary  data  sources:  death  certificates,  coroner/medical  examiner  reports  [including  toxicology),  and  law 
enforcement  reports.  Decedents  with  and  without  known  MNP  were  compared  using  Chi-square  tests;  logistic 
regression  was  used  to  estimate  adjusted  odds  ratios  with  95%  confidence  Intervals  (Cl),  controlling  for  age 
group,  sex,  and  race/ethnldty. 

RESULTS  (612/591  words) 

The  most  recent  overall  suicide  rates  (representing  2014-2016)  ranged  from  6.9  (District  of  Columbia)  to  29,2 

(Montana)  per  100,000  persons  per  year,  a  four-fold  difference  (ftable  ^i.fy^/o^^he^sjitir^stu^^  _ 

increased  In  all  but  one  state  jNevadj),  with  absolute  increases  ranging  from  0.2  ("pelawarejltQ  +8.1  (wVoming) 
per  100,000.  Percentage  increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57.6%  [North  Dakota),  with 
percentage  increases  of  at  least  30%  observed  in  25  states. 

Modeled  suicide  rate  trends  indicated  significant  increases  for  44  states,  as  well  as  for  the  U.S.  overall  (Table  1). 
By  sex,  modeled  rate  trends  indicated  significant  increases  in  34  states  for  males  and  in  43  states  for  females. 
Nationally,  the  model-estimated  AAPC  for  the  overall  suicide  rate  was  +1.5%.  By  sex,  the  national  AAPC  was 
+  1.1%  for  males  and  +2.6%  for  females. 

Suicide  decedents  with  [N=9,407)  and  without  (N=ll,039)  known  MHP  were  compared.  ^^4e-bBoth  groups 
were  predominately  male  and  non-Hispanic  white^r^ Suicide  decedents  without  known  MHP  relative  to  those 
with  known  MHP  were  more  likely  to  be  male  (83.6%  vs.  68.3%;  p<.01).  and  racial/ ethnic  minorities  [odds  ratio 
[OR]  range:  1. 2-2.1;  95%  Cl  range  [1.0-1, 3)  -  [1. 6-2,0]).  TheyS u i ci d e  d e ce de n t s  w I th o u t  k n own  MHP  also  had 
significantly  greater  odds  of  perpetrating  homicide-suicide  [adjusted  odds  ratio  [aOR]  =  2.9,  95%  Cl  =  2. 2-3. 8),  of 
firearm  suicide  (aOR  =  1.6,  95%  Cl  -  1.5-1. 7),  and  of  positive  toxicology  results  for  alcohol  (aOR^  1.2, 95%  Cl  - 
l.l-1.3).|jffteen  percent  of  theseadull  decedents  with  known  MHP^  and  20%  without,,  [evef]h ad  served  or  were 

serving  served  in  the  U.S.  military* 


Commeat  [FC(jj  Some  labeling  of  the 
tables  and  how  reflected  in  the  text  need 
some  modification.  There  are  current 
two  'Table  1"  in  attachments  [i.e.,  state 
t  ren  ds;  se  iect  d  em  og  ra  p  h  i  cs) .  Th  e  two 

Vfcn/rvnr  - 1  Jr - ^  - 


C  oni  meat  |  B  E(] :  Per  ou  r  d  is  c  ussi  o  n  i  n 
our  last  VS  group  meeting,  should  we  add 
a  note  that  despite  NV  not  increases,  they 
still  have  a  significantly  high  rate  of 
suicide? 


Comment  [FC(]:  Please  double  check. 
Table  reflects  +0.S 


j  Comment  |FC(]:  Suggest  revising  in 
,  order  to  allow  in  the  next  sentence  the 
/  comparison  group  to  be  clear  and  the 
order  the  %'5  should  be  considered 
dearer.  Tracked  b^in  icfe^. 
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Comment  [FC(]r  Wonder  If  need  to  be 
dear  here  this  is  limited  to  18+.  Tracked 
might  be  a  simple  approach  to  consider. 

\  have  seen  MMWR  want  to  present  %"s 


f  / 
/' 


Comment  | JRV8J;  I  realize  this  adds 
words  so  you  may  not  be  able  to  do  this 
but  the  "everi'  in  the  original  sentence 
was  confusing/stumbling  block  to  me  as  a 
4  read.  Not  sure  If  the  additional  language 
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Although  firearms  were  used  most  often  in  both  groups^  decedents  with  known  MHP  died  by  poisoning  more 
than  those  without  known  MHP  (19. S%  vs.  10.4%;  p  <  .01),  most  frequently  by  over-the-counter/otherwise 
unclassified  drugs  (35.8%),  opioids  (32.7%),  antidepressants  (34.6%)  or  benzodiazepines  (25.1%| 


All  suicide  decedents  with  known  MHP  (N=9^407)  and  approximately  85%  without  (N=9,357)  had  precipitating 
circumstances  inf Table  2  o\  3??).  People  with  known  MHP  were  more  likely  to  have  any  substance 
abuse  problems  (31,6%  vs.  25%,  p  <  .01).  While  two-thirds  of  those  with  known  MHP  had  a  history  of  MH  or 
substance  abuse  treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment  at  the  time  of  their  deaths. 

Decedents  without  known  MHP,  versus  those  with  known  MHP  had  a  greater  likelihood  of  any  relationship 
problem/loss  (45.1%  on4ys  39,6%,  p<  .01),  spedfically  intimate  partner  problems  (30.2%  andys,  24,1%,  p  <  .01), 
arguments/conflicts  [17.5%  andvs,  13.6%,  p<  .01),  and  recently  perpetrating  interpersonal  violence  (3.0%  and  vs. 
1.4%,  p  <  .01).  They  were  also  more  likely  to  have  experienced  other  life  stressors,  such  as  ^riminaT-iegal 
j^roblems  (10.7%  an4ys  6.2%,  p  <  .01)  or  eviction/loss  of  home  (4.3%  3.4%,  p  <  .01),  and  they  were  more 

likely  to  have  had  a  crisis  within  the  preceding  or  upcoming  two  weeks  (32.9%  a-ndvs .  26.0%,  p<.01}.  Among 
^th  groups,  the  most  common  crises  were  intimate  partner  (35.6%)  and  physical  health  (13.4%)  problems. 

Decedents  without  known  MHP  had  significantly  lower  odds  of  recent  release  from  any  Institution,  but  among 
those  who  were  recently  released,  those  without  a  known  MHP  were  more  likely  to  be  released  from  a 
correctional  facility  (25.7%  vs.  8.7%,  p<.01)  or  hospital  (43.7%  vs.  33.0%,  p<.01)  than  those  with  a  known  MHP. 
Among  decedents  with  known  MHP  recently  released  from  an  institution  (10,2%),  42.8%  were  released  from 
psychiatric  facilities. 

Suicide  decedents  without  known  MHP  were  more  likely  than  those  without  known  MHP  to  leave  a  suicide  note 
(35,1%  aedvs  ^1.8%,]p  <  .01);  Decedents  with  known  MHP,  compared  to  those  without  knov^  MHP, 

were  more  likely  to  have  a  history  of  suicidal  Ideation  ^40.8%  vs.  23.0%,  p  <  .01)  and  attempts  (29.4%  vs.  10.3%, 

P<.0l| 


Ctiinmeiit  |FC(j:  I  think  the  comparison 
group  %'s  are  needed.  For  instance, 
drugs  (3S.S%  vs.  35.8%). 

!  think  the  presentation  of  the  %'s  would 
be  easier  here  and  later  on  in  the  results 
if  the  p's  came  out  and  the  text  could 
simply  reflect  "significant  differences''  or 
some  variation  of  indicating  in  the  groups 
were  different. 


Ccimmcnt  |BE(|:  Sometimes  criminal- 
legal  is  hyphenated  and  sometimes  it's 
not. 


Comment  |FC(]i  The  %  reported  in  this 
sentence  appear  to  be  only  for  the  group 
with  MHPs.  Based  on  the  sentence 
wording,  the  %  for  both  groups  need  to 
,be  reported. 


Comment  |FC(|:  Please  double  check 
number.  Table  reflects  33.8% 


1 1 09  Conclusions  and  Comments  (655/715  words) 

I  1 0  From  1999-2016,  44  states  saw  significant  suicide  rate  increases.  Half  of  the  states  experienced  increases  of  30% 
111  or  more.  Rates  increased  significantly  in  34  states  among  males  and  43  states  among  females.  More  research 
I J  2  into  the  causes  of  these  trends  is  necessary  [10). 

1 13  Important  factor  associated  with  sufdde  is  MHP,  [Nearly  halfjof  suicide  decedents  in  NVDR5  had  a  known 

1 14  MHP.  This  group  was  challenged  by  comorbid  substance  abuse  problems  (3L6%)  and  histories  of  suicidal 

1 15  ideation  (40.8%)  and  attempts  (29.4%).  While  two-thirds  of  people  with  known  MHP  had  a  history  of  MH  and/or 
I  1 6  substance  abuse  treatment  and  over  half  were  in  treatment  at  the  time  of  their  deaths,  additional  support  could 
J 17  may  help  address  the  needs  of  this  vulnerable  population.  This  includes  broader  implementation  of  affordable 
118  and  evidence-based  treatments,  such  as  doctor-patient  collaborative  care  models  and  cognitive-behavioral 

I  19  therapy.  Additionally,  greater  access  to  behaviorai  health  providers,  especially  in  underserved  areas  is 

120  important,  as  is  healthcare  systems  eha^^e-that  supports  suicide  prevention  and  patient  safety  through  care 

121  transitions  [11), 


Comment  IFC(]r  My  two  cents:  I  think 
we  should  do  more  to  raise  attention  to 
the  fact  that  almost  a  quarter  of  both 
groups  disclosed  suicide  intent.  This  is  a 
true  prevention  opportunity  so  1  think  this 
is  a  comrnon  risk  to  highlight.  Knowing 
space  constraints,  I  think  this  Is  more 
important  to  highlight  than  the  presence 
of  a  suicide  note  which  often  doesn't 
inform  prevention,  i  suggest  adding  into 
results  and  into  discussion. 


Comment  |FC(1:  I  feel  that  MMWRs 
typically  don't  do  a  lot  of  repeat  of  the 
specific  data  findings  in  the  discussion.  I 
think  the  numbers  could  come  out  here.  1 
think  it  would  be  helpful  to  put  this  into  a 
larger  context,  indicating  whether  this  is 
consistent  with  other  research.  J  also 


Comment  |B£(]:  I  would  add  the 
,  percentage  in  parenthesis  (X%). 


122  While  mental  health  problems  are  a  significant  contributor  to  suicide,  54%  of  suicide  decedents  in  this  study  did 

123  not  have  a  known  MHP.  This  group  suffered  more  relationship  problems  and  life  stressors  such  as  criminal-legal 

124  matters,  eviction/loss  of  home,  and  recent  or  impending  crises.  This  is  noteworthy  in  light  of  findings  that 

1 25  suggest  many  suicides  and  attempts  occur  with  minimal  deliberation  time,  particularly  among  people  without 

126  mental  health  disorders  and  who  faced  impending  life  crises  [12]. 
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Ijeople  with  known  MHP  also  experienced  other  fife  stressors  such  as  job  and/or  financial^  pmfatems, 
rel ati Q ns h i p  p r o b te m s , pn^/o r]p hy s i cai  health  problems.  These  findings  point  to  the  need  to  both  prevent  the 
conditions  associated  with  mental  health  problems  in  the  first  place  and  the  need  to  support  people  with  known 
MHP  to  decrease  their^ulnerabilityjto  poor  social,  health,  and  economic  outcomes  [13]. 

These  results  underscore  the  importance  of  comprehensive  statewide  suicide  prevention  activities  that  go 
beyond  a  focus  on  Mhlmental  health  treatment  alone.  Prevention  strategies  may  include:  strengthening 
economic  supports  (e.g.^  housing  stabilization  policies,  household  financial  support), teaching  coping  and 
problem-solving  skills,  especially  early  in  life  to  manage  everyday  stressors  and  prevent  future  relationship 
problems;  and  promoting  social  connectedness  to  increase  a  sense  of  belongingness  and  access  to 
informational,  tangible,  emotional,  and  social  support^  as  needed.  Other  strategies  indfceted-by^hese-resttlts 
include  creating  protective  environments  {e.g.,  reducing  access  to  lethal  means  among  people  at  risk,  creating 
organizational  and  workplace  policies  to  promote  help-seeking  and  positive  social  norms),  supporting  family  and 
friends  after  a  suicide  has  takon  place,  and  assuring  safe  reporting  by  the  media  In  order  to  prevent  suicide 
contagion  [llj^Some  states,  such  as  Colorado,  are  planning  and  implementing_  a  comprehensive  statewide 
approach  to  suicide  prevention  [14]. 

The  study-findings  have  at  least  three  limitations,  in  the  state-level  analysis,  rankings  for  four  states  (MD,  MA,  Rl, 
UT)  might  have  been  impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent,  by  decreased 
percentages  of  such  deaths  over  tim^  which  likely  include  some  unrecognized  suicides.  Second,  NVDRS  is  not 
yet  nationally  representative,  and  this  study's.  TMs ‘Stody-used  the  most  cu^  ci  it  vvhic-h_data 

indudedes  27  states  that  represent  of  the  U,5.  population.  Third,  abstractors  of  NVDRS  data  are 

limited  to  data  included  in  investigative  reports.  FG>r-e^(w>ple7-FnMedIcal  and  MH-mental  health  information 
not  captured  directly  from  mediea^-^ee&Fd5^u^come  from  key  informants  (e.g.,  family,  friends)  via 
coroner/medical  examiner  reports  a 1 1 d  ca n  v44t^ -  r. > ^ ^ i>v¥i impacts  thed^a  completeness  and 

accuracy.  Q^the4ftteBF^atioTVFeoorted-.-^nd-  Some  studies  including  in-depth  interviews  with  family  members 
show_CK  ten  ^see-greater  attributions  to  iviK  mental  health  and  substance  abuse  disorders  than  medical  record  St 
--el  e  ■  'e-  s  ^  etyd+es-  e  le^r--  [  15  ] .  It  I  s  1 1  ke  ly  t  h  at  SO  m  e  peo  p  I  e  wi  tho  ut  k  n  ow  n  M  H  P  i  n 

the  current  study  were  experiencing  mental  health  challenges  at  the  time  of  death  that  were  either  not  known 
o r  ^e po rte d  b y  f nf o rm a nt^^-wepe-not  copturcd  m  N  ^ ^ ! b r  b d  myi  y  -l.:i td- 7 p -t :  4  h-  i d  .d-  ^ ^  ^ >  -d  - 

v!  ^.,,^4;lv4•^-^E>l■el  '■  ni^-of-ad-dpes^^ing  t h v;t 

Suicide  is  a  growing  public  health  problem.  [iV^ntal  illness  is  an  important  risk  factor  for  suicide,  and  is  one  of 
many  requiring  preventive  action.  Data  from  NVDRS  and  resources  such  as  CDCs  Preventing  Suicide:  a  Technical 
Package  of  Policies,  Programs,  and  Practices  [11]  can  help  states  and  communities  better  understand  their 
suicide  problem  and  prioritize  comprehensive  suicide  prevention. 
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|FC(|:  I  suggest  pulling  this 
out  into  a  separate  paragraph.  If 
contained  in  the  above,  it  seems  to 
undercut  the  main  point  that  many 
suicides  don't  have  MPH.  A  new 
paragraph  might  need  a  lead-in  sentence 
or  maybe  start  with  the  current  last 
sentence  to  frame  points  about  comrnon 
risks. 


Ccimment  |HE1(|:  Should  this  be  'and', 
/or"  or  "and/od? 


C  om  me  nt  |  J  RV'8  ] :  S  ugge  st  u  s  i  ng  "ris  k 
of"  rather  than  "vulnerability  to",  as 
vulnerability  sometimes  can  have 
negative  connotations  aligned  with 
weakness. 


Comment  |FC(1:  I  think  it  is  fine  that  the 
TP  strategies  are  presented  in  different 
areas  of  the  discussion,  i  don't  easily  see 
"identify  and  support  people  at-risk".  1 
think  that  can  go  in  the  proposed 
paragraph  immediately  above  when 
talking  about  common  risk  factors.  In 
adding  that,  suggest  adding  some 
examples  of  approaches  (e.g.,  crisis 
intervention,  gatekeeper  training). 


Comment  jFC(j:  I  am  not  easily 
following  this  point  Can  this  be  stated 
more  simply  such  as  "...impacted  by 
variations  of  undetermined  injury  deaths, 
which  likely.... 

To  help  w/wofd  count,  offer  a  couple  of 
suggestions  in  next  few  sentences  to 
streamline.  Certainly  take/leave  what  you 
like  and  check  for  accuracy. 


Comment  |BE(|:  Do  you  mean  'NOT 
reported  by  informants? 


Comment  |FC(]:  To  me,  this  sentence 
puts  the  spotlight  back  on  mental  illness 
and  makes  it  likely  it  will  be  the  take 
home  message  qf  media  reporting.  If  that 
isn"t  the  goal  of  this  V5,  suggest  framing 
broadly,  ideas:  f^ect/ve  approaches  are 
available  to  prevent  or  ameliorate  many 
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Suicide  rates  rising  across  the  U.S. 

Comprehensive  prevention  goes  beyond  a  focus  on  mental  health  concerns 
Suicide  rates  have  been  rising  in  nearly  every  state,  aceording  to  the  latest  Vital  Sisns  report  by 
the  Centers  for  Disease  Control  and  Prevention  (CDC).  In  2016,  nearly  45,000  Americans  age  10 
or  older  died  by  suicide.  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three 
leading  causes  that  are  on  the  rise. 

Suicide  is  rarely  caused  by  a  single  factor.  Although  suicide  prevention  efforts  largely  focus  on 
identifying  and  providing  treatment  for  people  with  mental  health  conditions,  there  are  many 
additional  opportunities  for  prevention. 

“Suicide  is  a  leading  cause  of  death  for  Americans  —  and  it’s  a  tragedy  for  families  and 
communities  across  the  country,”  said  CDC  Principal  Deputy  Director  Anne  Schuchat,  M.D. 
“From  individuals  and  communities  to  employers  and  healthcare  professionals,  evei^one  can 
play  a  role  in  efforts  to  help  save  lives  and  reverse  this  troubling  rise  in  suicide.” 

Many  factors  contribute  to  suicide 

For  this  Vital  Signs  report,  CDC  researchers  examined  state-level  trends  in  suicide  rates  from 
1999-2016,  In  addition,  they  used  2015  data  from  CDC’s  National  Violent  Death  Reportine 
System,  which  covered  27  states,  to  look  at  the  circumstances  of  suicide  among  people  with  and 
without  known  mental  health  conditions. 

Researchers  found  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known 
diagnosed  mental  health  condition  at  the  time  of  death.  Relationship  problems  or  loss,  substance 
misuse;  physical  health  problems;  and  job,  money,  legal  or  housing  stress  often  contributed  to 
risk  for  suicide.  Firearms  were  the  most  common  method  of  suicide  used  by  those  with  and 
without  a  known  diagnosed  mental  health  condition. 

State  suicide  rates  vary  widely 

The  most  recent  overall  suicide  rates  (2014-2016)  varied  four-fold;  from  6.9  per  100,000 
residents  per  year  in  Washington,  D.C.  to  29.2  per  100,000  residents  in  Montana. 


Across  the  study  period,  rates  increased  in  nearly  all  states.  Percentage  increases  in  suicide  rates 
ranged  from  just  under  6  percent  in  Delaware  to  over  57  percent  in  North  Dakota.  Twenty- five 
states  had  suicide  rate  increases  of  more  than  30  percent. 

Wide  range  of  prevention  activities  needed 

The  report  recommends  that  states  take  a  comprehensive  public  health  approach  to  suicide 
prevention  and  address  the  range  of  factors  contributing  to  suicide.  This  requires  coordination 
and  cooperation  from  every  sector  of  society:  government,  public  health,  healthcare,  employers, 
education,  media  and  community  organizations. 

To  help  states  with  this  important  work,  in  2017  CDC  released  a  technical  package  on  suicide 
prevention  that  describes  strategies  and  approaches  based  on  the  best  available  evidence.  This 
can  help  inform  states  and  communities  as  they  make  decisions  about  prevention  activities  and 
priorities. 

Everyone  can  help  prevent  suicide: 

•  Learn  the  warning  signs  of  suicide  to  identify  and  appropriately  respond  to  people  at  risk. 
Find  out  how  this  can  save  a  life  by  visiting:  w ww . B eThe  1  to . cotn 

•  Reduce  access  to  lethal  means  -  such  as  medications  and  firearms  -  among  people  at  risk 
of  suicide. 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help:  1 -800-273-TALK  (8255), 
https: /7s  nicidepreventionlifeline.org 

The  media  can  avoid  increasing  risk  when  reporting  on  suicide  by: 

•  Following  and  sharing  recommendations  available  at  www.renoi1ingonsuicide.org  (for 

example,  avoiding  dramatic  headlines  or  explicit  details  on  suicide  methods); 

•  Providing  information  on  suicide  warning  signs  and  suicide  prevention  resources;  and 

•  Sharing  stories  of  hope  and  healing. 

Vital  Sisns  is  a  CDC  report  that  typically  appears  on  the  first  Tuesday  of  the  month  as  part  of  the 
CDC  journal  Morbidity  and  Mortality  Weekly  Report.  The  report  provides  the  latest  data  and 
information  on  key  health  indicators,  and  what  can  be  done  to  drive  down  these  health  threats. 

/jj  j  n 

U.S.  Depiutmeut  of  Health  and  Human  Services 

CDC  works  24/7  yrotectins  America 's  health,  safety,  and  security.  Whether  diseases  start  at 
home  or  abroad,  are  curable  or  preventable,  chronic  or  acute,  or  from  human  activity  or 
deliberate  attack,  CDC  responds  to  America ’s  most  pressing  health  threats.  CDC  is 
headquartered  in  Atlanta  and  has  experts  located  throughout  the  United  States  and  the  world. 


To  unsubscribe  from  this  CDC  media  listserv,  please  reply  to  media(d\cdc.  sov  svith  the  email 

address  you  would  like  removed. 
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Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 
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per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 
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TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 
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Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 
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Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 


i 


•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 


r - 1 

Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 
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Media  Advisory 


Embargoed  Until  1  p.m.  EDT 
Thursday,  June  7,  2018 

Contact:  CPC  Media  Relations 
(404)  639-3286 


CDC  Telebriefing:  New  Vital  Signs  Report 
Nearly  45,000  deaths  by  suicide  in  2016: 
What  can  be  done  to  prevent  suicides? 


What 

According  to  the  latest  Vital  Signs  report,  suicide  increased  in  nearly  every  U.S,  state  from  1999  through 
2016.  In  addition,  suicide  rates  increased  more  than  30%  in  half  of  states.  Mental  health  conditions  are 
often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused  by  any  single  factor.  In  fact,  many  people 
who  die  by  suicide  are  not  known  to  have  a  diagnosed  mental  health  condition  at  the  time  of  death. 

Who 

CDC  Principal  Deputy  Director  Anne  Schuchat,  MD,  RADM,  USPHS 


When 

Thursday,  June  7,  at  12:00  p.m.  ET 

Dial-Tn 

Media:  888-795-0855 
Non-Media:  800-369-1605 
INTERNATIONAL:  1  -630-395-033 1 
PASSCODE:  CDC  Media 


Important  Instructions 

If  you  would  like  to  ask  a  question  during  the  call,  press  *  1  on  your  touchtone  phone.  Press  "*2  to 
withdraw  your  question. 

You  may  queue  up  at  any  time.  You  will  hear  a  tone  to  indicate  your  question  is  pending. 


TRANSCRIPT 

A  transcript  of  this  media  availability  will  be  available  following  the  briefing  at  CDC’s  web  site: 
www.cdc.gov/media. 
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CPC  Mvrks  24/7 protecting  America  health,  safety,  and  security.  Whether  diseases  start  at  home  or 
abroad,  are  curable  or  preventable,  chronic  or  acute,  or  from  human  activity  or  deliberate  attack,  CPC 
responds  to  America ’s  most  pressing  health  threats.  CPC  is  headquartered  in  Atlanta  and  has  experts 

located  throughout  the  United  States  and  the  world. 
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Suicide  rates  rising  across  the  U.S. 

Comprehensive  prevention  goes  beyond  a  focus  on  mental  health  concerns 

Suicide  rates  have  been  rising  in  nearly  every  state,  according  to  the  latest  Vital  Signs  report  by  the 
Centers  for  Disease  Control  and  Prevention  (CDC).  In  2016,  nearly  45,000  Americans  age  10  or  older 
died  by  suicide.  Suicide  is  the  iOth  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are 
on  the  rise. 

Suicide  is  rarely  caused  by  a  single  factor.  Although  suicide  prevention  efforts  largely  focus  on 
identifying  and  providing  treatment  for  people  with  mental  health  conditions,  there  are  many  additional 
opportunities  for  prevention. 

“Suicide  is  a  leading  cause  of  death  for  Americans  —  and  it’s  a  tragedy  for  families  and  communities 
across  the  country,”  said  CDC  Principal  Deputy  Director  Anne  Schuchat,  M.D.  “From  individuals  and 
communities  to  employers  and  healthcare  professionals,  everyone  can  play  a  role  in  effons  to  help  save 
lives  and  reverse  this  troubling  rise  in  suicide.” 

Many  factors  contribute  to  suicide 

For  this  Vital  Signs  report,  CDC  researchers  examined  state-level  trends  in  suicide  rates  from  1999- 
2016.  In  addition,  they  used  2015  data  from  CDC’s  National  Violent  Death  Reporting  System,  which 
covered  27  states,  to  look  at  the  circumstances  of  suicide  among  people  with  and  without  known  mental 
health  conditions. 

Researchers  found  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  diagnosed 
mental  health  condition  at  the  time  of  death.  Relationship  problems  or  loss,  substance  misuse;  physical 
health  problems;  and  job,  money,  legal  or  housing  stress  often  contributed  to  risk  for  suicide.  Firearms 
were  the  most  common  method  of  suicide  used  by  those  with  and  without  a  known  diagnosed  mental 
health  condition. 

State  suicide  rates  vary  widely 

The  most  recent  overall  suicide  rates  (2014-2016)  vai'ied  four-fold;  from  6.9  per  100,000  residents  per 
year  in  Washington,  D.C.  to  29.2  per  100,000  residents  in  Montana. 

Across  the  study  period,  rates  increased  in  nearly  all  states.  Percentage  increases  in  suicide  rates  ranged 
from  just  under  6  percent  in  Delaware  to  over  57  percent  in  North  Dakota.  Twenty-five  states  had 
suicide  rate  increases  of  more  than  30  percent. 

Wide  range  of  prevention  activities  needed 

The  report  recommends  that  states  take  a  comprehensive  public  health  approach  to  suicide  prevention 
and  address  the  range  of  factors  contributing  to  suicide.  This  requires  coordination  and  cooperation  from 


every  sector  of  society:  government,  public  health,  healthcare,  employers,  education,  media  and 
community  organizations. 


To  help  states  with  this  important  work,  in  2017  CDC  released  a  technical  package  on  suicide 
prevention  that  describes  strategies  and  approaches  based  on  the  best  available  evidence.  This  can  help 
inform  states  and  communities  as  they  make  decisions  about  prevention  activities  and  priorities. 

Everyone  can  help  prevent  suicide: 

•  Learn  the  warning  signs  of  suicide  to  identify  and  appropriately  respond  to  people  at  risk.  Find 
out  how  this  can  save  a  life  by  visiting:  www.BeThelto.com 

•  Reduce  access  to  lethal  means  -  such  as  medications  and  firearms  -  among  people  at  risk  of 
suicide. 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help:  1 -800-273-TALK  (8255). 
https:, 7  s  Liicidepieventioiilifeline.org 


The  media  can  avoid  increasing  risk  when  reporting  on  suicide  by: 

•  Following  and  sharing  recommendations  available  at  www.reportingonsuicide.org  (for  example, 
avoiding  dramatic  headlines  or  explicit  details  on  suicide  methods); 

•  Providing  infoiination  on  suicide  wanting  signs  and  suicide  prevention  resources;  and 

•  Sharing  stories  of  hope  and  healing. 

Vital  Sisns  is  a  CDC  report  that  typically  appears  on  the  first  Tuesday  of  the  month  as  part  of  the  CDC 
journal  Morbidity  and  MoiiaHrv  Weekly  Repoii.  The  report  provides  the  latest  data  and  information  on 
key  health  indicators,  and  what  can  be  done  to  drive  down  these  health  threats. 

### 

U.S.  Department  of  Health  and  Human  Services 

CDC  works  24/7  protectins  America ’s  health,  safety,  and  security.  Whether  diseases  start  at  home  or 
abroad,  are  curable  or  preventable,  chronic  or  acute,  or  from  human  activity  or  deliberate  attack,  CDC 
responds  to  America  's  most  pressing  health  threats.  CDC  is  headquartered  in  Atlanta  and  has  experts 

located  throughout  the  United  States  and  the  world. 


Suicide  rates  rose  across  the  US  from  1999  to  2016. 


|::i(  .pi  Increase  38  -  58% 
Increase  31  -  37% 
V////  Increase  19-30% 

^  Increase  6-18% 
Decrease  1  % 

SOURCE:  CDC's  National  Vital  Statistics  System. 
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From:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  25  May  2018  19:26:53  +0000 

To:  Holland,  Kristin  (CDC/ONDIEH/ISiCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Conversation  with  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Holland.  Kristin  (CDC/ONDIEH/NCIPC)  9:22  AM: 

now  j’m  about  to  get  in  big  trouble! 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:22  AM: 
oh  no,  why?! 

Ho!land,  Kristin  (CDC/ONDIEH/NCIPC)  9:23  AM: 

so,  i  mentioned  the  media  recs  for  reporting  on  mass  shootings  to  marie  ballman,  and  she  looked  them  up 
and  has  now  emailed  me  twice  (b/c  i  didn't  respond  to  the  first  email)  to  ask  how  you  and  i  were  involved  in 
developing  them  and  when  they  were  cleared!  (facepalm) 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:24  AM: 

F— 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:24  AM: 

exactly 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:25  AM: 

so  cdc  is  listed  on  them 
specifically 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:25  AM: 
yeah 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:25  AM: 
i'm  totally  getting  fired!  It's  been  a  good  8  years... 
our  names  aren't  on  them  are  they?! 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:25  AM: 
ha 

whatever,  this  one  is  totally  on  me 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:26  AM: 

why? 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:26  AM: 

b/c  i’m  the  one  who  said  i  would  submit  them  for  clearance  and  i  completely  forgot  to  and  then  next  thing 
we  knew,  they  were  published! 

This  consensus  project  was  led  by  SAVE  and  included  national  and  international  experts 
from  APSP,  the  CDC,  Columbia  University,  lASP  Media  Task  Force,  JED,  NAM1--NH,  SPRC, 
and  multiple  media  industry  experts. 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:27  AM: 

Oh.  I  didn't  remember  that. 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:27  AM: 

f*ck 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:27  AM: 
ugh!!!!!!!!! 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:27  AM: 

i  even  sent  her  the  link,  wtf  is  wrong  with  me?? 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:27  AM: 
lol.  you  are  bold! 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:28  AM: 

i  should  have  just  'forgotten'  to  send  it  to  her 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:23  AM: 

well  if  she  asked  i'm  pretty  sure  she'd  keep  reminding  you 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:28  AM: 


yeah,  she  had  already  reminded  me  once 

lol 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:28  AM: 

so  what  are  we  going  to  do? 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:29  AM: 
sh*t !  don't  know 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:29  AM: 

Can  we  tell  Dan  to  just  take  cdc  off!? 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:30  AM: 

ok,  so  her  question  says  'what  capacity  did  we  contribute'  -  which  i  can  say  we  attended  phone  calls  and 
provided  links  to  empirical  research  on  suicide  contagion 

and  we  suggested  revisions  as  necessary  to  the  docs  (not  sure  whether  i  should  say  that) 

but  the  2nd  question  was  'what  was  the  review/clearance  process?  was  it  similar/different  from  DVP 

involvement  with  the  suicide  reporting  recs?' 

i  wasn't  around  for  that,  so  i  don't  know  what  that  process  was,  but  they  probably  actually  followed  the  rules 
and  got  that  cleared 

Stone,  Deborah  (CDC/ONDIEH/NCfPC)  9:31  AM: 
right 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:31  AM: 
you're  right  -  it  has  been  a  nice  8  years 

maybe  i  can  get  a  job  as  the  receptionist  at  the  twins'  daycare,  they're  hiring. 

Stone.  Deborah  (CDC/ONDIEH/NCIPC)  9:32  AM: 
smh.  well,  maybe  tell  her  well  get  them  to  take  cdc  off. 
hal 

You  wouldn't  last  long  there. 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:32  AM: 

haaaaaaa  -  you’re  right  about  that 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:32  AM: 

i'm  thinking  about  going  to  work  for  the  action  alliance  or  sprc  or  afsp  or  wherever 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:33  AM: 

well  that  would  be  a  logical  step 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:33  AM: 

heck,  maybe  dan  will  hire  us! 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:33  AM: 

you  could  take  michelle  cornette's  place  from  wherever  she's  moving  from 
Stone,  Deborah  (CDC/ONDlEH/NCfPC)  9:33  AM: 
that's  hilarious,  oh  btw,  remind  me  to  tell  you  something, 
about  her 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:33  AM: 

ha!  i'm  sure  dan  is  like  'um,  kristin  never  responds  to  emails,  i'm  not  hiring  her' 

Stone.  Deborah  (CDC/ONDIEH/NCIPC)  9:33  AM: 
i  know,  i  don't  either,  he  probably  hates  us, 
ok  but  seriously,  how  can  i  help? 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:34  AM: 

i  don't  know,  marie  is  on  the  list  of  people  who  hate  me  right  now 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:35  AM: 

maybe  go  buy  her  a  present  and  teil  her  you're  really  sorry  and  to  please  have  mercy,  oh  and  get  a  card  so  i 

can  sign  it  too. 

ugh 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:35  AM: 
haaaaa 

well  she  obvs  wants  an  answer  now 


Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:B6  AM: 

sigh... 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:36  AM: 
think  i  should  call  her  and  be  like,  so  i  just  realized  there  was  an  Issue  with  clearance... 
in  that  we  never  got  it  cleared,  lol 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:37  AM: 

yeah,  maybe  tell  her  the  reason  you  sent  her  the  link  is  as  a  confession,  there  was  a  clearance  issue,  there 
wasn't  any. 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:37  AM: 

ughhh,  it  says  all  the  same  things  as  the  suicide  recs  basically 
hahaha 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:3S  AM: 
do  you  want  to  set  up  a  meeting  or  does  that  make  it  too  obvious  we're  afraid?! 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:3S  AM: 

so,  what  if  I  call  her  and  be  like  'i  didn't  miss  your  first  email,  but  i  was  looking  into  it  to  see  what  process  we 
had  gone  through  for  clearance  (b/c  it  has  been  a  really  long  time  since  we  worked  on  it) 
and  i  realized  that  it  must  have  fallen  through  the  cracks  and  not  gotten  cleared 

and  then  i  can  say  that  i  can  contact  dan  and  have  CDC  taken  off  of  it,  or  could  we  clear  it  after  the  fact  and 
keep  CDC  on  it?  (although  that  introduces  a  whole  slew  of  issues  b/c  we  obvs  can't  ask  dan  to  change 
anything  now),  i  don't  even  know  how  easy  it  would  be  to  ask  him  to  take  our  name  off 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:43  AM: 

Yeah,  i  was  thinking  about  post-hoc  clearance.  Do  you  think  Dan  would  be  amenable  to  changes  at  all? 
Maybe  he  could  call  them  revised  guidelines  and  they'd  get  more  media  attention??? 
how  long  have  they  been  out? 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:43  AM: 
i  don't  know 
it  says  copyright  2017 
i  think  they  came  out  in  like  jan  2017 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:43  AM: 
ok. 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:44  AM: 

SO  i  could  contact  marie  and  say  all  that  stuff  and  say  i  can  contact  dan  and  ask  if  he  would  be  amenable  to 

revisions,  if  not,  just  take  CDC  name  off? 

but  we  can  still  point  people  to  the  recommendations,  right? 

even  if  they're  not  'ours' 

ok,  i'm  going  to  cal!  her  now 

wish  me  luck! 

phew  “  no  answer,  i'll  try  again  in  a  bit 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:49  AM: 

oh  sorry  i  missed  my  chance  for  good  luck.  Good  luck  for  next  time!! 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:49  AM: 
haha 

how  do  i  get  myself  into  these  messes?? 

i  suppose  it  has  something  to  do  with  my  laissez  faire  attitude  about  clearance 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:49  AM: 

b/c  you  have  an  insatiable  desire  to  be  of  service  to  the  public! :) 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:59  AM: 
ah,  yes,  that's  it! 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:50  AM: 
better  than  your  explanation! 
same  goes  for  me. 


Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:50  AM: 

at  least  you  follow  the  rules  most  of  the  itme 
you  err  on  the  side  of  the  caution 
and  i  usually  throw  caution  to  the  wind!  lol 
i  reread  the  recommendations,  and  there's  nothing  bad  in  there 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:55  AM: 

ok  that's  good  and  I'm  not  sure  about  your  assessment,  i  mean  i  guess  i  try  to  follow  the  rules! 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:57  AM: 
at  least  you  always  think  about  what  others  will  think 
in  a  caring,  thoughtful  way,  i  mean 
not  like  you're  caught  up  in  other  people's  opinions 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:57  AM: 

yes  but  only  in  certain  contexts-depends  on  who  the  others  are  and  whether  they  scare  me. 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:57  AM: 
exactly 
lol 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  9:58  AM: 

ok,  getting  on  a  call  in  a  min.  let  me  know  if  you  want  me  to  join  a  call  or  anything,  i'm  sure  i  will  be  involved 
before  too  long. 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  9:59  AM: 

:{ i'm  going  to  try  to  keep  your  name  out  of  it 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  10:00  AM: 
well  at  this  point  it  doesn't  really  matter! 
b/c  i'm  in  hot  water  already 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  10:02  AM: 

well,  i'm  trying  to  keep  you  out  of  more,  i  don't  even  think  yours  is  as  bad  as  this,  actually,  you  had  that  paper 
cleared  by  a  million  different  people! 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  10:06  AM: 

hmm... 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  11:28  AM: 

Anything  new? 

11:28  AM  The  following  can't  receive  IMs  right  now:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Anything  new? 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  12:31  PM: 
the  convo  with  marie  went  well 

the  plan  now  is  that  she's  going  to  check  with  leslie  dongo  to  see  how  to  move  forward,  but  she  doesn't  want 
me  to  contact  dan  until  we  decide  exactly  what  to  do.  she  wants  us  to  go  ahead  and  get  it  cleared  though,  so 
that  we  can  reference  it  when  the  5AVD  paper  comes  out 

and  i  put  it  all  on  me,  btw,  i  was  like  'i  totally  remember  that  there  was  so  much  going  on  at  the  time  -  i  recall 
it  was  when  you  were  in  NY  with  your  mom,  we  were  making  final  revisions  to  the  TP,  we  were  working  on 
this  and  a  million  other  things,  so  it  just  slipped  through  the  cracks 
and  I  told  her  i  was  the  one  who  was  supposed  to  get  it  cleared 

and  then  i  was  like  'it's  been  nice  working  here  for  9  years,  so  at  least  i'li  have  that  when  they  fire  me' 
and  she  was  like,  'no  please  -  this  is  the  least  of  my  worries  right  now' 
she  seemed  to  think  it  wasn't  a  HUGE  deal 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  12:42  PM: 

Oh  thank  goodness!!! 

Dodged  that  bullet 

i  feel  bad  for  Tom,  I  think  this  nchs  thing  isn't  good. 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  12:43  PM: 

which  nchs  thing? 


oh  shit 

i  just  see  your  email  now 

that's  the  one  i  emailed  tom  about  and  said  'i  would  have  been  more  concerned  about  this  b/c  it  seems  quite 

similar  to  our  study  -  except  they  go  into  a  more  granular  level  of  detail' 

ugh 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  12:46  PM: 
i  know,  i  remember  that  was  the  one!! 
can  you  help  me  with  a  qStA  possibly? 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  12:47  PM: 
sure 

about  that  study  in  particular,  or  something  else? 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  12:48  PM: 

yeah  about  that  study,  i  will  try  and  read  it  today  but  just  don't  know  i'm  going  to  get  to  it>  if  you  don't  have 
time,  i  can  just  do  it  over  the  weekend. 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  12:48  PM: 
i  actually  put  something  about  it  in  the  QA  already 
but  i  put  it  under  'recent  cdc  research' 

if  you  want  me  to  come  up  with  a  question  like  'how  is  this  study  different  from  NCHS?'  i  can  do  that 
Stone,  Deborah  fCOC/ONDlEH/NCIPC)  12:52  PM: 

I  thought  we  probably  had  something  in  there  from  our  mmwr.  Ok,  that  question  is  good.  Thanks. 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  12:53  PM: 

ok 

Holland,  Kristin  (CDC/ONDIEH/NCIPC)  1:42  PM: 

ok,  so  she  talked  to  leslie,  and  leslie  agrees  that  it  would  be  good  to  have  our  name  on  the  document  so  we 
can  disseminate  it,  but  we  obvs  need  to  get  it  cleared 

so  I'm  going  to  reach  out  to  dan  to  see  if  i  can  set  up  a  call  with  him  to  discuss  this,  do  you  want  to  be  on  the 
call?  do  you  want  me  to  cc  you  on  the  email?  or  do  you  want  to  be  completely  left  out  of  this  (i  don't  blame 
you  if  you  do} 

Stone,  Deborah  (CDC/ONDIEH/NCIPC)  3:26  PM: 
i'm  happy  to  be  on  the  call, 
that  sounds  good 
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Hi  Crystal, 

The  DC  letter  needs  to  be  updated  further.  The  title  of  the  MMWR  was  incorrect,  yikes! 

I  hope  it's  not  too  late.  May  be  good  for  us  to  touch  based  about  all  the  products  and  their  status. 

It  would  be  good  to  get  the  whole  list  of  all  the  products  and  where  they  are  and  where  they  need  to  go 
and  by  when. 

Deb 

Deb  Stone,  ScD,  M5W,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  Tor  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770-4883942 

d5tone3{Scdc.gov 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


Review  Tracker 

•  NCIPC  OC  Leslie  Dorigo: 

•  DVP  ADS  Tom  Simon:  4/24/18 

•  DVP  Policy  Malia  Richmond'Crum;  4/23/18 

•  DVP  SME  Deb  Stone:  4/19/18, 4/24/18 

•  DVP  HCET  Marie  Batiman:  4/17/2018 

Dear  Colleague: 

The  CDC  Vital  Si^ns  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  rnontlTs  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C,, 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
partners  working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and  |  j 

Mortaiity  Weekly  Report  (MMWR)  article,  '“^ital  Signs:  Contributing  Circumstances  to  Suicide  ;  f 

and  Increasing  Trends  in  State  Suicide  K.atesJ^’_and  a_fqu_r_-j?age_co_ns_ume_i;^f^  I 

edition  of  CDC  Vital  Signs  will  be  released  today,  Tuesday,  June  7,  2018,  at  i  :00  pm  (EST)  f 

following  a  media  telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  Lpm  J 

EST,  i 

( 

t 

I 

I 

Key  points  in  the  Vita!  Signs  report  include:  j 

I 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older  J 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing  j 

increases  of  more  than  30%  each  j 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015  [ 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  | 
health  condition  i 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  j 

including  relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems,  t 

I 

I 

(\fter  the  embargo  is  lifted  today  at  I  pm  (EDT),  please  share  the  CDC  Vital  Signs  information  I 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  SWns  Web  page  to  find  the  MMWR  j 

article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC's  social  media  tools,  such  as  the  i 
Vital  Signs  buttons  and  email  updates.  Visit  CDC's  Public  Health  Media  Library  at  I 

ww w  ede .  go v/syndi cation  and  search  on  the  term  Vital  Signs,  We  also  invite  you  to  join  us  for  ■ 
the  Vital  Signs  Town  Hall  Teleconference  on  June  12, 2016,  at  2:00  pm  (EST).  | 

I . . . . . . J 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 


Comment  |^af91;  Title  has  changed, 
j  Trends  in  State  Suicide  Rates— United 
I  States,  1999^2 016  and  Circumstances 
I  Contributing  to  Suicide— 27  States,  ZOIS  , 

'  f - 

I  Comment  |BC(|:  NOTE  TO  REVIWERS: 

I  DVP  will  add  more  specific  activities  to 
I  j  this  paragraph  off-Jine  and  insert  it  before 
J  Friday. _ ^ 


Thank  you  for  your  support. 


Debra  Houry,  MD,  MPH 
Director 

National  Center  for  Injury  Prevention  and  Control 


James  A.  Mercy,  PhD 
Director 

Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  26  Feb  2018  22:31:16  +0000 

To:  Caine,  Eric 

{Enc_Caine@URMC*Rochester.edu);jarrod*hindman@state.co.us;Reed,  Jerry 
Subject:  AJPH  Opinion  Editorial 

Attachments:  FINAL  00  Planning  Document  -  Suicide  9-29-2017  rev.docx 

Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June  5^^,  This  is  a 
really  high  profile/high  impact  publication.  It  includes  a  website,  MMWR,  Fact  Sheet,  Social  Media 
messages,  press  release,  telebriefing  by  Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already  have 
on  record  that  the  Surgeon  General  may  participate  in  the  telebriefing).  Vital  Signs  sometimes  also 
include  an  accompanying  commentary  in  a  peer  reviewed  journal*  What  does  this  have  to  do  with  you?  I 
know  you  are  probably  tired.of  being  singled  out  for  all  of  your  great  work  and  perspectives. ..(sorry!)  but 
would  the  three  of  you  or  some  combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial 
(1200  words,  7  references,  )  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we 
can  refine  later  but  for  purposes  here,  this  is  the  topic]?  I'm  happy  to  set  up  a  call  to  discuss  but  in  the 
meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results  (Please  do  not  distribute 
or  otherwise  use  or  111  probably  be  fired).  Also  see  recent  Vital  Signs  (on  opioids)  and  the  companion 

commentary.  Also,  editorial  is  due  to  AJPH  April  5*^!!  So  it's  coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Dtb  Stone,  Sci>,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  Bt  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488.3942 

d$tone3(5)cdc.qQV 
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Suicide  Prevention 

CDC  Vitat  Signs  (Proposed  release:  June  5,  2018) 

The  Problem:  More  than  44,000  lives  are  lost  every  year  in  the  to  suicide.  More  than  half  of  these 
occur  among  adults  in  the  prime  of  their  lives,  ages  35^64.  Between  2000  and  2015,  suicide  rates  in  the 
U.S.  increased  by  about  28%,  while  most  other  leading  causes  of  death  declined.  Suicide  and  non-fatal 
attempts  cost  more  than  $69  billion  annually  in  direct  medical  and  work  loss  costs.  Decades  of  research 
have  shown  that  suicide  is  a  preventable  public  health  problem.  To  help  states  make  greater  use  of  the 
best  available  evidence  for  suicide  prevention,  the  CDC  recently  released  Preventing  Suicide:  A  Technical 
Package  of  Policy,  Programs,  and  Practices.  This  Vital  Signs  is  an  important  step  toward  raising 
awareness  about  the  need  and  the  opportunity  for  suicide  prevention. 

Proposed  Vital  Signs  Approach  to  Data:  The  proposed  Vital  Signs  will  use  data  from  the  National  Vital 
Statistics  System  (NVSS,  1999-2016)  and  National  Violent  Death  Reporting  System  (NVDRS,  2015).  The 
trends  in  rates  in  the  U.S.  overall  and  by  state  and  sex,  will  be  reported.  Changes  in  state  rankings  over 
time  will  also  be  reported.  Preliminary  results  indicate  that  rates  have  increased  in  29  states  by  25%  or 
more  over  these  18  years.  To  help  the  reader  fully  understand  the  factors  influencing  suicide  risk,  the 
report  will  also  summarize  suicide  circumstances  using  the  2015  NVDRS,  We  will  compare  suicide  risk 
factors  among  people  with  and  without  mental  health  problems  to  describe  the  social  and 
environmental  factors  contributing  to  suicide. 

Recommendations  to  be  made:  The  gold  standard  of  suicide  prevention  is  a  population-based  public 
health  approach  rather  than  solely  a  mental  health  approach  that  seeks  to  identify  and  treat  people  with 
mental  health  problems.  The  need  for  a  public  health  approach  was  announced  in  the  1999  Surgeon 
GeneraTs  Call  to  Action  to  Prevent  Suicide,  but  barriers  to  this  approach  continue  today.  CDC  recently 
released  a  technical  package  for  suicide  prevention  that  includes  the  best  available  evidence  for  suicide 
prevention.  The  technical  package  describes  seven  strategies:  strengthening  economic  supports, 
strengthening  access  and  delivery  of  suicide  care,  creating  protective  environments,  promoting 
connectedness,  teaching  coping  and  problem-solving  skills,  identifying  and  supporting  people  at  risk, 
and  lessening  harms  and  preventing  future  risk.  These  strategies  are  designed  to  work  synergistically  at 
the  population  level.  Examples  of  specific  programs,  practices,  and  policies  for  each  strategy  are 
described  in  the  technical  package.  Each  approach  was  rigorously  evaluated  and  found  to  have 
beneficial  effects  on  suicide  or  suicide  risk  and  protective  factors. 

Fit  with  current  program:  The  NCI  PC  Director  has  made  suicide  prevention  a  top  priority  because  of  the 
fast-growing  mortality  and  the  existence  of  evidence-based  prevention  strategies.  The  NCI  PC  technical 
package  on  suicide  prevention  describes  evidence-based  policies,  programs,  and  practices  for 
comprehensive  action.  In  addition,  NCIPC  has  developed  a  strategic  plan  to  focus  our  suicide  prevention 
efforts,  and  the  proposed  Vital  Signs  is  an  important  early  part  of  this  plan. 

Newsworthiness:  This  is  the  first  state-based  analysis  of  increasing  suicide  rates  across  all  50  states  and 
Washington,  D.C,  over  18  years,  and  results  will  be  mapped.  The  reader  will  be  informed  about  the 
most  important  factors  associated  with  suicide,  including  situational  factors  such  as  job,  financial, 
substance  abuse,  relationship,  and  legal  problems,  that  are  contributing  to  risk  for  suicide  among  those 
with  and  without  mental  health  problems.  Preventive  solutions  will  be  provided  using  a  comprehensive 
population-based  approach  to  prevention  based  on  policy,  programs,  and  practices  described  in  the 
Suicide  Prevention  Technical  Package. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  13:36:54  +0000 

To:  McKeon,  Richard  { SA IVl H S A/CM HS); Pearson,  Jane  L  (NIH/NIMH)  [E];John  Draper 

Subject:  Embargoed  until  1pm  June  7:  Vital  Signs:  Contributing  Circumstances  to  Suicide 

and  Increasing  Trends  in  State  Suicide  Rates 

Attachments:  MMWR^Vital  Signs_  Suicide_6/7.2018_article.pdf,  MMWR  Supplemental 

tabie^ _ VS  Suicide_  6.7*2018_finaLpdf,  FACT  SHEET_Vital  Signs_iune_2018_Suicide_FinaLWEB.pdf 

Dear  Richard,  Jane,  and  John, 

Circling  back  to  you  after  many  months.  Our  Vital  Signs  report  is  being  released  today  at  1:00,  I  want  to 
thank  you  for  your  input  early  on  and  I  look  forward  to  discussing  on  Tuesday's  Federal  Partner  call.  I 
hope  this  report  wifi  bring  greater  attention  to  the  problem  of  suicide,  the  multiple  factors  associated 
with  suicide,  and  how  we  can  prevent  suicide.  This  vital  signs  took  a  lot  of  CDC  resources  and  it  is 
heartening  to  know  that  the  issue,  our  issue,  was  taken  up.  This  is  a  good  sign  and  I  hope  it  will  have  a 
very  positive  impact  for  the  field.  We  sure  need  it. 

Best  wishes, 

Deb 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
following  a  media  telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  201 5 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
www.cdc.gov/svndicatiQn  and  search  on  the  term  Vital  Signs.  We  also  invite  you  to  Join  us  for 
the  Vital  Signs  Town  Hal!  Teleconference  on  June  1 2  at  2:00  pm  (EST). 


Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 
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Circumstances  Contributing  to  Suicide  —  27  States,  201 5 

Deborah  M.  Stonc>  ScD^;  Thomas  R.  Simon  PhD*;  Katherine  A.  Fowler,  PhD^;  Scott  R.  Kegler,  PhD^;  Kerning  Yuan,  MS^;  Krisdn  M.  Holland.,  PhD^; 
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Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 
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per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 
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TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 


623 


US  Department  of  Health  and  Human  Services/Centers  for  Disease  Control  and  Prevention 


MMVyR  /  Junes, 201 B  /  Vol,67  /  No, 22 


Morbidity  and  Mortality  Weekly  Report 


Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 
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Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

1 

Current 

State 

Rank® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005-2007 

1 

2008-2010 

2011  -2013 

2014-2016 

u.s. 

Both 

12.3  (n/a) 

12.7  (+  0.4) 

12.9  (+0.2) 

13.8  (+  0.9) 

14.5  (+0.8) 

15.4  (+  0.9) 

+  1.5%(p<.01) 

n/a 

+  34  (n/a) 

+  25.4  %  (n/a) 

Male 

20.9  (n/a) 

21 .2  (+  0.4) 

21.3  (+0.0) 

22.5  (+1.3) 

23.5  (+1.0) 

24.5  (+1.0) 

+  1.1  %  (p<.01) 

Female 

4.7  (n/a) 

5.0  (+  0.3) 

5.3  (+  0.2) 

5.7  (+  0.4) 

6.2  (+  0.5) 

6.9  (+  0.7) 

+  2.6  %  (p<.01} 

AL 

Both 

14.3  (n/a) 

13,4  (‘  0,9) 

14.1  (+0.6) 

15.6  (+1.6) 

16.4(+0.7)  * 

17.5  (+  1.1) 

+  1.6%(p<.05}  i 

25 

+  34  (31) 

+  21.9%  (33) 

Male 

25.1  (n/a) 

23,4  (“  1,7) 

24,4  (+1.0) 

26.4  (+  2.0) 

27.6  (+1.1) 

29.1  (+  1.5) 

+  1.3%(p<.05}  ' 

Female 

5.1  (n/a) 

4.8  (-  0.3) 

5.0  (+0.2) 

64  (+1.1) 

6.4  (+0.3) 

7.0  (+  0.7) 

+  2.6%(p<.01} 

AK 

Both 

21 .0  (n/a) 

24.8  (+  3.8) 

24,2  (^0.6) 

26.0  (+  1.7) 

25.4  (-0.5) 

28.8  (+  3.4) 

+  1 .7  %  (p<.05) 

2 

+  7.8  (  4) 

+  37.4%  (13) 

Male 

33.2  (n/a) 

38.1  (+  4.9) 

38.9  (+0.8) 

40.1  (+  1.2) 

40,1(0.1) 

42.9  (+  2,8) 

+  1.4%(p<.01) 

Female 

S.6  (n/a) 

11.4  (+  2.9) 

9,8  (-1.6) 

11.1  (+  1.2) 

9.9  (-1.2) 

13.2  (+  3.4) 

+  1 .7  %  n/s 

AZ 

Both 

17.8  (n/a) 

18.5  (+  0.7) 

19.1  (+0.5) 

19.1  (-0.0) 

20.4  (+1.3)  I 

20.9  {+  0.5} 

+  1.0%  (p<.01} 

15 

+  3.1  (32) 

+  17.3%  (42) 

Male 

29.3  (n/a) 

30.2  (+  1.0) 

30,6  (+0.4) 

30.2  (-  0.5) 

32.0  (+1.9) 

32.4  {+  0.4} 

+  0.6  %  (p<.05} 

Female 

7.1  (n/a) 

7.5  (+  0.4) 

8.2  (+0.7) 

8.6  (+  0.5) 

9.2  (+0.6) 

9.9  (+  0.6} 

+  2.2%(p<,01} 

AR 

Both 

15.5  (n/a) 

15.8  (+  0.3) 

16.2  (+0.5) 

17.6  (+  1.4) 

19.2  (+1.6) 

21.2  {+  2,0} 

+  2.2%  (p<.01} 

12 

+  5.7(14) 

+  36.8%  (15) 

Male 

26.7  (n/a) 

26.7  (+  0.0) 

27.2  (+0.5) 

28.2  (+  1.0) 

31.7(+3.5)  I 

33.5  {+1,9} 

+  1.6%(p<.05} 

Female 

5.6  (n/a) 

5.9  (+  0.3) 

6.2  (+0.4) 

7.9  (+  1.7) 

7.5  (-0.4) 

9.6  {+2.1} 

+  3.6%(p<.01} 

CA 

Both 

10.6  (n/a) 

11.3  (+  0.7) 

11.0  (-0.3)  ' 

12.0  (+  1.0) 

11,8(  0.1)  ; 

124  (+0.3) 

+  0.9  %  (p<.05} 

45 

+  1.6  (46) 

+  14.8%  (46) 

Male 

17.9  (n/a) 

18.4  (+  0,5) 

17.7  (-0.7) 

19.1  (+  1.4) 

18.9  (-0.2) 

19.2  {+  0.3) 

+  0.5  %  n/s 

Female 

4.1  (n/a) 

5.0  (+  0.9) 

4.9  (-0.1) 

5.4  (+  0.5) 

5.3  (-0.1) 

5.6  (+  0.3) 

+  1.7%  (p<.05} 

CO 

Both 

17.3  (n/a) 

19.2  (+  1.9) 

19.0(0,2) 

20.0  (+  1.0) 

21.6  (+1.5) 

23.2  {+1.6} 

+  1.8%{p<.01} 

8 

+  5.9  (12) 

+  34.1  %(22) 

Male 

28.6  (n/a) 

30,9  (+  2.3) 

30,5  (-0.4)  ^ 

31 .5  (+  1.0) 

33.4  (+1.9) 

36.3  (+  2.9} 

+  1.4  %  (p<.01} 

Female 

7.0  (n/a) 

8.2  (+  1.3) 

8.2  (+0.0) 

9.1  (+  0.9) 

10.1  (+1.0) 

10.4  (+  0.3) 

+  2.6%(p<.01}  ' 

CT 

Both 

9.6  (n/a) 

8.9  {-  0.7) 

9.1  (+  0.2) 

10.2  (+1.1) 

11.0  (+  0.8) 

11.5  (+  0.5) 

+  1.6%  (p<.05} 

46 

+  1.9  (43) 

+  1 9.2  %  (34) 

Male 

16.4  (n/a) 

14.6  (-  1.8) 

15.0  (+0.4) 

16.6  (+  1.6) 

17.6  (+1.0) 

17.3  {-0.3} 

+  0.9  %  n/s 

Female 

3.6  (n/a) 

3.8  (+  0.2) 

3.7  (-0.2) 

4.4  (+  0.7) 

4.9  (+0.5) 

6.2  (+1.3) 

+  3.5%(p<.05} 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

I 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (-1-1.7} 

14.2  {-1-0.6} 

14.4  (-1-0.2) 

+  0.9  %  n/s 

42 

4  0.8  (50) 

4  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-0.4) 

23.1  {+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

4  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-  0.2) 

4.6  (-  0.4) 

4.9  (+0.3)  ! 

6.4  (+1.5)  ' 

6.2  (-  0.2) 

4  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+  0.5) 

6.4  (-0.0) 

7.3  (+0.8) 

6.6  (-  0.7)  1 

6.9  (+  0.3) 

4  0.9  %  n/s 

51 

+  1.0(48) 

+  16.1  %(45) 

Male 

10.7  (n/a) 

11.1  (+  0.4) 

10.3  (-0.8)  ' 

12.7  (+2.4) 

10.0  (-2.6)  ' 

11.7  (+  1.7) 

4  0.3  %  n/s 

Female 

1 .7  (n/a) 

2.3  (+  0.6)  tt 

3.3  (+1.0) 

2.6  (-  0.7) 

3.6  (+1.0) 

2.8  (-  0.8) 

4  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-0.3)  ^ 

16.3  (+  1.4)  ‘ 

16.3  (-0.0)  ' 

16.4  (+07) 

+  O.S%(p<.05) 

29 

4  1.6  (45) 

4  10.6  %  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-0.8) 

26.2  (+2.6) 

25.6  (-0.6) 

25.6  (-  0.1) 

4  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+  0.3) 

+  1,4%{p<.01) 

GA 

137  (+0.5) 

15.0  (+1.3) 

4  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a)  ! 

23.1  (+  1.0) 

22.6  (+07) 

24.4  (+  1 .7) 

4  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-0.2) 

5.8  (+0.3) 

6.6  (+  0.8) 

+  2.1  %  (p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-  1.8) 

10.3  (-0.7) 

14.5  (+4.1) 

14.4  (-0.1) 

15.2  (+0.8) 

4  2.0  %  n/s 

35 

4  2.4  (35) 

4  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21 .9  (+6.7) 

22.5  (+0.5) 

24.3  (+  1 .8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-  0.4) 

5.5  (+0.5) 

7.1  (+  1.5)  ! 

6.2  (-  0.9) 

5.9  {-  0.3) 

4  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18,3  (-0.9)  ’ 

21 .6  (+3.3) 

21 .9  (+0.3) 

247  (+2.8) 

+  2.3%(p<,01) 

6 

+  7.5  (  6) 

+  43,2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+47) 

31.1  (-2,0) 

34.9  (+3.8) 

34.7  (-0.2) 

38.0  (+3.3) 

+  1.6%(p<,05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+0.0) 

9,0  (+2.9) 

9.5  (+0.5) 

11.8  (+  2.3) 

+  4.4  %  (p<,05) 

IL 

Both 

9.9  (n/a) 

9.8  (-0.1) 

9.7  (-0.1) 

10.6  (+0.8) 

11.2  (+0.6)  ! 

12.2  (+1.0) 

+  1.5%(p<.05) 

44 

+  2,3  (38) 

+  22.8%  (32) 

Male 

17.1  (n/a) 

167  (-0.4) 

16,2  (-0,4) 

17,6  (+1.4) 

18.5  (+0.9) 

19.8  (+1.3) 

+  17  %(p<,05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+0.4) 

5,2  (+0.6) 

+  2.4%(p<,01) 

IN 

Both 

13.0  (n/a) 

137  (+  07) 

14.4  (+0.7) 

14.9  (+0.5) 

16.4  (+1.4) 

17.1  (+07) 

+  1.9%(p<.01) 

26 

+  4,1  (23) 

+  31 .9  %  (25) 

Male 

22,4  (n/a) 

23.2  (+0.8) 

24.4  {+  1 .2) 

247  (+0.4) 

267  (+2.0) 

28.3  {+  1 .6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+0.9) 

6,6  (-  0,2) 

+  27%(p<,01) 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

i 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

1 1 .8  (n/a) 

13.2  (+1.4) 

12.8  {-  0.4) 

14.2  (+1.4) 

1 5.9  {+  1 .7) 

16.0  (+0.1) 

+  2.1%(P<.01)  ; 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1.0) 

5.3  (+0.6) 

5.5  (+0.2)  ' 

6.1  (+0.6)  ’ 

6.7  (+  0.6) 

+  3.S%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+  1.8) 

15.8  (+0.7) 

15.3  (-0.5)  ! 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Male 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+1.5) 

25.6  (-0.9) 

29.1  (+3.5) 

30.7  (+  1 .6) 

+  1.9%{p<.01) 

Female 

4.6  (n/a) 

6.0  (+1.4) 

5.7  (-0.3) 

5.4  (-0.3) 

6.8  (+1.4) 

8.4  (+  1 .6) 

+  3.2%(p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3)  ^ 

16.2  (-0.5) 

18.2  (+2.0)  ■ 

19.3  (+  1.1) 

+  1.9%(p<.01) 

20 

+  5.2(16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+  1.9) 

28.3  (+1.4) 

27.2  (-1.0) 

30.1  (+  2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+  0.4) 

6.1  (+0.8)  ' 

6.1  (+0.1) 

7.1  (+0.9) 

77  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+0.4)  ; 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+  2.5) 

+  1.6%(p<.05)  1 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+0.1) 

23.3  (+0.8) 

23.7  (+0.5)  ' 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+0.5) 

4.9  (-  0.2) 

6.1  (+1.2) 

7.5  (+  1 .4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-0.9) 

14.4  (+0.8) 

15.4  (+1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4%  (29) 

Male 

25.0  (n/a) 

22.9  (-  2.1) 

24.6  (+1.7) 

25.7  (+1.1)  ’ 

31.1  (+5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-  0.0) 

5.2  (-0.1)  ’ 

6.0  (+0.7)  ^ 

7.6  (+1.6) 

7.9  (+  0.3) 

+  3.1%(p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+0.1) 

107  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<,05)  I 

+  0.8  (49  S§) 

+  8.5  %  (49  §5) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17.3  (-0.5) 

17.7  (+0.4) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+0.4) 

3.9  (+0.0)  ' 

3.7  (-0.2) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+0.2)  I 

8.4  (+0.8)  ! 

9.3  (+1.0) 

9.8  (+0.4)  ! 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  «) 

+  35.3  %  (20  «) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-0,2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  {;  0.4) 

4.0  (+1.0) 

3.8  (-0.1) 

4.8  (+1.0) 

4,6  (-  0,2) 

+  3.0%(p<.05) 

D 

Both 

11,8  (n/a) 

12.5  (+  0.7) 

12.9  (+0.4)  : 

13.9  (+1.0)  ’ 

14.5  (+07) 

15.6  (+1.1) 

+  i.9%(p<.oi)  ; 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+0.9) 

21 .6  (+0.7) 

22.8  (+1.3) 

23.9  (+1.0) 

25.0  {+  1 .2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

67  (+0.9) 

+  2.8%(p<.01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

MN 

Both 

1 0.7  (n/a) 

11.5  (+0.9) 

12.4  (+0.8)  ; 

12.9  (+  0.5) 

14.2  (-1-1.3) 

15.0  (-1-0.9) 

-i-2.3%(p<.01) 

38 

4  4.3(19) 

4  40.6%(  8) 

Male 

1 8.3  (n/a) 

19.3  (+1.1) 

20,4  (+1.0)  ^ 

20.9  (+0.6) 

22.9  (+1.9) 

23.3  (+0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+  0.6) 

4.8  (+0.6) 

5.1  (+0.4)  ' 

5.8  (+0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

15.5  (+0.8)  1 

i5.6(+o.i)  : 

36 

+  2.3  (36) 

+  17.8%  (40) 

Male 

22.9  (n/a) 

26.6  (+1.7) 

25.9  (-  0.9)  ' 

-f0.7%n/s 

Female 

4.3  (n/a) 

5.5  (-0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+1.3)  ^ 

16.0  (+0.7)  ' 

17.8  (+1.7)  ’ 

20.0  (+  2.3) 

+  2.2%(p<.01) 

16 

4  5.3(15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-  1.6) 

25.6  (+1.9)  I 

26.6  (+1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+0.7) 

6.3  (+0.2) 

7.4  (+1.1) 

8.6  (+  1 .2) 

-f3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1.4) 

23.6  (+1.0)  1 

24.7  (+1.1)  ^ 

26.7  (+2.0) 

29.2  (+  2.5) 

+  2.1%(p<.01)  ’ 

1 

+  8.0(  2) 

4  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+2.5) 

39.7  (-0.1) 

41.0  (+1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

8.4  (+1.8) 

8.4  (-0.1) 

10.0  (+1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+0.4) 

11.7  (-0.8) 

13.5  (+1.8) 

14.8  (+  1.3) 

+  1 .0  %  n/s 

40 

4  2.1  (42) 

4  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-  1.5) 

20.3  (-  0.4) 

19.8  (-0.5)  ' 

22.0  (+2.2) 

23.9  (+  1 .9) 

4  0.6%  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+0.9) 

4.0  (-1.1)  ’ 

5.5  (+1.4) 

5.8  (+  0.3) 

4  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22,6  (+0,5) 

21,4  (-1,2) 

23.1  (+1,6) 

-  0.2  %  n/s 

9 

-0,2(51) 

-  1,0%  (51) 

Male 

38.3  (n/a) 

36.7  (-  1.7) 

35.1  (-1.6)  ’ 

35,6  (+0,5) 

32,5  (-3,0) 

35,4  (+  2,8) 

-  0,7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+0.1) 

10.0  (+0,4) 

10,6  (+0,6) 

11.2  (+0,6) 

+  1.5%(p<,01) 

m 

Both 

13.5  (n/a) 

12.5  (-  1.0) 

13.3  (+0.8)  ! 

15,2  (+1,9) 

15,8  (+0,6)  ! 

20,0  (+4,2) 

+  2,7%(p<.05) 

17 

+  6,5(  8) 

+  48,3%(  3) 

Male 

22.5  (n/a) 

21.1  (-  1.4) 

21 .7  (+0.6) 

24,8  (+3,1)  ' 

25,4  (+0,6) 

30,6  (+  5.2) 

+  2,2%(p<,05) 

Female 

5.3  (n/a) 

4.8  (^  0.5) 

5.9  (+1.0) 

6,2  (+0,4) 

6,6  (+0,4) 

9,8  (+3,2) 

+  3,9%(p<,05) 

NJ 

Both 

7,8  (n/a) 

7.7  (-  0.1) 

7.5  (-0,2) 

8.0  (+0,5)  ’ 

8,9  (+0.9) 

9,2  {+  0,4) 

+  i.3%(p<,05)  ; 

50 

+  1 ,5  (47) 

+  19,2  %(35) 

Male 

13,0  (n/a) 

13.1  (+0.0) 

12.6  (-0.5) 

13.7  (+1,1) 

14,5  (+0,8) 

14,6  (+0,1) 

4  0.9  %  (p<.05) 

Female 

3.2  (n/a) 

2,9  (“  0.3) 

3.0  (+0.0) 

2,9  (-  0.1) 

3,8  (+0,9) 

4.4  (+0,6) 

4  2.3%  n/s 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

j 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-  0.1) 

21.8  (-  0.2)  ; 

23.0  (-1-1.2) 

24.1  (-1-1.1) 

26.0  (-1- 1 .9) 

-1- 1.1  %  (p<.05) 

4 

4  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2)  ! 

35.8  (-0.6) 

37.1  (+1.3) 

40.7  (-1-3.6) 

4  0.4  %  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+0.7) 

107  (+2.6)  ' 

11.7  (+0.9) 

12.0  (+0.3) 

+  3.3%(p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+0.6)  ; 

8.4  (+0.8)  ! 

9.5  (+1.1)  : 

9.3  (-0.1) 

+  2.1%(p<.01)  ; 

49 

+  2.1  (41) 

+  28.8%  (27) 

Male 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (-1-0.7)  ' 

13.9  (-1-1.0)  ' 

15.4  (-1-1.4) 

14.5  {-  0.9) 

4  1 .4  %  (p<.05) 

Female 

2.7  (n/a) 

2.6  (-0.1) 

3.0  (-1-0.3) 

3.5  (-h  0.5) 

4.2  (-1-  0.7) 

4.6  (-^  0.5) 

4  4.2%(p<.01)  , 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+0.1)  ^ 

14.2  (+0.5)  ^ 

14.5  (+0.4)  ’ 

15.3  (+0.8) 

+  0.8%(p<.01) 

34 

4  1 .7  (44) 

4  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-0.6) 

23.3  (+1.1) 

23.3  (+0.0)  ' 

23.9  (+  0.6) 

4  0.4  %  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+0.8) 

6.0  (-0.2) 

6.7  (+0.7)  ’ 

7.6  (+  0.9) 

4  2.0%(p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+  1.3) 

16.0  (+1.4)  ; 

16.6  (+0.6) 

18.4  (+1.9) 

20.9  (+  2.5) 

+  2.9%(p<.01)  ’ 

14 

+  7.6  (  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+3.4) 

27.1  (-0.9) 

29.6  (+2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-0.8) 

5.7  (+2.0) 

6.7  (+1.0) 

8.5  (+  1 .8) 

4  3.9%  n/s 

OH 

Both 

11.6  (n/a) 

12.3  (+0.6) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+1.4) 

15.8  (+  1.0) 

4  2.0%(p<.01) 

32 

4  4.2  (21) 

4  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+1.3) 

22.1  (-  0.1) 

24.2  (+2.1) 

25.5  (+  1 .3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a)  ’ 

4.7  (+0.7) 

4.9  (+0.1)  ' 

5.3  (+0.5)  ! 

6.2  (+0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4{+1.1) 

207  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<,05)  ! 

7 

+  6.4(10) 

+  37.6%  (12) 

Male 

28.5  (n/a) 

27.3  (-  1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+3.8) 

+  2.0%(p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (- 0.5) 

8.5  (+1.6)  ' 

10.3  (+1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

177  (+1.3) 

17.7  (-0.0) 

18.6  (+0.9)  ^ 

19.8  (+1.2)  ! 

21.1  (+1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2%  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-0.9) 

29.5  (+1.0) 

31.4  (+1.8) 

33.0  (+1.6) 

+  1J%(p<,01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

77  (+0.6) 

8.4  (+0.7) 

8.8  (+0.4) 

9,8  (+0.9) 

+  27%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+  0.4) 

12.8  (+0.3)  ^ 

13.9  (+1.1)  ^ 

i5.o(+i.i)  ; 

16.3  (+1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+0.3) 

21 .9  (+0.6) 

23.1  (+1.2) 

24.7  (+17) 

26.1  (+1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+0.3) 

4.6  (+0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (-1-1.1} 

+  3.5%(p<,01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rf 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  {-  0.0) 

12.8  (+3.8) 

11 .9  (-  0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30  «) 

+  34.1  %  (23  «) 

Male 

1 5.4  (n/a) 

15.2  {-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-  0.7) 

3.8  (+0.4) 

5.1  (+1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7%(p<.05) 

sc 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Male 

21.3  (n/a) 

22.5  (+  1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1 .9) 

+  1.8%{p<.01) 

Female 

5.4  (n/a) 

6.0  (+1.3) 

6.2  (+0.2) 

7.0  {+  0.8) 

8.4  (+  1 .4) 

+  3.4%(p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+  2.9) 

10 

+  7.0  (  7) 

+  44.5  %  (  6) 

Male 

27.6  (n/a) 

26.3  (-  1.3) 

30.1  (+2.2) 

32.0  {+  1 .9) 

33.6  (+  1 .6) 

8.3  (+  2.0) 

7.3  (-  1.0) 

11.3  (+4.0) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+1.1) 

17.2  {+  0.0) 

18.2  (+1.0) 

+  1.4%(p<.01) 

22 

+  3.5  (28) 

+  24.2  %  (31 ) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+1.6) 

22.2  (+0.3) 

23.1  (+0.9) 

+  0.9  %  (p<.05) 

Female 

4.8  (n/a) 

5.4  (+  0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+  2.0) 

24.0  (+3.8) 

25.2  (+  1 .2) 

+  2.7%(p<,01) 

5 

+  8.0(  3”) 

+  46.5%(  4«) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-  1.7) 

32.1  (+  2.7) 

37.8  (+57) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+0.1) 

8.5  (+1.0) 

10,6  (+2.1) 

12.6  (+  2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-  1.3) 

16.6  (+1.7) 

18.7  (+2.1)  ’ 

197  (+1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+4.6) 

24.3  (-  4.0) 

27.3  (+3.0)  ' 

31.0  (+3.7) 

32.5  (+  1 .5) 

+  1.9%(p<,05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (‘^  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+  0.5) 

+  1.2%(p<.01) 

37 

+  2.2  (39) 

+  17.4  %(41) 

Male 

21.6  (n/a) 

21.3  (-0.2) 

21.0  (-  0.4) 

22.5  (+1.5) 

23.6  (+1.2) 

23.9  (+0.2) 

+  0.9  %  (p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1 .8  %  (p<.05)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vitai  Statistics  System, 

1999-2016 


state 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+1.0) 

+  1.1  %  (p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5} 

24.1  (-  1.1) 

25.1  (+1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+  0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+0.8) 

8.5  (+  0.8} 

+  2.5%(p<.01)  ' 

WV 

Both 

15.6  (n/a) 

17.2  (+  1.6} 

16.7  (-0.5) 

16.0  (-0.7)  : 

19.2  (+3.2) 

21.4  (+  2.2} 

+  1 .8  %  n/s 

11 

+  5.8(13) 

+  37.1  %(14} 

Male 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5)  ' 

27.6  (-1.0) 

31 .5  (+3.9)  ' 

33.5  (+  2.0} 

+  1 .1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+0.3) 

5.3  (-0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+1.0)  : 

15.3  (+0.3)  ’ 

16.5  (+  1.2} 

+  1.5%(p<.01)  1 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5} 

22.7  (+0.5) 

24.0  (+  1 .2} 

24.4  (+0.4) 

25.7  (+  1 .3} 

+  1.1%(p<.01)  1 

Female 

5.1  (n/a) 

5.6  (+0.4) 

6.4  (+0.7) 

6.5  (+0.1)  ’ 

7.5  (+  1 .0} 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7} 

22.5  (-  0.9) 

25.4  (+2.8)  ! 

28.9  (+3.5) 

28.8  (-0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5} 

36.3  (-3.0) 

41 .5  (+5.2) 

47.1  (+  5.6) 

44.6  (-  2.4) 

+  1 .8  %  (p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6} 

9.2  (+  0.9} 

9.4  {+0.2} 

10.7  (+1.4) 

12.6  (+  1.9} 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U  S.  year  2000  standard. 

^  Mo  del -estimated  average  annual  percentage  change  (AAPC)  based  on  all  reporting  periods;  p -value  indicates  statistical  significance  of  trend;  n/s  indicates  trend  not  significant. 
§  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014-2016.  Ranks  are  from  highest  rate  (1)  to  lowest  rate  (51 ).  Different  ranks  do 
not  necessarily  imply  a  statistically  significant  difference. 

fi  Overall  rate  change  is  between  the  first  {1 999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  increase  (1)  to  largest  decrease  (51).  Different 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  (1999  -  2001)  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  percentage  Increase  (1 )  to  largest 
percentage  decrease  (51 ).  Different  ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 
n  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 

State  Abbreviations:  AL  Alabama;  AK  Alaska;  AZ  Arizona;  AR  Arkansas;  CA  California;  CO  Colorado;  CT  Connecticut;  DE  Delaware;  DC  District  of  Columbia;  FL  Florida;  GA 
Georgia;  HI  Hawaii;  ID  Idaho;  IL  Illinois;  IN  Indiana;  lA  Iowa;  KS  Kansas;  KY  Kentucky;  LA  Louisiana;  ME  Maine;  MD  Maryland;  MA  Massachusetts;  Ml  Michigan;  MN  Minnesota; 
MS  Mississippi;  MO  Missouri;  MT  Montana;  NE  Nebraska;  NV  Nevada;  NH  New  Hampshire;  NJ  New  Jersey;  NM  New  Mexico;  NY  New  York;  NC  North  Carolina;  ND  North 
Dakota;  OH  Ohio;  OK  Oklahoma;  OR  Oregon;  PA  Pennsylvania;  Rf  Rhode  Island;  SC  South  Carolina;  SD  South  Dakota;  TN  Tennessee;  TX  Texas;  UT  Utah;  VT  Vermont;  VA 
Virginia;  WA  Washington;  WV  West  Virginia;  Wl  Wisconsin;  WY  Wyoming. 


Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 


i 


•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 


r - 1 

Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 
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Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date:  June  7,  2018 


From:  Richmond-Crum,  Malia  (COC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  09:30:26 -0400 

To:  Stone,  Deborah  (CDC/ONOIEH/NCIPC) 

Subject:  Embargoed  until  1pm  June  7:  Vital  Signs:  Contributing  Circumstances  to  Suicide 

and  Increasing  Trends  in  State  Suicide  Rates 

Attachments:  MMWR_Vital  Signs_  Suicide_6, 7.2018_article.pdf,  MMWR  Supplemental 

table _ VS  Suicide_  6. 7. 2018_final.pdf,  FACT  SHEET_Vital  Signs_June_2018_Suicide_Final_\A/EB.pdf 

Here  you  go.  Feel  free  to  add  your  own  note  before  sending  to  personalize. 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
following  a  media  telebriefing  at  noon;  all  attached  materials  arc  EMBARGOED  until  Ipin 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  201 5 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information 
broadly  with  your  colleagues  and  parbiers.  Visit  the  Vital  Signs  Webpage  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
www.cdc.Rov/svndication  and  search  on  the  teim  Vital  Signs.  We  also  invite  you  to  Join  us  for 
the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2;00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 
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Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 
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per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 
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TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 
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Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 
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Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

1 

Current 

State 

Rank® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005-2007 

1 

2008-2010 

2011  -2013 

2014-2016 

u.s. 

Both 

12.3  (n/a) 

12.7  (+  0.4) 

12.9  (+0.2) 

13.8  (+  0.9) 

14.5  (+0.8) 

15.4  (+  0.9) 

+  1.5%(p<.01) 

n/a 

+  34  (n/a) 

+  25.4  %  (n/a) 

Male 

20.9  (n/a) 

21 .2  (+  0.4) 

21.3  (+0.0) 

22.5  (+1.3) 

23.5  (+1.0) 

24.5  (+1.0) 

+  1.1  %  (p<.01) 

Female 

4.7  (n/a) 

5.0  (+  0.3) 

5.3  (+  0.2) 

5.7  (+  0.4) 

6.2  (+  0.5) 

6.9  (+  0.7) 

+  2.6  %  (p<.01} 

AL 

Both 

14.3  (n/a) 

13,4  (‘  0,9) 

14.1  (+0.6) 

15.6  (+1.6) 

16.4(+0.7)  * 

17.5  (+  1.1) 

+  1.6%(p<.05}  i 

25 

+  34  (31) 

+  21.9%  (33) 

Male 

25.1  (n/a) 

23,4  (“  1,7) 

24,4  (+1.0) 

26.4  (+  2.0) 

27.6  (+1.1) 

29.1  (+  1.5) 

+  1.3%(p<.05}  ' 

Female 

5.1  (n/a) 

4.8  (-  0.3) 

5.0  (+0.2) 

64  (+1.1) 

6.4  (+0.3) 

7.0  (+  0.7) 

+  2.6%(p<.01} 

AK 

Both 

21 .0  (n/a) 

24.8  (+  3.8) 

24,2  (^0.6) 

26.0  (+  1.7) 

25.4  (-0.5) 

28.8  (+  3.4) 

+  1 .7  %  (p<.05) 

2 

+  7.8  (  4) 

+  37.4%  (13) 

Male 

33.2  (n/a) 

38.1  (+  4.9) 

38.9  (+0.8) 

40.1  (+  1.2) 

40,1(0.1) 

42.9  (+  2,8) 

+  1.4%(p<.01) 

Female 

S.6  (n/a) 

11.4  (+  2.9) 

9,8  (-1.6) 

11.1  (+  1.2) 

9.9  (-1.2) 

13.2  (+  3.4) 

+  1 .7  %  n/s 

AZ 

Both 

17.8  (n/a) 

18.5  (+  0.7) 

19.1  (+0.5) 

19.1  (-0.0) 

20.4  (+1.3)  I 

20.9  {+  0.5} 

+  1.0%  (p<.01} 

15 

+  3.1  (32) 

+  17.3%  (42) 

Male 

29.3  (n/a) 

30.2  (+  1.0) 

30,6  (+0.4) 

30.2  (-  0.5) 

32.0  (+1.9) 

32.4  {+  0.4} 

+  0.6  %  (p<.05} 

Female 

7.1  (n/a) 

7.5  (+  0.4) 

8.2  (+0.7) 

8.6  (+  0.5) 

9.2  (+0.6) 

9.9  (+  0.6} 

+  2.2%(p<,01} 

AR 

Both 

15.5  (n/a) 

15.8  (+  0.3) 

16.2  (+0.5) 

17.6  (+  1.4) 

19.2  (+1.6) 

21.2  {+  2,0} 

+  2.2%  (p<.01} 

12 

+  5.7(14) 

+  36.8%  (15) 

Male 

26.7  (n/a) 

26.7  (+  0.0) 

27.2  (+0.5) 

28.2  (+  1.0) 

31.7(+3.5)  I 

33.5  {+1,9} 

+  1.6%(p<.05} 

Female 

5.6  (n/a) 

5.9  (+  0.3) 

6.2  (+0.4) 

7.9  (+  1.7) 

7.5  (-0.4) 

9.6  {+2.1} 

+  3.6%(p<.01} 

CA 

Both 

10.6  (n/a) 

11.3  (+  0.7) 

11.0  (-0.3)  ' 

12.0  (+  1.0) 

11,8(  0.1)  ; 

124  (+0.3) 

+  0.9  %  (p<.05} 

45 

+  1.6  (46) 

+  14.8%  (46) 

Male 

17.9  (n/a) 

18.4  (+  0,5) 

17.7  (-0.7) 

19.1  (+  1.4) 

18.9  (-0.2) 

19.2  {+  0.3) 

+  0.5  %  n/s 

Female 

4.1  (n/a) 

5.0  (+  0.9) 

4.9  (-0.1) 

5.4  (+  0.5) 

5.3  (-0.1) 

5.6  (+  0.3) 

+  1.7%  (p<.05} 

CO 

Both 

17.3  (n/a) 

19.2  (+  1.9) 

19.0(0,2) 

20.0  (+  1.0) 

21.6  (+1.5) 

23.2  {+1.6} 

+  1.8%{p<.01} 

8 

+  5.9  (12) 

+  34.1  %(22) 

Male 

28.6  (n/a) 

30,9  (+  2.3) 

30,5  (-0.4)  ^ 

31 .5  (+  1.0) 

33.4  (+1.9) 

36.3  (+  2.9} 

+  1.4  %  (p<.01} 

Female 

7.0  (n/a) 

8.2  (+  1.3) 

8.2  (+0.0) 

9.1  (+  0.9) 

10.1  (+1.0) 

10.4  (+  0.3) 

+  2.6%(p<.01}  ' 

CT 

Both 

9.6  (n/a) 

8.9  {-  0.7) 

9.1  (+  0.2) 

10.2  (+1.1) 

11.0  (+  0.8) 

11.5  (+  0.5) 

+  1.6%  (p<.05} 

46 

+  1.9  (43) 

+  1 9.2  %  (34) 

Male 

16.4  (n/a) 

14.6  (-  1.8) 

15.0  (+0.4) 

16.6  (+  1.6) 

17.6  (+1.0) 

17.3  {-0.3} 

+  0.9  %  n/s 

Female 

3.6  (n/a) 

3.8  (+  0.2) 

3.7  (-0.2) 

4.4  (+  0.7) 

4.9  (+0.5) 

6.2  (+1.3) 

+  3.5%(p<.05} 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

I 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (-1-1.7} 

14.2  {-1-0.6} 

14.4  (-1-0.2) 

+  0.9  %  n/s 

42 

4  0.8  (50) 

4  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-0.4) 

23.1  {+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

4  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-  0.2) 

4.6  (-  0.4) 

4.9  (+0.3)  ! 

6.4  (+1.5)  ' 

6.2  (-  0.2) 

4  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+  0.5) 

6.4  (-0.0) 

7.3  (+0.8) 

6.6  (-  0.7)  1 

6.9  (+  0.3) 

4  0.9  %  n/s 

51 

+  1.0(48) 

+  16.1  %(45) 

Male 

10.7  (n/a) 

11.1  (+  0.4) 

10.3  (-0.8)  ' 

12.7  (+2.4) 

10.0  (-2.6)  ' 

11.7  (+  1.7) 

4  0.3  %  n/s 

Female 

1 .7  (n/a) 

2.3  (+  0.6)  tt 

3.3  (+1.0) 

2.6  (-  0.7) 

3.6  (+1.0) 

2.8  (-  0.8) 

4  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-0.3)  ^ 

16.3  (+  1.4)  ‘ 

16.3  (-0.0)  ' 

16.4  (+07) 

+  O.S%(p<.05) 

29 

4  1.6  (45) 

4  10.6  %  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-0.8) 

26.2  (+2.6) 

25.6  (-0.6) 

25.6  (-  0.1) 

4  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+  0.3) 

+  1,4%{p<.01) 

GA 

137  (+0.5) 

15.0  (+1.3) 

4  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a)  ! 

23.1  (+  1.0) 

22.6  (+07) 

24.4  (+  1 .7) 

4  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-0.2) 

5.8  (+0.3) 

6.6  (+  0.8) 

+  2.1  %  (p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-  1.8) 

10.3  (-0.7) 

14.5  (+4.1) 

14.4  (-0.1) 

15.2  (+0.8) 

4  2.0  %  n/s 

35 

4  2.4  (35) 

4  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21 .9  (+6.7) 

22.5  (+0.5) 

24.3  (+  1 .8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-  0.4) 

5.5  (+0.5) 

7.1  (+  1.5)  ! 

6.2  (-  0.9) 

5.9  {-  0.3) 

4  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18,3  (-0.9)  ’ 

21 .6  (+3.3) 

21 .9  (+0.3) 

247  (+2.8) 

+  2.3%(p<,01) 

6 

+  7.5  (  6) 

+  43,2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+47) 

31.1  (-2,0) 

34.9  (+3.8) 

34.7  (-0.2) 

38.0  (+3.3) 

+  1.6%(p<,05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+0.0) 

9,0  (+2.9) 

9.5  (+0.5) 

11.8  (+  2.3) 

+  4.4  %  (p<,05) 

IL 

Both 

9.9  (n/a) 

9.8  (-0.1) 

9.7  (-0.1) 

10.6  (+0.8) 

11.2  (+0.6)  ! 

12.2  (+1.0) 

+  1.5%(p<.05) 

44 

+  2,3  (38) 

+  22.8%  (32) 

Male 

17.1  (n/a) 

167  (-0.4) 

16,2  (-0,4) 

17,6  (+1.4) 

18.5  (+0.9) 

19.8  (+1.3) 

+  17  %(p<,05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+0.4) 

5,2  (+0.6) 

+  2.4%(p<,01) 

IN 

Both 

13.0  (n/a) 

137  (+  07) 

14.4  (+0.7) 

14.9  (+0.5) 

16.4  (+1.4) 

17.1  (+07) 

+  1.9%(p<.01) 

26 

+  4,1  (23) 

+  31 .9  %  (25) 

Male 

22,4  (n/a) 

23.2  (+0.8) 

24.4  {+  1 .2) 

247  (+0.4) 

267  (+2.0) 

28.3  {+  1 .6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+0.9) 

6,6  (-  0,2) 

+  27%(p<,01) 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

i 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

1 1 .8  (n/a) 

13.2  (+1.4) 

12.8  {-  0.4) 

14.2  (+1.4) 

1 5.9  {+  1 .7) 

16.0  (+0.1) 

+  2.1%(P<.01)  ; 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1.0) 

5.3  (+0.6) 

5.5  (+0.2)  ' 

6.1  (+0.6)  ’ 

6.7  (+  0.6) 

+  3.S%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+  1.8) 

15.8  (+0.7) 

15.3  (-0.5)  ! 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Male 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+1.5) 

25.6  (-0.9) 

29.1  (+3.5) 

30.7  (+  1 .6) 

+  1.9%{p<.01) 

Female 

4.6  (n/a) 

6.0  (+1.4) 

5.7  (-0.3) 

5.4  (-0.3) 

6.8  (+1.4) 

8.4  (+  1 .6) 

+  3.2%(p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3)  ^ 

16.2  (-0.5) 

18.2  (+2.0)  ■ 

19.3  (+  1.1) 

+  1.9%(p<.01) 

20 

+  5.2(16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+  1.9) 

28.3  (+1.4) 

27.2  (-1.0) 

30.1  (+  2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+  0.4) 

6.1  (+0.8)  ' 

6.1  (+0.1) 

7.1  (+0.9) 

77  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+0.4)  ; 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+  2.5) 

+  1.6%(p<.05)  1 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+0.1) 

23.3  (+0.8) 

23.7  (+0.5)  ' 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+0.5) 

4.9  (-  0.2) 

6.1  (+1.2) 

7.5  (+  1 .4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-0.9) 

14.4  (+0.8) 

15.4  (+1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4%  (29) 

Male 

25.0  (n/a) 

22.9  (-  2.1) 

24.6  (+1.7) 

25.7  (+1.1)  ’ 

31.1  (+5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-  0.0) 

5.2  (-0.1)  ’ 

6.0  (+0.7)  ^ 

7.6  (+1.6) 

7.9  (+  0.3) 

+  3.1%(p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+0.1) 

107  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<,05)  I 

+  0.8  (49  S§) 

+  8.5  %  (49  §5) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17.3  (-0.5) 

17.7  (+0.4) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+0.4) 

3.9  (+0.0)  ' 

3.7  (-0.2) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+0.2)  I 

8.4  (+0.8)  ! 

9.3  (+1.0) 

9.8  (+0.4)  ! 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  «) 

+  35.3  %  (20  «) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-0,2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  {;  0.4) 

4.0  (+1.0) 

3.8  (-0.1) 

4.8  (+1.0) 

4,6  (-  0,2) 

+  3.0%(p<.05) 

D 

Both 

11,8  (n/a) 

12.5  (+  0.7) 

12.9  (+0.4)  : 

13.9  (+1.0)  ’ 

14.5  (+07) 

15.6  (+1.1) 

+  i.9%(p<.oi)  ; 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+0.9) 

21 .6  (+0.7) 

22.8  (+1.3) 

23.9  (+1.0) 

25.0  {+  1 .2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

67  (+0.9) 

+  2.8%(p<.01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

MN 

Both 

1 0.7  (n/a) 

11.5  (+0.9) 

12.4  (+0.8)  ; 

12.9  (+  0.5) 

14.2  (-1-1.3) 

15.0  (-1-0.9) 

-i-2.3%(p<.01) 

38 

4  4.3(19) 

4  40.6%(  8) 

Male 

1 8.3  (n/a) 

19.3  (+1.1) 

20,4  (+1.0)  ^ 

20.9  (+0.6) 

22.9  (+1.9) 

23.3  (+0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+  0.6) 

4.8  (+0.6) 

5.1  (+0.4)  ' 

5.8  (+0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

15.5  (+0.8)  1 

i5.6(+o.i)  : 

36 

+  2.3  (36) 

+  17.8%  (40) 

Male 

22.9  (n/a) 

26.6  (+1.7) 

25.9  (-  0.9)  ' 

-f0.7%n/s 

Female 

4.3  (n/a) 

5.5  (-0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+1.3)  ^ 

16.0  (+0.7)  ' 

17.8  (+1.7)  ’ 

20.0  (+  2.3) 

+  2.2%(p<.01) 

16 

4  5.3(15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-  1.6) 

25.6  (+1.9)  I 

26.6  (+1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+0.7) 

6.3  (+0.2) 

7.4  (+1.1) 

8.6  (+  1 .2) 

-f3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1.4) 

23.6  (+1.0)  1 

24.7  (+1.1)  ^ 

26.7  (+2.0) 

29.2  (+  2.5) 

+  2.1%(p<.01)  ’ 

1 

+  8.0(  2) 

4  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+2.5) 

39.7  (-0.1) 

41.0  (+1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

8.4  (+1.8) 

8.4  (-0.1) 

10.0  (+1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+0.4) 

11.7  (-0.8) 

13.5  (+1.8) 

14.8  (+  1.3) 

+  1 .0  %  n/s 

40 

4  2.1  (42) 

4  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-  1.5) 

20.3  (-  0.4) 

19.8  (-0.5)  ' 

22.0  (+2.2) 

23.9  (+  1 .9) 

4  0.6%  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+0.9) 

4.0  (-1.1)  ’ 

5.5  (+1.4) 

5.8  (+  0.3) 

4  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22,6  (+0,5) 

21,4  (-1,2) 

23.1  (+1,6) 

-  0.2  %  n/s 

9 

-0,2(51) 

-  1,0%  (51) 

Male 

38.3  (n/a) 

36.7  (-  1.7) 

35.1  (-1.6)  ’ 

35,6  (+0,5) 

32,5  (-3,0) 

35,4  (+  2,8) 

-  0,7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+0.1) 

10.0  (+0,4) 

10,6  (+0,6) 

11.2  (+0,6) 

+  1.5%(p<,01) 

m 

Both 

13.5  (n/a) 

12.5  (-  1.0) 

13.3  (+0.8)  ! 

15,2  (+1,9) 

15,8  (+0,6)  ! 

20,0  (+4,2) 

+  2,7%(p<.05) 

17 

+  6,5(  8) 

+  48,3%(  3) 

Male 

22.5  (n/a) 

21.1  (-  1.4) 

21 .7  (+0.6) 

24,8  (+3,1)  ' 

25,4  (+0,6) 

30,6  (+  5.2) 

+  2,2%(p<,05) 

Female 

5.3  (n/a) 

4.8  (^  0.5) 

5.9  (+1.0) 

6,2  (+0,4) 

6,6  (+0,4) 

9,8  (+3,2) 

+  3,9%(p<,05) 

NJ 

Both 

7,8  (n/a) 

7.7  (-  0.1) 

7.5  (-0,2) 

8.0  (+0,5)  ’ 

8,9  (+0.9) 

9,2  {+  0,4) 

+  i.3%(p<,05)  ; 

50 

+  1 ,5  (47) 

+  19,2  %(35) 

Male 

13,0  (n/a) 

13.1  (+0.0) 

12.6  (-0.5) 

13.7  (+1,1) 

14,5  (+0,8) 

14,6  (+0,1) 

4  0.9  %  (p<.05) 

Female 

3.2  (n/a) 

2,9  (“  0.3) 

3.0  (+0.0) 

2,9  (-  0.1) 

3,8  (+0,9) 

4.4  (+0,6) 

4  2.3%  n/s 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

j 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-  0.1) 

21.8  (-  0.2)  ; 

23.0  (-1-1.2) 

24.1  (-1-1.1) 

26.0  (-1- 1 .9) 

-1- 1.1  %  (p<.05) 

4 

4  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2)  ! 

35.8  (-0.6) 

37.1  (+1.3) 

40.7  (-1-3.6) 

4  0.4  %  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+0.7) 

107  (+2.6)  ' 

11.7  (+0.9) 

12.0  (+0.3) 

+  3.3%(p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+0.6)  ; 

8.4  (+0.8)  ! 

9.5  (+1.1)  : 

9.3  (-0.1) 

+  2.1%(p<.01)  ; 

49 

+  2.1  (41) 

+  28.8%  (27) 

Male 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (-1-0.7)  ' 

13.9  (-1-1.0)  ' 

15.4  (-1-1.4) 

14.5  {-  0.9) 

4  1 .4  %  (p<.05) 

Female 

2.7  (n/a) 

2.6  (-0.1) 

3.0  (-1-0.3) 

3.5  (-h  0.5) 

4.2  (-1-  0.7) 

4.6  (-^  0.5) 

4  4.2%(p<.01)  , 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+0.1)  ^ 

14.2  (+0.5)  ^ 

14.5  (+0.4)  ’ 

15.3  (+0.8) 

+  0.8%(p<.01) 

34 

4  1 .7  (44) 

4  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-0.6) 

23.3  (+1.1) 

23.3  (+0.0)  ' 

23.9  (+  0.6) 

4  0.4  %  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+0.8) 

6.0  (-0.2) 

6.7  (+0.7)  ’ 

7.6  (+  0.9) 

4  2.0%(p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+  1.3) 

16.0  (+1.4)  ; 

16.6  (+0.6) 

18.4  (+1.9) 

20.9  (+  2.5) 

+  2.9%(p<.01)  ’ 

14 

+  7.6  (  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+3.4) 

27.1  (-0.9) 

29.6  (+2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-0.8) 

5.7  (+2.0) 

6.7  (+1.0) 

8.5  (+  1 .8) 

4  3.9%  n/s 

OH 

Both 

11.6  (n/a) 

12.3  (+0.6) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+1.4) 

15.8  (+  1.0) 

4  2.0%(p<.01) 

32 

4  4.2  (21) 

4  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+1.3) 

22.1  (-  0.1) 

24.2  (+2.1) 

25.5  (+  1 .3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a)  ’ 

4.7  (+0.7) 

4.9  (+0.1)  ' 

5.3  (+0.5)  ! 

6.2  (+0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4{+1.1) 

207  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<,05)  ! 

7 

+  6.4(10) 

+  37.6%  (12) 

Male 

28.5  (n/a) 

27.3  (-  1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+3.8) 

+  2.0%(p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (- 0.5) 

8.5  (+1.6)  ' 

10.3  (+1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

177  (+1.3) 

17.7  (-0.0) 

18.6  (+0.9)  ^ 

19.8  (+1.2)  ! 

21.1  (+1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2%  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-0.9) 

29.5  (+1.0) 

31.4  (+1.8) 

33.0  (+1.6) 

+  1J%(p<,01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

77  (+0.6) 

8.4  (+0.7) 

8.8  (+0.4) 

9,8  (+0.9) 

+  27%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+  0.4) 

12.8  (+0.3)  ^ 

13.9  (+1.1)  ^ 

i5.o(+i.i)  ; 

16.3  (+1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+0.3) 

21 .9  (+0.6) 

23.1  (+1.2) 

24.7  (+17) 

26.1  (+1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+0.3) 

4.6  (+0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (-1-1.1} 

+  3.5%(p<,01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rf 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  {-  0.0) 

12.8  (+3.8) 

11 .9  (-  0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30  «) 

+  34.1  %  (23  «) 

Male 

1 5.4  (n/a) 

15.2  {-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-  0.7) 

3.8  (+0.4) 

5.1  (+1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7%(p<.05) 

sc 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Male 

21.3  (n/a) 

22.5  (+  1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1 .9) 

+  1.8%{p<.01) 

Female 

5.4  (n/a) 

6.0  (+1.3) 

6.2  (+0.2) 

7.0  {+  0.8) 

8.4  (+  1 .4) 

+  3.4%(p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+  2.9) 

10 

+  7.0  (  7) 

+  44.5  %  (  6) 

Male 

27.6  (n/a) 

26.3  (-  1.3) 

30.1  (+2.2) 

32.0  {+  1 .9) 

33.6  (+  1 .6) 

8.3  (+  2.0) 

7.3  (-  1.0) 

11.3  (+4.0) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+1.1) 

17.2  {+  0.0) 

18.2  (+1.0) 

+  1.4%(p<.01) 

22 

+  3.5  (28) 

+  24.2  %  (31 ) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+1.6) 

22.2  (+0.3) 

23.1  (+0.9) 

+  0.9  %  (p<.05) 

Female 

4.8  (n/a) 

5.4  (+  0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+  2.0) 

24.0  (+3.8) 

25.2  (+  1 .2) 

+  2.7%(p<,01) 

5 

+  8.0(  3”) 

+  46.5%(  4«) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-  1.7) 

32.1  (+  2.7) 

37.8  (+57) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+0.1) 

8.5  (+1.0) 

10,6  (+2.1) 

12.6  (+  2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-  1.3) 

16.6  (+1.7) 

18.7  (+2.1)  ’ 

197  (+1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+4.6) 

24.3  (-  4.0) 

27.3  (+3.0)  ' 

31.0  (+3.7) 

32.5  (+  1 .5) 

+  1.9%(p<,05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (‘^  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+  0.5) 

+  1.2%(p<.01) 

37 

+  2.2  (39) 

+  17.4  %(41) 

Male 

21.6  (n/a) 

21.3  (-0.2) 

21.0  (-  0.4) 

22.5  (+1.5) 

23.6  (+1.2) 

23.9  (+0.2) 

+  0.9  %  (p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1 .8  %  (p<.05)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vitai  Statistics  System, 

1999-2016 


state 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+1.0) 

+  1.1  %  (p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5} 

24.1  (-  1.1) 

25.1  (+1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+  0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+0.8) 

8.5  (+  0.8} 

+  2.5%(p<.01)  ' 

WV 

Both 

15.6  (n/a) 

17.2  (+  1.6} 

16.7  (-0.5) 

16.0  (-0.7)  : 

19.2  (+3.2) 

21.4  (+  2.2} 

+  1 .8  %  n/s 

11 

+  5.8(13) 

+  37.1  %(14} 

Male 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5)  ' 

27.6  (-1.0) 

31 .5  (+3.9)  ' 

33.5  (+  2.0} 

+  1 .1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+0.3) 

5.3  (-0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+1.0)  : 

15.3  (+0.3)  ’ 

16.5  (+  1.2} 

+  1.5%(p<.01)  1 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5} 

22.7  (+0.5) 

24.0  (+  1 .2} 

24.4  (+0.4) 

25.7  (+  1 .3} 

+  1.1%(p<.01)  1 

Female 

5.1  (n/a) 

5.6  (+0.4) 

6.4  (+0.7) 

6.5  (+0.1)  ’ 

7.5  (+  1 .0} 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7} 

22.5  (-  0.9) 

25.4  (+2.8)  ! 

28.9  (+3.5) 

28.8  (-0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5} 

36.3  (-3.0) 

41 .5  (+5.2) 

47.1  (+  5.6) 

44.6  (-  2.4) 

+  1 .8  %  (p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6} 

9.2  (+  0.9} 

9.4  {+0.2} 

10.7  (+1.4) 

12.6  (+  1.9} 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U  S.  year  2000  standard. 

^  Mo  del -estimated  average  annual  percentage  change  (AAPC)  based  on  all  reporting  periods;  p -value  indicates  statistical  significance  of  trend;  n/s  indicates  trend  not  significant. 
§  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014-2016.  Ranks  are  from  highest  rate  (1)  to  lowest  rate  (51 ).  Different  ranks  do 
not  necessarily  imply  a  statistically  significant  difference. 

fi  Overall  rate  change  is  between  the  first  {1 999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  increase  (1)  to  largest  decrease  (51).  Different 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  (1999  -  2001)  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  percentage  Increase  (1 )  to  largest 
percentage  decrease  (51 ).  Different  ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 
n  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 

State  Abbreviations:  AL  Alabama;  AK  Alaska;  AZ  Arizona;  AR  Arkansas;  CA  California;  CO  Colorado;  CT  Connecticut;  DE  Delaware;  DC  District  of  Columbia;  FL  Florida;  GA 
Georgia;  HI  Hawaii;  ID  Idaho;  IL  Illinois;  IN  Indiana;  lA  Iowa;  KS  Kansas;  KY  Kentucky;  LA  Louisiana;  ME  Maine;  MD  Maryland;  MA  Massachusetts;  Ml  Michigan;  MN  Minnesota; 
MS  Mississippi;  MO  Missouri;  MT  Montana;  NE  Nebraska;  NV  Nevada;  NH  New  Hampshire;  NJ  New  Jersey;  NM  New  Mexico;  NY  New  York;  NC  North  Carolina;  ND  North 
Dakota;  OH  Ohio;  OK  Oklahoma;  OR  Oregon;  PA  Pennsylvania;  Rf  Rhode  Island;  SC  South  Carolina;  SD  South  Dakota;  TN  Tennessee;  TX  Texas;  UT  Utah;  VT  Vermont;  VA 
Virginia;  WA  Washington;  WV  West  Virginia;  Wl  Wisconsin;  WY  Wyoming. 


Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 


i 


•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 


r - 1 

Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 


CS292322^ 


Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date:  June  7,  2018 


From:  Richmond-Crum,  Malia  (COC/ONDIEH/NCIPC) 

Sent:  6  Jun  2018  16:36:29  -0400 

To:  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Cc;  Blair,  Janet  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);Black, 

Erin  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 
Subject:  EMBARGOED  UNTIL  1PM  June  7:  Vital  Signs:  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Attachments:  MMWR  Supplemental  table _ VS  5uicide_  6. 7. 2018_final.pdf,  MMWR_Vital 

5igns_  Suicide_6.7.2018_articie.pdf,  FACT  SHEET_Vital  5igns_June_2018_Suicide_FinaLWE6.pdf,  NVDRS 
TPs.docx 

Shane  -  Here  is  the  email  (below)  and  attachments  to  share  with  NVDRS  Pis  tomorrow  morning  at  9am 
(please  do  not  send  out  before  9am).  As  requested  by  the  NVDRS  principle  Investigators,  I've  also 
attached  internal  talking  points  that  they  may  use  if  they  choose. 

Malia 

++++++++++++++++++++++++++++++++++++++++++++++++-I-+++++++++ 

Dear  NVDRS  Principle  Investigators: 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic  each 
month.  This  month's  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C.,  examines 
contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive  suicide 
prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  "Vital  Signs:  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,"  and  a  four-page  consumer  fact  sheet.  This  latest  edition  of 
CDC  Vital  Signs  wiii  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a  media 
telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 
increases  of  more  than  30%  each 

Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  condition 

A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information  broadly 
with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpageto  find  the  MMWR  article,  fact  sheet, 
and  other  materials.  Take  advantage  of  CDC's  social  media  tools,  such  as  the  Vital  Signs  buttons  and 
email  updates.  Visit  CDC's  Public  Health  Media  Library  at  www.cdc.gov/svndication  and  search  on  the 
term  Vital  Signs.  We  also  invite  you  to  join  us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at 
2:00  pm  (EST). 

Social  Media  Handles  and  Twitter  Chat: 


Please  save  the  date  for  our  upcoming  Twitter  chat: 

The  Twitter  chat,  scheduled  for  June  from  2-3PM  ET,  will  be  co-hosted  by  CDC  (f5)CDCIniurv)  and 
The  National  Action  Alliance  for  Suicide  Prevention  ({^Action  Alliance). 

Day:  Monday,  June 
Time:  2:00-3:00PM  ET 

Place:  Twitter.com  from  your  computer  or  mobile  device  and  search  the  hashtag  #SuicideChat 
During  the  chat,  you'll  be  able  to: 

•  Gain  key  insights  into  the  most  recent  @CDCInjury  Vital  Signs  issue 

•  Ask  questions  of  experts  from  @CDCfnjury  and  (5)Actlon_Alliance 

•  Share  your  own  prevention  resources  and  stories 
Spread  the  Word 

•  Tweet;  Join  the  @CDCinjury  &  @ActionAlliance  #SuicideChat  on  Monday  June  11  2-3PM  ET.  Topics 

covered  include  the  latest  @CDCgov  #VitalSigns  issue  and  rates  of  #suicide  in  the  US. 
Additionally,  watch  for  social  posts  from  these  handles: 
o  CDC  Facebook 
o  CDC  Twitter 
o  CDC  e Health  Twitter 

Q  CDC  Injury  Twitter 
o  CDC  VetoViolence  Facebook 

o  CDC  Linkedin 
Q  CDC  Google+ 
o  CDC  Pinterest 


o  CDC  Instagram  (check  the  stories  after  1pm  ET) 
o  CDC  Director  Twitter 


Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

1 

Current 

State 

Rank® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005-2007 

1 

2008-2010 

2011  -2013 

2014-2016 

u.s. 

Both 

12.3  (n/a) 

12.7  (+  0.4) 

12.9  (+0.2) 

13.8  (+  0.9) 

14.5  (+0.8) 

15.4  (+  0.9) 

+  1.5%(p<.01) 

n/a 

+  34  (n/a) 

+  25.4  %  (n/a) 

Male 

20.9  (n/a) 

21 .2  (+  0.4) 

21.3  (+0.0) 

22.5  (+1.3) 

23.5  (+1.0) 

24.5  (+1.0) 

+  1.1  %  (p<.01) 

Female 

4.7  (n/a) 

5.0  (+  0.3) 

5.3  (+  0.2) 

5.7  (+  0.4) 

6.2  (+  0.5) 

6.9  (+  0.7) 

+  2.6  %  (p<.01} 

AL 

Both 

14.3  (n/a) 

13,4  (‘  0,9) 

14.1  (+0.6) 

15.6  (+1.6) 

16.4(+0.7)  * 

17.5  (+  1.1) 

+  1.6%(p<.05}  i 

25 

+  34  (31) 

+  21.9%  (33) 

Male 

25.1  (n/a) 

23,4  (“  1,7) 

24,4  (+1.0) 

26.4  (+  2.0) 

27.6  (+1.1) 

29.1  (+  1.5) 

+  1.3%(p<.05}  ' 

Female 

5.1  (n/a) 

4.8  (-  0.3) 

5.0  (+0.2) 

64  (+1.1) 

6.4  (+0.3) 

7.0  (+  0.7) 

+  2.6%(p<.01} 

AK 

Both 

21 .0  (n/a) 

24.8  (+  3.8) 

24,2  (^0.6) 

26.0  (+  1.7) 

25.4  (-0.5) 

28.8  (+  3.4) 

+  1 .7  %  (p<.05) 

2 

+  7.8  (  4) 

+  37.4%  (13) 

Male 

33.2  (n/a) 

38.1  (+  4.9) 

38.9  (+0.8) 

40.1  (+  1.2) 

40,1(0.1) 

42.9  (+  2,8) 

+  1.4%(p<.01) 

Female 

S.6  (n/a) 

11.4  (+  2.9) 

9,8  (-1.6) 

11.1  (+  1.2) 

9.9  (-1.2) 

13.2  (+  3.4) 

+  1 .7  %  n/s 

AZ 

Both 

17.8  (n/a) 

18.5  (+  0.7) 

19.1  (+0.5) 

19.1  (-0.0) 

20.4  (+1.3)  I 

20.9  {+  0.5} 

+  1.0%  (p<.01} 

15 

+  3.1  (32) 

+  17.3%  (42) 

Male 

29.3  (n/a) 

30.2  (+  1.0) 

30,6  (+0.4) 

30.2  (-  0.5) 

32.0  (+1.9) 

32.4  {+  0.4} 

+  0.6  %  (p<.05} 

Female 

7.1  (n/a) 

7.5  (+  0.4) 

8.2  (+0.7) 

8.6  (+  0.5) 

9.2  (+0.6) 

9.9  (+  0.6} 

+  2.2%(p<,01} 

AR 

Both 

15.5  (n/a) 

15.8  (+  0.3) 

16.2  (+0.5) 

17.6  (+  1.4) 

19.2  (+1.6) 

21.2  {+  2,0} 

+  2.2%  (p<.01} 

12 

+  5.7(14) 

+  36.8%  (15) 

Male 

26.7  (n/a) 

26.7  (+  0.0) 

27.2  (+0.5) 

28.2  (+  1.0) 

31.7(+3.5)  I 

33.5  {+1,9} 

+  1.6%(p<.05} 

Female 

5.6  (n/a) 

5.9  (+  0.3) 

6.2  (+0.4) 

7.9  (+  1.7) 

7.5  (-0.4) 

9.6  {+2.1} 

+  3.6%(p<.01} 

CA 

Both 

10.6  (n/a) 

11.3  (+  0.7) 

11.0  (-0.3)  ' 

12.0  (+  1.0) 

11,8(  0.1)  ; 

124  (+0.3) 

+  0.9  %  (p<.05} 

45 

+  1.6  (46) 

+  14.8%  (46) 

Male 

17.9  (n/a) 

18.4  (+  0,5) 

17.7  (-0.7) 

19.1  (+  1.4) 

18.9  (-0.2) 

19.2  {+  0.3) 

+  0.5  %  n/s 

Female 

4.1  (n/a) 

5.0  (+  0.9) 

4.9  (-0.1) 

5.4  (+  0.5) 

5.3  (-0.1) 

5.6  (+  0.3) 

+  1.7%  (p<.05} 

CO 

Both 

17.3  (n/a) 

19.2  (+  1.9) 

19.0(0,2) 

20.0  (+  1.0) 

21.6  (+1.5) 

23.2  {+1.6} 

+  1.8%{p<.01} 

8 

+  5.9  (12) 

+  34.1  %(22) 

Male 

28.6  (n/a) 

30,9  (+  2.3) 

30,5  (-0.4)  ^ 

31 .5  (+  1.0) 

33.4  (+1.9) 

36.3  (+  2.9} 

+  1.4  %  (p<.01} 

Female 

7.0  (n/a) 

8.2  (+  1.3) 

8.2  (+0.0) 

9.1  (+  0.9) 

10.1  (+1.0) 

10.4  (+  0.3) 

+  2.6%(p<.01}  ' 

CT 

Both 

9.6  (n/a) 

8.9  {-  0.7) 

9.1  (+  0.2) 

10.2  (+1.1) 

11.0  (+  0.8) 

11.5  (+  0.5) 

+  1.6%  (p<.05} 

46 

+  1.9  (43) 

+  1 9.2  %  (34) 

Male 

16.4  (n/a) 

14.6  (-  1.8) 

15.0  (+0.4) 

16.6  (+  1.6) 

17.6  (+1.0) 

17.3  {-0.3} 

+  0.9  %  n/s 

Female 

3.6  (n/a) 

3.8  (+  0.2) 

3.7  (-0.2) 

4.4  (+  0.7) 

4.9  (+0.5) 

6.2  (+1.3) 

+  3.5%(p<.05} 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

I 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (-1-1.7} 

14.2  {-1-0.6} 

14.4  (-1-0.2) 

+  0.9  %  n/s 

42 

4  0.8  (50) 

4  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-0.4) 

23.1  {+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

4  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-  0.2) 

4.6  (-  0.4) 

4.9  (+0.3)  ! 

6.4  (+1.5)  ' 

6.2  (-  0.2) 

4  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+  0.5) 

6.4  (-0.0) 

7.3  (+0.8) 

6.6  (-  0.7)  1 

6.9  (+  0.3) 

4  0.9  %  n/s 

51 

+  1.0(48) 

+  16.1  %(45) 

Male 

10.7  (n/a) 

11.1  (+  0.4) 

10.3  (-0.8)  ' 

12.7  (+2.4) 

10.0  (-2.6)  ' 

11.7  (+  1.7) 

4  0.3  %  n/s 

Female 

1 .7  (n/a) 

2.3  (+  0.6)  tt 

3.3  (+1.0) 

2.6  (-  0.7) 

3.6  (+1.0) 

2.8  (-  0.8) 

4  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-0.3)  ^ 

16.3  (+  1.4)  ‘ 

16.3  (-0.0)  ' 

16.4  (+07) 

+  O.S%(p<.05) 

29 

4  1.6  (45) 

4  10.6  %  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-0.8) 

26.2  (+2.6) 

25.6  (-0.6) 

25.6  (-  0.1) 

4  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+  0.3) 

+  1,4%{p<.01) 

GA 

137  (+0.5) 

15.0  (+1.3) 

4  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a)  ! 

23.1  (+  1.0) 

22.6  (+07) 

24.4  (+  1 .7) 

4  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-0.2) 

5.8  (+0.3) 

6.6  (+  0.8) 

+  2.1  %  (p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-  1.8) 

10.3  (-0.7) 

14.5  (+4.1) 

14.4  (-0.1) 

15.2  (+0.8) 

4  2.0  %  n/s 

35 

4  2.4  (35) 

4  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21 .9  (+6.7) 

22.5  (+0.5) 

24.3  (+  1 .8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-  0.4) 

5.5  (+0.5) 

7.1  (+  1.5)  ! 

6.2  (-  0.9) 

5.9  {-  0.3) 

4  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18,3  (-0.9)  ’ 

21 .6  (+3.3) 

21 .9  (+0.3) 

247  (+2.8) 

+  2.3%(p<,01) 

6 

+  7.5  (  6) 

+  43,2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+47) 

31.1  (-2,0) 

34.9  (+3.8) 

34.7  (-0.2) 

38.0  (+3.3) 

+  1.6%(p<,05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+0.0) 

9,0  (+2.9) 

9.5  (+0.5) 

11.8  (+  2.3) 

+  4.4  %  (p<,05) 

IL 

Both 

9.9  (n/a) 

9.8  (-0.1) 

9.7  (-0.1) 

10.6  (+0.8) 

11.2  (+0.6)  ! 

12.2  (+1.0) 

+  1.5%(p<.05) 

44 

+  2,3  (38) 

+  22.8%  (32) 

Male 

17.1  (n/a) 

167  (-0.4) 

16,2  (-0,4) 

17,6  (+1.4) 

18.5  (+0.9) 

19.8  (+1.3) 

+  17  %(p<,05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+0.4) 

5,2  (+0.6) 

+  2.4%(p<,01) 

IN 

Both 

13.0  (n/a) 

137  (+  07) 

14.4  (+0.7) 

14.9  (+0.5) 

16.4  (+1.4) 

17.1  (+07) 

+  1.9%(p<.01) 

26 

+  4,1  (23) 

+  31 .9  %  (25) 

Male 

22,4  (n/a) 

23.2  (+0.8) 

24.4  {+  1 .2) 

247  (+0.4) 

267  (+2.0) 

28.3  {+  1 .6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+0.9) 

6,6  (-  0,2) 

+  27%(p<,01) 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

i 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

1 1 .8  (n/a) 

13.2  (+1.4) 

12.8  {-  0.4) 

14.2  (+1.4) 

1 5.9  {+  1 .7) 

16.0  (+0.1) 

+  2.1%(P<.01)  ; 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1.0) 

5.3  (+0.6) 

5.5  (+0.2)  ' 

6.1  (+0.6)  ’ 

6.7  (+  0.6) 

+  3.S%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+  1.8) 

15.8  (+0.7) 

15.3  (-0.5)  ! 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Male 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+1.5) 

25.6  (-0.9) 

29.1  (+3.5) 

30.7  (+  1 .6) 

+  1.9%{p<.01) 

Female 

4.6  (n/a) 

6.0  (+1.4) 

5.7  (-0.3) 

5.4  (-0.3) 

6.8  (+1.4) 

8.4  (+  1 .6) 

+  3.2%(p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3)  ^ 

16.2  (-0.5) 

18.2  (+2.0)  ■ 

19.3  (+  1.1) 

+  1.9%(p<.01) 

20 

+  5.2(16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+  1.9) 

28.3  (+1.4) 

27.2  (-1.0) 

30.1  (+  2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+  0.4) 

6.1  (+0.8)  ' 

6.1  (+0.1) 

7.1  (+0.9) 

77  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+0.4)  ; 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+  2.5) 

+  1.6%(p<.05)  1 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+0.1) 

23.3  (+0.8) 

23.7  (+0.5)  ' 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+0.5) 

4.9  (-  0.2) 

6.1  (+1.2) 

7.5  (+  1 .4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-0.9) 

14.4  (+0.8) 

15.4  (+1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4%  (29) 

Male 

25.0  (n/a) 

22.9  (-  2.1) 

24.6  (+1.7) 

25.7  (+1.1)  ’ 

31.1  (+5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-  0.0) 

5.2  (-0.1)  ’ 

6.0  (+0.7)  ^ 

7.6  (+1.6) 

7.9  (+  0.3) 

+  3.1%(p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+0.1) 

107  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<,05)  I 

+  0.8  (49  S§) 

+  8.5  %  (49  §5) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17.3  (-0.5) 

17.7  (+0.4) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+0.4) 

3.9  (+0.0)  ' 

3.7  (-0.2) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+0.2)  I 

8.4  (+0.8)  ! 

9.3  (+1.0) 

9.8  (+0.4)  ! 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  «) 

+  35.3  %  (20  «) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-0,2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  {;  0.4) 

4.0  (+1.0) 

3.8  (-0.1) 

4.8  (+1.0) 

4,6  (-  0,2) 

+  3.0%(p<.05) 

D 

Both 

11,8  (n/a) 

12.5  (+  0.7) 

12.9  (+0.4)  : 

13.9  (+1.0)  ’ 

14.5  (+07) 

15.6  (+1.1) 

+  i.9%(p<.oi)  ; 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+0.9) 

21 .6  (+0.7) 

22.8  (+1.3) 

23.9  (+1.0) 

25.0  {+  1 .2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

67  (+0.9) 

+  2.8%(p<.01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

MN 

Both 

1 0.7  (n/a) 

11.5  (+0.9) 

12.4  (+0.8)  ; 

12.9  (+  0.5) 

14.2  (-1-1.3) 

15.0  (-1-0.9) 

-i-2.3%(p<.01) 

38 

4  4.3(19) 

4  40.6%(  8) 

Male 

1 8.3  (n/a) 

19.3  (+1.1) 

20,4  (+1.0)  ^ 

20.9  (+0.6) 

22.9  (+1.9) 

23.3  (+0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+  0.6) 

4.8  (+0.6) 

5.1  (+0.4)  ' 

5.8  (+0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

15.5  (+0.8)  1 

i5.6(+o.i)  : 

36 

+  2.3  (36) 

+  17.8%  (40) 

Male 

22.9  (n/a) 

26.6  (+1.7) 

25.9  (-  0.9)  ' 

-f0.7%n/s 

Female 

4.3  (n/a) 

5.5  (-0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+1.3)  ^ 

16.0  (+0.7)  ' 

17.8  (+1.7)  ’ 

20.0  (+  2.3) 

+  2.2%(p<.01) 

16 

4  5.3(15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-  1.6) 

25.6  (+1.9)  I 

26.6  (+1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+0.7) 

6.3  (+0.2) 

7.4  (+1.1) 

8.6  (+  1 .2) 

-f3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1.4) 

23.6  (+1.0)  1 

24.7  (+1.1)  ^ 

26.7  (+2.0) 

29.2  (+  2.5) 

+  2.1%(p<.01)  ’ 

1 

+  8.0(  2) 

4  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+2.5) 

39.7  (-0.1) 

41.0  (+1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

8.4  (+1.8) 

8.4  (-0.1) 

10.0  (+1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+0.4) 

11.7  (-0.8) 

13.5  (+1.8) 

14.8  (+  1.3) 

+  1 .0  %  n/s 

40 

4  2.1  (42) 

4  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-  1.5) 

20.3  (-  0.4) 

19.8  (-0.5)  ' 

22.0  (+2.2) 

23.9  (+  1 .9) 

4  0.6%  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+0.9) 

4.0  (-1.1)  ’ 

5.5  (+1.4) 

5.8  (+  0.3) 

4  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22,6  (+0,5) 

21,4  (-1,2) 

23.1  (+1,6) 

-  0.2  %  n/s 

9 

-0,2(51) 

-  1,0%  (51) 

Male 

38.3  (n/a) 

36.7  (-  1.7) 

35.1  (-1.6)  ’ 

35,6  (+0,5) 

32,5  (-3,0) 

35,4  (+  2,8) 

-  0,7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+0.1) 

10.0  (+0,4) 

10,6  (+0,6) 

11.2  (+0,6) 

+  1.5%(p<,01) 

m 

Both 

13.5  (n/a) 

12.5  (-  1.0) 

13.3  (+0.8)  ! 

15,2  (+1,9) 

15,8  (+0,6)  ! 

20,0  (+4,2) 

+  2,7%(p<.05) 

17 

+  6,5(  8) 

+  48,3%(  3) 

Male 

22.5  (n/a) 

21.1  (-  1.4) 

21 .7  (+0.6) 

24,8  (+3,1)  ' 

25,4  (+0,6) 

30,6  (+  5.2) 

+  2,2%(p<,05) 

Female 

5.3  (n/a) 

4.8  (^  0.5) 

5.9  (+1.0) 

6,2  (+0,4) 

6,6  (+0,4) 

9,8  (+3,2) 

+  3,9%(p<,05) 

NJ 

Both 

7,8  (n/a) 

7.7  (-  0.1) 

7.5  (-0,2) 

8.0  (+0,5)  ’ 

8,9  (+0.9) 

9,2  {+  0,4) 

+  i.3%(p<,05)  ; 

50 

+  1 ,5  (47) 

+  19,2  %(35) 

Male 

13,0  (n/a) 

13.1  (+0.0) 

12.6  (-0.5) 

13.7  (+1,1) 

14,5  (+0,8) 

14,6  (+0,1) 

4  0.9  %  (p<.05) 

Female 

3.2  (n/a) 

2,9  (“  0.3) 

3.0  (+0.0) 

2,9  (-  0.1) 

3,8  (+0,9) 

4.4  (+0,6) 

4  2.3%  n/s 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

j 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-  0.1) 

21.8  (-  0.2)  ; 

23.0  (-1-1.2) 

24.1  (-1-1.1) 

26.0  (-1- 1 .9) 

-1- 1.1  %  (p<.05) 

4 

4  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2)  ! 

35.8  (-0.6) 

37.1  (+1.3) 

40.7  (-1-3.6) 

4  0.4  %  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+0.7) 

107  (+2.6)  ' 

11.7  (+0.9) 

12.0  (+0.3) 

+  3.3%(p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+0.6)  ; 

8.4  (+0.8)  ! 

9.5  (+1.1)  : 

9.3  (-0.1) 

+  2.1%(p<.01)  ; 

49 

+  2.1  (41) 

+  28.8%  (27) 

Male 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (-1-0.7)  ' 

13.9  (-1-1.0)  ' 

15.4  (-1-1.4) 

14.5  {-  0.9) 

4  1 .4  %  (p<.05) 

Female 

2.7  (n/a) 

2.6  (-0.1) 

3.0  (-1-0.3) 

3.5  (-h  0.5) 

4.2  (-1-  0.7) 

4.6  (-^  0.5) 

4  4.2%(p<.01)  , 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+0.1)  ^ 

14.2  (+0.5)  ^ 

14.5  (+0.4)  ’ 

15.3  (+0.8) 

+  0.8%(p<.01) 

34 

4  1 .7  (44) 

4  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-0.6) 

23.3  (+1.1) 

23.3  (+0.0)  ' 

23.9  (+  0.6) 

4  0.4  %  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+0.8) 

6.0  (-0.2) 

6.7  (+0.7)  ’ 

7.6  (+  0.9) 

4  2.0%(p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+  1.3) 

16.0  (+1.4)  ; 

16.6  (+0.6) 

18.4  (+1.9) 

20.9  (+  2.5) 

+  2.9%(p<.01)  ’ 

14 

+  7.6  (  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+3.4) 

27.1  (-0.9) 

29.6  (+2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-0.8) 

5.7  (+2.0) 

6.7  (+1.0) 

8.5  (+  1 .8) 

4  3.9%  n/s 

OH 

Both 

11.6  (n/a) 

12.3  (+0.6) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+1.4) 

15.8  (+  1.0) 

4  2.0%(p<.01) 

32 

4  4.2  (21) 

4  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+1.3) 

22.1  (-  0.1) 

24.2  (+2.1) 

25.5  (+  1 .3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a)  ’ 

4.7  (+0.7) 

4.9  (+0.1)  ' 

5.3  (+0.5)  ! 

6.2  (+0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4{+1.1) 

207  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<,05)  ! 

7 

+  6.4(10) 

+  37.6%  (12) 

Male 

28.5  (n/a) 

27.3  (-  1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+3.8) 

+  2.0%(p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (- 0.5) 

8.5  (+1.6)  ' 

10.3  (+1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

177  (+1.3) 

17.7  (-0.0) 

18.6  (+0.9)  ^ 

19.8  (+1.2)  ! 

21.1  (+1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2%  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-0.9) 

29.5  (+1.0) 

31.4  (+1.8) 

33.0  (+1.6) 

+  1J%(p<,01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

77  (+0.6) 

8.4  (+0.7) 

8.8  (+0.4) 

9,8  (+0.9) 

+  27%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+  0.4) 

12.8  (+0.3)  ^ 

13.9  (+1.1)  ^ 

i5.o(+i.i)  ; 

16.3  (+1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+0.3) 

21 .9  (+0.6) 

23.1  (+1.2) 

24.7  (+17) 

26.1  (+1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+0.3) 

4.6  (+0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (-1-1.1} 

+  3.5%(p<,01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rf 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  {-  0.0) 

12.8  (+3.8) 

11 .9  (-  0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30  «) 

+  34.1  %  (23  «) 

Male 

1 5.4  (n/a) 

15.2  {-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-  0.7) 

3.8  (+0.4) 

5.1  (+1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7%(p<.05) 

sc 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Male 

21.3  (n/a) 

22.5  (+  1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1 .9) 

+  1.8%{p<.01) 

Female 

5.4  (n/a) 

6.0  (+1.3) 

6.2  (+0.2) 

7.0  {+  0.8) 

8.4  (+  1 .4) 

+  3.4%(p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+  2.9) 

10 

+  7.0  (  7) 

+  44.5  %  (  6) 

Male 

27.6  (n/a) 

26.3  (-  1.3) 

30.1  (+2.2) 

32.0  {+  1 .9) 

33.6  (+  1 .6) 

8.3  (+  2.0) 

7.3  (-  1.0) 

11.3  (+4.0) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+1.1) 

17.2  {+  0.0) 

18.2  (+1.0) 

+  1.4%(p<.01) 

22 

+  3.5  (28) 

+  24.2  %  (31 ) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+1.6) 

22.2  (+0.3) 

23.1  (+0.9) 

+  0.9  %  (p<.05) 

Female 

4.8  (n/a) 

5.4  (+  0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+  2.0) 

24.0  (+3.8) 

25.2  (+  1 .2) 

+  2.7%(p<,01) 

5 

+  8.0(  3”) 

+  46.5%(  4«) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-  1.7) 

32.1  (+  2.7) 

37.8  (+57) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+0.1) 

8.5  (+1.0) 

10,6  (+2.1) 

12.6  (+  2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-  1.3) 

16.6  (+1.7) 

18.7  (+2.1)  ’ 

197  (+1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+4.6) 

24.3  (-  4.0) 

27.3  (+3.0)  ' 

31.0  (+3.7) 

32.5  (+  1 .5) 

+  1.9%(p<,05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (‘^  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+  0.5) 

+  1.2%(p<.01) 

37 

+  2.2  (39) 

+  17.4  %(41) 

Male 

21.6  (n/a) 

21.3  (-0.2) 

21.0  (-  0.4) 

22.5  (+1.5) 

23.6  (+1.2) 

23.9  (+0.2) 

+  0.9  %  (p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1 .8  %  (p<.05)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vitai  Statistics  System, 

1999-2016 


state 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+1.0) 

+  1.1  %  (p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5} 

24.1  (-  1.1) 

25.1  (+1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+  0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+0.8) 

8.5  (+  0.8} 

+  2.5%(p<.01)  ' 

WV 

Both 

15.6  (n/a) 

17.2  (+  1.6} 

16.7  (-0.5) 

16.0  (-0.7)  : 

19.2  (+3.2) 

21.4  (+  2.2} 

+  1 .8  %  n/s 

11 

+  5.8(13) 

+  37.1  %(14} 

Male 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5)  ' 

27.6  (-1.0) 

31 .5  (+3.9)  ' 

33.5  (+  2.0} 

+  1 .1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+0.3) 

5.3  (-0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+1.0)  : 

15.3  (+0.3)  ’ 

16.5  (+  1.2} 

+  1.5%(p<.01)  1 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5} 

22.7  (+0.5) 

24.0  (+  1 .2} 

24.4  (+0.4) 

25.7  (+  1 .3} 

+  1.1%(p<.01)  1 

Female 

5.1  (n/a) 

5.6  (+0.4) 

6.4  (+0.7) 

6.5  (+0.1)  ’ 

7.5  (+  1 .0} 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7} 

22.5  (-  0.9) 

25.4  (+2.8)  ! 

28.9  (+3.5) 

28.8  (-0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5} 

36.3  (-3.0) 

41 .5  (+5.2) 

47.1  (+  5.6) 

44.6  (-  2.4) 

+  1 .8  %  (p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6} 

9.2  (+  0.9} 

9.4  {+0.2} 

10.7  (+1.4) 

12.6  (+  1.9} 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U  S.  year  2000  standard. 

^  Mo  del -estimated  average  annual  percentage  change  (AAPC)  based  on  all  reporting  periods;  p -value  indicates  statistical  significance  of  trend;  n/s  indicates  trend  not  significant. 
§  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014-2016.  Ranks  are  from  highest  rate  (1)  to  lowest  rate  (51 ).  Different  ranks  do 
not  necessarily  imply  a  statistically  significant  difference. 

fi  Overall  rate  change  is  between  the  first  {1 999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  increase  (1)  to  largest  decrease  (51).  Different 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  (1999  -  2001)  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  percentage  Increase  (1 )  to  largest 
percentage  decrease  (51 ).  Different  ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 
n  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 

State  Abbreviations:  AL  Alabama;  AK  Alaska;  AZ  Arizona;  AR  Arkansas;  CA  California;  CO  Colorado;  CT  Connecticut;  DE  Delaware;  DC  District  of  Columbia;  FL  Florida;  GA 
Georgia;  HI  Hawaii;  ID  Idaho;  IL  Illinois;  IN  Indiana;  lA  Iowa;  KS  Kansas;  KY  Kentucky;  LA  Louisiana;  ME  Maine;  MD  Maryland;  MA  Massachusetts;  Ml  Michigan;  MN  Minnesota; 
MS  Mississippi;  MO  Missouri;  MT  Montana;  NE  Nebraska;  NV  Nevada;  NH  New  Hampshire;  NJ  New  Jersey;  NM  New  Mexico;  NY  New  York;  NC  North  Carolina;  ND  North 
Dakota;  OH  Ohio;  OK  Oklahoma;  OR  Oregon;  PA  Pennsylvania;  Rf  Rhode  Island;  SC  South  Carolina;  SD  South  Dakota;  TN  Tennessee;  TX  Texas;  UT  Utah;  VT  Vermont;  VA 
Virginia;  WA  Washington;  WV  West  Virginia;  Wl  Wisconsin;  WY  Wyoming. 
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Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 
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per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 
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TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 
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Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 
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Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 


i 


•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 


r - 1 

Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 


CS292322^ 


Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date:  June  7,  2018 


TALKING  POINTS  and  FAQs  for  NVDRS  Principle  Investigators  Only 
DO  NOT  DISTRIBUTE 


Overall  key  messages: 

•  Nearly  45,000  lives  were  lost  to  suicide  in  2016  alone,  about  one  suicide  every  12  minutes. 

•  Between  1999  and  2016,  suicide  rates  increased  among  all  age  groups  younger  than  75  years. 

•  Suicide  rates  have  also  been  rising  in  nearly  every  state. 

•  There  are  a  range  of  factors  and  circumstances  that  contribute  to  suicide  risk. 

o  EMBARGOED:  CDC  found  that  more  than  half  of  people  who  died  by  suicide  did  not 
have  a  known  diagnosed  mental  health  condition  at  the  time  of  death. 

o  Factors  that  contribute  to  suicide  risk:  Relationship  problems  or  loss,  substance  misuse; 
physical  health  problems;  and  job,  money,  legal  or  housing  stress. 

The  problem: 

•  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are  on 
the  rise. 

•  Suicide  is  more  than  a  mental  health  condition. 

o  EMBARGOED:  CDC's  findings  show  that  fewer  than  half  of  the  people  who  lost  their  life 
to  suicide  had  a  known  mental  health  condition  -  and  in  many  of  cases,  other  factors 
were  involved. 

•  There  are  many  opportunities  for  prevention  in  addition  to  treating  those  with  mental  health 
conditions: 

o  teaching  coping  and  problem-solving  skills  to  help  people  manage  life  challenges; 

o  promoting  safe  and  supportive  environments,  including  safe  storage  of  medications  and 
firearms  among  people  at  risk; 

o  providing  temporary  help  for  people  struggling  to  make  ends  meet,  and  encouraging 
connectedness  so  people  are  less  likely  to  feel  alone  or  isolated. 

•  Using  a  comprehensive  approach  can  help  the  nation  reach  its  goal  of  reducing  the  annual 
suicide  rate  20  percent  by  2025. 

Study  details: 

•  CDC  analyzed  data  from  the  National  Vital  Statistics  System  to  look  at  trends  in  suicide  rates  for 
all  50  states  and  DC. 

o  Between  1999  and  2016,  trends  in  suicide  rates  were  assessed  among  people  ages  10 
and  above,  and  by  state  and  sex. 
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•  CDC  then  looked  at  data  from  CDC's  National  Violent  Death  Reporting  System  -  which  covered 
27  states  in  2015  -  to  examine  circumstances  around  suicides  among  people  with  and  without 
known  mental  health  conditions. 

•  EMBARGOED:  CDC  found  that  suicide  rates  increased  in  almost  all  states. 

o  The  increases  ranged  from  almost  6  percent  in  Delaware  to  nearly  58  percent  in  North 
Dakota,  with  increases  of  more  than  30  percent  in  25  states, 

•  EMBARGOED:  CDC  also  found  that  54%  of  people  who  died  by  suicide  did  not  have  a  known 
mental  condition. 

o  This  group  suffered  from  relationship  problems  and  other  life  stresses  such  as  criminal 
legal  matters,  eviction/loss  of  home,  and  recent  or  impending  crises. 

o  However,  these  factors  were  common  to  all  people  who  died  by  suicide,  whether  or  not 
they  had  a  diagnosed  mental  health  condition. 

•  Firearms  were  the  most  common  method  of  suicide  used  by  those  with  and  without  a  known 
diagnosed  mental  health  condition. 

Actions: 

•  Federal  government; 

o  CDC  is  tracking  the  problem  to  understand  trends  and  identify  the  groups  at  greatest 
risk. 

o  CDC  released  a  technical  package  on  suicide  prevention  that  describes  strategies  and 
approaches  based  on  the  best  available  evidence.  This  can  help  inform  states  and 
communities  as  they  make  decisions  about  prevention  activities  and  priorities. 

■  Some  of  the  strategies  are  designed  to  prevent  suicide  risk  before  it  emerges 
(teaching  problem-solving  skills,  encouraging  connectedness,  etc.),  while  others 
are  aimed  at  supporting  those  who  are  already  struggling  through  effective 
treatment  and  crisis  intervention. 

■  The  package  also  describes  approaches  to  prevent  future  suicide  risk  among 
those  who  have  made  an  attempt,  or  lost  someone  to  suicide. 

•  States  and  communities  are:  [Suggest  customizing  to  work  your  state  is  doing  to  prevent 
suicide] 

o  Identifying  and  supporting  people  at  risk  of  suicide. 

o  Promoting  safe  and  supportive  environments.  This  includes  safely  storing  medications 
and  firearms  to  reduce  access  among  people  at  risk. 

o  Connecting  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare. 
Expand  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet. 

•  Healthcare  systems  can: 

o  Provide  high-quality,  ongoing  care  focused  on  patient  safety  and  suicide  prevention. 
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o  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where 
people  live. 

o  Train  providers  in  adopting  proven  treatments  for  patients  at  risk  of  suicide. 


•  Employers  can: 

o  Promote  employee  health  and  well-being;  support  employees  at  risk;  and  have  plans  in 
place  to  respond  to  people  showing  warning  signs. 

o  Provide  referrals  to  mental  health,  substance  use,  legal  or  financial  counseling  services 
as  needed. 

•  Everyone  can: 

o  Ask  someone  you're  worried  about  if  they're  thinking  about  suicide, 
o  Keep  them  safe  by  reducing  access  to  lethal  means  for  those  at  risk, 
o  Be  there  and  listen. 

o  Encourage  them  to  seek  help,  or  help  them  connect  with  ongoing  support,  such  as  the 
National  Suicide  Prevention  Lifeline  (800-273-TALK  or  8255) 

o  Follow  up  with  them  by  phone  or  in  person  to  see  how  they  are  doing. 

o  Visit  BeThelTo.com  to  learn  the  warning  signs  of  suicide. 

NVDRS 


•  CDC's  National  Violent  Death  Surveillance  System  (NVDRS)  collects  the  most  comprehensive 
data  on  the  circumstances  surrounding  violent  deaths  in  the  United  States.  Currently  it  exists  in 
40  states,  Puerto  Rico,  and  the  District  of  Columbia. 

•  NVDRS  links  death  certificates,  coroner/medical  examiner  reports  and  law  enforcement  reports 
for  both  single  victim  and  multiple  victim  incidents  to  obtain  the  most  comprehensive  data 
available  in  a  single  surveillance  system. 

o  All  manner  of  violent  deaths  -  including  suicide  and  homicide  -  are  captured. 

•  NVDRS  data  help  state  suicide  prevention  efforts  by  providing  information  on  circumstances 
(e.g.,  mental  health  problems;  recent  problems  with  a  job,  finances,  school,  relationships); 
demographics;  method  of  death  (e.g.,  hanging/suffocation,  firearms,  poisoning);  victim-suspect 
relationship;  toxicology;  and  location. 

Genera)  FAQs 

•  How  does  using  the  National  Violent  Death  Reporting  System  help  to  make  suicide  statistics  more 
complete? 

Although  limited  to  the  27  states  participating  in  NVDRS  during  the  time  period  of  the  study,  data  from 
NVDRS  provide  the  only  detailed  information  available  on  the  circumstances  surrounding  these 
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deaths,  therefore  taking  the  findings  beyond  reporting  numbers  and  rates  and  providing  unique 
information  on  the  context  in  which  people  die  from  suicide. 


•  Why  did  CDC  only  look  at  suicide  circumstances  in  27  states? 

•  In  2015,  the  National  Violent  Death  Reporting  System  collected  data  from  27  states.  The  data 
collected  from  these  states  were  used  for  the  analysis.  More  current  data  is  not  yet  available. 

•  In  2016,  NVDRS  collected  data  from  40  states,  D.C.  and  Puerto  Rico  however  data  are  not  yet 
available. 

•  What  are  the  leading  ways  that  people  die  by  suicide? 

o  Firearms  are  the  mechanism  for  about  half  of  all  suicides  in  the  United  States, 
o  The  next  leading  methods  are  suffocation  and  poisoning. 

Reducing  access  to  lethal  means  of  suicide  among  people  at  risk  for  suicide  is  a  proven  intervention. 

This  includes: 

o  Intervening  at  suicide  hotspots  such  as  bridges 

o  Counseling  on  how  to  safely  store  medications,  firearms,  or  other  household  products. 

These  interventions  can  be  combined  with  other  strategies  for  a  comprehensive  approach  to 
prevention, 

•  What  is  known  about  which  groups  are  experiencing  increases? 

The  current  study  found  that  rates  of  suicide  are  increasing,  overall,  and  for  males  and  females.  Rates 
among  females  increased  significantly  in  43  states  and  rates  among  males  increased  significantly  in  34 
states. 

•  In  general,  suicide  rates  in  the  U,S.  have  increased  by  nearly  30%  since  1999, 

i.  Increases  were  observed  for  both  women  and  men  in  all  age  groups  under  75. 

•  Certain  groups  have  had  particularly  high  greatest  increases  since  1999,  including: 

i.  Working-age  adults  35-64  yrs 

ii.  Non-Hispanic  whites,  and  non-Hispanic  American  Indians  /  Alaska  Natives  and 

iii.  People  living  in  rural  areas. 

iv.  Rates  have  increased  for  males  and  female  however  the  rate  for  males  is  consistently  3- 
5  times  higher  than  the  rate  for  females 

•  For  some  states,  the  reported  percentage  Increase  in  the  suicide  rate  is  quite  iarge.  is  this  due  simply  to 
fiuctuations  in  smaii  numbers  of  suicides? 

The  percentages  represent  increases  in  rates  between  the  first  three-year  reporting  period  (1999-2001) 
and  the  last  three-year  reporting  period  (2014-2016).  By  aggregating  the  data  into  three-year  periods, 
small  suicide  counts  were  avoided. 


•  How  did  CDC  define  a  mentai  heaith  condition? 

The  National  Violent  Death  Reporting  System  (NVDRS)  defines  a  mental  health  condition  as  disorders 
and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (9),  with 
the  exception  of  alcohol  and  other  substance  use  problems,  which  are  captured  separately  in  the 
system. 

a.  Data  on  mental  health  conditions  are  abstracted  from  the  investigative  reports  included  within 
NVDRS  and  that  are  associated  with  each  suicide. 
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b.  Investigative  reports  are  those  filed  by  law  enforcement  and  coroners/medical  examiners  which 
reflect  information  provided  by  family  and  friends. 

c.  Information  obtained  from  these  reports  is  dependent  upon  the  extent  of  informant  knowledge 
that  may  impact  data  completeness  and  accuracy.  Some  decedents  might  have  mental  health 
conditions  that  were  not  diagnosed  or  reported.  The  high  prevalence  of  diverse  contributing 
circumstances  among  those  with  and  without  known  mental  health  conditions  suggests  the 
importance  of  addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

•  Are  the  people  without  mental  health  conditions  just  people  who  haven't  been  diagnosed  with  a 
mental  health  conditions? 

It  is  possible  that  the  people  without  mental  health  conditions  in  this  study  had  a  diagnosable  mental 
health  condition  but  had  not  been  diagnosed,  or  that  their  mental  health  conditions  was  unknown  to 
informants  who  provided  circumstantial  information  to  law  enforcement.  Studies  including  more  in- 
depth  interviews  with  next-of-kin  often  cite  greater  attributions  to  mental  disorders,  however  many 
methodological  variations  across  studies  exist.  It  is  likely  that  some  people  without  known  mental 
health  conditions  in  the  current  study  were  experiencing  mental  health  challenges  that  were  unknown, 
and  hence  underreported  by  key  informants.  Nonetheless,  the  high  prevalence  of  diverse  contributing 
circumstances  among  those  with  and  without  known  mental  health  conditions  suggests  the  importance 
of  addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

•  A  lot  of  the  problems  mentioned  as  contributing  to  suicide  in  this  study  seem  very  common,  how  can 
someone  tell  who's  at  risk? 

Many  people  think  that  suicide  unexplainable,  when,  in  reality,  many  known  risk  factors  exist. 

These  include: 

•  History  of  previous  suicide  attempts 

•  Family  history  of  suicide 

•  History  of  child  maltreatment 

•  History  of  depression  or  other  mental  illness 

•  Alcohol  or  drug  abuse 

•  Feelings  of  hopelessness  or  isolation 

•  Impulsive  or  aggressive  tendencies 

•  Stressful  life  event  or  loss 

•  Easy  access  to  lethal  methods 

•  Exposure  to  the  suicidal  behavior  of  others 

•  Isolation,  lack  of  social  connectedness 

Researchers  agree  that  suicidal  behavior  results  from  an  interaction  of  factors  and  is  rarely  due  to  a 
single  cause. 

•  What  can  be  done  to  prevent  suicide? 

Suicide  is  preventable, 

CDC  reieased  a  technicai  package  of  poiicies,  programs,  and  practices  to  prevent  suicide  to  help 
communities  focus  on  a  core  set  of  strategies  that  have  the  best  available  evidence  and  greatest 
prevention  potential. 

The  technical  package  includes  examples  of  programs  that  local  implementers  might  tailor  to  fit  the 
needs  of  their  community.  The  technical  package  includes  7  strategies  designed  to  work  together  to 
achieve  the  greatest  impact  possible. 
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i.  Strengthen  economic  supports 

ii.  Strengthen  access  and  delivery  of  suicide  care 

iii.  Create  protective  environments 

iv.  Promote  connectedness 

V.  Teach  coping  and  problem-solving  skills 

vi.  Identify  and  support  people  at  risk 

vii.  Lessen  harms  and  prevent  future  risk 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices: 

https://wv/w.cdc.gQv/violenceprevention/pdf/5uicideTechnicalPackage.pdf. 
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From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  22  Mar  2018  23:48:26 +0000 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Kegler,  Scott  R. 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Holland,  Kristin 
(CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Subject:  Feedback  on  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 

Attachments:  Suicide  Vital  Signs  MMWR  Text  3.19.18  v3  (pre-clearance)_CF_EB  MRC.docx, 

MMWR  Table  1  and  Figure  l_CF.docx,  Copy  of  Copy  of  Tables  (23)  Suicide  Vital  Signs  NVDRS_031918 
(pre-clearance)_CF.xlsx 

Hi  Everyone, 

I  wanted  to  thank  everyone  again  for  the  hard  work  on  our  pre-clearance  draft. 

We  received  feedback  from  Jim,  Erin,  Malia,  and  Cory.  See  emails  below  and  attached  documents. 

The  feedback  was  largely  very  positive  but  there  are  comments  to  address,  of  course. 

The  goal  is  to  make  revisions  and  get  the  next  draft  into  clearance  on  Tuesday,  3/27. 

To  make  that  happen,  my  plan  is  to  revise  the  attached  draft  and  send  out  a  new  draft  to  all  of  you  by 
fcOB  (Frida^l 

I  was  then  hoping  to  go  through  final  edits  with  you  on  Monday,  3/26  (invite  to  follow)  at  10  am. 

I  know  this  may  mean  you  have  to  review  the  revised  version  early  on  Monday  or  maybe  over  the 
weekend.*  Gulp. 

If  you  have  a  conflict  with  Monday,  then  please  send  me  your  comments  on  Monday  as  soon  as  you  can, 
but  no  later  than  3:00  so  that  I  can  consider  them  prior  to  submitting  final  into  clearance. 

Thank  you  for  your  patience  with  this  quick  turnaround.  WeVe  definitely  going  to  take  time  to  celebrate 
at  some  point  soon  but  not  too  soon  as  to  jinx  ourselves! ;) 

Deb 

*  If  you  prefer  to  get  started  commenting  right  away,  then  feel  free  to  review  the  attached  draft  and 
provide  your  comments  to  me  in  an  email  or  via  tracked  changes  on  Friday. 

Sorry  if  this  seems  overly  complex,  I  just  want  to  give  you  options  given  the  short  turnaround. 

From;  Rlchmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  22,  2018  4:47  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Ferdon,  Corinne 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 

Thanks  for  the  opportunity  to  review  and  for  all  your  hard  work  on  this  MMWR.  It's  really  exciting  to  see 
the  final  draft!  I  think  this  is  going  to  be  very  important  info  for  states. 

I  had  some  minor  comments  for  your  consideration  that  I  added  to  Erin  and  Cory's  feedback  (attached). 
No  feedback  on  the  tables  and  figures.  Thought  the  map  of  the  US  that  showed  the  percent  change  in 
states  was  nicely  done  and  easy  to  understand. 

Malia 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  22,  2018  3:25  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc,gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc,gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4p€dc.EQV>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8Pcdc.gov> 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 


FABULOUS  job  Deb!  This  was  very  exciting  and  compelling  to  read!  Congratulations  on  this  huge 
milestone! 

I  agree  with  Jim's  comment  about  emphasizing  more  the  increase  in  female  vs.  male  rates.  I  also 
provided  some  mostly  editorial  questions/comments  and  suggested  edits  in  track  changes  summarized 
below: 

•  Sometimes  it  is  referred  to  as  a  'contributing  circumstance'  and  sometimes  its  referred  to  as  a 

'contributing  factor'.  I  wonder  if  its  best  to  be  consistent  so  as  not  to  confuse  the  reader  that  the 
two  are  different.  From  a  plain  language  perspective,  I  prefer  contributing  factors?  Also, 
sometimes  it  is  referred  to  a  just  'contributing  factor'  while  other  times  it  is  referred  to  as 
'contributing  risk  factor'.  Also,  sometime  it  is  referred  to  as  'contributing'  and  sometimes  as 
'associated'.  Should  we  be  consistent? 

•  "Suicide  is  the  10^*^  leading  cause  of  death  and  is  among  the  only  leading  causes  to  be  increasing” 

Can  we  be  more  specific  -  is  it  the  only  or  is  it  only  one  of  2  (e.g.)  leading  causes  increasing  - 
'among  the  only'  is  vague? 

•  Is  it  better  to  say  the  current  'social  ecology'  (which  I  think  many  think  of  social,  environmental  and 

economic)  versus  I  think  what  is  used  most  often  the  'social  ecological  model'  (individual, 
family/relationship,  community,  and  societal). 

•  "can  help  reach  the  nation's  goal  of  reducing  suicide  rates  20%  by  2025"  -  is  it  really  the  'nation's 

goal'  “Versus  the  goal  set  by  the  American  Foundation  for  Suicide  Prevention. 

•  "Across  the  entire  study  period,  rates  increased  in  all  but  one  state  (Nevada)."  Per  our  discussion  in 

our  last  VS  group  meeting,  should  we  add  a  note  that  despite  NV  not  increasing,  they  still  have  a 
significantly  high  rate  of  suicide? 

•  Sometimes  criminahlegal  is  hyphenated  and  sometimes  it's  not. 

•  "Nearly  half  of  suicide  decedents  in  NVDRS  had  a  known  MHP."  I  would  add  the  actual  percentage 

in  parenthesis  (X%). 

•  People  with  known  MHP  also  experienced  other  life  stressors  such  as  job  and/or  financial, 

relationship,  and/or  physical  health  problems.  Should  this  be  'and',  'or'  or  'and/or'? 

•  "It  is  likely  that  some  people  without  known  MHP  in  the  current  study  were  experiencing  mental 

health  challenges  at  the  time  of  death  that  were  either  not  known  or  reported  by  informants." 
Do  you  mean  'NOT'  reported  by  informants? 

From:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  22,  2018  2:25  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2(acdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tES9@cdc.ROV> 

Subject;  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Deb, 

Congratulations  to  you  and  the  entire  vital  signs  writing  team  to  getting  to  this  point!  It  is  an  enormous 
achievement.  I  really  like  the  direction  the  analyses  have  gone  in.  I  know  there  is  a  considerable  amount 
of  work  ahead,  but  you  have  a  solid  platform  to  build  on. 

I  offer  in  the  attachments  some  suggestions.  Track  changes  are  not  easily  done  in  the  excel  file  so  I 
highlight  words  in  red  to  draw  your  attention  to  things  to  consider.  In  the  text,  1  think  there  are  a  few 
numbers  to  double  check,  a  few  data  points  and  clarifications  to  be  added  in,  and  the  references  to  the 
tables/figure  adjusted.  I  do  like  the  balance  that  is  currently  in  there  on  the  %'s  versus  aORs. 

Mental  health  problems  as  a  driver  of  suicide  jumped  out  to  me  as  one  of  the  main  messages  since  the 
text  kept  coming  back  to  it.  I  think  there  are  some  subtle  reorganization  or  broader  phrasing  that  could 


be  used  in  some  places  to  modify  this  if  the  communication  goal  is  different;  I  offer  some  ideas  in 
comment  boxes.  I  recognize  that  I  am  suggesting  adding  some  clarifying  text  in  some  places  and  word 
count  is  always  an  issue,  so  I  did  try  to  identify  some  places  to  potentially  cut.  Please  review  this  as 
suggestions  and  take/leave  what  feels  right* 

FY),  in  a  meeting  I  was  in  with  the  MMWR  editors  yesterday  they  said  they  prefer  little  to  no  use  of 
acronyms.  So,  in  a  few  places  I  suggest  taking  a  couple  out  but  I  did  leave  in  the  MHP  one  since  that  is 
necessary  for  word  count. 

Cory 

From:  Mercyjames  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  22,  2018  12:34  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@cdc*gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.EOV>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irvS@cdc,gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdcgoy> 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Hi  Deb, 

This  is  outstanding*  Thank  you  and  everyone  else  for  this  really  nice  and  clear  statement  about  suicide 
and  its  prevention*  I  have  just  a  few  general  comments/suggestions: 

1.  One  finding  that  you  don't  make  much  of,  but  I  think  is  important,  is  that  suicide  rates  across 

states  are  increasing  faster  for  females  relative  to  males.  Overall,  of  course,  this  is  a  problem  still 
dominated  by  males,  but  that  appears  to  be  changing*  And  that's  not  surprising  in  terms  of 
societal  changes  around  gender  roles  and  norms,  I  realize  you  can't  highlight  everything,  but 
that  is  very  interesting  and  may  signal  a  longer  term  trend  that's  worth  noting* 

2.  You  may  have  to  cut  back  the  word  number  some  and  if  you  do  I  think  you  can  get  away  without 

the  second  sentence  in  the  results  that  focusses  on  absolute  changes  In  rates.  People 
understand  the  meaning  of  %  changes  much  easier,  so  no  biggie,  but  that  could  be  dropped  if 
needed. 

3.  In  regards  to  the  first  sentence  in  the  last  paragraph,  I  wondering  if  the  last  clause  could  be 

changed  to  but  is  only  one  of  several..."  If  we  say  one  of  "many"  then  the  argument  is  that 
we  can't  focus  on  everything  so  we  should  focus  on  the  most  important  risk  factor.  I'm  not 
wedded  to  this,  but  clearly  we  are  emphasizing  the  need  to  focus  on  factors  beyond  mental 
illness  (but  not  excluding  mental  illness)  and  I  think  this  sentence  could  be  made  a  little  stronger 
in  support  of  that,  especially  because  it  ties  things  up  at  the  end. 

Thanks  that  is  all  I  had*  Thanks  so  much  and  can't  wait  until  this  comes  out, 

Jim 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  22,  2018  8:14  AM 

To:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4@cdc*gQV>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(gcdc*gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Subject:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Importance:  High 
Hi  Jim,  Cory,  Erin,  and  Malia, 

Just  a  friendly  reminder  to  please  send  your  feedback  on  the  MMWR  by  COB  today.  Your  time  and 
insights  are  greatly  appreciated ! 

Deb 


Hi  Everyone, 

Please  find  attached  a  draft  of  our  suicide  Vital  Signs  MMWR  for  pre-clearance. 

Thank  you  for  previously  agreeing  to  review  it  with  a  quick  turnaround  of  COB  3/22. 

We  are  still  working  out  one  outstanding  issue^whether  to  report  percentages  and/or  aORs  pertaining 
to  NVDRS  results. 

Right  now  we  opt  for  percentages  however  we  nnay  also  include  aOR  and  Cl's. 

Please  send  your  edits  in  tracked  changes.  If  you  have  any  questions,  please  let  me  know. 

We  look  forward  to  your  feedback!  And  thanks  to  the  whole  team  for  a  whole  lot  of  time,  thought,  and 
expertise  dedicated  to  this  draft! 

Thanks  again! 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 
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4  Structured  abstract  (25625 2 /2S0  words — this  word  count  is  not  included  In  the  1800  max  for  the  remainder) 

5  Background:  Ovecati-sSuicide  rates  have  been  rising  in  the  United  States  since  19gg^Examinine  state-ievei  trends  / 

6  in  suicide  and  its  muitiple  contributing  circumstancesT  can  inform  comprehensive  |^te-sbHel^pre  vent  ion 

7  planning. 

8  Methods:  Trends  in  age-adjusted  suicide  rates,  by^tat^and  sex,  among  people  aged  >10  years,  were  assessed 

9  using  data  from  the  National  Vital  Statistics  System.  Changes  in  rates  were  examined  across  six  consecutive 

10  three-year  periods  from  1999-2016.  TheCDC's  National  Violent  Death  Reporting  System  covering  27 

I  i  states,  was  used  to  examine  the  precipitating  circumstances  among  suicide  decedents  with  and  without  known 

12  Rental  health  problems  (MHP)j 

1 3  Results:  forty  four  states  si:w-^^.at^s-fe>4yr^->itie^ni-^5uicide  rater,  increases  increased  sicnifir a ntSy  from  1999-  \ 

14  2016  in  44  states.  In  25  states,  rates  increased  by  30%  or  more.  Male  suicide  rates  increased  significantly  in  34 

15  states, ^\44^f  emaie  rates  increased  significantly  in  43  states-l^ople  with  (46%)  and  without  (54%)  known  IVIHP 

16  had  both  differing  and  similar  circumstances  precipitating  suicide.  Several  circumstance,  such  as  any  \\ 

17  relationship  problems/loss  (39.6  and  45.1%,  p<  .01),  any  life  stressors/ loss  [49.7  and  54.2%,  p  <  .01),  and  recent 

1 8  crises  (26.0  and  32.9%,  p<  .01),  respectively,  were  more  likely  among  those  without  known  MHP,  but  were  \ 

1 9  com  mon  across  grou  ps. 

20  Conclusions:  Suicide  rates  rose  significantly  across  most  states  from  1999-2016.  Varied  circumstances  beyond 

21  MHP  alone  contributed  to  suicides  among  people  with  and  without  known  MHP. 

22  Implications  for  Public  Health  Practice;  States  can  use  a  comprehensive  public  health  approach  based  on  the 

23  best  available  evidence  to  prevent  suicide  risks  before  they  occur,  identify  and  support  people  already  at  risk, 

24  prevent-  reattempts,  and  help  fnends/family  after  a  suicide  occurs. 

25  INTRODUCTION 

26  BACKGROUND  AND  PURPOSE  (255/260  words) 

27  In  2016,  nearly  45,000  suicides  ^5.^100,000)  occurre^in  the  United  States  (U.S.),  among  people  SIO  years  old  / 

28  [1],  Between  1999  and  2016,  suicide  rates  increased  across  sexes,  racial/ethnic  groups,  and  urbani?ation  levels  / 

29  [2,  3].  Suicide  is  the  lO*^^  leading  cause  of  death  and  is^mong  the  onlyj^eading  causes  to  be  mcreasing  [1,  4],  / 

30  Additionally,  rates  of  Emergency  Department  visits  for  nonfatal  self-harm  injury,  a  key  risk  factor  for  suicide, 

3 1  increased  more  than  ^09^etween  2001  and  2015  [1].  Together,  suicides  and  self-harm  injuries  cost  the  nation  /' 

32  more  than  $69  billion  in  direct  medical  and  work  loss  costs  [1]. 

33  [The  Nationa  t  Stra  tegy  for  Suidde  Pre  ven  tion  f A/SS/^  [  5  ]  ca  1 1  s  fo  r  a  p  u  bl  ic  hea  I  th  a  p  p  ro  a  ch  to  su  ic  id  e  with  /' 

34  prevention  with  efforts  spanning  across  multiple  levels  [i.e.,  individual,  family/ relationship,  community,  and 

35  societal),  of  the^ocial  ecoEog^  Such  an  approach  underscores  that  suicide  is  rarely  caused  by  any  single  factor 

36  alone,  but  rather,  is  multi-determined.  Despite  the  NSSP  guidance,  suicide  prevention  efforts  largely  focus  on 

37  identifying  and  treating  individuals  with  mental  health  problems  (MHP)  [6].  Other  associated  contributing  mk 

38  factors  include  social  and  economic  problems,  access  to  lethal  means  (e.g.^  substances,  firearms,  bridges)  among 

39  people  at  risk,  poor  coping  and  problem-solving  skills,  and  prior  suicide  attempts,-^meag-ette^  15].  Expanded 


Ctunmtnt  |BE(j:  Sometimes  It  is 
referred  to  as  a  'contributing 
circumstance'  and  sometimes  its  referred 

3E  3  Vni-Ltrihihtinj  farirr.ir'  J  Hor  if  H-g  i 

"  Comment  I FC(l:  Can  a  couple  of  words 
be  added  here  to  reflect  a  date  since  rates 
have  been  rising.  I  see  word  count  is  an 

as^Lieuapd-LthlDlf  a  rniinlp  nf  ran - ^ 

Comment  |FC{]:  Style  consideration. 

Since  focus  on  suicide  and  states  is  clear, 
may  not  these  words  twice  in  sentence 

lAmiiiri  rn Lint — A  fpuf j 

Comment  |FC(j:  The  transition  from 
reading  NVDRS  covers  27  states  to 
methods  to  the  first  line  in  the  results 

^rAfjarring  J-a  4A- ctaf-gc  nrifi  rtj;tiicia..and^ 

*'{  '' 

Comment  [FC(]:  Unclear  if  this  was 

supposed  to  be  a  reference  or  can  come 
,out. 

"I 

Comment  |JRV8J:  Just  a  suggestion  and 
may  not  be  feasible,  but  would  suggest 
not  using  MHP  through  the  document 
.  LMentai  health  nrrfihle.mi  s. does  n't  .seenfi _ ^ 

Y  ' 

Comment  [BE(]:  I  think  this  is  a 

Significant  finding  should  we  say  more 
about  it  the  fact  that  it  is  increasing  more 
\  Jn  - i 

I 

Comment  |FC(l:  I  think  edits  are  needed 
here  for  a  few  reasons.  I  am  finding  the 
statements  that  there  are  differences  and 

.girr\jl3ir1tiae  \i^ana  3nH  h 3 rjLtoJrJ _ , 

/  Comment  [FC(|:  Please  double  check.  I 
,  am  getting  15.9  from  WISQARS 

/  Comment  |BE(]:  Can  we  be  more 
specific  -  is  it  the  only  or  is  it  one  of  only 

X  leading  causes  increasing  -  'among  the 

''  ' 

2  Comment  fFC(]r  Please  double  check. 
Wonder  if  this  might  have  been  calculated 
,for  all  ages  and  not  limited  to  HO  years.  , 

Comment  IJRV'S]:  Suggest  identifying 
^this  as  a  US  Surgeon  General  report. 

f  N 

2  Comment  [BE(]:  Is  it  better  to  say  social 
ecology  (which  !  think  many  think  of 
social,  environmental  and  economic) 

.uarciLC  1  thjntf  i*jhat  it  itcart  mngit  ryffon  thea 
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40  awareness  of  the  additional  drcumstances  that  contribute  to  suicide  risk  apart  from  MHP^  can  help  reach  the 

4 1  Ration's  goaj^of  reducing  suicide  rates  20?^  by  202S  [7].  To  assist  states  in  achieving  this  goal,  this  study  analyzes 

42  state-specific  trends  in  suicide  rates,  assesses  the  multiple  coot ribut ins  factors  associated  with  suicide,  and 

43  provides  recommendations  for  multMevel  comprehensive  suicide  prevention. 

44  METHODS  (257/260  wordst 
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Suicide  rates  were  analyzed  for  those  aged  10  years  and  older  (because  of  variability  in  attributions  of  suicidal 
intent,  younger  children  are  excluded)  [8].  Age-specific  suicide  counts  were  tabulated  based  on  National  Vital 
Statistics  System  coded  death  certificate  records  (fnternationat  Classification  of  Diseases  10^^  Revision  [ICD-10] 
underlying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age-spedfic  population  estimates  were  obtained  from 
U.S.  Census  Bureau/National  Center  for  Health  Statistics  bridged^race  population  data  releases. 

National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year  aggregate  periods 
from  1999-2016.  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard  population  and  expressed  per 
100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were  modeled  using  the  same  three-year  data 
aggregates,  employing  weighted  least  squares  regression  with  inverse-variance  weighting.  Modeled  rate  trends 
are  reported  in  terms  of  average  annual  percentage  changes  (AAPCs). 

[Data  from  2015  from  the  27  states  with  complete  data  participating  in  theCPC  National  Violent  Death 
Reporting  System  (NVDRS),  ages  10  and  older,  were  used  to  compare  the  characteristics  among  suicide 
decedents  with  and  without  known  current  “lEPtat  heajH^'pr^bieoiMMHPj.jMHP  are  defined  in  NVDRS  as 


Comnient  [JRV8]:  Sentence  has  a  lot  of 
different  points,  ft  may  be  easier  to  read  if 
it  were  two  sentences.  Suggestion: 

Data  from  the  National  Violent  Death 
Reporting  System  (NVDRS)  were  used  to 
compare  characteristics  among  suicide 
decedents  with  and  without  known 
current  mental  health  programs. 

Complete  data  from  27  states 
participating  in  NVDRS  in  2015  were  used 
for  this  analyses. 


Com  me  at  [FC(]r  I  am  confused  by  how 
the  alcohol  and  substance  use  disorder 
exception  is  described.  DSM-S  does  have 
an  alcohol  use  disorder  diagnosis  and  a 
substance  use  disorder  dx. 


disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (DSM- 
5)  [9],  except  alcohol  and  other  substance  use  disorders  (captured  separately)||^NVDRS  aggregates  data  from 
three  primary  data  sources:  death  certificates,  coroner/medical  examiner  reports  [including  toxicology),  and  law 
enforcement  reports.  Decedents  with  and  without  known  MNP  were  compared  using  Chi-square  tests;  logistic 
regression  was  used  to  estimate  adjusted  odds  ratios  with  95%  confidence  Intervals  (Cl),  controlling  for  age 
group,  sex,  and  race/ethnldty. 

RESULTS  (612/591  words) 

The  most  recent  overall  suicide  rates  (representing  2014-2016)  ranged  from  6.9  (District  of  Columbia)  to  29,2 

(Montana)  per  100,000  persons  per  year,  a  four-fold  difference  (ftable  ^i.fy^/o^^he^sjitir^stu^^  _ 

increased  In  all  but  one  state  jNevadj),  with  absolute  increases  ranging  from  0.2  ("pelawarejltQ  +8.1  (wVoming) 
per  100,000.  Percentage  increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57.6%  [North  Dakota),  with 
percentage  increases  of  at  least  30%  observed  in  25  states. 

Modeled  suicide  rate  trends  indicated  significant  increases  for  44  states,  as  well  as  for  the  U.S.  overall  (Table  1). 
By  sex,  modeled  rate  trends  indicated  significant  increases  in  34  states  for  males  and  in  43  states  for  females. 
Nationally,  the  model-estimated  AAPC  for  the  overall  suicide  rate  was  +1.5%.  By  sex,  the  national  AAPC  was 
+  1.1%  for  males  and  +2.6%  for  females. 

Suicide  decedents  with  [N=9,407)  and  without  (N=ll,039)  known  MHP  were  compared.  ^^4e-bBoth  groups 
were  predominately  male  and  non-Hispanic  white^r^ Suicide  decedents  without  known  MHP  relative  to  those 
with  known  MHP  were  more  likely  to  be  male  (83.6%  vs.  68.3%;  p<.01).  and  racial/ ethnic  minorities  [odds  ratio 
[OR]  range:  1. 2-2.1;  95%  Cl  range  [1.0-1, 3)  -  [1. 6-2,0]).  TheyS u i ci d e  d e ce de n t s  w I th o u t  k n own  MHP  also  had 
significantly  greater  odds  of  perpetrating  homicide-suicide  [adjusted  odds  ratio  [aOR]  =  2.9,  95%  Cl  =  2. 2-3. 8),  of 
firearm  suicide  (aOR  =  1.6,  95%  Cl  -  1.5-1. 7),  and  of  positive  toxicology  results  for  alcohol  (aOR^  1.2, 95%  Cl  - 
l.l-1.3).|jffteen  percent  of  theseadull  decedents  with  known  MHP^  and  20%  without,,  [evef]h ad  served  or  were 

serving  served  in  the  U.S.  military* 


Commeat  [FC(jj  Some  labeling  of  the 
tables  and  how  reflected  in  the  text  need 
some  modification.  There  are  current 
two  'Table  1"  in  attachments  [i.e.,  state 
t  ren  ds;  se  iect  d  em  og  ra  p  h  i  cs) .  Th  e  two 

Vfcn/rvnr  - 1  Jr - ^  - 


C  oni  meat  |  B  E(] :  Per  ou  r  d  is  c  ussi  o  n  i  n 
our  last  VS  group  meeting,  should  we  add 
a  note  that  despite  NV  not  increases,  they 
still  have  a  significantly  high  rate  of 
suicide? 


Comment  [FC(]:  Please  double  check. 
Table  reflects  +0.S 


j  Comment  |FC(]:  Suggest  revising  in 
,  order  to  allow  in  the  next  sentence  the 
/  comparison  group  to  be  clear  and  the 
order  the  %'5  should  be  considered 
dearer.  Tracked  b^in  icfe^. 
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Comment  [FC(]r  Wonder  If  need  to  be 
dear  here  this  is  limited  to  18+.  Tracked 
might  be  a  simple  approach  to  consider. 

\  have  seen  MMWR  want  to  present  %"s 


f  / 
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Comment  | JRV8J;  I  realize  this  adds 
words  so  you  may  not  be  able  to  do  this 
but  the  "everi'  in  the  original  sentence 
was  confusing/stumbling  block  to  me  as  a 
4  read.  Not  sure  If  the  additional  language 
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Although  firearms  were  used  most  often  in  both  groups^  decedents  with  known  MHP  died  by  poisoning  more 
than  those  without  known  MHP  (19. S%  vs.  10.4%;  p  <  .01),  most  frequently  by  over-the-counter/otherwise 
unclassified  drugs  (35.8%),  opioids  (32.7%),  antidepressants  (34.6%)  or  benzodiazepines  (25.1%| 


All  suicide  decedents  with  known  MHP  (N=9^407)  and  approximately  85%  without  (N=9,357)  had  precipitating 
circumstances  inf Table  2  o\  3??).  People  with  known  MHP  were  more  likely  to  have  any  substance 
abuse  problems  (31,6%  vs.  25%,  p  <  .01).  While  two-thirds  of  those  with  known  MHP  had  a  history  of  MH  or 
substance  abuse  treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment  at  the  time  of  their  deaths. 

Decedents  without  known  MHP,  versus  those  with  known  MHP  had  a  greater  likelihood  of  any  relationship 
problem/loss  (45.1%  on4ys  39,6%,  p<  .01),  spedfically  intimate  partner  problems  (30.2%  andys,  24,1%,  p  <  .01), 
arguments/conflicts  [17.5%  andvs,  13.6%,  p<  .01),  and  recently  perpetrating  interpersonal  violence  (3.0%  and  vs. 
1.4%,  p  <  .01).  They  were  also  more  likely  to  have  experienced  other  life  stressors,  such  as  ^riminaT-iegal 
j^roblems  (10.7%  an4ys  6.2%,  p  <  .01)  or  eviction/loss  of  home  (4.3%  3.4%,  p  <  .01),  and  they  were  more 

likely  to  have  had  a  crisis  within  the  preceding  or  upcoming  two  weeks  (32.9%  a-ndvs .  26.0%,  p<.01}.  Among 
^th  groups,  the  most  common  crises  were  intimate  partner  (35.6%)  and  physical  health  (13.4%)  problems. 

Decedents  without  known  MHP  had  significantly  lower  odds  of  recent  release  from  any  Institution,  but  among 
those  who  were  recently  released,  those  without  a  known  MHP  were  more  likely  to  be  released  from  a 
correctional  facility  (25.7%  vs.  8.7%,  p<.01)  or  hospital  (43.7%  vs.  33.0%,  p<.01)  than  those  with  a  known  MHP. 
Among  decedents  with  known  MHP  recently  released  from  an  institution  (10,2%),  42.8%  were  released  from 
psychiatric  facilities. 

Suicide  decedents  without  known  MHP  were  more  likely  than  those  without  known  MHP  to  leave  a  suicide  note 
(35,1%  aedvs  ^1.8%,]p  <  .01);  Decedents  with  known  MHP,  compared  to  those  without  knov^  MHP, 

were  more  likely  to  have  a  history  of  suicidal  Ideation  ^40.8%  vs.  23.0%,  p  <  .01)  and  attempts  (29.4%  vs.  10.3%, 

P<.0l| 


Ctiinmeiit  |FC(j:  I  think  the  comparison 
group  %'s  are  needed.  For  instance, 
drugs  (3S.S%  vs.  35.8%). 

!  think  the  presentation  of  the  %'s  would 
be  easier  here  and  later  on  in  the  results 
if  the  p's  came  out  and  the  text  could 
simply  reflect  "significant  differences''  or 
some  variation  of  indicating  in  the  groups 
were  different. 


Ccimmcnt  |BE(|:  Sometimes  criminal- 
legal  is  hyphenated  and  sometimes  it's 
not. 


Comment  |FC(]i  The  %  reported  in  this 
sentence  appear  to  be  only  for  the  group 
with  MHPs.  Based  on  the  sentence 
wording,  the  %  for  both  groups  need  to 
,be  reported. 


Comment  |FC(|:  Please  double  check 
number.  Table  reflects  33.8% 


1 1 09  Conclusions  and  Comments  (655/715  words) 

I  1 0  From  1999-2016,  44  states  saw  significant  suicide  rate  increases.  Half  of  the  states  experienced  increases  of  30% 
111  or  more.  Rates  increased  significantly  in  34  states  among  males  and  43  states  among  females.  More  research 
I J  2  into  the  causes  of  these  trends  is  necessary  [10). 

1 13  Important  factor  associated  with  sufdde  is  MHP,  [Nearly  halfjof  suicide  decedents  in  NVDR5  had  a  known 

1 14  MHP.  This  group  was  challenged  by  comorbid  substance  abuse  problems  (3L6%)  and  histories  of  suicidal 

1 15  ideation  (40.8%)  and  attempts  (29.4%).  While  two-thirds  of  people  with  known  MHP  had  a  history  of  MH  and/or 
I  1 6  substance  abuse  treatment  and  over  half  were  in  treatment  at  the  time  of  their  deaths,  additional  support  could 
J 17  may  help  address  the  needs  of  this  vulnerable  population.  This  includes  broader  implementation  of  affordable 
118  and  evidence-based  treatments,  such  as  doctor-patient  collaborative  care  models  and  cognitive-behavioral 

I  19  therapy.  Additionally,  greater  access  to  behaviorai  health  providers,  especially  in  underserved  areas  is 

120  important,  as  is  healthcare  systems  eha^^e-that  supports  suicide  prevention  and  patient  safety  through  care 

121  transitions  [11), 


Comment  IFC(]r  My  two  cents:  I  think 
we  should  do  more  to  raise  attention  to 
the  fact  that  almost  a  quarter  of  both 
groups  disclosed  suicide  intent.  This  is  a 
true  prevention  opportunity  so  1  think  this 
is  a  comrnon  risk  to  highlight.  Knowing 
space  constraints,  I  think  this  Is  more 
important  to  highlight  than  the  presence 
of  a  suicide  note  which  often  doesn't 
inform  prevention,  i  suggest  adding  into 
results  and  into  discussion. 


Comment  |FC(1:  I  feel  that  MMWRs 
typically  don't  do  a  lot  of  repeat  of  the 
specific  data  findings  in  the  discussion.  I 
think  the  numbers  could  come  out  here.  1 
think  it  would  be  helpful  to  put  this  into  a 
larger  context,  indicating  whether  this  is 
consistent  with  other  research.  J  also 


Comment  |B£(]:  I  would  add  the 
,  percentage  in  parenthesis  (X%). 


122  While  mental  health  problems  are  a  significant  contributor  to  suicide,  54%  of  suicide  decedents  in  this  study  did 

123  not  have  a  known  MHP.  This  group  suffered  more  relationship  problems  and  life  stressors  such  as  criminal-legal 

124  matters,  eviction/loss  of  home,  and  recent  or  impending  crises.  This  is  noteworthy  in  light  of  findings  that 

1 25  suggest  many  suicides  and  attempts  occur  with  minimal  deliberation  time,  particularly  among  people  without 

126  mental  health  disorders  and  who  faced  impending  life  crises  [12]. 
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Ijeople  with  known  MHP  also  experienced  other  fife  stressors  such  as  job  and/or  financial^  pmfatems, 
rel ati Q ns h i p  p r o b te m s , pn^/o r]p hy s i cai  health  problems.  These  findings  point  to  the  need  to  both  prevent  the 
conditions  associated  with  mental  health  problems  in  the  first  place  and  the  need  to  support  people  with  known 
MHP  to  decrease  their^ulnerabilityjto  poor  social,  health,  and  economic  outcomes  [13]. 

These  results  underscore  the  importance  of  comprehensive  statewide  suicide  prevention  activities  that  go 
beyond  a  focus  on  Mhlmental  health  treatment  alone.  Prevention  strategies  may  include:  strengthening 
economic  supports  (e.g.^  housing  stabilization  policies,  household  financial  support), teaching  coping  and 
problem-solving  skills,  especially  early  in  life  to  manage  everyday  stressors  and  prevent  future  relationship 
problems;  and  promoting  social  connectedness  to  increase  a  sense  of  belongingness  and  access  to 
informational,  tangible,  emotional,  and  social  support^  as  needed.  Other  strategies  indfceted-by^hese-resttlts 
include  creating  protective  environments  {e.g.,  reducing  access  to  lethal  means  among  people  at  risk,  creating 
organizational  and  workplace  policies  to  promote  help-seeking  and  positive  social  norms),  supporting  family  and 
friends  after  a  suicide  has  takon  place,  and  assuring  safe  reporting  by  the  media  In  order  to  prevent  suicide 
contagion  [llj^Some  states,  such  as  Colorado,  are  planning  and  implementing_  a  comprehensive  statewide 
approach  to  suicide  prevention  [14]. 

The  study-findings  have  at  least  three  limitations,  in  the  state-level  analysis,  rankings  for  four  states  (MD,  MA,  Rl, 
UT)  might  have  been  impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent,  by  decreased 
percentages  of  such  deaths  over  tim^  which  likely  include  some  unrecognized  suicides.  Second,  NVDRS  is  not 
yet  nationally  representative,  and  this  study's.  TMs ‘Stody-used  the  most  cu^  ci  it  vvhic-h_data 

indudedes  27  states  that  represent  of  the  U,5.  population.  Third,  abstractors  of  NVDRS  data  are 

limited  to  data  included  in  investigative  reports.  FG>r-e^(w>ple7-FnMedIcal  and  MH-mental  health  information 
not  captured  directly  from  mediea^-^ee&Fd5^u^come  from  key  informants  (e.g.,  family,  friends)  via 
coroner/medical  examiner  reports  a 1 1 d  ca n  v44t^ -  r. > ^ ^ i>v¥i impacts  thed^a  completeness  and 

accuracy.  Q^the4ftteBF^atioTVFeoorted-.-^nd-  Some  studies  including  in-depth  interviews  with  family  members 
show_CK  ten  ^see-greater  attributions  to  iviK  mental  health  and  substance  abuse  disorders  than  medical  record  St 
--el  e  ■  'e-  s  ^  etyd+es-  e  le^r--  [  15  ] .  It  I  s  1 1  ke  ly  t  h  at  SO  m  e  peo  p  I  e  wi  tho  ut  k  n  ow  n  M  H  P  i  n 

the  current  study  were  experiencing  mental  health  challenges  at  the  time  of  death  that  were  either  not  known 
o r  ^e po rte d  b y  f nf o rm a nt^^-wepe-not  copturcd  m  N  ^ ^ ! b r  b d  myi  y  -l.:i td- 7 p -t :  4  h-  i d  .d-  ^ ^  ^ >  -d  - 

v!  ^.,,^4;lv4•^-^E>l■el  '■  ni^-of-ad-dpes^^ing  t h v;t 

Suicide  is  a  growing  public  health  problem.  [iV^ntal  illness  is  an  important  risk  factor  for  suicide,  and  is  one  of 
many  requiring  preventive  action.  Data  from  NVDRS  and  resources  such  as  CDCs  Preventing  Suicide:  a  Technical 
Package  of  Policies,  Programs,  and  Practices  [11]  can  help  states  and  communities  better  understand  their 
suicide  problem  and  prioritize  comprehensive  suicide  prevention. 
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|FC(|:  I  suggest  pulling  this 
out  into  a  separate  paragraph.  If 
contained  in  the  above,  it  seems  to 
undercut  the  main  point  that  many 
suicides  don't  have  MPH.  A  new 
paragraph  might  need  a  lead-in  sentence 
or  maybe  start  with  the  current  last 
sentence  to  frame  points  about  comrnon 
risks. 


Ccimment  |HE1(|:  Should  this  be  'and', 
/or"  or  "and/od? 


C  om  me  nt  |  J  RV'8  ] :  S  ugge  st  u  s  i  ng  "ris  k 
of"  rather  than  "vulnerability  to",  as 
vulnerability  sometimes  can  have 
negative  connotations  aligned  with 
weakness. 


Comment  |FC(1:  I  think  it  is  fine  that  the 
TP  strategies  are  presented  in  different 
areas  of  the  discussion,  i  don't  easily  see 
"identify  and  support  people  at-risk".  1 
think  that  can  go  in  the  proposed 
paragraph  immediately  above  when 
talking  about  common  risk  factors.  In 
adding  that,  suggest  adding  some 
examples  of  approaches  (e.g.,  crisis 
intervention,  gatekeeper  training). 


Comment  jFC(j:  I  am  not  easily 
following  this  point  Can  this  be  stated 
more  simply  such  as  "...impacted  by 
variations  of  undetermined  injury  deaths, 
which  likely.... 

To  help  w/wofd  count,  offer  a  couple  of 
suggestions  in  next  few  sentences  to 
streamline.  Certainly  take/leave  what  you 
like  and  check  for  accuracy. 


Comment  |BE(|:  Do  you  mean  'NOT 
reported  by  informants? 


Comment  |FC(]:  To  me,  this  sentence 
puts  the  spotlight  back  on  mental  illness 
and  makes  it  likely  it  will  be  the  take 
home  message  qf  media  reporting.  If  that 
isn"t  the  goal  of  this  V5,  suggest  framing 
broadly,  ideas:  f^ect/ve  approaches  are 
available  to  prevent  or  ameliorate  many 
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Table  1,  Trends  in  Suicide  Rates  among  Persons  >  10  Years  of  Age,  by  ^ 


state 


Sex 


Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  ^ 


1990-2001  2002-2004  2005-2007  2008-2010  2011  -2013  2014-2016 


Modeled 
AAPC  t 


Current 
State 
Rank  ^ 


Overall 
Rate  Change 
(Stale  Rank) ' 


Overall 
Percent 
Change 
(State  Rank) ' 


Both 


12,3  infs) 


12.7  (+  0,4) 


12,9  (+  0.2) 


13.8  (+  0-9) 


14.5  {+  0.8) 


15.4  {+  0,9) 


+  1.5%(p<.01) 


n/a 


■  3.1  (n/a) 


+  25.4  %  (n/a) 


U.S. 


Mafe 


20.9  (n/a) 


21,2  (+0.4) 


21.3  (+0.0) 


22,5  (+1.3) 


23.5  (+  1,0) 


24.5  (+  1.0) 


+  1-1  7o  (P<,01) 


Female 


4.7  (n/a) 


5.0  (+  0.3) 


5.3  (+0.2) 


5.7  (+  0.4) 


6.2  (+  0.5) 


6.9  (+  0.7) 


2.6%(p<.01) 


Both 


14.3  (n/a) 


13.4  (-0.9) 


14.1  (+0,6) 


15.6  (+1.6) 


16.4  (+  0.7) 


17.5  (+  1,1) 


1.6%  (p<.05) 


AL 


Male 


25.1  (n/a) 


23.4  (-1.7) 


24,4  (+1.0) 


26.4  {+  2.0) 


27.6  (+  1.1) 


29.1  {+  1,5) 


+  1,3%  (p<,05) 


Female 


5.1  (n/a) 


4.S  0  3) 


s  o  (+0.2) 


6.1  (+  1.1) 


6.4  (+  0.3) 


7.0  (+  0.7) 


■2.6%(p<01) 


Both 


21.0  (n/a) 


24.3  (+  3,8) 


24,2  (-  0.6) 


26.0  (+1.7) 


25,4  (-  0.5) 


28.8  (+  3,4) 


+  1,7%(pc.05) 


AK 


Mafe 


33.2  (n/a) 


38.1  (+4.9) 


38.9  (+0.8) 


40.1  (+  1.2) 


40.1  (-  0.1) 


42.9  {+  2.8) 


1.4%  (p<.01) 


Female 


8  6  (n/a) 


11.4  f+2.9) 


9,8  (- 1.6) 


11.1  {+  1.2) 


9  9(- 1,2) 


13.2  (+  3.4) 


1.7%  n/s 


Both 


17.8  (n/a) 


18.5  (+0,7) 


19  1  (+0.5) 


19.1  (-0,0) 


20,4  (+  1.3) 


20.9  (+  0,5) 


1.0%  (p<,Q1) 


AZ 


Male 


29,3  (n/a) 


30,2  (+  1,0) 


30,6  (+  0.4) 


30,2  {-  0,5) 


32,0  (+  1,9) 


32,4  (+  0,4) 


+  0.6  %  (p<,05) 


Female 


7,1  (n/a) 


7.5  (+0,4) 


8  2  (+  0,7) 


8.6  {+  0,5) 


9.2  (+  0.6) 


9.9  (+  0,6) 


2.2%,  (p<,01) 


Both 


15.5  (n/a) 


15.8  (+0,3) 


16,2  (+0.5) 


17.6  {+  1,4) 


19.2  (+1.6) 


21.2  (+  2.0) 


+  2.2%  (p<,01) 


+  36.8%  (15) 


AR 


Mafe 


26.7  (n/a) 


26.7  (+  0  0) 


27  2  (+  0.5) 


28.2  (+1.0) 


31.7  (+  3-5) 


33.5  (+  19) 


1.6%(p<.05) 


Femafe 


5,6  (n/a) 


5.9  (+  0,3) 


6.2  (+  0,4) 


7,9  (+1.7) 


7,5  (-  0.4) 


9,6  (+  2.1) 


+  3.6%(p<-0l) 


Both 


10.6  (n/a) 


11.3  (+0,7) 


11,0  (-0.3) 


12.0  (+1.0) 


11.8  (-  0.1) 


12  1  (+  0.3) 


0,9  %  (p<,05) 


CA 


Mafe 


17.9  (n/a) 


18.4  (+0,5) 


17  J  (-0.7) 


19.1  (+1,4) 


18.9  (-  0.2) 


19.2  (+  0,3) 


■  0.5  %  n/s 


Femafe 


4,1  (n/a) 


5,0  (+  0,9) 


4,9  (-0,1) 


5.4  {+  0,5) 


5,3  (-  0,1) 


5.6  (+  0,3) 


1,7  %  (p<.05) 


Both 


17,3  (n/a) 


19.2  {+  1,9) 


19.0  (-0,2) 


20.0  (+1,0) 


21.6  (+  1,5) 


23.2  (+  16) 


1,8%  (P<,01) 


CO 


Mate 


28.6  (n/a) 


30.9  (+  2.3) 


30,5  (-  0.4) 


31.5  (+  1.0) 


33,4  (+  1.9) 


36  3  (+  2.9) 


1.4%  (p<,Q1) 


Female 


7.0  (n/a) 


8.2  (+13) 


8.2  (+0.0) 


9.1  (+0-9) 


10.1  (+  1.0) 


10.4  (+  0  3) 


2.6%(p<01) 


Both 


9.6  (n/a) 


6.9  (-0,7) 


9.1  (+0,2) 


10.2  (+1,1) 


11,0  (+  0.8) 


11,5  (+  0,5) 


1.6%  (p<.05) 


CT 


Mafe 


16.4  (n/a) 


14.6  (-1.8) 


15,0  (+0.4) 


16.6  (+  1.6) 


17,6  (+  1.0) 


17.3  (-0.3) 


+  0.9  %  n/s 


Femafe 


3.6  (n/a) 


3.8  (+0,2) 


3,7  (-  0.2) 


4.4  {+  0,7) 


4,9  (+  0.5) 


6.2  {+  1.3) 


+  3.5  %  (p<,05) 


*  Rates  are  age-adjusted  to  the  U.S,  year  2000  standard 
7  Mode f-esti mated  average  annual  percentage  change  (AAPC)  based  on  afl  reporting  periods:  p-value  indicates  statisiicai  significance  of  trend;  n/s  indicates  trend  not  significant. 
^  Current  state  rank  (50  states  and  the  District  of  Coiumbfa)  Es  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1 )  to  iowest  rate  (51 ).  Differences  between 
ranks  do  not  necessarify  imply  a  statisticaliy  significant  difference. 

n  Overail  rate  change  is  between  the  first  (1999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  iargest  increase  (1 )  to  fargest  decrease  (51 ).  Differences 
between  ranks  do  not  necessarify  imply  a  statisticafly  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  l|l  999  -  2001  l  and  last  f2Q14  -  2016)  periods.  Ranks  are  from  largest  percentage  increase  (1)  to  iarpest  percentage _ 

decrease  (51 ).  Differences  between 

ranks  do  not  necessarily  impfy  a  statistically  SFgnrficar;t  differerrce, 

^  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  Intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 


Comment  |FC(|;  Wonder  if  in  a  revised 
title  or  footnote  if  it  needs  to  be  revised 
to  reflect  this  also  includes  District  of 
.Columbia. 

Comndcnt  |FC(|t  Suggest  being  dear  or 
what  these  period,  similar  to  how  done  In 
.another  footnote, 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  § 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (+  1.7) 

14.2  (+0.6) 

14.4  (+0.2) 

+  0.9%  n/s 

42 

+  0.8  (50) 

+  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-  0.4) 

23.1  (+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

+  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-0.2) 

4.6  (-  0.4) 

4.9  (+0.3) 

6.4  (+  1.5) 

6.2  (-  0.2) 

+  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+0.5) 

6.4  (-  0.0) 

7.3  (+  0.8) 

6.6  (-  0.7) 

6.9  (+0.3) 

+  0.9%  n/s 

51 

+  1.0  (48) 

+  16.1  %  (45) 

Maie 

10.7  (n/a) 

11.1  (+0.4) 

10.3  (-  0.8) 

12.7  (+2.4) 

10.0  (-2.6) 

11.7  (+  1.7) 

+  0.3  %  n/s 

Female 

1 .7  (n/a)  tt 

2.3  (+  0.6)  tt 

3.3  (+  1.0) 

2.6  (-  0.7) 

3.6  (+  1.0) 

2.8  (-  0.8) 

+  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-  0.3) 

16.3  (+  1.4) 

16.3  (-  0.0) 

16.4  (+0.1) 

+  0.8%(p<.05) 

29 

+  1.6  (45) 

+  10.6%  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-  0.8) 

26.2  (+2.6) 

25.6  (-  0.6) 

25.6  (-  0.1) 

+  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+  0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+0.3) 

+  1.4%(p<.01) 

GA 

Both 

12.9  (n/a) 

13.2  (+0.3) 

12.3  (-  0.9) 

13.2  (+0.9) 

13.7  (+0.5) 

15.0  (+  1.3) 

+  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a) 

23.1  (+1.0) 

21.3  (-1.8) 

21.9  (+0.6) 

22.6  (+0.7) 

24.4  (+  1 .7) 

+  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-  0.2) 

4.6  (-  0.2) 

5.5  (+0.9) 

5.8  (+0.3) 

6.6  (+0.8) 

+  2,1  %(p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-1.8) 

10.3  (-  0.7) 

14.5  (+  4.1) 

14.4  (-  0.1) 

15.2  (+0.8) 

+  2.0%  n/s 

35 

+  2.4  (35) 

+  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21.9  (+  6.7) 

22.5  (+0.5) 

24.3  (+  1.8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-0.4) 

5.5  (+  0.5) 

7.1  (+  1.5) 

6.2  (-  0.9) 

5.9  (-  0.3) 

+  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18.3  (-  0.9) 

21.6  (+3.3) 

21.9  (+0.3) 

24.7  (+2.8) 

+  2.3%(p<.01) 

6 

+  7.5  (  6) 

+  43.2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+4.7) 

31.1  (-2.0) 

34.9  (+  3.8) 

34.7  (-  0.2) 

38.0  (+  3.3) 

+  1.6%(p<.05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+  0.0) 

9.0  (+2.9) 

9.5  (+0.5) 

11.8  (+2.3) 

+  4.4%(p<.05) 

IL 

Both 

9.9  (n/a) 

9.8  (-  0.1) 

9.7  (-  0.1) 

10.6  (+  0.8) 

11.2  (+0.6) 

12.2  (+  1.0) 

+  1.5%(p<.05) 

44 

+  2.3  (38) 

+  22.8  %  (32) 

Male 

17.1  (n/a) 

16.7  (-  0.4) 

16.2  (-  0.4) 

17.6  (+  1.4) 

18.5  (+0.9) 

19.8  (+  1.3) 

+  1,1  %(p<.05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+  0.4) 

5.2  (+  0.6) 

+  2.4%(p<.01) 

IN 

Both 

13.0  (n/a) 

13.7  (+0.7) 

14.4  (+  0.7) 

14.9  (+0.5) 

16.4  (+  1.4) 

17.1  (+0.7) 

+  1.9%(p<.01) 

26 

+  4.1(23) 

+  31.9%  (25) 

Male 

22.4  (n/a) 

23.2  (+  0.8) 

24.4  (+  1.2) 

24.7  (+0.4) 

26.7  (+2.0) 

28.3  (+  1.6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+  0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+  0.9) 

6.6  (-  0.2) 

+  2.7%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * ** 

Modeled 
AAPC  t 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank) 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

11.8  (n/a) 

13.2  (+1.4) 

12.8  (-  0.4) 

14.2  (+  1.4) 

15.9  (+  1.7) 

16.0  (+0.1) 

+  2.1  %(p<.01) 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+  2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1 .0) 

5.3  (+  0.6) 

5.5  (+0.2) 

6.1  (+0.6) 

6.7  (+  0.6) 

+  3.8%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+1.8) 

15.8  (+0.7) 

15.3  (-  0.5) 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Maie 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+  1.5) 

25.6  (-  0.9) 

29.1  (+3.5) 

30.7  (+  1.6) 

+  1.9%(p<.01) 

Female 

4.6  (n/a) 

6.0  (+  1 .4) 

5.7  (-  0.3) 

5.4  (-  0.3) 

6.8  (+  1 .4) 

8.4  (+  1.6) 

+  3.2  %  (p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3) 

16.2  (-  0.5) 

18.2  (+2.0) 

19.3  (+  1.1) 

+  1.9%(p<.01)  1 

20 

+  5.2  (16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+1.9) 

28.3  (+  1.4) 

27.2  (-1.0) 

30.1  (+2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+0.4) 

6.1  (+  0.8) 

6.1  (+0.1) 

7.1  (+0.9) 

7.7  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+  0.4) 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+2.5) 

+  1.6%(p<.05)  ! 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+  0.1) 

23.3  (+0.8) 

23.7  (+0.5) 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+  0.5) 

4.9  (-  0.2) 

6.1  (+  1.2) 

7.5  (+  1.4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-  0.9) 

14.4  (+  0.8) 

15.4  (+  1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4  %  (29) 

Male 

25.0  (n/a) 

22.9  (-2.1) 

24.6  (+  1.7) 

25.7  (+  1.1) 

31.1  (+  5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-0.0) 

5.2  (-0.1) 

6.0  (+0.7) 

7.6  (+  1.6) 

7.9  (+  0.3) 

+  3.1  %  (p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+  0.1) 

10.7  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<.05) 

47 

+  0.8  (49  §5) 

+  8.5  %  (49  S§) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17,3  (-  0.5) 

17.7  (+0.4) 

18.2  (+0.5) 

18.0  (-  0.2) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+  0.4) 

3.9  (+  0.0) 

3.7  (-  0.2) 

4.1  (+0.4) 

4.5  (+  0.4) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+  0.2) 

8.4  (+  0.8) 

9.3  (+  1.0) 

9.8  (+  0.4) 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  nil) 

+  35.3  %  (20  mi) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-  0.2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  (-  0.4) 

4.0  (+  1.0) 

3.8  (-  0.1) 

4.8  (+  1.0) 

4.6  (-  0.2) 

+  3.0  %  (p<.05) 

Ml 

Both 

1 1 .8  (n/a) 

12.5  (+0.7) 

12.9  (+0.4) 

13.9  (+  1.0) 

14.5  (+0.7) 

15.6  (+1.1) 

+  1.9%(p<.01)  ! 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+  0.9) 

21.6  (+0.7) 

22.8  (+  1.3) 

23.9  (+  1.0) 

25.0  (+  1.2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+  0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

6.7  (+0.9) 

+  2.8%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 
AAPC  + 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

MN 

Both 

10.7  (n/a) 

11.5  (+0.9) 

12.4  (+  0.8) 

12.9  (+0.5) 

14.2  (+  1.3) 

15.0  (+0.9) 

+  2.3%(p<.01) 

38 

+  4.3(19) 

+  40.6%(  8) 

Male 

18.3  (n/a) 

19.3  (+1.1) 

20.4  (+  1.0) 

20.9  (+0.6) 

22.9  (+  1.9) 

23.3  (+  0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+0.6) 

4.8  (+  0.6) 

5.1  (+0.4) 

5.8  (+  0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

14.1  (+1.2) 

14.7  (+  0.6) 

15.5  (+  0.8) 

15.6  (+0.1) 

15.2  (-  0.3) 

+  1.1  %(p<.05) 

36 

+  2.3  (36) 

+  17.8%  (40) 

Maie 

22.9  (n/a) 

24.6  (+  1 .7) 

25.1  (+  0.6) 

26.8  (+  1.7) 

25.9  (-  0.9) 

25.3  (-  0.6) 

+  0.7%  n/s 

Female 

4.3  (n/a) 

5.0  (+  0.7) 

5.5  (+  0.5) 

5.5  (-  0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+  1.3) 

16.0  (+0.7) 

17.8  (+  1.7) 

20.0  (+2.3) 

+  2.2%(p<.01)  I 

16 

+  5.3  (15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-1.6) 

25.6  (+  1.9) 

26.6  (+  1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+  0.7) 

6.3  (+0.2) 

7.4  (+  1.1) 

8.6  (+  1.2) 

+  3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1 .4) 

23.6  (+  1.0) 

24.7  (+1.1) 

26.7  (+2.0) 

29.2  (+2.5) 

+  2.1%(p<.01)  ! 

1 

+  8.0(  2) 

+  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+  2.5) 

39.7  (-  0.1) 

41.0  {+  1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

6.4  (+1.8) 

8.4  (-0.1) 

10.0  (+  1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+  0.4) 

11.7  (-  0.8) 

13.5  (+  1.8) 

14.8  (+  1.3) 

+  1.0%  n/s 

40 

+  2.1  (42) 

+  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-1.5) 

20.3  (-  0.4) 

19.8  (-  0.5) 

22.0  (+2.2) 

23.9  (+  1.9) 

+  0.6  %  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+  0.9) 

4.0  (-1.1) 

5.5  (+  1 .4) 

5.8  (+  0.3) 

+  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22.6  (+  0.5) 

21.4  (-1.2) 

23.1  (+  1.6) 

-  0.2  %  n/s 

9 

-0.2(51) 

-1.0%(51) 

Male 

38.3  (n/a) 

36.7  (-1.7) 

35.1  (-1.6) 

35.6  (+0.5) 

32.5  (-  3.0) 

35.4  (+  2.8) 

-  0.7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+  0.1) 

10.0  (+0.4) 

10.6  (+0.6) 

11.2  (+0.6) 

+  1.5%(p<.01) 

NH 

Both 

13.5  (n/a) 

12.5  (-1.0) 

13.3  (+0.8) 

15.2  (+  1.9) 

15.8  (+  0.6) 

20.0  (+4.2) 

+  2.7%(p<.05) 

17 

+  6.5(  8) 

+  48.3%(  3) 

Male 

22.5  (n/a) 

21.1  (-1.4) 

21.7  (+  0.6) 

24.8  (+  3.1) 

25.4  (+0.6) 

30.6  (+  5.2) 

+  2.2%(p<.05) 

Female 

5.3  (n/a) 

4.8  (-  0.5) 

5.9  (+  1.0) 

6.2  (+0.4) 

6.6  (+  0.4) 

9.8  (+  3.2) 

+  3.9  %  (p<.05) 

NJ 

Both 

7.8  (n/a) 

7.7  (-  0.1) 

7.5  (-  0.2) 

8.0  (+0.5) 

8.9  (+0.9) 

9.2  (+0.4) 

+  1.3%(p<.05)  ! 

50 

+  1.5  (47) 

+  19.2%  (35) 

Male 

13.0  (n/a) 

13.1  (+0.0) 

12.6  (-  0.5) 

13.7  (+  1.1) 

14.5  (+0.8) 

14.6  (+  0.1) 

+  0.9%(p<.05) 

Female 

3.2  (n/a) 

2.9  (-  0.3) 

3.0  (+  0.0) 

2.9  (-0.1) 

3.8  (+  0.9) 

4.4  (+0.6) 

+  2.3%  n/s 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^^ 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-0.1) 

21.8  (-  0.2) 

23.0  (+  1.2) 

24.1  (+1.1) 

26.0  (+  1.9) 

+  1.1%(p<.05)  1 

4 

+  4.0  (24) 

+  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2) 

35.8  (-  0.6) 

37.1  (+  1.3) 

40.7  (+  3.6) 

+  0.4%  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+  0.7) 

10.7  (+2.6) 

11.7  (+0.9) 

12.0  (+  0.3) 

+  3.3  %  (p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+  0.6) 

8.4  (+  0.8) 

9.5  (+1.1) 

9.3  (-  0.1) 

+  2.1  %(p<.01) 

49 

+  2.1  (41) 

+  28.8  %  (27) 

Maie 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (+0.7) 

13.9  (+  1.0) 

15.4  (+  1.4) 

14.5  (-  0.9) 

+  1.4%(p<.05) 

Female 

2.7  (n/a) 

2.6  (-  0.1) 

3.0  (+  0.3) 

3.5  (+  0.5) 

4.2  (+  0.7) 

4.6  (+  0.5) 

+  4.2%(p<.01) 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+  0.1) 

14.2  (+0.5) 

14.5  (+0.4) 

15.3  (+0.8) 

+  0.8%(p<.01)  I 

34 

+  1 .7  (44) 

+  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-  0.6) 

23.3  (+1.1) 

23.3  (+0.0) 

23.9  (+0.6) 

+  0.4%  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+  0.8) 

6.0  (-  0.2) 

6.7  (+0.7) 

7.6  (+  0.9) 

+  2.0  %  (p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+1.3) 

16.0  (+  1.4) 

16.6  (+0.6) 

18.4  (+  1.9) 

20.9  (+2.5) 

+  2.9%(p<.01)  ! 

14 

+  7.6(  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+  3.4) 

27.1  (-0.9) 

29.6  (+  2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-  0.8) 

5.7  (+2.0) 

6.7  (+  1.0) 

8.5  (+  1.8) 

+  3.9  %  n/s 

OH 

Both 

1 1 .6  (n/a) 

12.3  (+0.8) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+  1.4) 

15.8  (+  1.0) 

+  2.0%(p<.01) 

32 

+  4.2  (21) 

+  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+  1.3) 

22.1  (-0.1) 

24.2  (+2.1) 

25.5  (+  1.3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a) 

4.7  (+  0.7) 

4.9  (+  0.1) 

5.3  (+0.5) 

6.2  (+  0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4  (+  1.1) 

20.7  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<.05) 

7 

+  6.4(10) 

Male 

28.5  (n/a) 

27.3  (-1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+  3.8) 

+  2.0  %  (p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (-  0.5) 

8.5  (+  1.6) 

10.3  (+  1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

17.7  (+  1.3) 

17.7  (-  0.0) 

18.6  (+0.9) 

19.8  (+  1.2) 

21.1  (+  1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2  %  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-  0.9) 

29.5  (+  1.0) 

31.4  (+  1.8) 

33.0  (+  1.6) 

+  1.1  %(p<.01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

7.7  (+  0.6) 

8.4  (+0.7) 

8.8  (+  0.4) 

9.8  (+0.9) 

+  2.7%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+0.4) 

12.8  (+0.3) 

13.9  (+  1.1) 

15.0  (+1.1) 

16.3  (+  1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+  0.3) 

21.9  (+0.6) 

23.1  (+  1.2) 

24.7  (+  1.7) 

26.1  (+  1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+  0.3) 

4.6  (+  0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (+  1.1) 

+  3.5%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * ** 

Modeled 
AAPC  t 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank) 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rl 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  (-  0.0) 

12.8  (+3.8) 

11.9  (-0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30) 

+  34.1  %  (23) 

Male 

15.4  (n/a) 

15.2  (-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-0.7) 

3.8  (+  0.4) 

5.1  (+  1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7  %  (p<.05) 

SC 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+  1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

+  2.3%(p<.01) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Maie 

21.3  (n/a) 

22.5  (+1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1.9) 

+  1.8%(p<.01) 

Female 

5.4  (n/a) 

4.7  (-  0.7) 

6.0  (+  1.3) 

6.2  (+  0.2) 

7.0  (+0.8) 

8.4  (+  1 .4) 

+  3.4  %  (p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

17.1  (+  1.3) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+2.9) 

+  2.5%(p<.01)  1 

10 

+  7.0(  7) 

+  44.5%(  6) 

Male 

27.6  (n/a) 

26.3  (-1.3) 

27.9  (+  1.6) 

30.1  (+2.2) 

32.0  (+  1.9) 

33.6  (+  1.6) 

+  1.6%(p<.01) 

Female 

4.2  (n/a) 

5.8  (+1.6) 

6.4  (+  0.6) 

8.3  (+2.0) 

7.3  (-1.0) 

11.3  (+4.0) 

+  5.8%(p<.01) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+  1.1) 

17.2  (+0.0) 

18.2  (+  1.0) 

+  1.4%(p<.01)  ! 

22 

+  3.5  (28) 

+  24.2  %  (31) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+  1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+  1.6) 

22.2  (+  0.3) 

23.1  (+0.9) 

+  0.9%(p<.05) 

Female 

4.8  (n/a) 

5.4  (+0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+  0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+2.0) 

24.0  (+  3.8) 

25.2  (+  1.2) 

+  2.7%(p<.01) 

5 

+  8.0(  3) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-1.7) 

32.1  (+2.7) 

37.8  (+  5.7) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+  0.1) 

8.5  (+  1.0) 

10.6  (+2.1) 

12.6  (+2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-1.3) 

16.6  (+  1.7) 

18.7  (+2.1) 

19.7  (+  1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+  4.6) 

24.3  (-4.0) 

27.3  (+  3.0) 

31.0  (+3.7) 

32.5  (+  1.5) 

+  1.9%(p<.05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+  1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+  0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (-  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+0.5) 

+  1.2%(p<.01)  ! 

37 

+  2.2  (39) 

+  17.4  %  (41) 

Male 

21.6  (n/a) 

21.3  (-  0.2) 

21.0  (-  0.4) 

22.5  (+  1.5) 

23.6  (+  1.2) 

23.9  (+  0.2) 

+  0.9%(p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+  0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1.8%(p<.05) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 
AAPC  + 

I 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  H 

I 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+  1.0) 

+  1.1  %(p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5) 

24.1  (-1.1) 

25.1  (+  1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+  0.8) 

8.5  (+  0.8) 

+  2.5%(p<.01) 

WV 

Both 

15.6  (n/a) 

17.2  (+1.6) 

16.7  (-  0.5) 

16.0  (-  0.7) 

19.2  (+  3.2) 

21.4  (+2.2) 

+  1.8%  n/s 

11 

+  5.8  (13) 

+  37.1  %(14) 

Maie 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5) 

27.6  (-1.0) 

31.5  (+3.9) 

33.5  (+2.0) 

+  1.1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+  0.3) 

5.3  (-  0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+  1.0) 

15.3  (+0.3) 

16.5  (+  1.2) 

+  1.5%(p<.01) 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5) 

22.7  (+  0.5) 

24.0  (+  1.2) 

24.4  (+0.4) 

25.7  (+  1.3) 

+  1.1  %(p<.01) 

Female 

5.1  (n/a) 

5.3  (+0.2) 

5.6  (+  0.4) 

6.4  (+0.7) 

6.5  (+0.1) 

7.5  (+  1.0) 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7) 

22.5  (-  0.9) 

25.4  (+2.8) 

28.9  (+  3.5) 

28.8  (-  0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5) 

36.3  (-  3.0) 

41.5  (+5.2) 

47.1  (+5.6) 

44.6  (-  2.4) 

+  1.8%(p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6) 

9.2  (+  0.9) 

9.4  (+0.2) 

10.7  (+  1.4) 

12.6  (+  1.9) 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard. 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  indicates  trend  not  stgnEficant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overall  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  is  between  the  first  and  last  periods.  Ranks  are  from  largest  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
tf  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Percentage  Changes  in  Annual  Suicide  Rates  (per  100,000,  Age-Adjusted) 

2014-2016  Compared  Against  1999-2001 


Decrease  1 .0% 
Increase  5,9%-18.3% 
Increase  18.8%  -  29.3% 
Increase  31 .9% -37 .4% 
Increase  37.6%- 57.6% 
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Table  Z.  Circumstances  Preceding  Suicide  among  Decedents  >10  years  of  age  with  and  without  Known  Mental  Health  Problems- National 
Violent  Death  Reporting  System^  27  states*^  2015 _ 


Characteristics 

Total 

Known  Mental 
Health  Problem^ 

No  Known 

MH  Pfoblem 

Chi- 

Sc^uare 

OR 

(95%  Cl) 

Adjusted  OR^ 
(95%  Ci) 

Suicide  with  knowrr  circumstances 

IS.  764(9  LB) 

9,407(100) 

9,357(84.8) 

p<.01 

M  enta  1  Problems 

Any  Current  Mental  Heaith  Diagnosis’ 

Depressson/dyslhymia 

7,076(75.2) 

7,076(75.2) 

Anxiety  disorder 

1,579(16.8) 

1,579(16.8) 

Bipolar  disorder 

1,431(15.2) 

1,431(15.2) 

Schizophrenia 

509(5.4) 

509(5.4) 

PTSD 

424(4.5) 

424(4.5) 

ADO/ADHD 

226(2.4) 

226(2.4} 

Unknown 

76p(a.l) 

760(8.1) 

Current  depressed  mood 

7,038(37.5) 

3,962(42.1) 

3,076(32.9) 

p<.01 

0.7{0.6-0.7) 

0.7{0.6-0.7) 

Substance  Problems 

Any  Current  substance  problem 

5,319(28.3) 

2,976(31.6) 

2,343(25.0) 

p<.01 

0.7(0.7-0,8) 

0.7(0.7-0,8) 

Alcohol  problem 

3,268(17.4) 

1,862(19,8) 

1,406(15.0) 

pc  .01 

0.7(0,7-0,S) 

0.7(0,7-0,S) 

Other  substance  problem 

3,0a4(16.4} 

1,768(18.8) 

1,316(14.1) 

p<.01 

0.7(0. 7-0.8) 

0.7(0. 7-0.8) 

Treatment 

Current  mental  health/suhstance  abuse  treatment 

5,141(27.4) 

5,077(54.0) 

64(0.7) 

p<,01 

O.O(O.O-O.O) 

O.O(O.O-O.O) 

Ever  treated  for  metnal  heallh/substanee  problem 

6,717(35.8) 

6,323(67.2) 

394(4.2) 

p<.01 

O.O(O.O-O.O) 

O.O(O.O-O.O) 

Relationship  Problems/ toss 

Any  relationship  problem/loss 

7,948(42.4) 

3,726(39.6) 

4,222(45.1) 

p<.01 

1.3(1.2-1.3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098(27.2) 

2,270(24,1) 

2,828(30,2) 

pc  .01 

1. 4(1.3- 1,5) 

1. 4(1.3- 1,5) 

Perpetrator  of  interpersonaf  vioience  past  month 

414(2.2) 

131(1.4) 

283(3.0) 

p<.01 

2.2(1.8-27) 

2.0(l.e-2.4) 

Victim  of  interpersonal  violence  within  past  month 

84(0.4) 

53(0.6) 

31(0.3) 

p<.05 

0.6(0.4-0.9) 

0.8(0. 5- 1.2) 

Eamiiy  reiatipnship  probiem 

1,671(8.9) 

873(9.3) 

798(8.5) 

0.9(0.8’1.0) 

1.0(0.9-11) 

Other  refationship  problem  (norii-intimale) 

403(2.1) 

202(2.1) 

201(2.1) 

1.0(0.8-12) 

1.1(0.9-1.3) 

Argument  or  conflict  fnot  specified) 

2,914(15.5) 

1,278(13,6) 

1,636(17-5) 

pc.Ol 

1.3(1.2-1,5) 

1.4(1. 3- 1,5) 

Death  of  a  loued  one  (any) 

1,497(8.0) 

826(8.8) 

671(7.2) 

FK.Ol 

0.8(0. 7-0.9) 

0.9(08-0.9) 

Mon-suicide  death 

1,181(6.3) 

647(6.9) 

534(5.7) 

pc.Ol 

0.8(0,70,9) 

0.9(0.S-l,O) 

Suicide  of  family  or  friend 

379(2.0) 

217(2.3) 

162(1.7) 

p<.01 

07(0.6-0.9) 

0.8(0. 7- 1.0) 

Other  Life  Stressors/Loss 

Any  life  stressors/ loss 

9,743(51.9) 

4,675(49.7) 

5,068(54.2) 

p<,01 

1.2(1. 1-1. 3) 

1.1(1.1-1.2) 

Recent  criminal  legal  problem 

1,588(8.5) 

586(6.2) 

1,002(10.7) 

p<.01 

1.8(1.6-20) 

1.7(1. 5- 1.9) 

Other  legal  problem 

748(4.0) 

378(4.0} 

370(4.0) 

10(0.8- 1,1) 

10(0.9- 1,2) 

Physical  health  problem 

4,179(22.3) 

2,012(21.4) 

2,167(23.2) 

p<.01 

1. 1(1.0- 1.2) 

1. 0(1.0- 1.1) 

Job/Financiat  problem** 

2941(16,2) 

1530(16.8) 

1411(15,6) 

pc  .05 

0.9(0.8-1,0) 

0.9(0.8-1,0) 

Eviction  or  loss  of  home 

722(3.8) 

317(3.4) 

405(4.3) 

p<.0l 

1. 3(1.1- 1.5) 

1. 4(1.2- 1.6) 

School  problem^^ 

162(19.9) 

70(17.8) 

92(21.9) 

1. 3(0.9- 1.8) 

1. 3(0.9- 1.9) 

Recent  release  from  an  institution^^ 

1,412(7.6) 

941(10.2) 

471(5.1) 

p<.0l 

D.5(0.4-0.5) 

D.5(0.4.0.S) 

JaiJ/prison/detenlion  faciiity 

203(14.4) 

82(8.7) 

121(25.7) 

p<.01 

3.6(27-4.9) 

4.5(3.2-64) 

Hospital 

517(36.6) 

311(33,0) 

206(43.7) 

pc  .01 

1,6(1.3-20) 

1.3(1.0-1,7) 

Psychiatric  ho  spit  a  i 

432(30.6) 

403(42.8) 

29(6.2) 

p<.01 

0.1(0. 1-0.1) 

0.1(0. 1-0.1) 

Other  psychiatric  institution 

37(2.6) 

36(3.8) 

1(0.2) 

pK.Ol 

0.1(0.0-0.4) 

_1T1 

Res  i  de  n  tia  1  fa  cil  i  ty  (a  ic/S A  t  reat ) 

30(5.7) 

50(5.3) 

30(6.4) 

1. 2(0.3- 1.9) 

Other 

143(10.1) 

59(6.3) 

84(17.8) 

p<.01 

3.2(2.3-4.6) 

3.1{2.2-4.5) 

Crisis  within  past  or  upcoming  two  weeks*** 

5,525(29.4) 

2,444(26.0) 

3,081(32.9) 

p<.0l 

1. 4(1.3- 1.5) 

1.4(1.3-1.5) 

Intimate  partner  problem  crisis 

1968(35.6) 

854(34.9) 

1114(36.2) 

1.1(09- 1.2) 

1.1(09-1.2) 

Physical  health  problem  crisis 

739(13.4) 

315(12,9) 

424(13.8) 

1.1(0.91,3) 

1. 0(0.8- 1,2) 

Criminal  legal  problem  crisis 

621(11.2) 

203(8.3) 

418(13.6) 

pK.Ol 

1.7(  1.5-2. 1) 

1.6(13-1.9) 

Family  relationship  problem  crisis 

430(7.8) 

212(8.7) 

218(7.1) 

p<.05 

0.8(0.7-10) 

0.9(0.7-l.l) 

Job  problem  crisis 

354(6.4) 

191(7.8) 

163(5.3) 

P<.01 

0.7(0.5-0.3) 

0.7(0.5-0.3) 

Suicide  Event/History 

Left  a  note 

6,468(34.5) 

3,182(33,8) 

3,286(35.1) 

1. 1(1.0- 1,1) 

1.2(1. 1-1,2) 

Disclosed  suicide  intent 

4,405(23.5) 

2,306(24.5) 

2,099(22.4) 

p<.01 

0.9(0.3-1.0) 

0.9(03-0.9) 

History  of  ideation 

5,990(31.9) 

3,838(40,8) 

2,152(23.0} 

p<.01 

0,4(0.4-0,5) 

0.4(0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770(29.4) 

962(10.3) 

p<.01 

0.3(0.30. 3) 

03(0.3-0. 3) 
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From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  6  Jun  2018  14:32:49  -0400 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NICIPC);Lenardj  Courtney 

{CDC/ONDIEH/NCfPC);Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);MercY, 
James  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Bruce,  Crystal 
(CDC/OPHPR/OD);Simon,  Thomas  (CDC/ONDIEH/NCIPC);B!ack,  Erin  (CDC/ONDIEH/NCIPC);Gaines- 
McCollom,  Molly  (CDC/OPHPR/DEO);DeNoon,  Daniel  (CDC/OD/OADC)  (CTR);Grusich,  Katherina  (Kate) 
{CDC/OD/OADC);Hoskins,  Sharon  (K.D.)  (COC/OD/OADC);lverson,  Dontae  {CDC/OD/OADC);Balluz,  Lina 
(ATSDR/DTHHS/OD);Bonds,  Michelle  E,  (CDC/OD/OADC);Brand,  Anstice  M.  (CDC/OD/CDCWO); Brown, 
Renee  (CDC/ONDIEH/NCCDPHP);Bumpus,  Stefanie  (CDC/OID/NCEZID);Burden,  Bernadette 
(CDC/OD/OADC);Burns,  Annina  (CDC/OD/CDCWO);Charles,  Julia  {CDC/OD/OCS);Clark,  Cynthia  K. 
{CDC/OD/OCS);Crawford,  Carol  Y.  (CDC/OD/OADC); Daniel,  Katherine  Lyon  (CDC/OD/OADC);Das,  Mansi 
5.  (CDC/OD/OADC);Dempsev,  Jay  H.  (CDC/OD/OADC);Diaz,  Shelly  S.  (CDC/OID/NCHHSTP);Dills,  Kimberly 
C.  (ATSDR/OPPE);DPAID(CDC);Dunn,  Evelyn  (CDC/OCOO/OFR/OA);Galatas,  Kate 
(CDC/OD/OADC);Gonzalez,  Belsie  (CDC/OD/OADC);Grant,  Llelwyn  (CDC/OD/OADC);Green,  Hugh 
(CDC/OD/OC5);Guest,  Megan  (CDC/OD/OADC);Heldman,  Amy  6.  {CDC/OD/OADC};Hogg,  Jarrad 
(CDC/OD/OADC); Hoo,  Elizabeth  (CDC/OD/PPEO);lademarco,  Michael  (CDC/OPHSS/CSELS/OD);Joyner, 
Tonya  (CDC/OSTLTS/OD)  (CTR);Kelly,  Alison  (CDC/OCOO/OFR/OA);Kent,  Charlotte 
{CDC/OPHSS/CSELS/DPHID);Knight,  Dianna  (CDC/OD/OADC); Knotts,  Ashley  (CDC/OD/OCS);Kroop,  Seth 
{CDC/OD/OCS);Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD);Martin,  Laura  Yerdon 
(CDC/OPHSS/CSELS/OD); McGowan,  Robert  (Kyle)  (CDC/OD/OCS);Olivares,  Dagny 
(CDC/OSTLTS/OD); Pa rikh,  Sapana  (CDC/0C00/0FR/0A);P3rker,  Stacey  M.  (CDC/OSTLTS/OD) 
(CTR);Pavne,  Chelsea  C.  (CDC/OSTLTS/OD);Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS);Rasmussen,  Sonja 
(CDC/OID/OD);Redd,  Stephen  (CDC/OPHPR/OD);Redfield,  Robert  R.  (CDC/OD);Schattner,  Aimee 
(CDC/OD/CDCWO);5chindelar,  Jessica  (CDC/OD/OADC);Schuchat,  Anne  MD  (CDC/OD);Simon,  Gia  M. 
(CDC/OSTLTS/OD);Smith,  Patti  (CDC/OD/OADC);Sokler,  Lynn  (CDC/OD/OADC);Sorrells,  Marjorie  J. 
(CDC/OD/OCS);Stanojevich,  Joel  G.  (CDC/CGH/OD);Ware,  Nina  (CDC/OD/OADS);Weatherwax,  Douglas 
(CDC/OPHSS/CSELS/DPHID);Wilkinson,  Kelly  (CDC/OSTLTS/OD)  (CTR);Wilson,  Michelle 
(CDC/OCOO/OFR/OA) 

Cc:  Sokler,  Lynn  (CDC/OD/OADC);Schieber,  Richard  A. 

(CDC/OPHSS/CSELS/DPH(D);Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID);Omisore,  Shannon  L. 
(CDC/OD/OADC);Turner,  Cheryl  L.  (CDC/OD/OADC)  (CTR);Guest,  Megan  (CDC/OD/OADC);McGuire, 
Delaney  (CDC/OD/OADC); Roberts,  Ursula  (CDC/OD/OCS)  (aR) 

Subject:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 

Attachments:  DEAR  COLLEAGUE_V2_5.15.18.13.02pm_rev_FinaLDOCX,  PRESS 

RELEASE_Suicide_VS_V6  _FinaLdocx,  FACT  SHEET_Vital  Signs_June_2018_Suicide_Final_WEB.pdf, 
GRAPHIC_  PR_VSJune_2018_Suicide-Eng_v4_Final.pdf,  TELEBRIEF  SCRIPT_V6_06.6.18_206pm_pgm 
ck_FinaLdocx,  QA  Document  Suicide  Vital  Signs  6,5.18.docx,  MMWR_Vital  Signs_ 

Suicide_6.7. 2018_article.pdf  'i 

Hi  Folks, 

This  month's  issue  of  Vital  Signs  is  on  Suicide  Rates  Rising  across  the  U.S.  and  releases  Thursday, 
June  7  with  a  Media  Telebriefing  at  noon.  All  materials  go  live  on  the  CPC  website  at  1  pm.  Here  are 
the  key  materials  to  use  to  distribute  to  stakeholders  and  partners;  The  Dear  Colleague  letter,  MMWR, 
Fact  Sheet,  Press  Release  and  Graphic. 

For  those  distributing  to  media,  please  send  the  MMWR,  Fact  Sheet,  Press  Release  and  Graphic.  Dr. 
Schuchat  will  be  the  primary  spokesperson  for  this  Vital  Signs. 


For  those  of  you  distributing  out  to  partners  and  other  constituents  Thursday  morning  at  9  am, 

please  make  sure  they  know  these  are  advance  copies  only.  These  materials  are  embargoed  until 
Thursday  June  7  at  1  pm.  Please  adjust  the  Dear  Colleague  letter  for  those  people  to  which  you  send. 
Also  please  send  Rich  and  me  a  copy  when  you  email  this  out  to  your  groups. 

We  will  also  have  the  press  release  on  CDC  en  Espanol  and  available  through  the  Vital  Signs  website. 
For  those  attending  the  media  telebriefing,  I  have  also  attached  the  Telebriefing  Script  and  the  Q&A 
document.  These  do  not  get  distributed  externally. 

For  each  Vital  Signs  issue,  we  track  and  report  on  results  two  times  -  after  24  hours  and  after  30  days. 
We  track  the  number  of  audiences  reached  (from  ail  media  and  web  sources),  #  of  stories  and  type  of 
media,  the  dollar  value  of  the  media  coverage  if  CDC  had  to  purchase  it  as  advertising,  social  media  use 
and  reuse,  and  #  of  people  looking  at  Vital  Signs  on  our  web  pages. 

Vital  Signs  reaches  out  to  a  lot  of  different  people  with  our  topics  and,  from  our  evaluation  surveys,  the 
uptake  out  in  the  field  is  impressive.  In  a  survey,  an  astounding  95%  of  state  health  officers  and  state 
epidemiologists  were  aware  of  and  used  VS  issues,  with  about  3  in  4  using  VS  in  the  past  year.  All 
shared  the  material  with  their  constituents  via  conference  call,  e-mail,  newsletter,  or  mailing  for  topics 
appropriate  to  their  members.  A  stratified  random  sample  survey,  used  with  NACCHO  member 
organizations,  reported  that  74%  of  all  county  or  local  health  departments  had  heard  of  or  used  VS  in  the 
past  year  to  educate  staff,  improve  programs,  and  guide  policy  formation.  As  well,  a  2017  internal 
evaluation  showed  that  most  program  staff  involved  believe  the  value  derived  from  it  is  worth  the  work, 
although  producing  Vital  Signs  takes  a  lot  of  effort. 

I  want  to  thank  everyone  who  has  worked  on  this  issue  for  all  their  extra  efforts.  It's  a  very  important  topic 
and  will  be  valuable  information  for  many  people.  We  hope  that  program  continues  to  use  this  Vital  Signs 
to  promote  its  messages  and  the  recommended  actions  in  it  to  achieve  new  results. 

Cheers, 

Lynn 

LjTiii  A.  Solder]  Seniur  Communication  AdvisorlOitice  of  tlie  Director  |  Office,  of  the  Associate  Director 
for  Communication!  Centers  for  Disease  Control  and  Prevention  lM.ailing:  i6ou  Clifton  Road  .MS'E-6tj| 
Atlanta,  CA  3032^]  z5ZO@cdc.gov I  office  404--i 98-6617  jbus.  cell  4C)4-4oy-3.556|fx  404-498-0945 


Dear  Colleague: 


The  CDC  Vital  Sis^^s  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vita!  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Tuesday,  June  7,  2018,  at  1:00  pm  (EST) 
tdllowing  a  media  telebriefing  at  noon;  all  attached  materials  are  ElVIBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 
increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 
indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone, 
including  relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  infonnation 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Web  page  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
ww^w.cdc.gov/syndi cation  and  search  on  the  tenn  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Signs  Town  Hall  Teleconferenee  on  June  12  at  2:00  pra  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  support. 

Debra  Houry,  MD,  MPH  James  A.  Mercy,  PhD 

Director  Director 

National  Center  for  Injury  Prevention  and  Control  Division  of  Violence  Preven  tion 

National  Center  for  Injury  Prevention  and  Control 


Press  Release 

Embargoed  until  1:00  pm  ET 
Thursday,  June  7,  2018 

Contact:  CPC  Media  Relations 
404-639-3286 

Suicide  rates  rising  across  the  U.S. 

Comprehensive  prevention  goes  beyond  a  focus  on  mental  health  concerns 

Suicide  rates  have  been  rising  in  nearly  every  state,  according  to  the  latest  Vital  Signs  report  by  the 
Centers  for  Disease  Control  and  Prevention  (CDC). 

In  2016,  nearly  45,000  Americans  age  10  or  older  died  by  suicide.  Suicide  is  the  1 0th  leading  cause  of 
death  and  is  one  of  just  three  leading  causes  that  are  on  the  rise. 

Suicide  is  rarely  caused  by  a  single  factor.  Although  suicide  prevention  efforts  largely  focus  on 
identi lying  and  providing  treatment  for  people  with  mental  health  conditions,  there  are  many  additional 
opportunities  for  prevention. 

“Suicide  is  a  leading  cause  of  death  for  Americans  —  and  it’s  a  tragedy  for  families  and  communities 
across  the  country,”  said  CDC  Principal  Deputy  Director  Anne  Schuchat,  M.D.  “From  individuals  and 
communities  to  employers  and  healthcare  professionals,  everyone  can  play  a  role  in  efforts  to  help  save 
lives  and  reverse  this  troubling  rise  in  suicide.” 

Many  factors  contribute  to  suicide 

For  this  Vital  Signs  report,  CDC  researchers  examined  state-level  trends  in  suicide  rates  from  1999- 
2016.  In  addition,  they  used  201 5  data  from  CDC’s  National  Violent  Death  Reporting  System,  which 
covered  27  states,  to  look  at  the  circumstances  of  suicide  among  people  with  and  without  known  mental 
health  conditions. 

Researchers  found  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  diagnosed 
mental  health  condition  at  the  time  of  death.  Relationship  problems  or  loss,  substance  misuse;  physical 
health  problems;  and  job,  money,  legal  or  housing  stress  often  contributed  to  risk  for  suicide.  Firearms 
were  the  most  common  method  of  suicide  used  by  those  with  and  without  a  known  diagnosed  mental 
health  condition. 

State  suicide  rates  vary  widely 

The  most  recent  overall  suicide  rates  (2014-2016)  varied  four-fold;  from  6.9  per  100,000  residents  per 
year  in  Washington,  D.C.  to  29.2  per  100,000  residents  in  Montana. 

Across  the  study  period,  rates  increased  in  nearly  all  states.  Percentage  increases  in  suicide  rates  ranged 
from  just  under  6  percent  in  Delaware  to  over  57  percent  in  North  Dakota.  Twenty-five  states  had 
suicide  rate  increases  of  more  than  30  percent. 


Wide  range  of  prevention  activities  needed 

The  report  recommends  that  states  take  a  comprehensive  public  health  approach  to  suicide  prevention 
and  address  the  range  of  factors  contributing  to  suicide.  This  requires  coordination  and  cooperation  fi'om 
every  sector  of  society:  government,  public  health,  healthcare,  employers,  education,  media  and 
community  organizations. 

To  help  states  with  this  important  work,  in  2017  CDC  released  a  technical  package  on  suicide 
prevention  that  describes  strategies  and  approaches  based  on  the  best  available  evidence.  This  can  help 
inform  states  and  communities  as  they  make  decisions  about  prevention  activities  and  priorities. 

Eveiyone  can  help  prevent  suicide: 

•  Learn  the  warning  signs  of  suicide  to  identify  and  appropriately  respond  to  people  at  risk.  Find 
out  how  this  can  save  a  life  by  visiting:  www.BeThe  1  to.com 

•  Reduce  access  to  lethal  means  —  such  as  medications  and  firearms  -  among  people  at  risk  of 
suicide, 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help:  1 -800-273-TALK  (8255), 
https://suicidepreventionlifeline.orE 

The  media  can  avoid  increasing  risk  when  reporting  on  suicide  by: 

•  Following  and  sharing  recommendations  available  at  www.repoftinEonsuicide.ors  (for  example, 
avoiding  dramatic  headlines  or  explicit  details  on  suicide  methods); 

•  Providing  information  on  suicide  warning  signs  and  suicide  prevention  resources;  and 

•  Sharing  stories  of  hope  and  healing. 

Vita!  Sisns  is  a  CDC  report  that  typically  appears  on  the  first  T uesday  of  the  month  as  part  of  the  CDC 
journal  Morbidity  and  Mortality  Weekly  Renan.  The  report  provides  the  latest  data  and  infonnation  on 
key  health  indicators,  and  what  can  be  done  to  drive  down  these  healtli  threats. 


### 

U  S.  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 
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•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 
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Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 
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•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 
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Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 
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1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 
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Suicide  rates  rose  across  the  US  from  1999  to  2016. 
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Vital  Signs  Rising  Suicide  Rates  Across  U.S. 
June  1,  2018 


Desired  Headlines 

•  Nearly  45,000  lives  lost  to  suicide  in  2016,  but  suicide  is  preventable. 

•  Suicide  rates  up  in  almost  all  states,  but  suicide  is  preventable. 

•  Suicide  rates  went  up  more  than  30%  in  half  of  U.S.  states  between  1999  and  2016. 

•  Many  factors  contribute  to  suicide,  beyond  mental  health  conditions  alone. 


Moderator:  Thank  you  (OPERATOR  NAME).  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  CPC  Vital  Signs  report  on  Trends  in  Suicide  Rates  and  contributing 

circumstances  to  suicide.  We  are  joined  by  Dr.  Anne  Schuchat,  CDCs  Principal  Deputy 

Director  and  Dr.  Deb  Stone,  lead  author  of  the  study.  Following  opening  remarks,  Drs. 

Schuchat  and  Stone  will  respond  to  questions.  IMI  turn  the  call  over  now  to  Dr.  Anne 

Schuchat. 


Dr.  Schuchat: 

•  Good  afternoon  and  thank  you  for  joining  us  today. 

•  CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDCs 
Vital  Signs  report^  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it. 
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•  Today's  report  contains  new  information  about  state  suicide  trends,  the  factors 
that  contribute  to  suicide,  and  the  implications  for  prevention. 

•  In  2016  alone,  45,000  people  in  the  U.S.  lost  their  lives  to  suicide. 

•  Unfortunately,  our  data  show  that  the  problem  is  getting  worse. 

•  Suicide  is  one  of  just  three  leading  causes  of  death  that  are  on  the  rise. 

•  And  these  statistics  don't  begin  to  reveal  the  emotional,  social  and  financial  toll 
that  suicide  exacts  on  individuals,  families  and  communities  who  are  left 
devastated. 

•  Many  of  us  have  lost  friends,  neighbors  and  family  members  to  suicide  -  or  have 
loved  ones  who  have  considered  or  attempted  it. 

•  Between  1999  and  2016,  suicide  rates  increased  among  all  age  groups  younger 
than  75  years.  During  that  period,  middle-aged  adults  had  the  largest  number  of 
suicides  and  particularly  high  increases  in  rates. 

•  We  found  that  suicide  rates  increased  in  nearly  every  state  across  the  nation. 

•  These  findings  are  disturbing.  Suicide  is  a  public  health  problem  that  can  be 
prevented. 

•  For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics 
System  to  look  at  trends  in  suicide  rates  for  all  50  states  and  Washington,  D.C. 

•  We  then  looked  at  data  from  CDC's  National  Violent  Death  Reporting  System  (the 
NVDRS),  which  included  information  for  27  states  in  2015,  and  looked  at 
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circumstances  around  suicides  among  people  with  and  without  known  mental 
health  conditions. 

o  [As  a  side  note,  CDC  is  now  collecting  data  in  40  states,  D.C.  and  Puerto 
Rico.  And  Congress  has  provided  additional  funding  in  the  fiscal  year  2018 
omnibus  so  that  CDC  can  expand  the  system  to  all  50  states]. 

•  Suicide  is  often  attributed  solely  to  a  mental  health  concern.  But,  according  to 
our  data  (NVORS),  fewer  than  half  of  the  people  who  died  by  suicide  had  a 
known  mental  health  condition. 

•  Our  research  found  that  those  people  who  died  by  suicide  and  did  not  have  a 
diagnosed  mental  health  condition  were  somewhat  more  likely  than  those  with  a 
mental  health  condition  to  struggle  with  relationship  problems  or  loss,  other  life 
stressors,  and  experience  recent  or  impending  crises.  However,  and  importantly, 
these  circumstances  were  likely  to  occur  in  all  people  who  died  by  suicide, 
regardless  of  whether  or  not  they  had  a  diagnosed  mental  health  condition. 

•  Suicide  IS  preventable. 

•  That's  why  it's  so  important  to  understand  the  range  of  factors  and  circumstances 
that  contribute  to  suicide  risk,  including  relationship  problems,  substance 
misuse,  physical  and  mental  health  conditions,  job  issues,  financial  troubles,  and 
legal  problems. 
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•  With  this  information  in  mind,  states  and  communities  can  develop  a 
comprehensive  approach  to  suicide  prevention.  One  example  of  a  successful 
program  is  The  United  States  Air  Force  Suicide  Prevention  Program.  This 
program,  {which  includes  11  policy  and  education  initiatives  designed  to  increase 
social  support,  social  skills,  and  help-seeking)  shifted  the  culture  of  the  Air  Force 
away  from  viewing  suicide  as  an  individual-oriented  mental  health  concern  to  a 
larger,  service-wide  problem  impacting  the  whole  community.  After  the  program 
was  begun,  the  Air  Force  saw  a  33%  reduction  in  suicide  as  well  as  reductions  in 
other  related  problems,  such  as  severe  family  violence  (54%)  and  homicide  (51%). 

•  By  increasing  awareness  of  the  range  of  circumstances  contributing  to  suicide 
risk,  and  acting  to  address  them  through  a  comprehensive  approach,  we  could 
reach  our  national  goal  of  reducing  the  annual  suicide  rate  by  20  percent  by 
2025. 

•  Today's  report  suggests  we  have  a  lot  of  important  work  to  do  to  reach  this  goal. 
Nearly  all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25 
states  had  rate  increases  of  more  than  30  percent. 

•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide 
to  understand  trends  and  groups  at  greatest  risk;  developing,  implementing,  and 
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evaluating  what  works  to  prevent  suicide  in  communities;  supporting  local, 
territorial,  state,  tribal,  and  other  partners  to  prevent  suicide;  and  working  with 
public  and  private  partners  to  advance  the  National  Strategy  for  Suicide 
Prevention. 

•  In  states  and  communities,  close  coordination  of  activities  between  public  health 
agencies  and  other  sectors  of  society  is  critical  for  preventing  suicide.  Necessary 
partners  include  health  and  mental  healthcare  providers,  social  services,  first 
responders,  educators,  faith  communities,  and  the  media. 

•  States  and  communities  can  and  should tBke  action  now. 

•  To  help  prioritize  prevention,  CDC  developed  Preventing  Suicide:  A  Technical 
Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available  evidence 
for  states  and  communities  to  guide  their  prevention  activities. 

•  Some  of  the  strategies  are  designed  to  prevent  suicide  risk  before  it  emerges  in 
the  first  place.  These  strategies  include  teaching  coping  and  problem-solving  skills 
to  help  people  manage  life  challenges;  promoting  safe  and  supportive 
environments,  including  safe  storage  of  medications  and  firearms  among  people 
at  risk;  providing  temporary  help  for  people  struggling  to  make  ends  meet;  and 
encouraging  connectedness  so  people  are  less  likely  to  feel  alone  or  isolated. 
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•  Other  strategies  in  the  technical  package  are  designed  to  support  people  who 
may  already  be  struggling,  by  providing  effective  treatment  and  crisis  intervention 
strategies. 

•  Health  and  behavioral  health  care  providers  have  an  important  role  to  play  in 
suicide  prevention  as  well,  so  that  nobody  in  these  systems  falls  through  the 
cracks.  Policies  and  protocols  that  prioritize  patient  safety  and  that  help  get 
people  into  ongoing  care,  especially  during  care  transitions,  can  help  prevent 
suicide. 

•  Last  and  very  important,  the  technical  package  describes  approaches  to  prevent 
future  suicide  risk  among  people  who  have  attempted  suicide  or  have  lost  a  friend 
or  loved  one  to  suicide. 

•  You  can  find  the  link  to  the  technical  package  is  on  our  Vital  Signs  website. 

•  Preventing  suicide  takes  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders,  healthcare  providers,  and  people  affected  by  suicide - 
everyone  in  the  community  can  help  prevent  suicide  risk  by  learning  the  warning 
signs  of  suicide  and  how  best  to  respond  effectively.  Together  we  can  work  to 
bring  hope  and  save  lives. 
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General  Background  on  the  Problem  of  Suicide 

•  Suicide  is  a  public  health  problem. 

o  Nearly  45,000  lives  were  lost  to  suicide  in  2016,  which  is  approximately  one  suicide  every  12 
minutes. 

o  Rates  have  increased  by  nearly  30%  from  1999-2016  (28.1%) 

o  Suicide  rates  vary  by  race/ethnicity,  age,  and  other  population  characteristics,  with  the  highest 
rates  across  the  lifespan  occurring  among  non-Hispanic  American  Indian/Alaska  Native  (AI/AN) 
and  non-Hispanic  White  population  groups,  middle-aged  adults,  veterans  and  active  duty 
personnel,  certain  occupational  groups,  and  sexual  minority  youth, 
o  More  than  half  of  suicide  deaths  occur  among  adults  in  the  prime  of  their  lives,  ages  35-64. 
o  Suicide  rates  in  rural  areas  are  consistently  higher  than  rates  in  more  urban  areas, 
o  Suicide  and  nonfatal  self-harm  injuries  cost  more  than  $69  billion  annually  in  direct  medical  and 
work  loss  costs. 
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o  Decades  of  research  have  shown  that  suicide  is  preventable. 


What  was  the  impetus  for  this  study? 

1.  what  was  the  impetus  for  this  study? 

The  CDC  has  a  strong  portfolio  of  research  describing  the  increasing  trends  in  suicide  as  well  as  rich 
data  on  circumstances  contributing  to  suicide  from  the  National  Violent  Death  Reporting  System.  CDC 
also  has  a  technical  package  geared  towards  states  and  communities  that  provides  what  works  to 
prevent  suicide  based  on  the  best  available  evidence. 

With  all  of  this  infornnation  in  hand  and  in  the  context  of  increasing  national  suicide  rates^  the  present 
study  was  motivated  to  support  states  and  our  nation  as  we  seek  to  meet  the  national  goal  of  reducing 
annual  suicide  rates  20%  by  2025. 

2.  A  CDC  employee  went  missing  in  February  and  was  later  found  deceased.  His  death 
was  determined  to  be  suicide.  Is  that  why  you're  publishing  this  study  now? 

The  CDC  community  continues  to  be  deeply  saddened  and  impacted  by  the  death  of  Commander 
Cunningham.  As  you  correctly  state,  his  death  was  recently  ruled  a  suicide  by  the  Medical  Examiner's 
office.  While  it's  true  the  timing  of  our  study  is  close  to  Comnnander  Cunnigham's  death,  this  study 
began  many  months  before  Commander  Cunningham  disappeared. 

CDC  has  worked  to  prevent  suicide  for  many  years  and  suicide  prevention  is  currently  a  priority  area.  We 
have  a  strong  portfolio  of  research  describing  the  increasing  trends  in  suicide  and  rich  data  on 
circumstances  contributing  to  suicide  from  the  National  Violent  Death  Reporting  System.  CDC  also  has  a 
technical  package  geared  towards  states  and  communities  that  provides  what  works  to  prevent  suicide 
based  on  the  best  available  evidence. 

With  all  of  this  information  in  hand  and  in  the  context  of  increasing  national  suicide  rates,  the  present 

study  was  motivated  to  support  states  and  our  nation  as  we  seek  to  meet  the  national  goal  of  reducing 

•111', 

annual  suicide  rates  20%  by  2025. 

What  is  CDC  doing  to  prevent  suicide? 

3.  Has  CDC  provided  states  resources  to  prevent  suicide?  Who  in  the  state  does  this 
work? 

CDC  does  not  provide  direct  funding  to  states  to  conduct  suicide  prevention  work  specif icaliy,  as 
CDC  has  no  appropriation  for  suicide  prevention. 
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However,  the  Substance  Abuse  and  Mental  Health  Services  Adnr>inistration  (SAMHSA)  provides 
grants  to  states,  tribal  communities,  and  campuses  through  its  Garrett  Lee  Smith,  National  Strategy, 
and  Zero  Suicide  grant  programs. 

CDC  funds  23  state  health  departments  through  the  Core  State  Violence  and  Injury  Prevention 
Program,  which  helps  states  implement,  evaluate,  and  disseminate  strategies  to  prevent  injuries  and 
violence.  Some  of  the  states  funded  under  this  initiative  are  focusing  their  efforts  on  su  icide 
prevention. 

The  CDC  also  funds  ten  Injury  Control  Research  Centers  (ICRCs).  These  centers  study  ways  to  prevent 
injuries  and  violence  and  work  with  community  partners  to  put  research  findings  into  action.  Four 
of  the  currently  funded  ICRCs  are  working  to  prevent  suicide  through  research,  training,  or  outreach 
activities:  University  of  Iowa,  University  of  North  Carolina  at  Chapel  Hill,  University  of  Rochester, 
and  West  Virginia  University. 

CDC  has  also  created  a  technical  package  for  suicide  prevention  that  states  and  communities  can 
use  to  inform  and  guide  their  prevention  ej^foits, 

4.  What  is  CDC  doing  to  prevent  suicide? 

The  CDC  takes  a  public  health  approach  to  preventing  suicide,  which  involves  a  number  of  steps.  CDC  is: 

•  Tracking  and  monitoring  trends  in  suicide  and  suicide  attempts  to  inform  prevention  policies 
and  programs  (for  example--) 

o  Leavitt  RA,  ErtI  A,  Sheets  K,  Petrosky  E,  Ivey-Stephenson  A.  Fowler  KA.  Suicides  Among 

American  Indian/Alaska  Natives  —  National  Violent  Death  Reporting  System,  18  States, 

2QQ3-2Q14.  MMWR  Morb  Mortal  Wkly  Rep  2018:67:237-242. 

•  Identifying  risk  and  protective  factors;  and  developing  evidence-based  prevention  programs. 

o  Developing  an  environmental  scan  of  all  50  states,  D.C,,  territories,  and  select  tribes 
(STTs)  to  gain  a  greater  understanding  of  what  factors  at  the  STT-level  may  be 
associated  with  rising  suicide  rates  (e.g.  lack  of  suicide  prevention  infrastructure, 
prevention  activities,  legislation  passed,  partnerships/collaborations,  barriers  & 
facilitators  to  suicide  prevention). 

•  Evaluating  programs,  policies,  practices  to  determine  if  they  prevent  suicide  risk. 

o  Currently  evaluating  two  RCTs  with  interventions  focused  on  middle-aged  males.  These 
projects  are  in  year  3  of  4  currently  so  results  are  not  yet  available.  One  project  uses  a 
multi-media  program  in  the  waiting  room  to  help  men  at  high-risk  to  raise  their  suicidal 
thoughts  with  their  primary  care  clinicians.  The  second  project  evaluates  the  impact  of 
mantherapy  (www.mantherapy.orRl,  an  intervention  designed  specifically  males  that 
uses  humor  and  male  stereotypes  to  get  across  messages  on  suicide  prevention,  plus 
screening  for  mental  health  resources  compared  to  just  screening  for  mental  health 
resources 

•  Sharing  information  about  the  best  available  evidence  (for  example,  the  suicide  prevention 
technical  packagel. 

New  projects  (Also  included  on  page  32-33) 

•  Linking  NVDRS  with  Departments  of  Defense  and  Veterans  Affairs  data  on  suicide 
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o  Partners  who  are  working  on  this  project  include  Department  of  Veterans  Affairs,  Department  of 
Defense  Suicide  Prevention  Office,  and  the  Psychological  Health  Center  of  Excellence/Defense 
Health  Agency. 

o  This  project  will  link  pertinent  data  on  active  duty  Military  and  Veteran  suicide  decedents  across 
CDC's  National  Violent  Death  Reporting  System  (NDVRS),  the  Department  of  Defense  Suicide 
Event  Reports,  and  the  Veteran  Health  Administrative  databases, 
o  Provide  more  information  on  suicides  among  active  duty  Military  personnel  and  Veterans  as  well 
as  partition  study  populations  in  the  NVDRS  (e.g.,  civilians,  active  duty,  VHA  Veterans,  non-VHA 
Veterans}. 

o  Help  agencies  monitor  common  and  unique  precipitating  factors  of  suicide  captured  in  NVDRS  by 
group/population  and  inform  comprehensive  community-based  efforts  to  help  address  specific 
population  needs.  All  linkages  will  use  a  de-identified  matching  technique.  No  personal  identifying 
information  will  be  used. 

•  Social  media  intervention 

o  The  purpose  of  this  project  is  to  implement,  test,  and  refine  a  web-based  peer-to-peer  therapeutic 
support  platform  for  U.S*  Military  Veterans  aimed  at  preventing  suicide  and  related  problems, 
o  This  system  called  TalkVet,  has  the  potential  to  bridge  the  gap  between  the  many  social  media 
sites  that  are  widely  used  by  Veterans  {e*g.,  Facebook,  Snapchat,  etc.)  and  the  growing  number  of 
clinical  interventions  that  are  available  to  Veterans,  but  currently  under-utilized, 
o  With  the  explicit  consent  of  users,  we  will  test  the  novel  features  of  the  TalkVet  platform  in  three 
ways: 

1*  Use  an  artificial  intelligence  (Al)  guided  system  to  help  identify  participating  Veterans 
most  in  need  of  help  based  on  their  posts  and  other  user  activity; 

2*  Connect  Veterans  in  need  of  help  with  other  Veterans  in  TalkVet  who  can  support  them; 
and 

3.  Conduct  outreach  with  experimentally  refined  methods  for  Veterans  in  need  of  a  higher 
level  of  care  to  encourage  them  to  obtain  such  care  in  the  form  of  links  and  hand-offs 
provided  by  the  TalkVet  system  (this  phase  of  the  work  will  include  the  use  of  Veteran 
moderators  with  training  in  crisis  counseling  who  will  work  with  our  team), 
o  This  project  includes  partners  from  Harvard  University,  West  Virginia  University  ICRC, 
TalkLife/Talk/Vet  and  has  been  approved  by  CDC-F, 

•  Colorado  Collaborative  for  a  Comprehensive  Approach  to  Suicide  Prevention 

o  The  CDC  is  collaborating  with  the  Colorado  Department  of  Public  Health  and  Environment,  the 
CDC-funded  Injury  Control  Research  Center  (ICRC-S),  the  Colorado  National  Collaborative  (CNC), 
and  the  Colorado  Suicide  Prevention  Commission  on  the  first  state-wide,  large-scale, 
population-based  initiative  to  reduce  suicide  rates  20%  by  2024  in  CO  and  to  serve  as  a  model 
for  other  states  to  help  reduce  suicide  by  20%  by  2025  in  the  nation.  Partners  on  the  CNC  also 
include  the  Action  Alliance,  SAMH5A,  and  AFSP,  among  others, 
o  Through  this  project  we  propose  to  pilot  test  the  implementation  and  evaluation  of  a 
comprehensive,  integrated  approach  to  suicide  prevention— guided,  in  part,  by  the  CDC's 
technical  package  and  the  National  Action  Alliance  for  Suicide  Prevention's  (NAASP) 
Transforming  Communities:  Key  Elements  for  the  Implementation  of  Comprehensive  Community- 
Based  Suicide  Prevention. 

Q  Working  with  CDC/F  to  seek  external  funding 
o  Why  Colorado? 

■  Colorado  consistently  ranks  among  the  states  with  the  highest  suicide  rates  in  the 
nation  (rate:  19.5  per  100,000  in  2015— U.S.  rate  13.3  per  100,000). 
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•  Colorado  has  sizable  populations  at  increased  risk  of  suicide,  including  veterans, 
American  indian/Alaska  Natives  (AI/AN),  and  people  living  in  rural  communities. 

•  Colorado  demonstrates  readiness  as  evidenced  by  a  strong  state  suicide  prevention 
infrastructure,  a  history  of  political  will,  and  a  proven  track  record  of  valuing  and 
implementing  public  health  approaches  to  prevention.  Specifically,  the  State  has: 

•  A  funded  Office  of  Suicide  Prevention  (OSP;  legislated  in  2000) 

•  Suicide  Prevention  Commission  (legislated  in  2014) 

•  Colorado  National  Collaborative  (est.  2015) 

•  A  strong  platform  of  existing  suicide  prevention  activity 

•  A  commitment  to  'connecting  the  dotsYshared  risk  and  protective  factors 
CDC  Foundation  is  seeking  funds  from  donors  to  support  this  work.  It  is  also  partially  funded  by  a  grant  from 

SAMHSA  and  other  state  and  local  resources  (to  a  small  degree). 


Why  are  suicide  rates  increasing? 

5.  Why  are  suicide  rates  increasing? 

While  the  Vital  Statistics  data  are  great  for  describing  trends  they  don't  tell  us  about  the  causal  factors 
that  are  driving  the  increases. 

We  do  know  that  suicide  is  not  caused  by  one  factor,  but  instead,  it  is  typically  caused  by  a  combination 
of  individual,  relationship,  community,  and  societal  factors. 

Several  such  factors  could  be  contributing  to  the  increases: 

Economic  conditions 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges  and  concerns 
about  economic  instability  could  have  contributed  to  increases  in  suicide  risk.  Past  research  on  the 
association  between  business  cycles  and  U.S.  suicide  rates  indicates  that  the  overall  suicide  rate  rises 
and  falls  in  connection  with  the  economy,  with  increases  during  economic  recessions.  We  know  that 
suicides  increase  in  times  of  economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle 
down  resulting  in  vulnerable  youth. 

Opioid  epidemic 

Increased  availability  and  misuse  of  prescription  opioids  may  be  related  to  increases  in  suicide  rates. 
Substance  misuse  itself  is  an  established  risk  factor  for  suicide  and,  therefore,  opioid  misuse  associated 
with  the  opioid  overdose  epidemic  could  be  driving  the  suicide  rate  higher.  When  we  look  at  who  is 
dying  from  suicide  and  who  is  dying  from  unintentional  overdoses  involving  opioids,  we  see  that  there  is 
overlap  in  the  demographics  of  the  populations  most  highly  affected  by  suicide  and  unintended  opioid 
overdose  deaths,  Data  also  indicate  that  opioid  prescribing  rates  are  higher  in  counties  where  there  are 
higher  rates  of  suicide. 

Social  media 
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More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However,  changes  in  social 
media  content  or  use  patterns  could  potentially  be  contributing  to  risk.  Social  media  can  exacerbate 
bullying,  romanticize  suicide,  and  provide  harmful  content  on  suicide  methods.  Alternatively,  social 
media  can  be  used  to  enhance  connections  between  people,  correct  myths  about  suicide,  and  facilitate 
access  to  help.  Research  is  needed  to  determine  how  to  reduce  risk  and  enhance  the  protective  factors 
associated  with  social  media. 

Rural 

While  there  have  been  increases  and  decreases  in  rates  over  time,  research  shows  that  rates  across 
cities  and  towns  in  the  United  States  have  been  rising,  with  rural  areas  experiencing  the  most  increases. 
The  increased  rates  may  be  associated  with  suicide  risk  factors  that  are  more  common  in  less  urban 
areas,  such  as  limited  access  to  mental  healthcare  as  well  as  greater  social  isolation. 

Bridge  to: 

Although  the  reasons  for  the  increases  in  suicide  rates  are  not  fully  understood,  we  do  know  a  lot 
about  the  circumstances  that  contribute  to  suicide  risk.  It  is  clear  that  many  factors  contribute  to 
suicide  beyond  mental  health  factors  alone. 

•  These  factors  include  such  things  as  relationship  problems  (e.g.  relationship  loss  through  death, 
divorce,  or  break-up;  arguments,  interpersonal  violence),  problematic  substance,  physical  health 
problems,  job/financial  problems,  and  legal  problems. 

6,  Why  are  suicide  rates  increasing  so  much  in  Western  states? 

Suicide  rates  have  consistently  been  higher  in  Western  states  and  these  data  show  that  several 
Western  states  have  seen  substantial  increases  in  suicide  rates.  While  the  reasons  for  this  need 
additional  study,  research  has  shown  that  suicide  rates  have  increased  faster  in  rural  areas,  which  may 
explain  some  of  the  difference.  Also,  the  timing  of  the  increase  seems  to  coincide  with  the  Great 
Recession.  Though  the  recession  is  over,  rural  areas  were  disproportionately  impacted  and  have  had  a 
slower  recovery  time.  Others  have  also  pointed  to  social  isolation  and  access  to  mental  and  behavioral 
health  treatment  as  potential  contributing  factors  to  the  higher  suicide  rates  in  Western  states. 


7,  Why  are  suicide  rates  increasing  more  in  less  urban  (or  more  rural)  areas? 

White  there  have  been  increases  and  decreases  in  rates  over  time,  research  shows  that  rates  across 
cities  and  towns  in  the  United  States  have  been  rising,  with  rural  areas  experiencing  the  greatest 
increases. 


o  Increased  rates  may  be  associated  with  suicide  risk  factors  that  are  more  common 
in  less  urban  areas, 

■  Limited  access  to  mental  healthcare 

■  Greater  social  isolation. 
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■  Loss  of  jobs,  homes,  and  income  associated  with  the  Great  Recession  as 
well  as  the  prescription  opioid  overdose  epidemic,  which  has  had  a  greater 
impact  on  less  urban  areas. 

o  Urban  areas  may  also  experience  these  risk  factors,  but  to  a  lesser  extent. 

8.  During  the  Great  Recession,  there  was  an  increase  in  suicide,  but  why  are  rates  still 
going  up  since  the  economy  has  bounced  back? 

Suicide  rates  have  continued  to  rise  after  the  Great  Recession. 

A  previous  study  found  that  suicide  rates  across  all  urbanization  levels  in  the  U.S.  increased  over  the 
period  from  1999-2015,  but  the  gap  in  rates  between  less  urban  and  more  urban  areas  widened  over 
this  period,  and  rates  in  more  rural  areas  increased  at  a  more  rapid  pace  than  more  urban  areas 
beginning  in  2007-2008* 

The  rapid  acceleration  of  increasing  suicide  rates  in  more  rural  areas  in  2007-2008  may  reflect  the 
corresponding  start  of  the  Great  Recession  at  about  this  same  time. 

•  The  disproportionate  impact  of  the  recession  on  rural  areas  and  the  longer  economic  recovery 
time  in  these  areas  may  help  to  explain  why  suicide  rates  have  remained  high  overall. 

•  Other  common  suicide  risk  factors  including  mental  health  and  substance  use  problems  may  be 
exacerbated  in  rural  areas  potentially  influenced  by  the  prescription  opioid  overdose  epidemic, 
poor  access  to  mental  healthcare,  made  worse  by  shortages  in  behavioral  health  care  providers 
in  rural  areas,  and  greater  social  isolation  in  rural  areas. 

The  potential  cumulative  burden  of  suicide  risk  factors  in  less  urban  areas  may  impact  not  only 
individuals  but  relationships,  families,  and  communities  as  well,  suggesting  the  need  for  comprehensive 
suicide  prevention  measures* 


9.  Is  the  opioid  overdose  epidemic  associated  with  rises  in  suicide  rates? 

Both  suicide  and  drug  overdoses  are  on  the  rise.  CDC  is  actively  working  to  analyze  and  better 
understand  the  trends  and  risk  factors  for  opioid  overdose  and  suicide,  and  the  connections  between 
the  two  public  health  challenges. 

Increased  availability  and  misuse  of  opioids  may  be  related  to  increases  in  suicide  rates.  Substance 
misuse  itself  is  an  established  risk  factor  for  suicide  and,  therefore,  opioid  misuse  associated  with  the 
opioid  overdose  epidemic  could  be  driving  the  suicide  rate  higher.  When  we  look  at  who  is  dying  from 
suicide  and  who  is  dying  from  unintentional  overdoses  involving  opioids,  we  see  that  there  is  overlap  in 
the  demographics  of  the  populations  most  highly  affected  by  suicide  and  unintended  opioid  overdose 
deaths*  Data  also  indicate  that  opioid  prescribing  rates  are  higher  in  counties  where  there  are  higher 
rates  of  suicide. 

CDC  uses  several  systems  to  monitor  overdoses,  overdose  deaths  &  suicide: 
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•  Deaths  -  Death  certificates,  National  Violent  Death  Reporting  System  (NVDR5)  and  State 
Unintentional  Drug  Overdose  Reporting  System  (SUDORS) 

•  Nonfatal  -  National  Electronic  Injury  Surveillance  System-All  Injury  Program  (NEISS-AIP), 
Healthcare  Cost  and  Utilization  Project  from  AHRQ,  and  emergency  department 
syndromic/medical  claims  and  EMS  surveillance  data  from  CDC's  Enhanced  State  Opioid 
Overdose  Surveillance  program 

10.  Why  are  suicide  rates  increasing  more  among  females? 

This  study  showed  that  suicide  rates  were  increasing  for  females  and  males*  The  increases  for  females 
were  significant  in  43  states  and  the  increases  for  males  were  significant  in  34  states.  It  is  important  to 
note  that  while  the  relative  increases  in  rates  were  higher  for  females  than  for  males  overall,  the 
absolute  suicide  rates  rose  faster  for  males  than  females*  Male  suicide  rates  are  consistently  3  to  5  times 
higher  than  the  suicide  rates  for  females.  It  is  important  for  suicide  prevention  strategies  to  address  the 
needs  of  males  and  females. 

While  the  Vital  Statistics  data  can  be  used  to  describe  such  trends,  these  data  cannot  tell  us  about  the 
causal  factors  that  are  driving  the  increases.  We  do  know  that  suicide  is  not  caused  by  one  factor,  but 
instead,  it  is  typically  caused  by  a  combination  of  individual,  relationship,  community,  and  societal 
factors* 

11.  A  paper  came  out  recently  about  county-level  trends  in  suicide  rates  in  the  US  from  2005-2015,  hovi/ 
do  the  results  of  that  study  compare  with  the  results  from  the  Vital  Signs? 

That  paper  and  the  VS  both  look  at  trends  in  suicide  rates  overtime,  however,  this  month's  VS  examines 
state-level  trends  in  suicide  rates  whereas  the  other  examines  county-level  trends.  Despite  this 
difference  in  the  level  of  analysis  undertaken  (state  vs  county),  both  articles  point  to  the  same  sobering 
conclusion  that  rates  of  suicide  at  both  the  state  and  county  level  have  increased.  States  may  use  both 
sets  of  findings  to  tailor  comprehensive  suicide  prevention  to  areas  most  impacted  by  suicide*  CDCs 
technical  package  inclusive  of  the  best  available  evidence  to  prevent  suicide  is  an  important  resource 
that  can  benefit  both  states  and  local  communities. 

Note:  Some  counties  with  the  highest  and  lowest  rates  of  suicide  do  not  align  with  our  map,  and  in  some 
cases,  they  contradict  each  other*  This  is  because  our  map  shows  percentage  increases  in  suicide  rates 
over  time  at  the  state  level  vs.  aggregated  average  rates  of  suicide  over  time  at  the  county  level  as 
presented  in  the  study  by  Rossen  and  colleagues. 


County  level  suicide  prevention  paper  {Rossen  et  at,  2018)  compared  to  VS 


County  paper 

VS 

Dates  for  analysis 

2005-2015 

1999-2016 
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Level  of  analysis 

County 

State 
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in  suicide  rates 
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>20%  in  87%  of  counties 

>30%  in  34%  of  counties 

Average  25.4%  across  states 

Range  6-58%  increases 
>30%  increase  in  half  of  states 
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West  and  Northwest 

Western  states/Midwest 

Rural  vs  Urban 

Rural  has  highest  rates 
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12.  Are  part  of  the  increases  In  suicide  rates  being  driven,  or  impacted,  by  cases  of 
physician  assisted-suicide? 

No,  The  suicide  rates  increases  observed  in  this  study  are  not  related  to  cases  of  physician-assisted 
suicide.  Physician-assisted  suicide  is  currently  legal  in  just  a  handful  of  states  and  such  deaths  are  not 
classified  as  suicide. 


13.  Does  CDC  endorse  or  support  physician-assisted  suicide? 

CDC  does  not  take  a  stand,  either  for  or  against,  physician-assisted  suicide. 


What's  going  on  globally  with  respect  to  suicide  rates? 


14.  How  does  the  U.S.  compare  to  other  nations  with  respect  to  trends  in  suicide  rates? 
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Globally^  suicide  rates  hai/e  been  deciining. 


Global  data  from  the  World  Health  Organization  indicates  that  nearly  all  European  societies  experienced 
rising  suicide  rates  after  the  Great  Recession.  However,  unlike  the  U.S.,  the  suicide  rate  in  many 
European  nations  stabilized  or  returned  to  pre-recession  levels  after  the  recession.  This  may  be  because 
the  economic  recession  impacted  different  countries  in  different  ways,  and  areas  within  the  U.S.  may 
have  taken  longer  to  recover  from  the  recession. 

Although  suicide  rates  also  increased  in  Canada  during  the  Great  Recession,  Canada  has  experienced  a 
fairly  level  suicide  rate  over  the  past  17  years,  with  a  rate  between  12.5  to  13.0  per  100,000. 

Unlike  in  the  U.S.,  ingestion  of  pesticide  is  one  of  the  most  common  methods  of  suicide  globally.  Policies 
related  to  the  sales  and  import  of  pesticides,  which  have  reduced  access  to  this  lethal  means  of  suicide, 
have  demonstrated  impact  in  preventing  suicide  in  some  countries.  For  instance,  in  Sri  Lanka,  the  suicide 
rate  decreased  from  47  per  100,000  in  1995  to  30.9  per  100,000  in  2005  after  the  implementation  of 
such  policies. 

15,  What's  going  on  in  the  U,S,  that's  not  occurring  in  other  countries  to  explain  the 
increase  in  suicide  rates  here? 

The  U.S.  has  good  surveillance  systems  in  place  to  track  mortality,  allowing  us  to  identify  the  increases  in 
suicide  rates  and  even  which  areas  of  the  country,  age  groups,  and  racial/ethnic  groups  are  most  at  risk. 
Unfortunately,  these  surveillance  systems  do  not  assess  and  track  the  risk  factors  that  may  be 
contributing  to  these  trends. 

We  know  that  suicide  rates  are  increasing  in  most  age  groups  and  demographic  groups  and  we  are 
seeing  increases  across  suicide  methods. 

The  increases  in  suicide  rates  are  unlikely  to  be  due  to  any  single  factor.  Factors  at  the  individual, 
relationship,  and  community  levels  -  such  as  a  prior  suicide  attempt,  age;  substance  abuse  history; 
school,  job,  or  legal  problems;  exposure  to  another  person's  suicidal  behavior;  and  the  accessibility  of 
assistance  in  the  community  all  contribute  to  risk. 

It  is  likely  that  multiple  factors  are  influencing  suicide  trends. 

16,  Last  year.  Hurricanes  Irma  and  Maria  caused  a  great  deal  of  both  distress  and  fatalities 
in  PR,  Do  we  know  how  many  of  these  deaths  were  suicide?  How  can  we  prevent 
these  in  the  future? 

Final  data  from  Puerto  Rico  on  the  number  of  suicides  is  not  yet  available.  CDC  is  collaborating  with  the 
Commission  for  Suicide  Prevention  at  the  Puerto  Rico  Department  of  Health  in  an  effort  to  prevent 
suicide,  increase  awareness  about  factors  that  increase  and  decrease  suicide  risk,  and  to  conduct 
training  of  healthcare  providers  and  others  in  the  community.  CDC  is  also  translating  Preventing  Suicide: 
A  Technical  Package  of  Policy,  Programs,  and  Practices  into  Spanish.  This  document  helps  communities 
to  prioritize  prevention  activities  based  on  the  best  available  evidence. 
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Firearms  and  Suicide 


17.  Are  firearms  a  major  means  of  suicide  globally? 

Unlike  m  the  U.S.,  ingestion  of  pesticide  and  hanging  are  the  two  most  common  methods  of  suicide 
globally. 

Policies  related  to  the  sales  and  import  of  pesticides,  which  have  reduced  access  to  this  lethal  means  of 
suicide,  have  demonstrated  impact  in  preventing  suicide  in  some  countries.  For  instance,  in  Sri  Lanka, 
the  suicide  rate  decreased  from  47  per  100,000  in  1995  to  30,9  per  100,000  in  2005  after  the 
implementation  of  such  policies- 

18.  How  many  lives  are  lost  to  firearm-related  suicides  per  year? 

In  2016,  almost  23,000  lives  were  lost  due  to  suicides  by  firearm.  This  equates  to  51%  of  suicides  in  the 
U.S,  in2016. 

19.  Does  the  CDC  want  to  restrict  access  to  firearms? 

The  CDC  is  not  suggesting  that  firearms  should  be  taken  away  from  U.S.  residents. 

An  important  function  of  public  health  is  to  prevent  injury  and  death.  Given  the  lethality  of  firearms,  it  is 
important  to  identify  ways  to  prevent  them  from  being  used  for  self-harm.  Based  on  prior  research,  we 
know  that  safe  storage  practices  can  help  reduce  the  risk  for  suicide  by  separating  people  at-risk,  or 
who  have  made  prior  attempts,  from  easy  access  to  lethal  means.  This  can  involve  safely  storing 
firearms  locked  and  unloaded  in  a  secure  place  (e.g,,  gun  safe  or  lock  box)  and  separate  from 
ammunition.  This  can  help  to  provide  a  buffer  for  those  who  are  thinking  about  suicide  and  increases 
the  time  it  takes  them  to  access  lethal  means.  We  know  from  prior  research  that  simply  providing  a 
buffer  in  this  critical  time  period  can  help  reduce  risk. 

20.  What  are  the  leading  ways  that  people  die  by  suicide? 

Firearms  are  the  mechanism  for  about  half  of  all  suicides  in  the  United  States. 

The  next  leading  methods  are  suffocation  and  poisoning. 

Reducing  access  to  lethal  means  of  suicide  among  persons  at  risk  for  suicide  Is  an  intervention  with 
robust  supporting  evidence;  such  intervention  includes: 

•  Intervening  at  suicide  hotspots  such  as  bridges 

•  Counseling  around  safe  storage  of  medications,  firearms,  or  other  household  products  to  keep 
them  away  from  people  at  risk, 

•  These  interventions  can  be  combined  with  other  strategies  for  a  comprehensive  approach  to 
prevention. 
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21,  What  was  the  process  of  obtainirig  support  and  resources  from  the  CDC  to  do  this 
research,  given  the  agency’s  historical  lack  of  funding  for  gun  violence  research? 

This  study  used  data  from  existing  public  health  surveillance  systems  that  collect  data  on  many  different 
causes  of  injury  and  death.  CDC  has,  and  continues  to,  support  surveillance  activities  and  analyses  of 
surveillance  and  other  data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.5. 
Understanding  the  patterns,  characteristics,  and  impacts  of  firearm-related  injuries  is  an  important  step 
toward  prevention. 

22.  A  previous  report  shows  that  a  substantial  number  of  gun-caused  deaths  are  suicides. 
What  could  drive  children  to  take  their  own  lives  and  how  do  they  access  firearms  in 
the  first  place? 

When  looking  at  the  circumstances  surrounding  child  firearm  suicides,  while  mental  health  factors  are 
important,  firearm  suicides  are  also  frequently  related  to  situational  life  stressors  and  relationship 
problems  with  an  intimate  partner,  friend,  or  family  member.  It  is  important  for  parents  and  other 
adults  who  interact  with  children  to  be  aware  that  life  stressors  such  as  these  can  have  a  big  impact  on 
children  and  put  them  at  risk  for  suicide. 

Other  researchers  have  found  that  safe  storage  of  firearms  (storing  firearms  locked,  unloaded,  and 
separate  from  ammunition)  is  associated  with  reductions  in  adolescent  firearm  suicide  attempts  and 
also  unintentional  firearm  deaths  in  children. 


The  Present  Study  -  MMWR  Content  and  Methods 

23.  How  was  the  current  study  conducted? 

Trends  in  age-adjusted  suicide  rates  were  assessed  among  people  aged  >10  years,  by  state  and  sex,  and 
across  six  consecutive  three-year  periods  (1999-2016),  using  data  from  the  National  Vital  Statistics  System 
for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting  System,  covering  27 
states  in  2015,  were  used  to  examine  contributing  circumstances  among  suicide  decedents  with  and  without 
known  mental  health  conditions. 

24,  What  are  some  of  the  key  findings? 

«  Across  the  study  period,  suicide  rates  increased  in  all  states,  except  Nevada  (which  had  a  consistently 
high  rate  throughout). 

o  These  increases  were  statistically  significant  in  44  states. 

o  The  percentage  increases  rn  rates  ranged  from  5.9%  in  Delaware  to  57.6%  in  North  Dakota,  with 
increases  of  more  than  30%  observed  in  25  states. 

•  Suicide  rate  trends  indicated  significant  increases  for  males  (34  states)  and  females  (43  states),  as  well 
as  for  the  U.S,  overall. 
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•  While  all  decedents  were  predominately  male  (76,8%)  and  non-Hispanic  white  (83,6%),  those  without 
known  mental  health  conditions^  relative  to  those  with  mental  health  conditions,  were  more  likely  to: 

o  be  male  (83,6%  vs,  68,8%;  odds  ratio  (OR}=2.3,  95%  Cl  =  2, 2-2,5) 
o  be  racial/ethnic  minorities  (OR  range:  1. 2-2,0) 
o  to  die  by  firearms  (OR=1.6,  95%  Cl=  (1.5-1.7). 

•  Overall,  the  large  majority  of  suicides  occurred  among  people  ages  of  25-64, 

•  More  than  half  of  suicide  decedents  in  NVDRS  (27  states)  did  not  have  a  known  mental  health 
condition. 

o  This  group  suffered  more  from  relationship  problems  and  other  life  stressors  such  as  criminal 
legal  matters,  eviction/loss  of  home,  and  recent  or  impending  crises,  however  such 
circumstances  were  also  common  in  people  with  mental  health  conditions, 

•  To  address  the  full  range  of  contributing  factors  to  suicide,  comprehensive  suicide  prevention 
activities  are  needed. 

o  Such  strategies  include  both  upstream  prevention  to  prevent  risk  from  occurring  in  the  first 
place  as  well  as  more  downstream  activities  responsive  to  the  needs  of  people  at  increased  risk 
and  to  prevent  re-attempts, 

o  The  CDC's  technical  package  to  prevent  suicide  provides  information  about  evidence-based 
strategies,  as  well  as  information  about  the  need  for  a  broad,  comprehensive  approach  to 
preventing  suicide. 

25,  For  some  states,  the  reported  percentage  increase  in  the  suicide  rate  is  quite  large.  Is 
this  due  simply  to  fluctuations  in  small  numbers  of  suicides? 

The  percentages  represent  increases  in  rates  between  the  first  three-year  reporting  period  (1999-2001) 
and  the  last  three-year  reporting  period  (2014-2016),  By  aggregating  the  data  into  three-year  periods, 
small  suicide  counts  were  avoided.  The  table  below  provides  the  beginning  and  ending  suicide  counts  and 
rates  for  the  ten  states  showing  the  largest  percentage  rate  increases. 

No  suicide  count  appearing  in  the  table  below  is  less  than  200,  and  some  counts  range  into  the  thousands. 
Even  after  recognizing  the  growth  in  state  populations  and  any  shifts  in  their  age  profiles,  changes  such 
as  those  shown  would  not  typically  be  expected  due  to  random  fluctuations  alone. 


State 

Reporting 

Period 

Average 
Population  * 

Totai 

Suicides 

Annuai 
Rate  + 

Percentage 

Increase 

Rank 

ND 

1999-2001 

0.56  M 

220 

13.3 

57.6  % 

1 

2014-2016 

0,65  M 

401 

20.9 

VT 

1999-2001 

0.53  M 

212 

13.2 

48.6  % 

2 

2014-2016 

0.56  M 

345 

19.7 

NH 

1999-2001 

1.08  M 

435 

13.5 

48.3% 

3 

2014-2016 

1.20  M 

719 

20.0 

UT 

1999-2001 

1.84  M 

898 

17.2 

46.5  % 

4 

2014-2016 

2.48  M 

1,809 

25.2 

13 


KS 

1999-2001 

2.31  M 

917 

13.3 

45.0  % 

5 

2014-2016 

2.51  M 

1,446 

19.4 

SD 

1999-2001 

0.65  M 

303 

15,7 

44.5  % 

6 

2014-2016 

0.74  M 

477 

22.6 

ID 

1999-2001 

1.10  M 

558 

17.3 

43.2% 

1 

2014-2016 

1.42  M 

1,030 

24.7 

MN 

1999-2001 

4.25  M 

1,357 

10.7 

40.6  % 

8 

2014-2016 

4.77  M 

2,161 

15.0 

WY 

1999-2001 

0,43  M 

264 

20.7 

39.0  % 

9 

2014-2016 

0.51  M 

421 

28.8 

SC 

1999-2001 

3.47  M 

1,328 

12,8 

38.3  % 

10 

2014-2016 

4.29  M 

2,310 

17.7 

*  Average  population  >  10  years  old  during  reporting  period. 

+  Annual  age-adjusted  rate  per  100,000  population  >  10  years  old. 

26«  What  is  known  about  which  groups  are  experiencing  increases? 

The  current  study  found  that  rates  of  suicide  are  increasing,  overall,  and  for  males  and  females.  Rates 
among  females  increased  significantly  in  43  states  and  rates  among  males  increased  significantly  in  34 
states. 

•  In  general,  suicide  rates  in  the  U,S.  have  increased  by  nearly  30%  since  1999. 

i.  Increases  were  observed  for  both  women  and  men  in  all  age  groups  under  75. 

•  Certain  groups  have  had  particularly  high  greatest  increases  since  1999,  including: 

i.  Working-age  adults  35-64  yrs 

ii.  Non-Hispanic  whites,  and  non-Hispanic  American  Indians  /  Alaska  Natives  and 

iii.  People  living  in  rural  areas. 

iv.  Rates  have  increased  for  males  and  female  however  the  rate  for  males  is  consistently  3- 
5  times  higher  than  the  rate  for  females 

27.  How  do  people  with  and  without  mental  health  conditions  differ  with  respect  to 
suicide? 

People  with  and  without  mental  health  conditions  had  similarities  and  differences 

•  While  all  decedents  were  predominately  male  (76.8%)  and  non-Hispanic  white  (83.6%),  those 
without  known  mental  health  conditions,  relative  to  those  with  mental  health  conditions,  were 
more  likely  male  (83.6%  vs.  68.8%;)  and  racial/ethnic  minorities  (OR  range:  1.2”2.0). 

•  Suicide  decedents  without  known  mental  health  conditions  also  had  significantly  greater  odds  of 
perpetrating  homicide-suicide  (adjusted  odds  ratio  aOR  =  2.9,  95%  Cl  =  2. 2-3.8),  Although  this 
represents  a  small  percentage  of  suicides  in  both  groups. 

•  While  firearms  were  the  most  common  method  of  suicide  used  overall  (48,5%)  and  for  both 
groups,  decedents  without  known  mental  health  conditions  were  more  likely  to  die  by  firearm 
(55,3%  vs.  40.6%)  and  less  likely  to  die  by  hanging/strangulation/suffocation  (26,9%  vs  31,3%)  or 
poisoning  (10.4%  vs  19.8%)  than  those  with  known  mental  health  conditions.  (These  differences 
remained  significant  in  the  adjusted  models). 
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•  Among  decedents  with  toxicology  results,  decedents  without  known  mental  health  conditions 
were  less  likely  to  test  positive  for  any  substance  overall  (aOR=0,8,  95%  CI=0,7-0,8),  such  as 
opioids  (aOR=.90  95%  CI-D,81-.99)  but  more  likely  to  test  positive  for  alcohol  (aOR=l,2,  95% 
01=1.1-1.3), 

•  People  without  known  mental  health  conditions  were  less  likely  to  have  substance  abuse 
problems  (aOR=0.7,  95%  CI=0.7-0.8). 

•  Two-thirds  of  those  with  known  mental  health  conditions  had  a  history  of  mental  health  or 
substance  abuse  treatment  (67.2%)  and  just  over  half  (54.0%)  were  in  current  treatment. 

•  Decedents  without,  versus  those  with,  known  mental  health  conditions,  had  significantly  greater 
likelihood  of  any  relationship  problem/loss  (45.1%  vs.  39.6%),  specifically  intimate  partner 
problems  (30.2%  vs.  24.1%),  arguments/conflicts  (17.5%  vs.  13.6%),  and  recently  perpetrating 
interpersonal  violence  (3.0%  vs.  1.4%).  They  also  were  more  likely  to  have  experienced  any  life 
stressors  (50.5%  vs  47.2%),  such  as  criminal-legal  problems  (10.7%  vs.  6.2%),  or  eviction/loss  of 
home  (4.3%  vs.  3.4%)  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcoming  two  weeks  (32.9%  vs.  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models. 

•  Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did 
not  differ  by  mental  health  group  status. 

•  Physical  health  problems  (23.2%  and  21.4%)  and  job/financial  problems  (15.6%  and  16.8%)  were 
commonly  experienced  by  both  groups  (with  and  without  mental  health  conditions, 
respectively) 

•  Decedents  without  known  mental  health  conditions  had  significantly  lower  odds  of  recent 
release  from  any  institution  (aOR=0.5,  95%  CI=0.4-0.5),  but  among  those  who  were  recently 
released  (5.1%),  they  were  significantly  more  likely  to  be  released  from  a  correctional  facility 
(25.7%  vs.  8.7%),  hospital  (43.7%  vs.  33.0%),  or  other  facility  (e.g.,  alcohol/substance  treatment) 
(aOR=2.5  95%  CI=1.8-3.3),  than  those  with  a  known  mental  health  conditions.  Among  decedents 
with  known  mental  health  conditions  who  were  recently  released  from  an  institution  (10.2%), 
46.7%  of  this  group  were  released  from  psychiatric  facilities. 

•  Decedents  without  known  mental  health  conditions,  compared  to  those  with  mental  health 
conditions,  were  significantly  less  likely  to  have  a  history  of  suicidal  ideation  (23.0%  vs.  40.8%) 
and  prior  suicide  attempts  (10.3%  vs.  29.4%).  More  than  one  in  five  people  in  both  groups 
disclosed  suicide  intent  (22.4%  vs.  24.5%). 


28.  Why  did  Nevada  not  see  an  increase  in  suicide  rates? 

While  Nevada's  suicide  rate  did  not  increase,  it  remained  consistently  high  across  the  study  period. 

29.  Why  did  this  study  focus  on  those  aged  10  and  older? 

Suicide  rates  were  analyzed  for  people  aged  >10  years  only,  because  determining  suicidal  intent  in 
younger  children  can  be  difficult. 

a.  Suicide  is  defined  as  self-directed  injurious  behavior  with  an  intent  to  die  as  a  result  of  the 
behavior,  and  youth  under  the  age  of  10  may  not  fully  understand  the  implications  of  their 
actions.  (CDC  web  site) 

30.  How  was  "crisis''  defined  in  this  study? 

For  this  study,  a  "crisis"  was  a  current/acute  event  that  occurred  within  the  2  weeks  of  a  suicide.  Crises 
are  indicated  in  an  NVDRS  source  report  to  have  contributed  to  the  suicide.  A  crisis  can  precede  the 
death  (e.g.,  had  a  bad  argument  the  day  before  the  incident,  divorce  papers  served  that  day,  or  victim 
laid  off  the  week  before)  or  be  an  impending  event  (e.g.,  house  was  to  be  foreclosed  on  the  day  after 


15 


the  incident  or  court  date  for  a  criminal  offense  three  days  after  the  suicide).  Crises  are  interpreted  from 
the  eyes  of  the  victim.  This  is  particularly  relevant  for  young  victims  whose  crises,  such  as  a  bad  grade  or 
a  dispute  with  parents  over  a  curfew,  may  appear  to  others  as  relatively  minor. 

31.  How  did  you  define  a  mental  health  condition? 

The  National  Violent  Death  Reporting  System  (NVDRS)  defines  a  mental  health  condition  as  disorders 
and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (9),  with 
the  exception  of  alcohol  and  other  substance  use  problems,  which  are  captured  separately  in  the 
system. 

a.  Data  on  mental  health  conditions  are  abstracted  from  the  investigative  reports  included  within 
NVDRS  and  that  are  associated  with  each  suicide. 

b.  Investigative  reports  are  those  filed  by  law  enforcement  and  coroners/medical  examiners  which 
reflect  information  provided  by  family  and  friends. 

c.  Information  obtained  from  these  reports  is  dependent  upon  the  extent  of  informant  knowledge 
that  may  impact  data  completeness  and  accuracy*  Some  decedents  might  have  mental  health 
conditions  that  were  not  diagnosed  or  reported.  The  high  prevalence  of  diverse  contributing 
circumstances  among  those  with  and  without  known  mental  health  conditions  suggests  the 
importance  of  addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

32.  Are  the  people  without  mental  health  conditions  just  people  who  haven't  been 
diagnosed  with  a  mental  health  conditions? 

It  is  possible  that  the  people  without  mental  health  conditions  in  this  study  had  a  diagnosable  mental 
health  condition  but  had  not  been  diagnosed,  or  that  their  mental  health  conditions  was  unknown  to 
informants  who  provided  circumstantial  information  to  law  enforcement.  Studies  including  more  in- 
depth  interviews  with  next-of“kin  often  cite  greater  attributions  to  mental  disorders,  however  many 
methodological  variations  across  studies  exist.  It  is  likely  that  some  people  without  known  mental 
health  conditions  in  the  current  study  were  experiencing  mental  health  challenges  that  were  unknown, 
and  hence  underreported  by  key  informants.  Nonetheless,  the  high  prevalence  of  diverse  contributing 
circumstances  among  those  with  and  without  known  mental  health  conditions  suggests  the  importance 
of  addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

33.  Are  suicides  by  people  without  mental  health  conditions  considered  impulsive? 

Suicide  decedents  who  do  not  have  mental  health  conditions  should  not  necessarily  be  considered 
impulsive. 

•  As  this  study  demonstrates,  there  are  many  reasons,  beyond  mental  health  conditions  alone, 
why  people  take  their  own  lives. 

•  54%  of  the  study  sample  did  not  have  a  known  mental  health  condition,  but  people  in  this  group 
still  experienced  challenges  in  their  lives  that  contributed  to  their  suicide. 

•  They  may  have  been  experiencing  these  challenges  for  an  extended  period  of  time  and  may 
have  had  suicidal  thoughts  leading  up  to  their  suicide,  which  may  indicate  that  the  suicide  was 
not  impulsive 

o  35%  of  those  without  mental  health  conditions  left  a  suicide  note 
o  23%  were  known  to  have  a  history  of  suicidal  ideation 
o  22%  had  disclosed  suicidal  intent  to  another  person 
o  10%  had  previously  attempted  suicide 

34.  How  many  suicides  are  considered  impulsive? 
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•  4  previous  case-control  study  of  survivors  of  nearly  lethal  suicide  attempts  indicates  that 

about  24%  of  this  group  acted  impulsively  on  their  suicidal  thoughts 

o  i.e.,  less  than  5  minutes  passed  between  their  initial  thought  of  suicide  and  their  nearly 
lethal  suicide  attempt 

o  76%  of  attempt  survivors  did  not  meet  this  definition  of  impulslvity  with  respect  to 
their  suicide  attempt. 


35,  Is  a  trigger  usually  identified,  even  if  that  trigger  may  seem  trivial  to  us?  Also,  is  there 
data  on  the  effectiveness  of  resiliency  training  in  preventing  suicide? 

Triggering  events  can  be  difficult  to  identify.  We  found  that  29%  of  suicide  decedents  had  experienced  a 
crisis  (intimate  partner  problem,  health  problem,  legal  problem),  in  the  past  or  upcoming  two  weeks. 
These  crises  were  seen  as  contributing  to  their  suicide.  That  said,  it  is  important  to  acknowledge  that 
contributing  crises  can  differ  across  people  depending  on  individual  reactions  but  also  family,  friend, 
employer,  and  community  supports. 

Programs  like  the  Good  Behavior  Game  (page  32),  and  Youth  Aware  of  Mental  Health  program  (p32), 
which  are  referenced  in  our  technical  package  and  are  designed  to  build  coping  and  problem-solving 
skills,  have  shown  positive  impacts  on  suicide  ideation  and/or  behavior,  however,  a  key  point  in  our 
technical  package  and  the  conclusion  we  mean  to  draw  in  our  MMWR  is  a  comprehensive  public  health 
approach  to  suicide  is  important.  Ideally  suicide  prevention  activities  will  be  incorporated  at  the 
individual,  relationship,  community,  and  societal  levels  to  have  a  real  impact.  The  CDC  Foundation  is 
currently  helping  to  raise  money  for  us  to  test  this  concept  in  Colorado  which  consistently  has  one  of  the 
highest  rates  of  suicide  in  the  country.  The  US  Air  Force  Suicide  Prevention  Program  is  the  best  example 
of  a  comprehensive  approach  that  worked  (while  it  was  being  fully  implemented)— they  saw  reductions 
in  suicide  rates  of  33%  and  reductions  in  related  outcomes  as  well. 


36.  Why  does  this  study  find  such  a  low  rate  of  mental  health  conditions  compared  to 
psych  autopsy  studies? 

Psychological  autopsy  studies  that  utilize  in-depth  interviewing  of  surviving  friends/family  and  often 
include  record  reviews  typically  show  that  a  larger  proportion  of  suicide  decedents  have  a  mental  health 
diagnosis  or  a  substance  use  disorder.  However,  variations  in  the  methodology  of  psychological  autopsy 
studies  and  the  current  study  may  impact  the  prevalence  of  mental  health  conditions  identified.  It  is 
likely  that  some  people  without  known  mental  health  conditions  in  the  current  study  were  experiencing 
mental  health  challenges  that  were  unknown,  and  hence  underreported  by  key  informants.  NVDRS 
measures  problematic  substance  use  separately  from  mental  health  conditions  and  this  report  provides 
an  estimate  of  problematic  substance  use  among  those  with  and  without  mental  health  conditions. 

The  high  prevalence  of  diverse  contributing  circumstances  among  those  with  and  without  known  mental 
health  conditions  suggests  the  importance  of  addressing  the  broad  range  of  factors  that  contribute  to 
suicide. 


37,  Why  did  you  only  look  at  suicide  circumstances  in  27  states? 

a.  In  2015,  the  National  Violent  Death  Reporting  System  collected  data  from  27  states.  The  data 
collected  from  these  states  were  used  for  the  analysis.  More  current  data  is  not  yet  available. 
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b.  In  2016,  NVDRS  collected  data  from  40  states,  D.C.  and  Puerto  Rico  however  data  are  not  yet 
available. 

c.  The  FY  2018  omnibus  appropriation  bifi  provided  funding  and  Congressional  direction  to  expand 
the  NVDRS  program  to  all  50  states  and  the  District  of  Columbia.  CDC  is  actively  working  toward 
that  goal. 

38.  What  are  some  of  the  limitations  to  this  study? 

There  are  three  limitations  to  the  study: 

•  First,  in  the  state-ievel  analysis,  rankings  for  four  states  {MD,  MA,  Rl,  UT)  might  have  been 
impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent  (potentially  biasing 
reported  suicide  rates  downward),  or  decreased  percentages  of  such  deaths  over  time  (potentially 
biasing  estimated  rate  trends  upward). 

•  Second,  NVDRS  is  not  yet  nationally  representative;  the  27  states  included  in  this  study  represent 
49.6%  of  the  U,S,  population 

(http5://factfinder.censu5.gQv/face5/tableservices/isf/paEes/productview.xhtmlh 

•  Third,  abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative  reports. 
Therefore,  the  extent  of  informant  knowledge  can  affect  data  completeness  and  accuracy.  Studies 
including  more  in-depth  interviews  with  next-of-kin  often  cite  greater  attributions  to  mental 
disorders,  however  many  methodological  variations  across  studies  exist.  It  is  likely  that  some 
people  without  known  mental  health  conditions  in  the  current  study  were  experiencing  mental 
health  challenges  that  were  unknown,  and  hence  underreported  by  key  Informants.  Nonetheless, 
the  high  prevalence  of  diverse  contributing  circumstances  among  those  with  and  without  known 
mental  health  conditions  suggests  the  importance  of  addressing  the  broad  range  of  factors  that 
contribute  to  suicide, 

•  We  know  that  suicides  are  underreported.  It  is  possible  that  some  suicides  were  coded  as 
unintentional  or  deaths  of  undetermined  intent.  It  is  unclear  how  that  could  impact  estimates  of 
trends  or  conclusions  about  circumstances. 


The  National  Violent  Death  Reporting  System 

39.  What  is  the  National  Violent  Death  Reporting  System? 

•  The  National  Violent  Death  Reporting  System  (NVDRS)  is  a  data  system  that  provides  states  and 
communities  with  a  clearer  understanding  of  violent  deaths.  NVDRS  data  can  be  used  to  guide 
local  decisions  about  efforts  to  prevent  violence  and  track  progress  over  time.  NVDRS  is  the  only 
state-based  surveillance  (reporting)  system  that  pools  data  on  violent  deaths  from  multiple  sources 
into  a  usable,  anonymous  database.  These  sources  include  state  and  local  medical  examiner, 
coroner,  law  enforcement,  toxicology,  and  vital  statistics  records.  Pooling  these  data  can  provide 
CDC  with  a  detailed,  comprehensive  picture  of  how  and  why  violent  deaths  occur. 

•  NVDRS  includes  over  600  unique  data  elements  that  provide  valuable  context  about  violent 
deaths  such  as 

o  Relationship  problems;  mental  health  conditions  and  treatment;  toxicology  results;  and  life 
stressors 

■  Including  recent  problems  with  a  job,  finances,  or  physical  health  problems. 
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o  Extensive  information  about  the  incidents^  such  as  weapons  used,  characteristics  of  suspects, 
and  locations  where  they  occurred  are  included.  Such  data  are  far  more  comprehensive  than 
what  is  available  elsewhere. 

•  NVDRS  can  help  identify  populations  particularly  affected  by  fatal  violence.  The  system  not  only 
provides  details  on  specific  manner  of  violent  death,  but  also  identifies  common  factors  that  span 
multiple  types  of  violence. 

•  The  NVDRS  FAQ  page  has  more  details:  https://www.cdc.Rov/violenceprevention/nvdr5/faas>htrnl 

40,  How  does  using  the  National  Violent  Death  Reporting  System  help  to  make  the 
statistics  more  complete? 

Although  limited  to  the  27  states  participating  in  NVDRS  during  the  time  period  of  the  study,  data  from 
NVDRS  provide  the  only  detailed  information  available  on  the  circumstances  surrounding  these 
deaths,  therefore  taking  the  findings  beyond  reporting  numbers  and  rates  and  providing  unique 
information  on  the  context  in  which  people  die  from  suicide. 

41.  Is  the  National  Violent  Death  Reporting  System  expanding  to  50  states? 

We  are  happy  to  announce  that  beginning  in  FY18,  we  are  able  to  make  funding  available  to  all  50 
states  for  the  implementation  of  the  NVDRS. 

Currently,  40  states,  Washington,  DC  and  Puerto  Rico  are  funded  by  NVDRS. 

Expanding  NVDRS  to  SO  states  allows  us  to  meet  one  of  the  national  goals  set  forth  for  Healthy  People 
2020  OVP-43). 

Warning  signs  of  suicide  and  what  to  do  if  you  know  someone  at  risk 


42.  A  lot  of  the  problems  mentioned  as  contributing  to  suicide  in  this  study  seem  very 
common,  how  can  someone  tell  who's  at  risk? 

Many  people  think  that  suicide  is  an  inexplicable  act,  when,  in  reality,  many  known  risk  factors  exist. 
These  include: 

•  History  of  previous  suicide  attempts 

•  Family  history  of  suicide 

•  History  of  child  maltreatment 

•  History  of  depression  or  other  mental  illness 

•  Alcohol  or  drug  abuse 

•  Feelings  of  hopelessness  or  isolation 

•  Impulsive  or  aggressive  tendencies 

•  Stressful  life  event  or  loss 

•  Easy  access  to  lethal  methods 

•  Exposure  to  the  suicidal  behavior  of  others 

•  Isolation,  lack  of  social  connectedness 
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Researchers  agree  that  suicidal  behavior  results  from  an  interaction  of  factors  and  is  rarely  due  to  a 
single  cause.  .  t:' 

43.  Is  suicide  genetic? 

Research  suggests  that  suicide  can  run  in  families.  A  famous  example  is  the  multiple  deaths  by  suicide  in 
the  family  of  American  novelist  Ernest  Hemingway,  Both  genetics  (nature)  and  environment  (nurture) 
can  impact  suicide  risk;  however,  there  are  many  strategies  to  prevent  suicide.  Suicide  is  never 
inevitable. 

•  A  new  field  of  study  called  epigenetics  looks  at  the  interaction  of  nurture  and  nature  to  help  us 
understand  risk  of  suicide. 

44.  What  are  the  warning  signs  for  suicide? 

The  warning  signs  for  suicide  are: 

•  Expressing  hopelessness 
t  Increased  anger  or  rage 

•  Extreme  mood  swings 

•  Sleeping  too  little  or  too  much 

•  Making  plans  for  suicide 

•  Talking  and/or  posting  about  suicide 

•  Feeling  unbearable  pain 

•  Increased  anxiety 

•  Securing  lethal  means 

•  Increased  substance  use 

•  Feeling  like  a  burden 

•  Isolation 

45.  What  should  someone  do  if  they  believe  someone  may  be  suicidal? 

•  Ask  the  question,  ''Are  you  thinking  about  suicide?"'  Asking  the  question  won't  make  someone 
suicidal,  and  instead,  may  relieve  or  reduce  the  feeling. 

•  If  the  person  says  yes,  keep  them  safe.  Find  out  if  they  have  a  suicide  plan.  Remove  any  lethal 
means  in  the  environment,  if  possible,  and  do  not  leave  the  person  alone. 

•  Be  there  and  show  concern.  Don't  act  surprised  or  dismiss  their  feelings.  Take  the  person 
seriously,  and  do  not  assume  they  are  joking, 

•  Help  them  connect  to  resources,  for  example,  by  calling  the  National  Suicide  Prevention  Lifeline 
(1-S00-273-TALK  (8255))  or  by  connecting  the  person  to  someone  in  the  community  who  can 
help,  e.g.  emergency  department,  counselor,  pastor. 

•  Follow  up  -  After  the  person  Is  safe,  follow  up  in  the  days  ahead  with  a  phone  cad,  ask  them  how 
they  are  doing.  See  if  there  is  anything  else  that  you  can  do. 

You  can  (earn  more  about  these  steps  to  help  by  going  to  www.bethelto.com. 

46.  Where  can  people  go  for  help? 

No  matter  what  problems  people  deal  with,  we  want  to  help  them  find  a  reason  to  keep  living.  By 
calling  1-800-273-TALK  (8255)  people  will  be  connected  to  a  skilled,  trained  counselor  at  a  crisis  center 
in  their  area,  anytime  24/7.  There  are  many  success  stories  and  stories  of  hope  where  people  in  need 
have  reached  out  to  others  or  family  or  friends  have  intervened  to  get  people  help.  They  got  the  support 
they  needed  and  were  able  to  get  through  a  crisis  and  go  on  to  live  productive  and  fulfilling  lives. 
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Suicide  among  Youth 


47.  Today's  Quick  Stat  shows  rates  of  suicide  and  homicide  going  up  among  youth.  How 
does  this  align  with  rates  found  in  the  VS? 


The  Vital  Signs  report  did  not  examine  suicide  rate  increases  by  age  group  or  homicide  at  all,  but  we 
know  that  suicide  is  a  problem  across  the  lifespan.  In  fact,  suicide  rates  increase  with  age  up  to  age  54. 

Nationally,  we  have  seen  that  suicide  rates  are  increasing  across  all  age  groups  younger  than  age  75.  For 
example,  middle  aged  adults  have  the  largest  number  of  suicides  and  have  seen  particularly  high 
increases  in  rates.  Suicide  prevention  strategies  are  needed  across  the  lifespan.  States  and  communities 
can  adopt  prevention  strategies  based  on  the  best  available  evidence  such  as  those  found  in  the  CDCs 
technical  package  to  prioritize  populations  with  the  greatest  burden  based  on  both  rates  and  numbers 
of  suicide. 
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48.  A  report  came  out  recently  about  suicidal  thoughts  and  behavior  in  youth  in  Utah. 
Between  these  results  and  other  recent  findings,  should  we  be  focused  primarily  on 
youth  suicide  prevention? 

Suicide  at  any  age  is  troubling  and  a  cause  for  concern.  Today's  Vital  Signs  did  not  look  at  suicide  rate 
increases  by  age  group;  however,  in  order  to  bring  rates  down,  we  must  apply  effective  suicide 
prevention  strategies  to  those  population  groups  at  greatest  risk  and  with  the  greatest  burden  (based 
on  rates  and  numbers  of  suicide). 
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Note:  The  Utah  study  results  show  similar  suicide  attempt  rates  to  the  National  YRBS  and  while  the 
percentage  of  people  with  ideation  is  greater  than  the  national  percentage,  in  Utah,  rates  of  suicide 
ideation  were  defined  by  any  serious  thoughts  of  suicide  in  the  past  12  months  or  any  suicide  planning. 
National  rates  do  not  combine  these  questions,  which  may  explain  the  difference  in  state  and  national 
prevalence. 


Utah  study  National  YR8S 
Suicide  ideation  20%*  17.7% 

Suicide  attempts  8.2%  8.6% 

*The  Utah  study  included  students  in  grades  6,  8;10,  and  12  whereas  National  YRBS  is  for  students  in  9- 
12^^  grades.  Also,  the  Utah  study  combined  two  questions  (any  serious  thoughts  of  suicide  or  suicide 
plans).  The  National  YRBS  estimate  shown  in  for  thoughts  of  suicide  only. 

49,  Is  the  Netflix  series,  13  Reasons  Why,  making  youth  suicide  rates  increase? 

while  we  have  seen  youth  suicide  rates  increase  over  the  past  several  years,  it  is  difficult  to  attribute  the 
increases  to  any  one  factor.  However,  we  do  know  that  suicide  contagion  is  a  real  phenomenon,  and 
that  when  vulnerable  youth  are  exposed  to  suicidal  thoughts  or  behaviors,  their  risk  for  suicide  can 
increase.  The  media,  including  the  entertainment  industry,  can  help  prevent  the  risk  of  suicide 
contagion  by  safely  reporting  on  suicide  and  referring  to  recommendations  available  at 
www.reportingonsuicide.org.  In  response  to  season  one  of  13RW  and  in  preparation  for  Season  2, 

SAVE  (Suicide  Awareness  Voices  of  Education)  convened  a  group  of  experts  in  suicide  prevention, 
mental  and  physical  health,  and  education  to  develop  tools  to  help  encourage  positive  responses  to  the 
13  Reasons  Why  series. 

•  The  group  developed  a  toolkit  providing  practical  guidance  and  reliable  resources  for  parents, 
educators,  clinicians,  youth  and  media  related  to  the  content  of  the  series  (suicide,  school 
violence,  sexual  assault,  bullying,  substance  abuse,  etc.).  The  toolkit  can  help  encourage 
conversations,  identify  those  at  risk  and  prevent  unexpected  tragedies. 
https://www.13reasonswhvtooikit.Qfg/ 

50.  Recently  a  study  came  out  about  high  levels  of  loneliness  among  youth.  Is  that  why 
youth  suicide  rates  are  going  up? 

Loneliness  or  feeling  a  lack  of  connectedness  to  others  is  a  risk  factor  for  suicide  among  people  of  all 
ages.  However,  for  any  given  individual,  suicide  is  typically  not  caused  by  any  one  thing.  Today's  Vital 
Signs  reports  on  the  multiple  contributing  factors  to  suicide  including  relationship  problems,  substance 
misuse,  and  health,  job/financial,  and  criminal  legal  problems.  To  help  communities  make  use  of  the 
best  available  evidence  for  suicide  prevention,  CDC  released  a  suicide  prevention  technical  package. 
Many  of  the  strategies  in  the  technical  package  are  likely  to  help  people  feel  connected  and  less  lonely. 
This  is  an  important  part  of  a  comprehensive  suicide  prevention  strategy. 
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51,  Recently  a  study  came  out  about  increasing  rates  of  depression,  especially  among 
youth.  Is  that  why  suicide  rates  are  going  up? 

On  a  population  level,  increases  in  depression  can  impact  suicide  rates,  especially  untreated  depression, 
however,  for  any  given  individual,  suicide  is  typically  not  caused  by  one  thing.  It  is  unclear  how  much 
these  trends  in  depression  are  influencing  the  increases  in  suicide  rates.  Today's  Vital  Signs  reports  on 
the  multiple  contributing  factors  to  suicide  including  relationship  problems,  substance  misuse,  and 
health,  job/financial,  and  criminal  legal  problems.  A  comprehensive  approach  to  suicide  prevention 
must  address  mental  health  conditions  like  depression  as  well  as  these  other  factors. 


Suicide  among  Veterans 

52,  Do  you  have  any  information  on  suicide  among  Veterans  and  Military  service 
members? 

While  we  did  not  describe  Veteran  suicides  in  this  study,  here  are  some  key  epidemiologic  findings  from 
other  reports  published  by  the  Departments  of  Veterans  Affairs  and  Defense,  as  well  as  the  CDC  . 

CDC  and  its  partners  are  currently  doing  more  research  to  understand  the  extent  to  which  the  general 
rise  in  suicide  rates  can  be  attributed  to  the  rise  in  suicide  rates  among  Veterans. 

Veterans: 

«  Veterans  accounted  for  18  percent  of  adult  suicides  but  constituted  only  8.5  percent  of  the  U.5. 
adult  population  (ages  18+}. 

•  An  average  of  20  Veterans  died  by  suicide  each  day;  roughly  14  of  these  are  not  using  VHA 
services. 

•  The  overall  burden  of  Veteran  suicide  is  mostly  among  Veterans  of  middle  to  older  adult  ages. 

■  An  estimated  65%  of  Veteran  suicides  occurred  among  Veterans  ages  50  years  an  older 

•  Rates  dramatically  increased  from  12/100,000  in  2005  to  110/100,000  in  2014  among  young 
Veterans  aged  18-24  years  who  were  using  VHA  services  and  were  in  Operations  Enduring 
Freedom,  Iraqi  Freedom,  or  New  dawn 

•  Suicides  among  young  Veterans  aged  18-35  years  are  highly  concentrated  in  a  small  proportion  of 
counties. 

■  Within  17  NVDRS  states,  an  estimated  33%  of  suicides  among  Veterans  aged  18-35  years 
occurred  in  just  3%  of  U.S.  counties  and  69%  occurred  in  13%  of  U*S.  counties.  Many  of 
these  high  burden  counties  do  not  have  easy  access  to  VHA  facilities. 

•  Accounting  for  age  and  sex,  risk  for  suicide  was  21  percent  higher  among  Veterans  versus  civilians, 

•  Accounting  for  age,  risk  for  suicide  was  2.4  times  higher  among  female  Veterans  versus  female 
civilians 

Active  duty: 
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•  Suicide  rates  have  doubled  from  12.5  per  100,000  in  2005  to  30  deaths  per  100,000  in  2012, 

Steady  declines  in  recent  years  have  been  observed  (although  this  could  be  because  more  service 
members  were  recently  discharged  and  therefore  their  suicides  would  be  reflected  in  the  Veteran 
population) 

•  Since  2001-2014,  51%  of  suicide  decedents  were  Army  service  members;  18%  were  Air  Force 
service  members;  17%  were  Navy  service  members;  14%  were  Marines 

•  Key  epidemiological  findings  include: 

•  94%  were  male 

■  72%  were  of  white  race 

■  87%  were  of  non-Hispanic  ethnicity 

■  83%  were  under  the  age  of  35  years 

■  88%  were  in  the  enlisted  ranks  of  E1-E9 

■  72%  only  had  a  high  school  graduate  level  of  education  (or  less) 

■  52%  were  married 

•  68%  of  suicides  were  the  result  of  firearm  injuries 

■  54%  had  a  history  of  deployment 

53.  Do  you  think  the  rate  increases  in  suicide  across  the  U.S.  is  the  result  of  increases  in 
Veteran  suicides? 

For  this  study,  we  were  unable  to  explore  the  reasons  why  we  observed  these  state  increases. 

Therefore,  we  are  unable  to  determine  the  extent  to  which  the  broad  increase  in  suicide  rates  across  the 
states  is  the  result  of  increases  in  the  Veteran  suicide  rate.  This  question  needs  further  exploration. 

54.  Is  CDC  engaged  in  preventing  suicides  among  Military  service  members  and  Veterans? 

CDC  has  partnered  with  the  Departments  of  Veterans  Affairs  and  Defense  on  numerous  innovative 
suicide  prevention  projects  to  help  address  and  prevent  suicide  among  active  duty  service  members  and 
Veterans, 

•  The  innovations  span  across  public  health  service.  Such  efforts  are  focused  to: 
o  Improve  surveillance  of  suicide 

o  Increase  understanding  of  the  antecedents  of  suicide  and  potential  factors  that  might 
protect  against  risk  of  suicide 

o  Improve  early  identification  of  suicide  risk  and  rapid  response  to  those  in  need  of  services, 
and  evaluate  key  population-level  suicide  prevention  policies  and  strategies  being 
implemented  across  states  and  at  military  installations. 


Opioids  and  Suicide 

55.  How  are  suicide,  opioid  misuse,  and  Adverse  Childhood  Experiences  related? 
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We  know  that  adults  who  experienced  Adverse  Childhood  Experiences,  or  ACEs,  are  at  risk  for  both 
suicide  and  substance  misuse.  AdditionallV/  it  is  important  to  note  that  children  whose  parents  are 
dealing  with  substance  use  disorder  or  have  overdosed  are  experiencing  ACEs,  as  are  children  whose 
parents  attempt  or  die  from  suicide.  So  addressing  trauma  and  preventing  ACEs  can  be  important  to 
prevention  of  suicide  and  opioid  misuse  as  well. 

56,  Why  are  opioid  overdoses  increasing? 

Drug  overdoses  killed  63,632  Americans  in  2016.  Opioids— prescription  and  illicit— are  the  main  driver  of 
drug  overdose  deaths.  Nearly  two-thirds  of  these  deaths  (66%)  involved  a  prescription  or  illicit  opioid. 
Overdose  deaths  increased  in  all  categories  of  drugs  examined  for  men  and  women,  people  ages  15  and 
older,  all  races  and  ethnicities,  and  across  all  levels  of  urbanization. 

The  rise  in  opioid  overdose  deaths  can  be  outlined  in  three  distinct  waves: 

•  The  first  wave  began  with  increased  prescribing  of  opioids  in  the  1990s ,  with  overdose  deaths 
involving  prescription  opioids  (natural  and  semi-synthetic  opioids  and  methadone)  increasing 
since  at  least  1999. 

•  The  second  wave  began  in  2010,  with  rapid  increases  in  overdose  deaths  involving  heroin. 

•  The  third  wave  began  in  2013,  with  significant  increases  in  overdose  deaths  involving  synthetic 
opioids  -  particularly  those  involving  illicitly-manufactured  fentanyl  (IMF).  The  IMF  market 
continues  to  change,  and  IMF  can  be  found  in  combination  with  heroin,  counterfeit  pills,  and 
cocaine. 

•  Recent  CDC  data  (Seth  P,  Scholl  L,  Rudd  RA,  Bacon  S.  Overdose  Deaths  Involving  Opioids, 

Cocaine,  and  Psychostimulants  —  United  States,  2015-2016.  MMWR  Morb  Mortal  Wkly  Rep. 
ePub:  29  March  2018.)  confirms  that  increases  in  drug  overdose  deaths  are  being  driven  by 
continued  sharp  increases  in  deaths  involving  synthetic  opioids  other  than  methadone,  such  as 
illicitly  manufactured  fentanyl  (IMF). 

57,  Does  prescribing  opioids  to  patients  with  chronic  health  conditions  increase  suicide 
risk? 

Research  has  shown  that  chronic  health  conditions,  including  painful  conditions  such  as  arthritis, 
migraines,  and  fibromyalgia,  are  associated  with  increased  suicide  risk.  Further,  patients  receiving  opioid 
therapy  for  chronic  pain  are  at  elevated  risk  for  mental  health  conditions  and  suicide  attempts.  This 
may  reflect  an  increased  likelihood  of  prescribing  opioids  by  providers  to  patients  with  risk  factors  for 
suicide,  including  mental  health  conditions,  chronic  pain,  and  opioid  use  disorder.  Increased  opioid 
availability  can  also  offer  greater  access  to  lethal  means  for  suicide. 

58,  Can  the  increase  in  suicides  among  certain  populations  be  attributed  to  opioid  use,  or 
to  chronic  pain? 

A  recent  study  showed  that  chronic  health  conditions  are  associated  with  increased  suicide  risk, 
particularly  when  multiple  chronic  conditions  are  present  (Ahmedani  et  al.,  2017).  Opioids  can  be 
prescribed  for  chronic  conditions,  and  patients  receiving  opioid  therapy  are  at  elevated  risk  of 
attempting  suicide.  However,  suicide  risk  might  be  able  to  be  reduced  by  improving  pain  management 
consistent  with  prescribing  guidelines.  For  example,  in  a  study  of  veterans  on  long-term  opioid  therapy, 
approximately  1-2%  of  patients  attempted  suicide  within  6  months  of  receiving  a  prescription.  The  VA 
facility  engaged  in  an  effort  to  increase  compliance  with  prescribing  guidelines  by  making  more 
consistent  use  of  drug  screening,  providing  follow-up  within  4  weeks  for  patients  initiating  new  opioid 
prescriptions,  and  avoiding  co-prescribing  of  sedatives  with  opioids.  The  study  found  that  by  providing 
follow-up  as  recommended  in  the  guideline,  the  risk  of  suicide  could  be  reduced  by  5  times  (Im  et  al., 
2015).  In  a  second  study,  researchers  found  that  compliance  with  the  VA/Department  of  Defense  (DOD) 
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guideline  improved  patient  safety  for  VA  opioid-prescribed  patients  (Brennan  et  al  2016).  For  example, 
urine  drug  screening  increased  significantly,  and  this  was  associated  with  lower  risk  of  suicide  among 
patients. 

59.  Has  the  CDCs  Guideline  for  Prescribing  Opioids  caused  people  suffering  in  pain  to 
contemplate  or  die  by  suicide? 

Chronic  pain  can  result  in  considerable  suffering.  Having  a  chronic  pain  condition,  compared  to  no 
physical  pain,  is  associated  with  a  higher  likelihood  of  suicide,  suicidal  ideation  and  suicide  attempts, 
and  in  many  cases  this  association  persists  even  after  controlling  for  co-morbid  mental  health  and/or 
substance  use  disorders.  This  is  the  finding  of  a  recent  meta-analysis  of  30  studies  that  examined  the 
association  of  physical  pain  with  a  range  of  suicide  related  outcomes  among  people  with  and  without 
pain  conditions.  {Ref:  Calati,  R.,  Artero,  S.,  Courtet,  P.,  &  Lopez-Castroman,  J.  (2016).  Framing  the  impact 
of  physical  pain  on  suicide  attempts.  A  reply  to  Stubbs.  J  Psychiatr  Res,  72,  lOZ^lOS. 
doi:10,1016/jjpsychires.2015;10,018) 

•  Among  patients  taking  opioids,  a  recent  study  suggests  that  the  most  important  factor  that 
predicts  transition  from  suicidal  Ideation  to  suicidal  attempt  is  the  belief  that  pain  can't  be 
successfully  managed  {i.e.  hopelessness  about  pain  management),  rather  than  factors  such  as 
condition  or  pain  severity. 

•  A  recent  study  of  US  veterans  prescribed  opioid  medications  for  chronic  pain  management 
revealed  that  a  very  small  percent  attempted  suicide  (less  than  2%),  and  that  having  a  mood 
disorder  increased  the  risk  for  suicide  attempt.  Importantly,  use  of  guideline-recommended 
practices,  including  use  of  urine  drug  testing,  greater-follow-up,  and  lower  co-prescription  of 
sedatives  was  associated  with  a  lower  risk  of  suicide  attempts. 

Additional  research  would  tell  us  more  about  the  associations  among  chronic  pain,  opioid  use,  and 
suicide,  and  inform  prevention  efforts.  The  available  evidence  highlights  the  importance  of  urine  drug 
testing  and  avoiding  co-prescribing  of  benzodiazepines,  whenever  possible,  and  providers  remaining 
alert  to  signs  of  anxiety  and  depression,  using  validated  instruments  to  assess  for  mental  health 
conditions,  re-evaluating  patients  with  depression  or  mental  health  conditions  more  frequently  than 
every  3  months,  considering  use  of  tricyclic  or  SNRI  antidepressants  for  analgesic  as  well  as 
antidepressant  effects,  and  considering  behavioral  health  specialist  consultation  for  any  patient  with  a 
history  of  suicide  attempt  or  mental  health  disorder,  as  recommended  in  the  CDC  Guideline. 

60,  Why  doesn't  CDC  think  chronic  pain  is  important?  Why  is  the  prescription  drug 
overdose  epidemic  the  focus? 

Chronic  pain  is  a  public  health  concern  in  the  United  States,  Patients  with  chronic  pain  deserve  safe 
and  effective  pain  management, 

•  Opioids  can  help  manage  some  types  of  pain  but  also  have  serious  risks  of  addiction  and 
overdose. 

•  While  evidence  supports  short-term  effectiveness  of  opioids,  there  is  insufficient  evidence  that 
opioids  control  chronic  pain  effectively  over  the  long  term,  and  there  Is  evidence  that  other 
treatments  can  be  effective  with  less  harm. 
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•  Primary  care  providers  are  concerned  about  opioid  pain  medication  misuse,  are  worried  about 
patient  addiction,  and  want  more  training  in  prescribing  opioids. 

COCs  role  is  to  tackle  the  biggest  health  problems  causing  death  and  disability  for  Americans,  putting 
science  and  advanced  technology  into  action  to  prevent  disease  and  promote  healthy  and  safe 
behaviors,  communities  and  environment. 

CDC  recently  played  a  leading  role  in  getting  public  health  goats  pertaining  to  chronic  pain  included  in 
Healthy  People  2020,  and  facilitated  the  inclusion  of  questions  about  chronic  pain  in  the  2016-17 
National  Health  Interview  Survey, 

CDC  scientific  experts  also  provided  review  and  input  regarding  the  overall  National  Pain  Strategy  (NPS) 
led  by  HH5.  The  NPS  outlines  a  coordinated  plan  for  reducing  the  burden  of  chronic  pain  on  the 
American  public.  It  includes  key  recommendations  in  areas  including  population  research,  prevention 
and  care,  disparities,  service  delivery  and  payment,  professional  education  and  training,  and  public 
education  and  training.  The  strategy  calls  for: 

•  '"Developing  methods  and  metrics  to  monitor  and  improve  the  prevention  and  management 
of  pain, 

•  Supporting  the  development  of  a  system  of  patient-centered  integrated  pain  management 
practices  based  on  a  biopsychosocial  model  of  care  that  enables  providers  and  patients  to 
access  the  full  spectrum  of  pain  treatment  options. 

•  Taking  steps  to  reduce  barriers  to  pain  care  and  improve  the  quality  of  pain  care  for 
vulnerable,  stigmatized  and  underserved  populations, 

•  Increasing  public  awareness  of  pain,  increasing  patient  knowledge  of  treatment  options  and 
risks,  and  helping  to  develop  a  better  informed  health  care  workforce  with  regard  to  pain 
management," 

Drug  overdose  one  of  the  few  problems  getting  worse  in  US  -  affecting  all  ages,  races,  communities.  The 
opioid  overdose  crisis  is  being  fueled  by  both  prescription  opioids  and  illicit  drugs,  like  heroin  and 
illicitly-manufactured  fentanyl,  CDC  plays  an  important  role  in  understanding  and  addressing  the  causes 
of  the  opioid  overdose  epidemic, 

o  Opioids  (including  prescription  opioids,  heroin,  and  fentanyl)  killed  more  than  42,000  people  in 
2016,  more  than  any  year  on  record, 
o  40%  of  all  opioid  overdose  deaths  involve  a  prescription  opioid, 

o  The  best  ways  to  prevent  opioid  overdose  deaths  are  to  improve  opioid  prescribing,  reduce 
exposure  to  opioids,  prevent  misuse,  and  treat  opioid  use  disorder. 

Managing  chronic  pain  is  important  to  the  health  and  well-being  of  all  Americans,  and  preventing, 
assessing,  and  treating  chronic  pain  can  be  a  challenge.  Improving  the  way  opioids  are  prescribed 
through  clinical  practice  guidelines  can  ensure  patients  have  access  to  safer,  more  effective  chronic  pain 
treatment  while  reducing  the  number  of  people  who  misuse  opioids,  develop  opioid  use  disorder,  or 
overdose  from  these  drugs.  The  CDC  guideline  provides  recommendations  to  help  determine  when  to 
initiate  and  continue  opioid  prescribing  for  pain  outside  of  active  cancer  treatment,  palliative  care,  and 
end-of'life  care  to  ensure  patients  have  access  to  safe  and  effective  chronic  pain  treatment.  CDC  aims 
to  save  lives  and  prevent  prescription  opioid  overdoses  by  equipping  providers  with  the 
knowledge,  tools,  and  guidance  they  need. 

Adverse  Childhood  Experiences  and  Suicide 


27 


6X,  What  are  ACEs 


Adverse  Childhood  Experiences  (ACEs)  is  the  term  given  to  describe  types  of  abuse,  neglect,  and  other 
household  challenges  that  occur  to  individuals  under  the  age  of  18,  The  landmark  Kaiser  ACE  Study 
examined  the  relationships  between  these  experiences  during  childhood  and  reduced  health  and  well¬ 
being  later  in  life.  The  term  encompass  10  experiences  listed  in  the  original  ACE  questionnaire. 


A.  Abuse  C. 

L  Emotional  abuse 

2,  Physical  abuse 

3,  Sexual  abuse 

B.  Neglect 

4,  Emotional  neglect 

5,  Physical  neglect 


Household  challenges 

6,  Substance  abuse  (of  household 
member) 

7,  Mental  illness  (of  household 
member) 

8,  Mother  treated  violently 

9,  Parental  separation  or  divorce 
TO,  Incarcerated  household  member 


62.  What  is  an  ACE  score? 

The  ACE  score,  a  total  sum  of  the  different  categories  of  ACEs  reported  by  people,  is  used  to  assess 
cumulative  childhood  stress.  The  score  ranges  from  0  (unexposed)  to  10  (exposed  to  all  categories). 
Study  findings  repeatedly  reveal  a  graded  dose-response  relationship  between  ACEs  and  negative  health 
and  well-being  outcomes  across  the  life  course. 


63.  What  is  CDC  doing  to  prevent  ACEs? 

Safe,  stable,  nurturing  environments  for  all  children  play  a  large  role  in  preventing  ACEs  by  creating  a 
context  and  atmosphere  that  allows  families  to  share  quality  time  together,  to  discuss  and  resolve 
conflicts,  and  to  provide  emotional  support  to  one  another,  CDC's  technical  package  for  preventing  the 
different  forms  of  violence  impacting  children  and  families  can  help  states  and  communities  prioritize 
prevention  activities  based  on  the  best  available  evidence.  These  strategies  range  from  a  focus  on 
individuals,  families,  and  relationships,  to  broader  community  and  societal  change.  For  example,  the 
child  abuse  and  neglect  technical  package  includes  changing  social  norms  to  support  parents  and 
positive  parenting,  enhancing  parenting  skills  to  promote  health  child  development.  Strengthening 
economic  supports  for  families,  and  providing  quality  care  and  education  early  in  life,  and  intervening  to 
lessen  harms  and  prevent  future  risk, 

64.  How  are  ACEs  and  suicide  related? 

Research  suggests  that  the  greater  the  number  of  ACEs,  the  greater  the  risk  of  suicide  attempts.  ACEs 
have  been  associated  with  increased  risk  for  a  variety  of  outcomes  that  could  contribute  to  stress  and 
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risk  for  suicide^  including  unhealthy  coping;  physical,  mental  health,  and  behavioral  health  disorders; 
and  diminished  life  opportunities  such  as  reduced  education,  employment,  and  income. 


Suicide  Prevention 

65.  Did  the  study  provide  recommendations  for  prevention? 

Comprehensive  suicide  prevention  activities  both  upstream  (before  suicide  risk  begins)  and  downstream 
(after  people  have  been  identified  as  at-risk,  or  have  attempted  suicide)  are  needed  to  address  the  full 
range  of  factors  contributing  to  suicide. 

•  For  example,  among  people  with  mental  health  conditions,  the  study  identified  a  need  for  additional 
safety  supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 
Additionally,  greater  access  to  providers  in  underserved  areas  is  needed,  as  is  expansion  of 
healthcare  systems  that  integrate  physical  and  behavioral  health  with  a  priority  on  suicide 
prevention  and  patient  safety,  especially  through  care  transitions. 

•  In  addition  to  strategies  addressing  mental  health  conditions,  the  study  identified  the  need  for 
attention  to  the  broader  range  of  circumstances  contributing  to  suicide,  including  relationship, 
substance  use,  physical  health,  job,  financial,  and  legal  problems^ 

Taken,  together  a  comprehensive  approach  to  suicide  includes  the  following  strategies: 
o  Identifying  and  supporting  people  at  risk  of  suicide,  , ,  / !  ■  ,f 

o  Teaching  coping  and  problem-solving  skills  to  help  people  manage  challenges,  with 
relationships,  jobs,  health,  or  other  concerns, 
o  Promote  safe  and  supportive  environments,  including  safely  storing  medications  and 
firearms  to  reduce  access  among  people  at  risk, 
o  Connecting  people  to  others  in  their  community  so  they  don't  feel  alone, 
o  Connecting  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare, 
o  Expanding  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet, 
o  Preventing  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide 

Effective  approaches  to  prevent  the  many  suicide  risk  factors  are  available.  States  and  communities  can 
use  data  from  NVDRS  and  resources  such  as  CDC's  Pre\/enting  Suicide:  a  Technicoi  Package  of  Policies, 
Programs,  and  Practices,  available  at: 

https://www.cdc.gov/violencepreventiQn/pdf/syicideTechnicalPackage,pdf  to  better  understand  their 
suicide  problem,  prioritize  evidence^based  comprehensive  suicide  prevention,  and  save  lives. 


66.  What  can  be  done  to  prevent  suicide? 

Suicide  is  preventable- 

CDC  released  a  technical  package  of  policies,  programs,  and  practices  to  prevent  suicide  to  help 
communities  focus  on  a  core  set  of  strategies  that  have  the  best  available  evidence  and  greatest 
prevention  potentialp 

The  technical  package  includes  examples  of  programs  that  local  implementers  might  tailor  to  fit  the 
needs  of  their  community.  The  technical  package  includes  7  strategies  designed  to  work  together  to 
achieve  the  greatest  impact  possible. 
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i.  Strengthen  economic  supports 

ii.  Strengthen  access  and  delivery  of  suicide  care 

iii.  Create  protective  environments 

iv.  Promote  connectedness 

V.  Teach  coping  and  problem-solving  skills 

vi.  Identify  and  support  people  at  risk 

vii.  Lessen  harms  and  prevent  future  risk 

For  example,  an  evidenced  based  suicide  prevention  program  called  Sources  of  Strength  was  developed 
with  rural  and  tribal  communities  in  North  Dakota  to  promote  connectedness  between  youth  and  caring 
adults*  The  program  works  to  understand  and  respond  to  underlying  causes  of  suicidal  behavior  and 
promote  protective  factors  against  suicidal  behavior  before  the  causes  result  in  adverse  outcomes* 

Other  innovative  prevention  strategies,  such  as  telebehavioral  health  {telephone,  video  and  web-based 
technologies},  are  a  promising  option  to  increase  access  to  health  care  and  mental  health  care  in  rural 
communities*  However,  rural  communities  often  have  limited  access  to  the  internet  suggesting  a  need 
to  increase  broadband  access  and  to  identify  other  ways  to  deliver  promising  prevention  supports. 

Everyone  can  play  a  role  In  suicide  prevention* 

•  Physicians  have  an  important  role  to  play  in  recognizing  and  appropriately  treating  mental 
health  conditions. 

•  Other  professionals  who  work  with  vulnerable  populations  (e.g.  parole  officers,  teachers,  etc.) 
play  an  important  role  in  identifying  and  referring  at-risk  individuals* 

•  Employers  can  play  a  role  too. 

o  Employee  assistance  programs  can  work  to  reduce  stigma  about  seeking  help  and 
improving  access  to  care. 

There  are  also  recommendations  for  the  media  regarding  how  to  report  on  suicide  to  raise  awareness 
without  increasing  the  risk  of  additional  suicides  among  vulnerable  populations.  We  know  that  risk  can 
increase  when  the  media  provides  details  about  the  methods  used,  dramatic/graphic  headlines,  or 
glamorize  a  death  (see  reportingonsuicide.org). 

67.  What  is  a  technical  package? 

o  A  technical  package  is  a  collection  of  strategies  that  represent  the  best  available  evidence  to 

prevent  or  reduce  public  health  problems  like  violence.  They  can  help  improve  the  health  and  well¬ 
being  of  communities. 

CDCs  suicide  prevention  technical  package  is  intended  as  a  resource  to  guide  decision-making  in 
communities  and  states. 

•  CDC  expert  scientists  reviewed  the  literature  and  summarized  the  best-available  evidence  in  the 
technical  package.  The  package  has  been  reviewed  by  grantees/funded  partners,  federal 
partners,  and  other  audiences. 

•  The  technical  package  highlights  seven  strategies  to  prevent  suicide* 

•  This  technical  package  describes  programs,  practices,  and  policies  along  with  the  evidence  of 
their  impact  on  suicide  or  risk  and  protective  factors  for  suicide* 

•  The  strategies  are  presented  in  order  from  those  with  the  greatest  potential  to  produce  broad 
public  health  impact  on  suicide  followed  by  those  with  potential  to  impact  subsets  of  the 
population  (e*g.,  persons  who  have  already  made  a  suicide  attempt). 
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68,  If  suicide  rates  are  increasing,  does  that  mean  the  evidenced-based  strategies  that 
have  been  identified  are  not  working? 

The  evidence  tells  us  that  there  are  strategies  that  work, 

•  These  strategies  and  approaches  do  not  work  if  they  aren't  properly  implemented  or  expanded 
to  reach  larger  audiences. 

•  There  are  many  reasons  why  effective  programs  are  not  implemented  and  expanded,  but  a  lack 
of  funding  for  suicide  prevention  has  been  identified  as  a  contributing  factor. 

The  most  effective  strategies  are  comprehensive  and  use  a  public  health  approach  as  opposed  to 
focusing  exclusively  on  mental  health  conditions,  to  impact  a  broader  audience.  There  is  also  the  issue 
of  stigma  around  suicide  and  mental  health  care,  which  discourages  people  at  risk  for  self-harm  from 
seeking  help.  Suicide  is  preventable,  but  we  need  sufficient  investment  and  a  comprehensive  public 
health  approach. 


69,  Where  can  people  go  to  get  more  information  about  suicide  prevention? 

Visit  the  CDC  Injury  Center  website  at  https://www.cdc.gov/violenceprevention/suicide/ 

70,  What  partnerships  or  sectors  should  be  involved  in  suicide  prevention? 

•  Public  health  agencies  can  play  an  important  role  tn  preventing  suicide.  They  can  provide  leadership 
and  bring  critical  resources  to  address  the  problem.  However,  the  strategies  and  approaches 
outlined  in  CDC's  technical  package  cannot  be  accomplished  by  the  public  health  sector  alone  and 
require  a  collective  effort  across  sectors. 

•  Other  sectors  vital  to  prevention  efforts  include: 

o  Education 

o  Government  (local,  state,  and  federal) 
o  Social  services 
o  Health  services 
o  Business 
o  Labor 
o  Justice 
G  Housing 
o  Media 

o  Community  organizations  (e.g.,  foundations  or  faith-based  and  other  organizations) 

•  Each  sector  has  an  important  role: 

o  Local  and  state  public  health  agencies  and  organizations  can  work  to  convene  partners,  lead 
efforts,  track  progress,  and  help  evaluate  efforts, 
o  Education  and  the  public  health  sector  are  vital  to  supporting  the  development,  evaluation, 
and  adoption  of  effective  programs  that  promote  connectedness  or  that  teach  coping  and 
problem-solving  skills. 

o  Business,  workplaces,  housing,  and  local  and  state  government  entities  are  in  a  position  to 
help  implement  policies  and  programs  that  directly  address  some  of  the  underlying  risks  and 
environments  that  increase  the  risk  for  suicide, 
o  The  healthcare,  public  health,  justice,  and  social  service  sectors  can  work  together  to 
identify  and  support  people  at-risk  of  suicide  and  their  families, 
o  Across  all  strategies  -  community  organizations  and  other  non-governmental  organizations 
are  vital  to  prevention. 
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71,  Is  it  necessary  to  monitor  and  evaluate  prevention  efforts? 

•  It  is  important  to  have  data  to  monitor  the  extent  of  the  problem  so  you  can  see  if  your  prevention 
efforts  are  producing  the  desired  impact, 

•  There  are  existing  data  sources  for  you  to  consider  such  as  CDC's  National  Vital  Statistics  System 
(NVSS),  the  National  Violent  Death  Reporting  System  (NVDRS),  the  National  Electronic  Injury 
Surveillance  System-All  Injury  Program  (NEISS-AIP),  the  Youth  Risk  Behavior  Surveillance  System 
{YRBSS},  and  the  National  Survey  on  Drug  Use  and  Health  (NSDUH), 

o  If  gaps  in  the  data  exist,  you  may  want  to  look  for  data  collected  at  the  local  level,  YRBSS 
provides  some  local  data.  You  may  also  want  to  consider  data  from  state  and  local  Child 
Death  Review  teams  and  Suicide  Death  Review  Teams  (where  available), 

•  The  data  you  collect  can  be  used  to  identify  and  address  gaps  in  surveillance  systems  as  well  as  plan 
programs  and  evaluate  the  impact  of  your  efforts. 


Talking  about  suicide  &  suicide  contagion 

72.  Will  talking  about  suicide  give  people  the  idea  to  do  it?  Could  we  do  more  harm  than 
good? 

Talking  about  suicide  does  not  cause  suicide  to  occur. 

•  In  fact,  it  can  be  an  exceiient  prevention  tooi. 

o  Talking  breaks  the  secrecy  that  surrounds  suicidal  behavior  and  lets  people  know  that 
help  is  available. 

•  By  not  talking  about  suicide,  we  increase  the  isolation  and  despair  of  individuals  thinking 
about  it  and  perpetuate  the  stigma  associated  with  suicidal  ideation  and  behavior, 

73.  What  is  meant  by  "suicide  contagion”  or  "copy-cat"  suicide? 

These  words  describe  a  process  by  which  exposure  to  suicide  or  suicidal  behavior  of  one  or  more 
persons  influences  similar  behavior  by  vulnerable  individuals.  Research  has  shown  that  graphic, 
sensationalized  or  romanticized  descriptions  of  suicide  deaths  in  the  news  media  can  contribute  to 
suicide  contagion. 

74.  Do  media  reports  regarding  suicide  increase  the  number  of  copy-cat  suicides?  What 
suggestions  does  CDC  have  for  news  media  covering  suicide  issues  in  their 
community? 

CDC  research  suggests  that  stories  about  suicide  can  help  inform  readers  and  viewers  about  the  likely 
causes  of  suicide,  its  warning  signs,  trends  in  suicide  rates,  and  recent  treatment  advances.  They  can 
also  highlight  opportunities  to  prevent  suicide.  Media  stories  about  individual  deaths  by  suicide  may  be 
newsworthy,  but  they  aiso  have  the  potential  to  do  harm.  Implementation  of  recommendations  for 
media  coverage  of  suicide  has  been  shown  to  decrease  suicide  rates.  For  more  information  about  these 
recommendations  and  tips  for  covering  suicide  visit  Reporting  on  Suicide:  Recommendations  for  the 
Media:  https://www.afsp.org/news-events/fQr-the-media/reporting-on-5uicide 

75.  What  suicide  story  angles  should  reporters  consider? 

•  Trends  in  suicide  rates  accompanied  by  prevention  strategies 

•  Recent  advances  in  prevention  strategies 

•  Individual  stories  of  how  prevention  was  life-saving 
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•  Stories  of  people  who  overcame  desperate  circumstances  without  attempting  suicide 

•  Myths  about  suicide 

•  Warning  signs  of  suicide 

•  Actions  that  individuals  or  families  can  take  to  prevent  suicide  by  others 

•  Actions  that  communities  can  take  to  support  connections  among  people  that  help  to  reduce  risk 


What  role  do  the  economy  and  social  media  play  in  increasing  suicide  rates? 

76.  What  role  does  the  economy  play  in  increasing  suicide  rates? 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges  and  concerns 
about  economic  instability  could  have  contributed  to  increases  in  suicide  risk.  Past  research  on  the 
association  betw/een  business  cycles  and  U.S.  suicide  indicate  that  the  overall  suicide  rate  rises  and  falls 
in  connection  with  the  economy,  with  increases  during  economic  recessions.  We  know  that  suicides 
increase  in  times  of  economic  turmoil^  and  financial  stress  experienced  by  parents  may  trickle  down 
resulting  in  vulnerable  youth. 

77.1s  social  media  use  to  blame  for  increasing  suicide  rates? 

More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However,  changes  in 
social  media  content  or  use  patterns  could  potentially  be  contributing  to  risk.  Social  media  can 
exacerbate  bullying,  romanticize  suicide,  and  provide  harmful  content  on  suicide  methods. 
Alternatively,  social  media  can  be  used  to  enhance  connections  between  people,  correct  myths  about 
suicide,  and  facilitate  access  to  help.  Research  is  needed  to  determine  how  to  reduce  risk  and  enhance 
the  protective  factors  associated  with  social  media. 


Select  Recent  CDC  Research 

•  CDC  has  released  several  publications  recently. 


o  CDC  just  released  a  study  on  the  timing  of  suicides, 

“  The  study  examined  122  thousand  suicides  from  the  National  Violent  Death  Reporting 
System  in  IS  U.S.  States  from  2003  through  2014. 

■  Results:  Suicides  significantly  increased  (p  <  0.05) 

•  from  March  to  peak  in  September  before  falling,  the  first  week  of  the  month 

•  early  in  the  week 

•  in  the  morning,  mainly  peaking  during  the  afternoon,  although  suicides  in 
adolescents  peaked  in  the  evening  and  in  those  65  years  and  older  peaked  in 
the  morning. 

•  differences  were  observed  by  sex,  age,  and  race/ethnicity. 

■  Results  from  research  on  suicide  timing  can  potentially  help  inform  planning  for 
prevention  activities  before  periods  of  relatively  high  suicide.  To  help  communities 
make  use  of  the  best  available  evidence  for  suicide  prevention,  CDC  released  a  suicide 
prevention  technical  package.  The  technical  package  describes  the  importance  of  a 
comprehensive  approach,  which  includes  identifying  and  supporting  people  at  increased 
suicide  risk  and  upstream  approaches  that  reduce  a  range  of  known  risk  factors. 
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•  Tian,  N,,  Zack,  M,,  Fowler,  K,  A.,  &  Hesdorffer,  D.  C.  (2018).  The  Timing  of  Suicide  in  18  United  State 
States  from  2003-2014.  Archives  of  Suicide  Reseorch,  (just-accepted),  1-21, 


o  In  mid-May,  the  National  Center  for  Health  Statistics  released  a  study  describing  county-level 
trends  in  U.S.  suicide  rates  from  2005-2015. 

■  This  study,  published  in  the  American  Journal  of  Preventive  Medicine,  documents  that 
county-level  suicide  rates  increased  by  more  than  10%  from  2005  to  2015  in  99%  of 
counties  in  the  U.S, 

■  87%  of  counties  showed  an  increase  of  greater  than  20% 

■  States  and  communities  can  use  these  data  in  combination  with  the  results  from  the 
present  study  to  obtain  more  granular  level  detail  about  suicide  rates  within  their  states 
and  to  help  focus  prevention  efforts. 

o  Late  last  year,  we  released  a  JAMA  article  analyzing  the  number  of  youth  visiting  emergency 
rooms  with  nonfatab  self-inflicted  injuries. 

■  We  found  that  self-inflicted  injuries  are  one  of  the  strongest  risk  factors  for  suicide.  Our 
research  found  that  emergency  room  visits  for  self-inflicted  injuries  among  young 
females  increased  significantly  in  recent  years  (2001-2015)-particularly  among  girls  10- 
14. 

•  And  since  the  risk  leads  to  a  potentially  fatal  outcome,  monitoring  trends  in  Self-inflicted 
injuries  is  critical  to  preventing  suicide  in  young  people. 

•  Mercado  MC,  Holland  K.  Leemis  RW,  Stone  DM,  WaoR  J.  Trends  in  Emergency 

Department  Visits  for  Nonfatal  Self-inflicted  Injuries  Among  Youth  Aged  10  to  24 

Years  in  the  United  States.  2001-2015.  MMA.2017:318(19):1931-1933, 

doi:lQ.1001/iarna. 2017. 13317 

o  In  February  of  this  year,  CDC  released  a  Morbidity  and  Mortality  Weekly  Report  (MMWR) 
summarizing  2014  data  from  the  IS  states  participating  in  the  National  Violent  Death 
Reporting  System  (NVDRS)  at  that  time. 

■  Violent  deaths  due  to  self-inflicted  injury  or  interpersonal  violence  disproportionately 
affected  people  aged  45-64  men,  and  American  Indian/Alaska  Natives. 

■  There  were  several  primary  precipitating  factors  for  both  homicides  and  suicides  that 
stood  out  including:  intimate  partner  problems,  interpersonal  conflicts,  mental  health 
and  substance  abuse  conditions,  and  recent  crises 

■  NVDRS  is  currently  in  40  states,  the  District  of  Columbia,  and  Puerto  Rico,  with  goals  to 
expand  nationally. 

■  Developing  and  expanding  NVDRS  is  crucial  to  public  health  efforts  at  the  federal,  state, 
and  local  levels,  in  order  to  identify  information  like  precipitating  factors  and  also  to 
target  prevention  efforts. 

•  Fowler  KA,  Jack  SP.  Lyons  BH,  Betz  CJ,  Petrosky  E.  Surveillance  for  Violent  Deaths 

—  National  Violent  Death  Reporting  System,  18  States,  2014.  MMWR  Surveill 

Summ  2Q18;67(No.  SS-2);l-36. 

o  As  part  of  our  commitment  to  suicide  prevention  in  vulnerable  populations,  in  March  of  this 
year,  CDC  released  another  MM  WR,  specifically  on  suicides  among  American  Jndian/Alaska 
Natives. 

■  ft  showed  that  the  rates  of  suicide  among  American  Indian/Alaska  Natives  have  been 
increasing  since  2003. 
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■  Analysis  of  the  data  from  IS  states,  showed  that  AI/AN  people  who  died  by  suicide  were 
younger  and  were  more  likely  to  live  in  a  non-metropolitan  area  than  non-Hispanic 
whites  who  died  by  suicide. 

“  The  data  show  a  clear  need  for  culturally  relevant  intervention  strategies  for  this 
population. 

Leavitt  RA,  ErtI  A.  Sheats  K,  Petrosky  E,  Ivey-Stephenson  A,  Fowler  KA.  Suicides  Among 

American  fndian/Alaska  Natives  —  National  Violent  Death  Reporting  System.  18  States, 

20Q3-2Q14.  MMWR  Morb  Mortal  Wkly  Rep  ZQ18;67:Z37-242. 


Partner  Activities 

1.  What  is  the  National  Action  Alliance  for  Suicide  Prevention  ? 

The  National  Action  Alliance,  also  referred  to  as  the  "Action  Alliance"  is  a  public-private  partnership  that 
works  to  advance  the  National  Strategy  for  Suicide  Prevention  and  make  suicide  prevention  a  national 
priority. 

2,  What  is  the  National  Strategy  for  Suicide  Prevention? 

This  is  a  report  created  by  the  U.S.  Surgeon  General  and  the  Action  Alliance.  It  emphasizes  the  role 
everyone  can  play  in  protecting  their  friends,  family,  and  colleagues  from  suicide.  It  has  been  revised  to 
include  a  decade  of  research  and  other  advancements  in  order  to  provide  guidance  for  several  sectors 
like  schools,  businesses,  and  health  systems. 

3,  What  is  Project  2025? 

Project  2025  is  a  collaborative  initiative  developed  by  American  Foundation  of  Suicide  Prevention 
(AFSP).  The  goal  of  Project  2025  is  to  reduce  the  annual  suicide  rate  20  percent  by  year  2025.  AFSP  has 
determined  a  series  of  actions  and  critical  areas  to  help  reach  the  goal,  which  includes  approaches  that 
reach  across  all  demographic  and  sociological  groups. 

4.  What  is  Zero  Suicide? 

This  a  key  concept  of  the  2012  National  Strategy  for  Suicide  Prevention,  a  priority  of  the  National  Action 
Alliance  for  Suicide  Prevention,  and  is  supported  by  the  Substance  Abuse  and  Mental  Health  Services 
Administration  It  requires  that  health  and  behavioral  health  care  systems  commit  to  making  suicide 
prevention  a  core  priority  and  implement  processes  and  strategies  that  prevent  suicide  and  improve  the 
care  of  patients  at  risk  for  suicide. 

Additional  Resources 

Recommendations  for  Media  about  Safe  Reporting  on  Suicide,  reportingonsuicde.orR 

If  you  or  someone  you  know  is  thinking  about  suicide  or  needs  support,  help  is  always  available.  Call  the 
National  Suicide  Prevention  Lifeline  at  1-800-273-TALK  (8255)  or  visit  http://suicidepreventionlifeline.org 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices: 
http5://wwwxdc.gov/viQlencepreventiQn/pdf/5uicideTechnrcalPackage.pdf. 

National  Strategy  for  Suicide  Prevention,  http://actionallianceforsuicideprevention.org/natiQnal-strategv- 
suicide-prevention-O 

Suicide  Prevention  Resource  Center,  https://www.5prc.org/ 
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Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 
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per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 
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TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 
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Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 

Acknowledgments 

Robert  Anderson,  Holly  Hedcgaard,  Margaret  Warner,  Division  of 
Viral  Statistics,  National  Center  for  Health  Statistics,  CDC. 

Conflict  of  Interest 

No  conflicts  of  interest  were  reported. 

^Division  of  Viylenee  Prtrv'ention,  National  Center  for  [njiiry  Prevention  and 
Control,  CDC;  ^Division  of  Analysis,  Research,  and  Practice  Integration, 
Narional  Center  for  Injury  Prevention  and  Control  CDC. 

Corresponding  author:  Dcborali  M.  Stone,  dstone3@cdc.gov,  77fI'4S8-3942. 


References 

1.  CDC.  Web-based  Injury  Statistics  Query  and  Reporting  System 
(WISQARS).  Atlanta,  GA:  US  Department  of  Health  and  Human 
Services,  CDC,  National  Center  for  Injury  Prevention  and  Controh 
2018.  h  ttps : / / mvw.cdc.gov/ i n j u ry/ wisqa nl  1  n d ex . htm  I 

2.  Ivey- Stephenson  AZ,  Crosby  AE,  Jack  SPD,  Haileyesus  T,  Kresnow- 
Sedacca  MJ.  .Suicide  trends  among  and  within  urbanl/aiion  levels  by 
sex,  race/ethiiicity,  age  group,  and  mechanism  of  death’ — United  States, 
2001-2015.  MMWRSurvelUSumm  2017;66(No.  SS-IS).  https://doi. 
org/l  0. 1 5585/ mmwr.ss66l  8al 

3.  Curtin  SC,  Warner  jM,  Hedegaard  H,  Increase  in  suidde  in  the 
United  States,  1 999-201 4.  NCHS  data  brief  no.  24 1 .  Hyartwille,  MD: 
US  Department  of  Health  and  Human  Services,  CDC,  National  Center 
for  Health  Statistics;  2016.  https; //www.cdc.gov/nchs/data/ da  tab  riefs/ 
db24l.pdf 

4.  Kochanek  K,  Murphy  S,  Xu  J,  Arias  E.  MortaJit}^  in  the  United  States, 

2016.  NCHS  data  brief  no.  293.  Hyansvitle,  MD:  US  Department  of 
Health  and  Human  Services,  CDC,  National  Center  for  Health  Statistics; 

2017.  https://www.cdc.gov/ nchs/data/ databriefs/db293.pdr 

5.  Office  of  the  Surgeon  General;  National  Action  Alliance  for  Suicide 
Prevention.  2012  National  strategy  for  suicide  prevendoii;  goals  and 
objectives  for  action.  Washington,  DC:  US  Department  of  Health  and 
Human  Services,  Office  of  the  Surgeon  General;  2012,  htrps://mvv^'. 
sUTgeo  ngen  era! .  gov/ 1  i  bra  ry/  repo  rts/ natlo  n  a  j  -straregy-suidd  e-  pte  ve  n  tio  n  / 
full-rcport.pdf 

6.  Zalsman  G,  Haw  ton  K,  Wasserman  D,  et  al.  Suicide  prevention  strategies 
revisited:  10 -year  systematic  review.  Lancet  Psychiatry  2016:3:646— 59. 
hrtps://doi,org/ 1 0. 1 0 1 6/S22 1 5-0366(  1 6)3003D-X 

7.  Totguson  K,  O'Brien  A,  Leading  .micide  prevention  efforts  unite 
to  address  rising  national  suidde  rate,  Washington,  DC:  American 
Foundation  for  Suicide  Preveniion;  2017.  https://afsp.org/Ieading- 
su  icide  -pre  ven  tion  -effo  rts-  ujiite-address  -  rls  ing-  natlo  nal  -  suicide-  rate/ 

8.  CrepeaU' Hobson  R  The  psychological  autopsy  and  determination 
of  child  suicides:  a  survey  of  medical  examiners.  Arch  Suicide  Res 
2010;  14:2^34.  hrtps://aoi,<irg/l  0.1 080/ 1381 1 11090347901 1 

9.  American  Psychiarric  Association.  Diagnostic  and  sratssrical  manual  of 
mcjital  disorders  (DSM-5).  Washington,  DC:  Amerlcaji  Psychiatric 
Association:  2013, 

10.  Caine  ED,  Reed  J,  Hindman  Quinlan  K.  Comprehensive,  integrated 
approaches  to  suicide  prevention;  practical  guidance.  Inj  Prev  2017,  Epiib 
December  20,  2017.  llttps://dtH,org/10  J  1 36/ tnjuryp rev-201 7-042366 

1 1 .  World  Health  Organi7:a:ion.  Risks  to  mental  health:  an  overview  of 
vulnenibdities  and  risk  factors.  Geneva,  Switzerland:  World  Health 
Organization;  2012.  http: //w>vw. who. i lit/ men tai_health/mhgap/ 
riski_to_m  en  tal_heal  th_EN_27_0  8_  1 2  .pdf 

12.  Stone  DM,  Holland  KM,  Barth olow  BN,  Crosby  AE,  Davis  SR 
Wilkins  N.  Preventing  suicide:  a  technical  package  of  policy,  programs, 
and  practice.  Atlanta,  GA:  UlS  Department  of  Health  and  Fluman 
Services,  CDC;  2017.  h:tps://wwvv.cde.gov/vio]enceprevcntion/pdf/ 
suicide  tech  n  icalpackage .  pdf 

13.  Milnej  A,  Sveridc  J,  De  Leo  D.  Suicide  in  the  absence  of  mental  disorder? 
A  review  of  psychological  autopsy  studies  across  countries.  Int  J  Soc 
l?sychiatry  201 3:59:545-54.  htrps://doi.org/1 03 177/002076401 2444259 

14.  Foul  lot  L,  Dc  Leo  D.  Critical  issues  in  psychological  autopsy  .studies. 
Suicide  Lire'Lhrear  Behav  20Cl6;36:491-510. 


624 


MMWR  /  June  8.2018  /  VdI.67  /  1^0.22 


US  Department  of  Health  and  Human  Services/Centers  for  Disease  Control  and  Prevention 


Feb  20,  2018 


ILl.  MMWR  DRAFT— Suicide  Prevention  [Title  tbd] 

structured  abstract  (247/250  words) 

Background:  Suicide  rates  between  1999  and  2016  have  increased  significantly  in  the  United  States*  Examining 
state-level  trends  and  contributing  circumstances  of  suicide  can  inform  state  prevention  efforts. 

Methods:  Trends  in  age-adjusted  suicide  rates,  by  sex  and  state,  among  people  aged  10  and  older  were 
calculated  based  on  data  from  the  National  Vital  Statistics  System  (NVSS,  1999-2016),  Changes  in  rates  and 
state  rankings  were  assessed  across  six  consecutive  three-year  periods  (1999-2001,  2002-2004,  2005-2007, 
2008-2010,  2011-2013,  2014-2016).  Data  from  the  2015  National  Violent  Death  Reporting  System  (NVDRS), 
across  27  states,  were  analyzed  to  assess  differences  between  suicide  decedents  with  and  without  known 
mental  health  problems. 

Results;  Average  annual  percentage  change  in  suicide  rates  increased  significantly  in  x#  states,  ranging  from  x% 
in  X  state  to  x%  in  x  state,  with  an  average  rate  change  of  xx%  across  the  period.  People  with  and  without 
known  mental  health  problems  experienced  a  range  of  contributing  circumstances  to  their  suicides,  including 
substance  use,  relationship  problems,  and  multiple  stressful  life  events. 

Conclusions:  Suicide  rates  have  risen  significantly  across  most  states  in  the  period  1999-2016.  Numerous 
psychosocial  factors  contribute  to  suicide  among  people  with  and  without  known  mental  health  problems. 

Implications  for  Public  Health  Practice:  To  reverse  trends  in  suicide  across  the  nation,  a  population-based  public 
health  approach  is  needed.  Specifically,  comprehensive  evidence-based  strategies  targeting  all  levels  of  society 
(individual,  family,  community),  focused  on  preventing  risk  before  it  starts,  identifying  and  supporting  people 
already  at  risk,  and  caring  for  survivors,  after  a  suicide  is  needed. 

Text  (1800  words) 

INTRO 

In  2016,  more  than  x#  suicides  took  place  across  the  United  States  with  a  rate  of  xx  per  100,000.  Rates  of  suicide 
have  increased  across  the  lifespan  among  males  and  females,  across  racial/ethnic  groups,  and  across 
urbanization  levels.^  ^  Rates  of  nonfatal  attempts  have  also  been  on  the  rise,  with  emergency  department  visits 
for  self-harm  injury  having  increased  more  than  40%  between  2001  and  2015.^  In  2015,  the  economic  toll  of 
suicides  and  self-harm  injuries  totaled  more  than  $69  billion  in  direct  medical  and  work  loss  costs*  These  costs 
burden  states  and  local  communities  as  they  struggle  to  take  up  the  broad  public  health  approach  called  for  by 
the  National  Strategy  for  Suicide  Prevention.^  Such  an  approach  entails  preventing  suicide  risk  before  it  occurs 
through  evidence-based  upstream  prevention  approaches  such  as  strengthening  economic  supports  and 
teaching  coping  and  problem-solving  skills,  identifying  and  supporting  people  already  at  risk  through  training  of 
gatekeepers  and  downstream  crisis  intervention  and  effective  treatment,  and  caring  for  survivors  in  the 
aftermath  of  a  suicide*  To  date,  no  single  state  has  been  able  to  take  up  such  a  comprehensive  approach. 

(194/^300  words) 

METHODS 


1  NCHS  Data  brief 
^  Kegler  et  al  2017 
^  WISQARS  Nonfatal  injury  reports 
^DHHS 
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Suicide  rate  estimates  and  trend  analyses  exclude  data  for  persons  <10  years  old.  Age-specific  suicide  counts  were 
tabulated  based  on  National  Vital  Statistics  System  coded  death  certificate  records  (InternationQl  C/ass///cof/'on  of 
Diseases  10^^  Revision  [ICD-10]  underlying-cause-of  death  codes  X60-X84,  Y87.0,  *U03).  Age-specific  population 
estimates  were  obtained  from  U*S.  Census  Bureau  /  National  Center  for  Health  Statistics  bridged-race  population 
data  releases. 

National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year  aggregate  periods 
covering  years  1999-2016.  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard  population  and 
expressed  per  100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were  modeled  using  the  same  three- 
year  data  aggregates,  employing  weighted  least  squares  regression  with  inverse-variance  weighting.  Modeled 
rate  trends  are  reported  in  terms  of  average  annual  percentage  changes  (AAPCs). 

Data  from  the  2015  National  Violent  Death  Reporting  System  (NVDRS),  from  27  states,  were  used  to  compare 
the  characteristics,  including  precipitating  circumstances,  of  suicide  decedents  with  and  without  known  mental 
health  problems.  NVDRS  compiles  data  from  three  primary  data  sources:  death  certificates,  coroner/medical 
examiner  reports  (including  toxicology),  and  law  enforcement  reports. 


RESULTS 

The  most  recent  overall  suicide  rates  (representing  2014-2016)  ranged  from  6,9  (District  of  Columbia)  to  29.2 
(Montana)  per  100,000  persons  per  year,  a  four-fold  difference  (Table  1).  Across  the  entire  study  period,  rates 
increased  in  all  but  one  state  (Nevada),  with  increases  ranging  from  +0.2  (Delaware)  to  +8.1  (Wyoming). 
Percentage  increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57.6%  (North  Dakota),  with  percentage 
increases  of  at  least  25%  observed  in  over  half  of  all  states  (30)  as  well  as  nationally.  Geographically,  many 
states  showing  the  largest  percentage  increases  are  in  the  upper  Great  Plains  and  the  upper  Intermountain  West 
(Map). 

Modeled  suicide  rates  trends  were  found  to  be  significantly  increasing  for  44  states,  as  well  as  for  the  U.S. 
overall  (Table  1).  By  sex,  rate  trends  were  found  to  be  significantly  increasing  in  34  states  for  males  and  in  43 
states  for  females.  Nationally,  the  model-estimated  AAPC  for  overall  suicide  rates  was  +1.5%.  By  sex,  the 
national  AAPC  was  +1.1%  for  males  and  +2.6%  for  females. 
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to  Editors 

17^Apr 

2S-Apr 

7 

MMWR  ' 

Submission 
System, 

RS,  LS 

Max  1800  word  text 

250  word  abstract 

15  references 
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12 
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16 
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team 
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25-Apr 
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LS 
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23 

Medical  Outreach  Program  call 

while  FS  is 
being 
reviewed 
by  OD 
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Program  to  discuss  with  VS 
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24 
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LS 

32 
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37 
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From: 
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To: 

Subject: 

guidance 

Attachments:  SUI_Peer  Norm  Programs  -  for  SME  review*docx,  SUI_Gatekeeper  Training  -  for 

SME  review. docx,  SUI_Crisis  Intervention  -  for  SME  review.docx 


Hello, 

We  are  in  the  home  stretch  of  completing  the  implementation  guidance  for  the  TP's,  One  component  of 
the  guidance  pertains  to  the  specific  approaches  in  the  technical  packages.  We  are  down  to  the  last  8 
summaries  -  7  of  them  are  specific  to  the  suicide  TP,  We  put  these  on  hold  until  after  the  Vital  Signs  - 
for  obvious  reasons! 

Attached  are  3  short  ones  for  your  review, 

Lindsey  is  hoping  to  get  this  last  batch  into  clearance  ASAP  -  we  are  up  against  a  contract  deadline  with 
Banyan,  If  you  could  review  and  send  any  comments/suggestions  on  the  three  attached  by  Tuesday 
COB,  I'll  incorporate  your  changes  and  get  them  ready  for  clearance. 

The  other  ones  that  we  need  to  finalize  include: 

•  Postvention 

•  Safer  suicide  care  through  system  change 

•  Treatment  for  people  at  risk  of  suicide 

•  Treatment  for  victims/survivors  (which  includes  content  across  the  technical  packages) 

Please  let  me  know  if  you  have  any  questions. 

Thanks  in  advance  for  your  help! 

Linda 


Peer  Norm  Programs 

This  approach  seeks  to  make  protective  factors  for  suicide  such  as  help  seeking,  reaching  out  and  talking 
to  trusted  adults,  behaviors  that  are  normaS  and  acceptable.  It  also  focuses  on  promoting  connectedness 
among  peers,  which  can  increase  belonging,  reduce  isolation,  build  resiliency^  and  encourage  adaptive 
coping  behaviors.  By  leveraging  the  leadership  qualities  and  social  influence  of  peers,  peer  norm 


Commenl  |DLL(1;  Any  suggestions  for 
^good,  generai  resources  to  include  here? 


approaches  are  an  Important  way  to  shift  group-level  beliefs  and  promote  positive  social  and  behavioral  | 

change,  ! 

Strategy  J 

•  Promote  Connectedness  (Suicide)  [ 

Key  Objetllves 

•  Increase  connectedness  among  peers  and  promote  positive  norms  that  protect  against  < 
suicide 

•  Strengthen  bonds  to  schools,  peers,  and  adults 

■  Strengthen  youth's  leadership  and  social  influence  skills 

•  Improve  communi cation  between  youth  and  trusted  adults  j 

Impfemfintatlon 

Coosidemiuns 

•  Programs  are  primarlty  delivered  in  school  settings  but  may  also  be  implemented  in  j 

community  settings  | 

•  Programs  are  designed  to  be  developmentally  appropriate  for  youth  in  middle,  high-  j 

school,  and  college  | 

•  Programs  are  often  delivered  in  groups  and  include  social  norm  campaigns  and  active  j 

learning  experiences  to  reinforce  program  concepts  / 

•  Involving  parents,  school  staff,  or  community  members  may  also  be  important,  J 

depending  on  the  specific  program  modei  | 

•  Implementers  may  need  specialized  education,  training  or  certification,  depending  on' 

the  program  ( 

Key  Stakeholders 

»  Public  health 

•  Education 

•  Community  organizations 

1 

I 

i 

Example  Outcome? 

*  Increases  in  ! 

o  healthy  coping  attitudes  and  behaviors 

□  referrals  for  youth  in  distress  1 

o  help-seeking  behaviors  ! 

o  positive  perceptions  of  adult  support  f 

Additional  Resourcas 

1 

Exa  inple  Programs/Practices/Fol idesi 
•  Sources  of  Strength  (Suicide} 


Example  Programs 


Sources  of  Strength  (Suicide} 

Description:  Sources  of  Strength  is  a  youth  suicide  prevention  project  designed  to  use  peer  social  networks  to 
change  unhealthy  norms  and  culture-  The  mission  of  Sources  of  Strength  is  to  prevent  suicide  by  increasing 
help  seekmg  behaviors  and  promoting  connections  between  peers  and  caring  adults.  The  program  trains  peer 
leaders,  as  well  as  adult  advisors,  to  conduct  messaging  activities  aimed  at  changing  peer  group  norms 
around  coping  practices  and  problem  behaviors.  In  addition,  the  program  is  designed  to  have  a  positive 
influence  on  the  knowledge,  attitudes  and  behaviors  of  the  peer  leaders. 


Specific  Populations/Settings 

Key  Partners 

Considerations 

•  Poputation(s):  Adolescents  and 
young  adults  {ages  13-24 
years) 

•  SettinR(s):  School  communftv 

•  Public  health  agencies 

•  School  administrators  and  teachers 

•  Community  organizations 

•  Training  and  certification  is  required 
to  deliver  the  program 

•  Training  materials,  videos,  and  other 
resources  are  available 

•  Consultation  and  technical  assistance 

are  available 

•  Program  cost  available 

Additional  Information 

•  Sources  of  Strength  Program  Site  -  htt ps [//sourcesofstrenfith-orR 


Gatekeeper  Training 

This  approach  focuses  on  training  individuals  such  as  teachers,  coaches,  clergy,  emergency  responders, 
primary  and  urgent  care  providers,  and  others  in  the  community  to  identify  and  respond  effectively  to 
people  who  may  be  at  risk  of  suicide.  By  identifying  people  at  risk  of  suicide  and  linking  them  to 
appropriate  support  and  care,  gatekeeper  training  can  positively  impact  suicide  and  risk  factors  for 
suicide  such  as  depression  and  feelings  of  hopelessness. 


Strategy 

•  Identify  and  Support  People  at  Risk  (Suicide) 


Key  Objactlves 

■ 

• 

• 

Improve  ability  of  gatekeepers  to  identify  and  understand  the  warning  signs  of  suicide 
Learn  how  to  intervene  appropriately  and  help  people  at  risk  of  suicide 

Increase  knowledge  of  available  resources  and  support 

Implementation 

• 

Programs  may  be  implemented  in  a  variety  of  settings  (e.g.,  schools,  university/campus, 

Considerations 

healthcare,  community,  military) 

■ 

Many  programs  include  specific  guidance  for  the  nature  and  sequencing  of  content  to 
help  gatekeepers  feel  comfortable  with  recognizing  and  inquiring  about  risk  and 
facilitating  access  to  support  and  care 

• 

Programs  are  often  delivered  in  groups  and  use  a  combination  of  methods  (e>g.,  group 
discussion,  audiovisual  learning  aids,  presentations)  to  provide  opportunities  to  engage 
participants  and  practice  skills 

• 

Training  requirements  vary  depending  on  specific  program  model,  ranging  from  a  few 
hours  to  2-5  days 

• 

Evidence  of  effectiveness  also  varies  for  different  programs  so  it  is  important  to  review 

the  evidence  supporting  a  specific  program  before  selecting  one  to  implement 

Sertor 

■ 

Public  health 

Etigagemert 

• 

Healthcare 

■ 

Education 

• 

Government 

• 

Community  organizations 

Eitample  Outcomes 

« 

Reductions  in 

o  suicide  deaths 

o  suicide  attempts 

o  depression 
o  feelings  of  hopelessness 

Additional 

m 

Comparison  Table  of  Suicide  Prevention  Gatekeeper  Training  Programs  (Suicide 

Resources 

Prevention  Resource  Center) 

http://www.5prc.or^/sit0s/default/files/mjgrate/librarv/SPRC  Gatekeeper  matrix  JulZQ 
13uDdate.pdf 

Example  Programs/Practices/Polides: 

•  Applied  Suicide  Intervention  Skills  Training  (Suicide) 

•  Garrett  Lee  Smith  Suicide  Prevention  Program  (Suicide) 


Example  Programs 


Applied  Suicide  intervention  Skills  Training  (ASIST)  (Suicide) 

Description:  ASIST  is  a  training  program  for  hotline  counselors,  emergency  workers,  clergy,  caregivers  and 
others  in  the  community.  The  ASIST  model  has  three  phases  of  caregiving:  connecting,  understanding  and 
assisting.  In  the  first  phase  (connecting),  participants  learn  how  to  identify  people  who  are  having  thoughts  of 
suicide.  In  the  second  phase  (understanding),  participants  fearn  how  to  recognize  the  caller's  invitation  for 
help  and  how  to  listen  to  the  caller's  reasons  for  dying  and  living.  In  the  third  phase  (assisting),  participants 
Team  how  to  conduct  a  safety  assessment,  develop  a  safety  plan  for  the  person  at  risk,  and  connect  the 
person  at  risk  to  community  resources.  The  AStST  training  program  has  been  field  tested  in  a  variety  of 
settings. 


Specific  Populations/Settings 

Key  Partners 

Considerations 

•  Population(5l:  Persons  at  risk  of 
suicide 

•  Settinsfs):  School  community, 
military 

•  Community  organizations 

■  Healthcare  providers 

■  Emergency  medical  services 

■  Faith-based  organizations 

■  G  ov e  rn  m  e  nt  ( 1  oca  i,  state,  fed  era!) 

•  School  administrators  and  staff 

•  Public  health  agencies 

•  2-day  training  workshops  are 
required  to  deliver  the  ASIST 
program 

•  Materials  and  consultation  support 
are  availabie 

•  Proi^ram  cost  available  online 

Additional  Information 

•  ASIST  Program  Site  -  hitgs  ://w  ww.  irvinEworks ,  n  et/ proM  ram  s/as  ist/ 

•  Program  Summary  (SPRC)  -  http:// www.sp rc.or^/ resources- programs/a ppJ lod-suiddgH ntGrvontion-skiJ Is-tralni nig-asist 


Garrett  Lee  Smith  (GLS)  Suicide  Prevention  Program  (Suicide) 

Description:  Gatekeeper  training  is  a  core  component  of  the  Garrett  Lee  Smith  (GLS)  Suicide  Prevention 
Program  which  has  been  implemented  in  states,  territories,  tribal  communities,  and  college  campuses  across 
the  United  States.  The  program  is  funded  by  the  Substance  Abuse  and  Mental  Health  Services  Administration 
(SAMHSA).  Individuals  are  trained  to  better  recognize  the  risk  for  suicide,  inquire  about  risk,  intervene 
appropriately,  and  help  the  suicidal  individual  obtain  assistance.  Training  ranges  from  a  few  hours  to  a  few 
days. 


Popu!  ations/  Setti  ngs 

Key  Partners 

Considerations 

•  PoDulationfs):  Persons  at  risk  of 
suicide 

*  Settlng(s):  School/ college  campuses, 
community 

■  Community  organizations 

■  Schoot/campus  administrators 
and  staff 

•  State  mental  health  agencies 

•  Government  (local,  state,  federal) 

•  Tribal  communities 

•  Public  health  agencies 

To  find  the  state  or  local  GLS  grantees  in 
your  community  visit  this  website. 

Additional  Information 

•  SAMSHA  “  Garrett  Lee  Smith  Suicide  Prevention  Program  “  http :  //w  w  w ,  5  a  ms  h  a ,  eo  v 


Crisis  Intervention 


This  approach  focuses  on  providing  support  and  referral  services,  typically  by  connecting  a  person  in  crisis 
to  trained  volunteers  and  professional  staff.  Crisis  intervention  approaches  are  intended  to  impact  key 
risk  factors  for  suicide,  including  feelings  of  depression,  hopelessness,  and  subsequent  use  of  mental 
health  care  services.  Crisis  intervention  can  also  put  space  and  time  between  an  individual  who  may  be 
considering  suicide  and  harmful  behavior. 

Strategy 

■  Identify  and  Support  People  at  Risk  (Suicide) 


Key  Objectives 

• 

• 

Provide  critical  support  and  services  to  persons  at  risk  of  suicide 

Reduce  risk  factors  for  suicide 

Implementation 

• 

Crisis  intervention  services  may  be  accessed  through  a  telephone  hotline,  online  chat, 

ConsI  derations 

text  messaging,  or  in-person 

• 

Education  and  awareness  about  how  to  seek  help  may  also  be  made  through  public 
service  announcements,  billboards,  brochures,  and  other  materials  in  the  offices  of 
primary  care  and  other  providers 

• 

Duration  of  the  intervention  support  varies  depending  on  type  of  service  and  the 
immediate  and  long-term  needs  of  the  client 

• 

Some  crisis  intervention  programs  use  trained  volunteers;  others  use  licensed 
professional  staff 

Sector 

• 

Public  health 

Engagement 

• 

Social  services 

■ 

Community  organizations 

Example  Outcomes 

• 

Reductions  in 

Q  feelings  of  hopelessness 
o  psychological  pain 
o  intent  to  die 

Additional 

• 

Best  Practices  (Suicide  Prevention  Lifeline)  - 

Resources 

https://suicidepreventionlifeline.org/best-practices/ 

• 

Crisis  Center  Accreditation  Program  '  htlp://www*suicidologv.org 

Example  Programs/ Practices/Policies: 

•  National  Suicide  Prevention  Lifeline  (Suicide) 


Example  Programs 


National  Suicide  Prevention  Lifeline  (Suicide) 

Description:  The  National  Suicide  Prevention  Lifeline  is  3  national  network  of  local  crisis  centers  that  provides 
support  to  people  in  suicidal  crisis  or  emotional  distress.  It  also  provides  resources  to  family  members  and 
friends  and  best  practice  resources  for  professionals.  The  hotline  operates  24/7  and  is  accessible  by  phone 
ora  web-based  chat  function/T rained  counselors  are  on-hand  to  listen,  offer  free  and  confidential 
emotional  support,  and  provide  referrals  for  mental  health  services  in  the  local  area. 


Specific  Populations/Settings 

Key  Partners 

Considerations 

•  PoDulationis):  Individuals  in 
suicidal  crisis  or  emotional 

distress 

•  Settinfi(s):  Virtual  setting  via 
telephone  and/or  web-chat 

•  Cornmunity  organisations 

•  Mental  health  providers 

•  Health  care  providers 

•  Public  health  agencies 

•  Lifeline  Network  Crisis  Centers  are 
accredited  and  follow  written  policies  and 
guidelines  addressing  referral,  training, 
and  suicide  risk  assessment 

•  Many  centers  offer  other  services, 
including  training  and  educational 
resources  in  suicide  prevention  and 
weliness  for  their  local  communities 

■  Crisis  centers  that  are  pa  rt  of  the  National 
Lifeline  Network  also  participate  in 

Lifeline  evaluation  activities 

Additional  Information 

•  National  Suicide  Prevention  Lifeline  -  https (//su icideprevemionli Fe line.QrE/ 


From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  9  Jun  2018  22:59:39 -0400 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC};Young,  Joni  (CDC/ONDIEH/NCIPC) 
Subject:  Fwd:  EMBARGOED  Until  1pm  June  7;  Vital  Signs,  Contributing 

Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Attachments:  image002.emz 

Congrats  again  to  you  all  and  everyone  else.  I’ve  been  hearing  really  great  things  from 
many  of  our  partners.  Please  pass  on  the  the  wonderful  feedback  we’ve  been  getting.  I’m 
going  to  share  another  in  a  moment. 


From:  Reed,  Jerry 

Date:  June  9,  2018  at  2:27:46  PM  EDT 
To:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances 
to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 


You  all  did  a  GREAT  job  on  this.  As  a  partner,  I'm  pleased  we  were  able  to  spread  the  word.  We 
got  more  media  inquiry  on  this  than  anything  I've  seen  in  a  long  time.  Tragically,  the  deaths  of 
Kate  Spade  and  Anthony  Bourdain  contributed  to  the  significance  of  the  findings.  A 
heartbreaking  week  but  you  and  your  team  and  the  leadership  of  the  Center  and  CDC  really 
made  a  very  significant  contribution  to  our  collective  contribution.  Many  thanks.  It's  always 
been  a  real  pleasure  working  with  you  Jim. 

Best, 


Jerry 

jerry  Reed,  PhD,  MSW 

Senior  Vke  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 


ireed@edc.ore  |  202-572-3771  (0)  |  202^294-8132  [M)  1  202-223-4059  (F) 


gducationPevelopment Center,  [nc. 


EDC 


Educattoa 

Development 

Center 


From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  07,  2018  8:52  AM 
To:  Reed,  Jerry 

Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Dear  Jerry, 

I  would  like  to  personally  let  you  know  that  our  new  Vital  Signs:  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates,  will  be  released  later  today.  I  believe  that 
CDC's  latest  Vital  Signs  will  support  our  collective  efforts  to  reduce  suicide  rates  by  20%  by  2025 
and  would  appreciate  if  you  could  help  disseminate  this  publication  to  your  networks  once  the 


embargo  lifts  at  1:00  pm.  I  look  forward  to  our  continued  partnership  in  support  of  a 
comprehensive  public  health  approach  to  suicide  prevention. 

Jim 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health 
topic  each  month.  This  month's  edition  presents  trends  in  suicide  rates  across  all  states 
and  D.C.,  examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies 
for  comprehensive  suicide  prevention.  We  also  highlight  strategies  for  state  public 
health  departments  and  others  working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the 
Morbidity  and  Mortality  Weekly  Report  (MMWR)  article,  "Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates,"  and  a  four-page 
consumer  fact  sheet.  This  latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a  media  telebriefing  at  noon;  all 
attached  materials  are  EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and 

older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states 

experiencing  increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System 

in  2015  indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a 
known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone, 

including  relationship,  substance  use,  physical  health,  job,  financial,  and  legal 
problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EOT),  please  share  the  CDC  Vital  Signs 
information  broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC's  social 
media  tools,  such  as  the  Vital  Signs  buttons  and  email  updates.  Visit  CDC's  Public  Health 
Media  Library  at  www.cdc.Eov/svndication  and  search  on  the  term  Vital  Signs.  We  also 
invite  you  to  join  us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm 
(EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing 
our  work  together  to  prevent  suicides  and  promoting  healthier  communities. 

James  A  Mercy,  PhD 
Director 

DtvisioQ  of  Violence  Prev^endon 

National  Center  for  Injury  Pre%‘ention  and  Control 


From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  9  Jun  2018  23:02:06  -0400 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Young,  Joni  (CDC/ONDIEH/NCIPC) 
Subject:  Fwd:  [EXTERNAL]  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Attachments:  image004.png 

F  YI  -  another  congrats  from  the  co-chair  if  the  Action  Alliance  and  Deputy  Director  of 
the  Action  Alliance. 


From:  Clancy ^  Carolyn 

Date:  June  9,  2018  at  4:39:59  PM  EDT 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  [EXTERNAL]  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Belated  congrats  on  fantastic  rollout! 

1  brief  our  Acting  Secretary  later  that  day 
Thank  you  for  your  leadership 
Carolyn 


Carolyn  M  Clancy  MD 
Executive  in  Charge 
Veterans  Health  Administration 
810  Vermonl  Ave,  NW 
Washington,  DC  20420 
202-461-7000 


From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  07,  2018  9:18:02  AM 
To:  Clancy,  Carolyn 
Cc:  Bates,  Alicia  B. 

Subject:  [EXTERNAL]  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Dear  Carolyn, 

1  would  like  to  personally  let  you  know  that  CDC’s  new  Vital  Signs,  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,  will  be  released  later  today.  As  co-chair  of  the  Action 
Alliance  1  thought  you  would  be  interested  in  this  release,  which  includes  state-level  trends  in  suicide  rates 
from  1999-201 6,  and  looks  at  the  circumstances  of  suicide  among  people  with  and  without  known  mental 
health  conditions,  using  data  from  CDC’s  National  Violent  Death  Reporting  System. 


I  believe  that  our  latest  Vital  Signs  will  support  our  collective  efforts  to  reduce  suicide  rates  by  20%  by 
2025. 1  would  appreciate  if  you  could  help  disseminate  this  publication  to  your  netw'orks  and  colleagues 
once  the  embargo  lifts  at  1 :00  pm.  Thank  you  for  your  commitment  to  creating  safer  communities  for 
future  generations, 

Jim 


The  CDC  Vital  Si gn s< h tt p : . V w w w . c d c . go v /  v i la  1  s i gn s>  series,  launched  in  2010,  addresses  a  single, 
important  public  health  topic  each  month.  This  month's  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contiibuling  factors  to  suicide  in  27  states,  and  highlights  strategics  for 
comprehensive  suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and 
others  working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and  Mortality 
Weekly  Report  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide  iind  Increasing 
Trends  in  State  Suicide  Rates/’  and  a  four-page  consumer  fact  sheet.  This  latest  edition  of  CDC  Vital  Signs 
will  be  released  today,  Thursday,  June  7,  201 8,  at  1 :00  pm  (EST)  following  a  media  telebriefing  at  noon; 
all  attached  materials  are  EMBARGOED  until  I  pm  EST. 

Key  points  in  the  Vital  Signs  report  inciude: 

■  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

■  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

■  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015  indicate  that 
more  than  half  of  peop  le  who  died  by  suicide  did  not  have  a  known  mental  health  condition 

■  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including  relationship, 
substance  use,  physical  health,  job,  financial,  and  legal  problems. 


After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  infonnation  broadly 
with  your  colleagues  and  pannei's.  Visit  the  Vital  Signs  Web  page<htlp://ww w.cdc . gov/'v i lalsi gns>  to  find 
the  MMWR  article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’ s  social  media 
tool  s<h  ttp :  //WWW  ■  c  dc  ■  gov/s  oc  i  a!  medi  a/to  o  1  s/bu  ttons/  v  i  tal  si  gn  s  ind  ex .  h  tml  > ,  such  as  the  Vital  Signs  buttons 
and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at  w  w w.cdc. go v/syndi cat! on>  and  search  on 
the  tenn  Vital  Signs.  We  also  invite  you  to  join  us  for  the  Vital  Signs  Town  Hall 
TelecQnference<http://ww w.cdc ■  gov/stltpub I ichcalth/tQwnhall/>  on  June  1 2  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  fonvard  to  continuing  our  work  together  to 
prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  suppoit. 

[James  A.  Mercy,  PhD  Director  Division  of  Violence  Prevention  National  Center  for  Injury  Prevention  and 
Control] 


James  A.  Mercy,  PhD 
Director 

DKisioii  of  Violence  Prevention 

National  Center  for  Ii^ry  Prevention  and  Control 


James  A.  Mercy,  PhD 
Director 

Division  ofVioleoce  Prevention 

Natbnal  Center  for  Injury  Preventbn  and  Control 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  3  Jun  2018  13:29:02  +0000 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Is  this  a  sufficient  addition  to  the  Suicide  Prevention  MMWR? 

Hi  Tom, 

Read  from  highlighted  email  (about  halfway  down)  up. 

I  think  all  is  well. 

I'm  just  waiting  for  a  reply  from  Rich  to  my  last  email. 

I  thought  Rich  was  going  to  send  out  an  email  to  say,  issue  resolved. 

Anyway,  read  below. 

Deb 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Saturday,  June  2,  2018  9:45  PM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Subject:  RE:  Is  this  a  sufficient  addition  to  the  Suicide  Prevention  MMWR? 

Hi  Rich, 

Is  this  what  you  have  in  mind? 


suicides 

1999 

pop 

Incidence 

suicides 

2016 

pop 

Incidence 

%change 

10-14 

242 

20213368 

rate 

1.20 

436 

20618233 

rate 

2.11 

76.63 

45-64 

7977 

60355862 

13.22 

16196 

84249823 

19.22 

45.45 

rate  ratio 

11.02 

9.11 

-17.33 

The  rates  of  youth  (10-14)  suicide  have  increased  more  than  the  rates  of  middle  aged  (45-64)  suicide 
rates  between  1999  and  2016,  but  middle  aged  adult  suicide  rates  still  outpace  rates  of  youth  suicide  by 
9:1. 

Deb 

From;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Saturday,  June  2,  2018  8:12  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <^af9g>cdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Subject:  RE:  Is  this  a  sufficient  addition  to  the  Suicide  Prevention  MMWR? 

Good  so  far.  I  think  the  rate  ratio  of  9.  1  is  compelling. 

Now  we  need  to  think  aboi+l  how  to  express  it  clearly  so  the  public  will  get 
it. 

Here’  s  how  I  see  it. 

1.  Compare  the  rates  per  100k  pop'  n  for  the  2  groups  at  each  of  2  points  in 
time.  This  is  the  rate  ratio  of  rates  by  group  over  time.  The  9.  1  ratio  at  one 
point  in  time  is  compelling  and  stands  against  any  (wrong)  perception  that  the 
change  in  youth  should  be  the  main  focus. 

2.  What  is  the  rate  ratio  at  the  second  time,  for  each  age  group? 

3.  Using  the  incidence  rates  for  each  group  at  each  of  2  times,  what  was  the 
percent  change  in  incidence  over  time  in  each  of  the  2  groups? 


1  think  Anne  was  saying  that  a  large  percent  change  in  an  age  group  over  time 
(#3  above)  could  be  misleading  if  the  incidences  were  small  at  both  times  for 
such  an  age  group. 

If  1  were  providing  this  to  Anne,  I  would  likely  develop  a  small  table  of 
these  groups  and  its  components.  That  is,  for  each  of  2  age  groups  at  each  of 

2  separate  times,  show  counts,  pop'  n  size,  incidence,  change  in  incidence  as 
a  percent  change,  and  rate  ratios.  State  your  conclusion.  1  would  send  this  to 
her  and  also  hand  it  to  her  at  our  mtg  Thurs.  I  think  that  would  help  her  wrap 
her  arras  around  the  difference  b/w  the  nchs  quikstats  and  your  paper, 

Plz  tell  me  if  1'  ra  missing  something. 

This  is  my  advice,  but  your  decision  whether  to  do  this  or  not. 

Respectful ly. 

Rich 

Rich  Schieber,  MD  MPH 
CAPT,  USPHS 

Director,  CDC  Vital  Signs  Program 
RBS4@cdc. gov 

404  697  9666 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.  gov> 

Date:  June  2,  2018  at  7:33:00  PM  EDT 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.  gov> 

Subject:  RE:  Is  this  a  sufficient  addition  to  the  Suicide  Prevention  MMWR? 

Hi  Rich, 

Ok,  thanks,  giad  no  change  is  needed. 

In  2016,  for  every  one  suicide  among  the  10-14  yo  (n=436)  group  there  were  37  suicides  among  the  45- 
64  yo  group  (n=16,196}. 

In  terms  of  rates.  The  rate  of  the  45-64  y.o.  group  in  2016  (19.22/100,000)  was  9. lx  the  rate  of  the  10- 
14  yo  group  (2.11/100,000). 

However,  since  the  2016  population  of  people  45-64  (n-84,249,823)  is  so  much  larger  than  the 
population  of  10-14  yo's  (n-20,618,233),  it  would  be  more  appropriate  to  compare  the  rate. 

Deb 

From:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Saturday,  June  2,  2018  7:12  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject;  RE:  Is  this  a  sufficient  addition  to  the  Suicide  Prevention  MMWR? 

Yes,  1  can  appreciate  the  confusion.  11  caught  me  off-guard  as  well.  So  just 
now  1  read  the  string  again,  and  indeed  she  did  find  it  satisfactory.  So 
that’  s  that,  and  no  further  change  to  the  MMWR  needed  for  this  point. 


I  would  anticipate  that  she’  11  ask  us  in  the  meeting  just  before  the 

telebriefing  begins,  and/or  she’  11  be  asked  by  the  media,  well,  what  about 

10-14  yr  olds?  At  that  point,  she  should  be  able  to  refer  to  a  q&a  you  have  or 
will  develop  that  shows  the  counts  and  their  ratio  for  the  2  age  groups.  That 
is,  for  every  10-14  yr  old  who  dies  by  suicide  there’  s  X  number  of  45+  yr 

olds  who  die  from  suicide.  And,  per  year  of  age,  the  older  group  is  X  times 

more  likely  to  die  by  suicide  than  the  younger  group. 

That  way  she  wouldn’  t  need  to  get  into  a  protracted  mathematical  discussion 
about  why  percent  changes  in  incidence  over  time  for  one  group  may  spuriously 
make  people  think  that  the  problem  is  greater  in  the  young. 

What  do  you  think? 

Rich  Schieber,  MD  MPH 
CAPT,  USPHS 

Director,  CDC  Vital  Signs  Program 
RB54@cdc.  gov 

404  697  9666 


From:  Stone,  Deborah  (CDC/ON'DIEH/NCIPC)  <zaf9@cdc.  gov> 

Date:  June  2,  2018  at  6:53:44  PM  EDT 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.  gov> 

Subject:  R£:  Is  this  a  sufficient  addition  to  the  Suicide  Prevention  MMW£? 

Hi  Rich, 

I'm  a  little  confused.  Last  I  knew  on  5/15  Dr.  Schuchat  had  approved  this  (email  attached  below): 
Suicide  rates  have  also  inereased  among  persons  in  all  age  groups  <75  years,  with  the  largest 
percent  increase  (45%:  from  13.2  per  100.000  persons  ri9991  to  19.2  per  100.000  r201611  and 

the  greatest  number  of  suicides  (n=232,108  between  1999  and  2016)  occurring  among  adults 

aged  45-64  years. 

Did  something  change  that  she  wants  the  10-14  yo  group  back  in? 

Deb 

From:  Schuchat,  Anne  MD  (CDC/OD) 

Sent:  Tuesday,  May  15,  2018  2:13  PM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4g?cdc.gQV> 

Cc:  Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID)  <cgk3@cdc.gQV>;  Glynn,  Kate 
(CDC/OPHSS/CSELS/DSEPD)  <mig6f5)cdc.gov>:  lademarco,  Michael  (CDC/OPHSS/CSELS/OD) 
<mai9@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6t5?cdc.eov>;  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0(5)cdc,eov>:  Omisore, 
Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>:  Sorrells,  Marjorie  J.  (CDC/OD/OCS)  <i5g8@cdc.gov> 
Subject:  RE:  SUICIDE  VS  MMWR:  Question  about  retaining  the  45-64  yr  olds  with  a  percentage 
This  is  fine  now 

From:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Tuesday,  May  15,  2018  2:08  PM 


To:  Schuchat,  Anne  MD  (CDC/OD)  <acsl^cdc.gov> 

Cc:  Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID)  <cgk3@cdc.KQV>:  Glynn,  Kate 
(CDC/OPHSS/CSELS/DSEPD)  <mig6f5>cdc.gov>:  lademarco,  Michael  (CDC/OPHSS/CSELS/OD) 
<mai9@cdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rb54@cdc.Eov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9i5)cdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6(S)cdc.gQV>; 
Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5^cdc.gov>: 
Sorrells,  Marjorie  J.  (CDC/OD/OCS)  <isg8@cdc.gov> 

Subject:  SUICIDE  VS  MMWR:  Question  about  retaining  the  45-64  yr  olds  with  a  percentage 
Anne, 

Sorry  to  bother  you  again. 

All  mention  of  the  10-14  yr  olds  has  been  removed.  We  weren't  sure  if  you  wanted  ALL  percentages 
removed,  including  the  45%  highlighted  below.  VS  and  DVP  think  there's  value  to  retaining  the  45% 
increase  attached  to  the  45-64  yr  olds,  and  they've  added  the  counts  to  the  text.  What  do  you  think? 
Current  MMWR  wording,  after  revision,  is: 

Suicide  rates  have  also  increased  among  persons  in  all  age  groups  <75  years,  with  the  largest 
percent  increase  (45%:  from  13.2  per  100.000  persons  f  19991  to  19.2  per  100.000  (20161)  and 

the  greatest  number  of  suicides  ('n=232.108  between  1999  and  2016)  occurring  among  adults 

aged  45-64  years. 

Thanks. 

Rich 

Richard  Schieber,  MD,  MPH 
Director,  CDC  Vital  Signs  Program 
From;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Saturday,  June  2,  2018  4:29  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.Eov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdc.gQv>;  Omisore,  Shannon  L. 

(CDC/OD/OADC)  <hvl5@cdc.gov>;  Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID)  <cgk3(g)cdc.EOV> 

Subject:  Re:  Is  this  a  sufficient  addition  to  the  Suicide  Prevention  MMWR? 

Tom, 

Although  Anne  said  “Thanks”  last  night,  by  which  I  assume  the  answer  I  sent 
was  sufficient,  I’  ve  had  second  thoughts.  Here’  s  what  I  think  will  satisfy 
all  and  put  this  to  rest.  Please  consider  these  2  alternatives. 

1.  Modify  the  intro  to  specifically  include  national  counts  and  rates,  and 
percentage  change  over  time,  for  youth  10-14  yrs  or  whatever  years  NCHS  has 
highlighted.  Use  the  same  dates  yOu  used  for  the  overall  national  and  45-64  yr 
olds.  Since  it’  s  in  the  intro  and  not  the  Results,  you  could  comment  there 
that  the  10  yr  olds  catch  attn  b/c  of  the  high  rates,  but  that’  s  a 
mathematical  artifact  and  not  a  true  high-suicide  group  based  on  their  low 
counts. 

2.  Alternatively,  you  could  use  your  analysis  to  Indicate  the  same  thing  in 
the  Discussion.  Either  way,  the  issue  is  covered. 

What  do  you  think? 

Rich 


Rich  Schieber,  MD  MPH 
CAPT,  USPHS 

Director,  CDC  Vital  Signs  Program 
RBS4icdc.  gov 

404  697  9666 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.  gov> 

Date:  June  2,  2018  at  8:46:52  AM  EDT 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.  gov> 

Cc:  Stone,  Deborah  (CDC/ONDlEH/NClPC)  <zaf9icdc.  gov) 

Subject:  FW:  Is  this  a  sufficient  addition  to  the  Suicide  Prevention  MMWR? 

Hi  Rich, 

Thank  you  for  sending  the  response  to  Dr.  Schuchat  last  night,  i  just  wanted  to  remind  you  about  this 
eariier  exchange  where  she  had  approved  inciusion  in  the  introduction.  Hopefuiiy,  that  wiil  stiii  work  for 
her. 

-Tom 

From:  Schuchat,  Anne  MD  (CDC/OD) 

Sent:  Saturday,  May  12,  2018  2:25  PM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSEtS/DPHiD)  <rbs4@cdc.Eov> 

Cc:  Simon,  Thomas  (CDC/ONDiEH/NCiPC)  <tEs90cdc.Eov>:  Stone,  Deborah  (CDC/ONDiEH/NCiPC) 
<zaf9@cdc.sov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHiD)  <vha6@cdc.Eov>:  Sorreiis,  Marjorie!. 
(CDC/OD/OCS)  <isE8^cdc.Eov>:  Kent,  Chariotte  {CDC/OPHSS/CSELS/DPHiD)  <CEk3@cdc.Eov>:  Giynn, 
Kate  (CDC/OPHSS/CSELS/DSEPD)  <mie60cdc.eov>:  iademarco,  Michaei  (CDC/OPHSS/CSELS/OD) 
<mai9Pcdc.Eov> 

Subject:  Re:  is  this  a  sufficient  addition  to  the  Suicide  Prevention  MMWR? 

Yes.  Can  you  share  what  reference  3  is?  The  reader  will  be  shocked  about  the  10  to  14  age  group 
so  I  would  look  up  the  reference  if  1  were  reading  the  article  to  see  what  the  rates  are.  If  it’s  hard 
to  find  in  reference  3  we  may  want  to  mention  what  those  absolute  rates  went  from  as  i  assume 
much  begged  absolute  increase  in  the  adult  group,  le  30percent  increase  from  very  low  absolute 
rate  not  quite  as  alarming  as  when  it’s  from  already  big  numbers. 

Sent  from  my  iPhone 

On  May  12,  2018,  at  12:15  PM,  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
<rbs4('ajcdc.gov>  wrote; 

Amre, 

The  Suicide  Prevention  program  is  asking  whether  or  not  the  boldfaced  sentence  at 
the  bottom  of  this 

message,  once  added  to  the  MMWR  Introduction  seen  there,  is  sufficient  to  answer 
your  query  about  suicide  rates  by  age  and  make  its  point. 

If  not,  please  let  us  know  what  additional  analyses  would  be  needed,  and  the  pgm 
will  see  what  they  can  do. 

Thanks. 


Rich 


Rich  Schieber,  MD 
(404)  697-9666 
R  Schieber@com cast,  net 


BACKGROUND  AND  PURPOSE 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population  [age-adjusted])  occurred 
in  the  United  States  among  persons  aged  >10  years  (1).  Between  1999  and  2015, 
suicide  rates  increased  among  both  sexes,  all  raciaPethnic  groups,  and  all 
urbanization  levels  (2,3).  Suicide  rates  have  increased  among  all  age  groups 
younger  than  75  years,  with  the  highest  percent  increases  among  those  aged  45- 
64  and  those  aged  10-14  (3).  Suicide  is  the  10th  leading  cause  of  death  and  is  one 
of  Just  three  leading  causes  that  are  increasing  (1,4).  Additionally,  rates  of 
emergency  department  visits  for  nonfatal  self-harm,  a  key  risk  factor  for  suicide, 
increased  42%  between  2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  $69  billion  in  direct  medical  and  work  loss  costs  (1 ). 


From: 

Sent: 

To: 

Subject: 

translation 

Attachments: 


Greetings; 

For  your  infomnation, 

Alex  C 

From:  Young,  Joni  (CDC/ONDIEH/NCIPCj 
Sent:  Monday,  June  4,  2018  8:52  AM 

To:  Mercado-Crespo,  Melissa  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z, 
(CDC/ONDIEH/NCIPC) 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Gervin,  Derrick  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  290988  -  COMPLETED  -  Suicide  Technical  Package-  Spanish  translation 

Hi  Melissa  and  Asha, 

Good  news. ..the  Spanish  translation  of  the  Suicide  Technical  Package  is  almost  completel  I  asked 
if  Sarah  could  share  the  latest  version  so  that  you  both  can  start  using  it  as  a  reference  (see 
attached)  The  final  version  should  be  ready  soon  and  will  be  posted  on  the  internet.  Please  think 
about  whether  we  need  to  order  print  versions. 

Thanks, 

Joni 

From:  Roby,  Sarah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  4,  2018  8:37  AM 

To:  Young,  Joni  (CDC/ONDIEH/NCIPC)  <ggc8@)cdC-fiQV> 

Subject:  RE:  290988  -  COMPLETED  -  Suicide  Technical  Package-  Spanish  translation 
Hi  Joni, 

Attached  is  the  PDF  file  with  the  Suicide  Technical  Package.  I  know  this  is  in  a  hurry,  so  note  that 
the  final  quality  assurance  check  from  MLS  has  not  been  completed  yet- 1  sent  it  to  them  this 
morning.  It  will  be  posted  to  web  pages  as  soon  as  MLS  signs  off. 

Thanks, 

Sarah 

From:  Young,  Joni  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  10:24  AM 


Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

4Jun  2018  09:41:00  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

FW:  290988  -  COMPLETED  -  Suicide  Technical  Package-  Spanish 
Suicide  Technical  Package_SPANISH_draft  pending  MLS  approval.pdf 


To:  Roby,  Sarah  (CDC/ONDIEH/NCIPC)  <mka4^cdc.gov> 

Subject:  Re:  290988  -  COMPLETED  -  Suicide  Technical  Package-  Spanish  translation 
Thanks,  Sarah! 


From:  Roby,  Sarah  (CDC/ONDIEH/NCTPC)  <iTikq4@ cdc . gov> 

Date:  June  I,  2018  at  10:23:09  AM  EDT 

To:  Young,  Joni  (CDC/ONDIEH/NCIPC)  <gzc8@cdc.gov> 

Subject:  Re:  290988  -  COMPLETED  -  Suicide  Technical  Package-  Spanish  translation 
Hi  Joni, 

I  emailed  Alida.  She  will  need  to  export  the  graphic  design  file  to  a  PDF,  but  that 
shouldn't  take  too  long.  Keep  you  posted! 

Thanks, 

Sarah 


From:  Young,  Joni  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  31,  2018  5:08:28  PM 
To:  Roby,  Sarah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  290988  -  COMPLETED  -  Suicide  Technical  Package-  Spanish  translation 
Hi  Sarah, 

I  know  that  Alida  is  probably  still  working  on  the  layout,  but  am  wondering  if  the  translation 
draft  can  be  shared  with  Melissa  Mercado-Crespo  and  Asha  Ivey-Stevenson  at  this  point.  They 
are  starting  to  look  at  providing  TA  to  Puerto  Rico  and  I  think  it  would  be  helpful  if  they  can  start 
to  look  at  that. 

Thanks, 

Joni 

From:  Roby,  Sarah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  23,  2018  3:37  PM 

To:  Young,  Joni  (CDC/ONDIEH/NCIPC)  <gzc8g)cdc.gov> 

Subject:  FW:  290988  -  COMPLETED  -  Suicide  Technical  Package-  Spanish  translation 
Hi  Joni! 

Great  news!  The  Suicide  TP  is  done  with  translation  and  I  am  sending  on  to  Alida  for  layout.  I  will 
keep  you  posted  on  timeline  from  her. 


Talk  soon. 


Sarah 

From:  Roby,  Sarah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  23,  2018  3:35  PM 

To:  Gonzalez,  Celina  (CDC/OD/OADC)  (CTR)  <xbs9#cdc.gQV> 

Cc:  CDC  Multilingual  Translations  <translatiQns@cdc.Rov> 

Subject:  RE:  290988  -  COMPLETED  -  Suicide  Technical  Package-  Spanish  translation 
Hi  Celina, 

Thank  you  so  much  for  sending  this  along!  It  will  be  made  available  on  our  website  as  a  PDF,  so 
prior  to  launch  I  will  be  sure  to  send  you  a  copy  for  QA  check. 

Best  wishes, 

Sarah 

Sarah  J.  Roby 

H  ea  it  h  Ed  u  c  ati  on  S  p  eci  a  t  i  st 

Office  of  the  Director,  Health  Communication  and  Education  Team 

Division  of  Viofence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Controf  and  Prevention 

Phone:  (404)  498’137S 

Email:  mkq4@cdc.Rov 


Preventing  Injuries  and  Violence 
Through  Science  and  Action 


From:  Gonzalez,  Celina  (CDC/OD/OADC)  (CTR) 

Sent:  Wednesday,  May  23,  2018  2:36  PM 

To:  Roby,  Sarah  (CDC/ONDIEH/NCIPC)  <mkq4@)cdc.gOV> 

Cc:  CDC  Multilingual  Translations  <translatlonsg)cdc.gov> 

Subject:  RE:  290988  -  COMPLETED  -  Suicide  Technical  Package-  Spanish  translation 


Dear  Sarah, 


Attached  is  the  translation  in  .idml  format  as  requested  in  order  290988. 

This  order  is  now  completed  and  closed. 

At  the  end  of  the  file  we  added  the  following  text  as  a  stamp  of  approval  and 
tracking  record  for  the  CDC  Multilingual  Services  team:  MLS-290988. 

If  you  intend  to  do  any  desktop  publishing  to  this  translation  or  plan  to  make  it 
available  from  the  Internet  or  other  media,  please  let  us  do  a  final  QA  check  prior  to 
its  release  to  production  to  assure  that  the  quality  of  the  product  has  been  kept. 

For  web  posting,  please  remember  to  add  the  MLS  order  number  as  meta  tag  of  your 
page  (refer  to  WCMS  instructions),  also  add  "translated  by  CDC  Multilingual  Services" 
as  part  of  the  content  source,  for  instance: 

Fuente  del  contenido:  Centres  oara  el  Control  v  la  Prevencion  de  Enfermedades. 
traducido  por  CDC  Multilingual  Services  #290988. 

Let  us  know  how  we  are  doing.  Your  feedback  will  help  us  improve  the  services  we 
provide. 

Thank  you  for  using  the  CDC  Multilingual  Services.  We  look  forward  to  working  with 
you  again  soon. 

Regards, 

CellriB  Gonzalez  Posse 
Bilmgual  Publications  Analyst 
ATA  Certified  Translator 

Northrop  Grumman  Information  Systems 
CDC  Multilingual  Services 

Email:  xbs9(acdc,qov 
Phone:  404-639-3764 
Mobile:  201-233-1422 

Telework:  MondaySjr  Wednesdays  and  Thursdays  from  9:00  to  5:30 
On  site:  Tuesdays  and  Fridays  from  7:00  to  3:30 

From:  Hamilton,  Maria  (Natalia)  (CDC/OD/OADC) 

Sent:  Monday,  May  21,  2018  9:13  AM 

To:  Gonzalez,  Celina  (CDC/OD/OADC)  (CTR)  <>(bs9|®cdcgoy> 

Subject:  FW:  290988  -  CERTIFIED  -  Suicide  Technical  Package-  Spanish  translation 

Celina, 


This  translation  is  certified. 


Regards^ 

Natalia  Hamilton 
Language  Specialist 

CDC  Multilingual  Scnaccs/T)CS/  OADC 

Office  of  the  Associate  Director  for  ComiTiunicatioTi 

email:  vofHCaedc.gov 

(tel)  404  639  393^^,  (ccH)  404  542  1442 

CLFT  Bldg  19  Cube  B  110.08 

MS-G21 

Telework  Days:  Tuesday,  Thursday  &  Friday 

From:  Gonzalez,  Celina  (CDC/OD/OADC)  (CTR) 

Sent:  Wednesday,  April  25,  2018  12:49  PM 

To:  Hamilton,  Maria  (Natalia)  (CDC/OD/OADC)  <vof4@cdc.gov> 

Subject:  290988  -  TRANSLATED  -  Suicide  Technical  Package-  Spanish  translation 

Natalia, 

This  has  been  translated  and  is  ready  to  be  certified. 

Thank  you, 

Celina 

From:  Communication  Services  (CDC) 

Sent:  Friday,  April  06,  2018  1:06  PM 

To:  Gonzalez,  Celina  (CDC/OD/OADC)  (CTR)  <xbs9@cdc.gov> 

Subject;  Create-IT  Email  -  Job  Assignment  Notice 

You  have  been  assigned  to  job:  29098 8-A 
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Resena 


Este  paqiietet^cnico  presents  un  grupo  selecto  de  estrategias  basadas  en  la  mejorevidencia  disponible,  para  ayudar  a 
las  comunidades  y  los  estados  a  centrar  su  enfoque  en  las  actividades  de  prevencion  que  tienen  el  mayor  potencial  para 
prevenirel  suicidio.  Estas  estrategias  incluyen  el  fortaledmiento  de  los  apoyos  economicos;  el  fortalecimiento  del  acceso 
a  los  cuidados  relacionados  con  el  suicidio  y  de  su  prestacion;  la  creacion  de  ambientes  protectores;  el  fomento  de  la 
conexion;  la  ensenanza  de  destrezas  de  superacion  y  resolucion  de  problemas;  identificacion  de  las  personas  en  riesgo 
y  provision  de  apoyo;  y  reduccibn  de  los  danos  y  prevencion  del  riesgo  future.  En  este  paquete  se  incluyen  estrategias 
que  se  enfocarl'en  prevenir  el  riesgo  de  suicidio  en  primer  lugar,  asi  como  enfoques  cuyo  objetivo  es  reducir  los  danos 
inmediatos  y  a  largo  plazo  del  comportamiento  suicida  en  las  personas,  las  famllias,  las  comunidades  y  la  sociedad.  Las 
estrategias  contenidas  en  este  paquete  tecnico  apoyan  las  metas  y  los  objetivos  del  informe  Estrategia  Nadonalpara  la 
Prevencion  del  Suicidio^  y  la  prioridad  de  fortalecer  la  prevencion  a  nivel  de  comunidad  conferida  por  la  Alianza  Nacional 
de  Accion  para  la  Prevencion  del  Suicidio.^  La  implementacibn  exitosa  de  este  paquete  se  puede  lograr  mediante  el 
compromise,  la  cooperacibn  y  el  liderazgo  de  diversos  sectores,  entre  ellos  los  de  salud  publica,  educacibn,  justicia, 
atencibn  medica,  servicios  sociales,  comercio,  trabajo  y  gobierno. 


fEn  que  consiste  un  paquete  tknico? 


Un  paquete  tecnico  es  la  recopllacibn  de  un  conjunto  basico  de  estrategias  para  reducir  un  factor  de  riesgo  o  resultado 
especifico  y  mantener  esa  reduccibn.^  Los  paquetes  tecnicos  ayudan  a  las  comunidades  y  a  los  estados  a  dar  prioridad  a 
las  actividades  de  prevencibn  con  base  en  la  mejor  evidencia  disponible.  Este  paquete  tecnico  tiene  tres  componentes.  El 
primer  componente  son  las  estrategias  (o  la  direccibn  o  medidas  preventivas)  para  lograr  la  meta  de  prevenirel  suicidio. 
El  segundo  componente  son  los  enfoques.  Los  enfoques  incluyen  las  formas  especificas  de  impulsar  las  estrategias. 

Este  impulso  se  puede  lograr  a  traves  de  programas,  politicos y  prdcticas.  Y  como  tercer  componente  se  incluye  para 
cada  enfoque  la  evidencia  sobre  la  prevencibn  del  suicidio  o  los  factores  de  riesgo  relacionados.  Este  paquete  tiene  el 
objetivo  de  servir  como  recurso  para  orientary  fundamentar  la  toma  de  decisiones  relativas  a  la  prevencibn,  tanto  en  las 
comunidades  como  en  los  estados. 


La  prevencion  del  suicidio  es  una  prioridad 


El  suicidio,  conforme  la  definicibn  de  los  Centros  para  el  Control  y  la  Prevencibn  de  Enfermedades  (CDC),  es  parte  de  una 
clase  mas  amplia  de  comportamientos  denominada  violenciaautoinfligida.  Se  entlende  por  violencia  autolnfligida  un 
comportamiento  dirigido  hacia  uno  mismo,  cuyo  resultado  deliberado  es  la  lesion  o  el  potencial  de  causar  una  lesion.^ 
Esta  violencia  autoinfligida  puede  serde  caracter  suicida  o  no  suicida.  Para  los  fines  deeste  documento,  nos  referimos 
solamente  a  aquellos  comportamientos  que  tienen  por  objetivo  el  suicidio: 

•  Suicidio  es  la  muerte  causada  por  un  comportamiento  perjudicial  dirigido  hacia  uno  mismo,  adoptado  con  la 
intencibn  de  morir  a  causa  de  dicho  comportamiento. 

•  Intento  de  suicidio  se  define  como  un  comportamiento  no  mortal,  potencialmente  perjudicial,  dirigido  hacia 
uno  mismo,  adoptado  con  la  intencibn  de  morir  a  causa  de  dicho  comportamiento,  Los  intentos  de  suicidio 
pueden  o  no  tener  como  resultado  una  lesibn. 

La  prevaiencia  del  suicidio  es  alta.  El  suicidio  presenta  un  desafio  importante  para  la  saiud  publica  en  los  Estados 
Unidos  y  en  el  mundo.  Contribuye  a  la  muerte  prematura,  la  morbitidad,  la  perdida  de  productividad  y  a  costos  en 
terminos  de  atencibn  medica.  En  el  201 5  (el  aho  mas  reciente  para  el  cual  se  tienen  datos  de  muertes),  el  suicidio  fue 
responsable  de  44 1 93  muertes  en  los  Estados  Unidos,  lo  cual  se  traduce  a  aproximadamente  1  muerte  cada  1 2  minutos.® 
Tambien  en  el  201 5,  el  suicidio  fue  la  1 0.®  causa  principal  de  muerte  y  ha  estado  entre  las  1 2  principales  desde  1 975  en  los 
Estados  Unidos.^  Las  tasas  de  suicidio  en  general  aumentaron  el  28  %  entre  el  2000  y  el  201 5.®  El  suicidio  es  un  problema 
que  afectaa  las  personas  durante  toda  la  vida;  es  latercera  principal  causa  de  muerte  entre  losjbvenes  de  10  a  14ahos,  la 
segunda  causa  de  muerte  entre  las  personas  de  1 5  a  24  ahos  y  las  de  25  a  34,  la  cuarta  entre  las  personas  de  35  y  44  anos, 
la  quinta  entre  las  personas  de  45  a  54  anos  y  la  octava  entre  las  personas  de  55  y  64  ahos.® 


o 


Las  tasas  de  suicidio  varian  por  raza  u  origen  etnico,  edad  y  otras  caractenstjcas 
poblacionales.  Entre  los  grupos  pobfacionales  con  las  tasas  de  suicidio  tnas 
altas  durante  toda  la  vida  se  encuentran  el  de  indoamericanos  y  natives  de 
Alaska  (AI/AN)  no  hispanos  y  el  de  personas  blancas  no  hispanas.  Las  tasas  de 
suicidio  para  estos  dos  grupos  en  el  201 5  fueron  1 9.9  y  1 6.9  por  cada  1 00  000 
personas  respectivamente.®  Otros  grupos  poblacionales  que  se  vieron  afectados 
desproporcionadamente  son  el  de  adultos  de  mediana  edad  (cuya  tasa  aumento  el 
35  %  entre  el  2000  y  el  201 5,  con  aumentos  pronunciados  tanto  entre  los  hombres 
[29  %]  como  entre  las  mujeres  [53  %]  de  35  a  64  anos),’®  el  de  veteranos  y  otro 
personal  militar  (cuya  tasa  de  suicidio  casi  se  duplico  entre  el  2003  y  el  2008  y,  por 
primera  vez  en  decadas,  supero  la  de  suicidio  entre  civiles);®-®  el  de  trabajadores 
de  ciertos  grupos  ocupacionales;^®  ”  y  el  de  jovenes  sexuales  de  minorias  que, 
comparados  con  los  no  sexuales  de  los  mismos  grupos,  mostraron  mayor  ideacion 
y  comportamiento  suicida.’^'^'' 

Las  tasas  de  suicidio  reflejan  solamente  una  porcion  del  problema,’^  Hay  una 
cantidad  considerablemente  mas  alta  de  personas  que  terminan  en  el  hospital  por 
comportamientos  suicidas  no  mortales  {o  sea,  intentos  de  suicidio)  que  de  personas 
con  lesiones  mortales,  y  una  cantidad  aun  mas  alta  que  recibe  tratamiento  en  un 
entorno  ambulatorio  (por  ejempio,  en  la  sala  de  emergencias)  o  que  no  recibe 
ningun  tratamiento.'®  Por  ejempio,  durante  el  2014,  entre  los  adultos  de  18  anos  o 
mayores,  por  cada  uno  que  se  suicido  bubo  9  que  recibieron  tratamiento  en  una 
sala  de  emergencias  por  lesiones  autoinfligidas,  27  que  reportaron  haber  intentado 
suicidarse  y  mas  de  227  que  reportaron  haberlo  considerado  seriamente.®' 

El  suicidio  se  asocia  a  varies  factores  de  riesgo  y  de  proteccion.  Al  igual  que  los  otros  comportamientos  humanos,  el 
suicidio  no  tiene  una  causa  determinante  unica.  Ocurre  como  respuesta  a  la  interaccion  de  varias  influencias  biologicas, 
sicoibgicas,  interpersonales,  ambientales  y  sociales,  generalmente,  a  lo  largo  del  tiempo.'  ®  El  modelo  ecoibgico  social, 
que  abarca  varios  niveles  de  enfoque  —individual,  relacional,  comunitario  y  social—,  es  un  marco  util  para  el  analisis  y 
la  comprensibn  del  riesgo  de  suicidio  y  de  los  factores  de  proteccion  que  se  han  identificado  en  la  literatura.'^  Existen 
factores  de  riesgo  y  de  proteccion  en  cada  uno  de  estos  niveles,  Los  factores  de  riesgo  incluyen,  por  ejempio:''® 

•  En  el  nivel  individual:  antecedentes  de  depresibn  y  de  otras  enfermedades  mentales,  desesperanza,  abuso 
de  sustancias,  ciertas  afecciones,  intentos  de  suicidio  anteriores,  ser  victima  o  perpetrador  de  violencia,  y 
determinantes  geneticos  y  bioibgicos. 

•  En  el  nivel  relacional;  relaciones  altamente  conflictivas  o  violentas,  sensacibn  de  aislamiento  y  de  falta  de  apoyo 
social,  antecedentes  de  suicidio  de  un  familiar  o  ser  querido,  estres  financiero  o  laboral. 

•  En  el  nivel  comunitario;  inadecuada  conexibn  con  la  comunidad,  barreras  para  la  atencibn  medica  (por  ejempio, 
falta  de  acceso  a  proveedores  y  medicamentos). 

•  En  el  nivel  social:  disponibilidad  de  medios  letales  para  cometer  el  suicidio,  representaciones  del  suicidio  en  los 
medios  de  manera  no  segura,  estigma  relacionado  con  buscar  ayuda  y  con  la  enfermedad  mental. 

Es  importante  reconocer  que  la  gran  mayori'a  de  las  personas  que  estan  deprimidas,  que  intentan  suicidarse  o  que  tienen 
otros  factores  de  riesgo,  no  mueren  por  suicidio,'®- Asimismo,  la  relevancia  de  cada  factor  de  riesgo  puede  variar  por 
edad,  raza,  genero,  orientacibn  sexual,  lugar  geografico  de  residencia  y  estatus  sociocultural  y  econbmico.'-® 
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Tambien  se  pueden  encontrar  factores  de  proteccion,  o  sea,  influencias  que  amortiguan  el  riesgo  de  suicidjo,  en  cada 
nivel  del  modelo  social  ecologico.  Entre  los  factores  de  proteccion  que  se  han  identificado  en  la  literatura  se  incluyen  las 
destrezas  eficaces  para  la  superacion  y  resolucion  de  problemas,  las  objeciones  morales  al  suicidio,  una  relacion  fuerte  y 
de  apoyo  con  la  pareja,  los  amigos  y  la  familia;  la  conexion  con  la  escueta,  la  comunidad  y  otras  instituciones  sociales;  la 
disponibilidad  de  atencion  medica  fisica  y  mental  de  calidad  y  continua;  y  un  acceso  reducido  a  medios  letalesJ'^  Estos 
factores  de  proteccion  pueden,  contrarrestar  un  factor  de  riesgo  determinado  o  actuar  como  amortiguadores  contra  un 
numero  de  riesgos  que  se  asocian  al  suicidio. 

El  suicidio  tiene  relacion  con  otras  formas  de  violencia.  La  exposidon  a  vtolencia  (por  ejempio,  a  maltrato  y  abandono 
infantil,  acoso,  violencia  de  semejantes,  violencia  en  las  relaciones  sentimentales,  violencia  sexual  y  violenda  en  la 
pareja  intima)  se  asoda  a  un  mayor  riesgo  de  depresion,  trastorno  por  estres  postraumatico  (TEPT),  ansiedad,  suicidio 
e  intentos  de  suicidio.^*^^^  Las  mujeres  expuestas  a  violencia  en  la  pareja  tienen  5  veces  mas  probabilidades  de  intentar 
suicidarse  que  las  no  expuestas  a  esta  violenda,^^  La  exposidon  a  experiencias  adversas  en  ta  infancia,  como  al  abandono 
y  maltrato  fisico,  sexual  y  emocional,  y  vivir  en  un  hogar  con  problemas  de  violencia,  salud  mental,  abuso  de  sustandas 
y  otras  formas  de  inestabiiidad,  se  asocian  tambien  a  un  mayor  riesgo  de  suicidio  e  intentos  de  suicidio-^^-^^  Los  efectos 
sicosociales  de  la  violenda  en  la  infanda  y  la  adolescencia  pueden  observarse  decadas  despues,  e  incluyen  problemas 
graves  con  las  finanzas,  la  familia,  el  trabajo  y  de  estres,  los  cuales  son  factores  que  pueden  aumentar  el  riesgo  de 
suicidio.  El  suicidio  frecuentemente  tiene  los  mismos  factores  de  riesgo  individuales,  relacionales,  comunitarios  y  sodales 
que  otras  formas  de  violencia,  lo  cual  parece  indicar  que  los  esfuerzos  para  prevenir  la  violencia  interpersonal  podrian 
tambien  ser  utiles  para  prevenir  el  suiddio,^^'^^  Los  CDC  han  creado  paquetes  tecnicos  para  lasdistintas  formas  de 
violenda  interpersonal  a  fin  de  ayudar  a  que  las  comunidades  identifiquen  estrategias  y  enfoques  adicionales  (https:// 
www.cdc,gov/violenceprevention/pub/technical‘packages.html).  De  la  misma  manera  que  el  suicidio  puede  compartir 
factores  de  riesgo  con  la  violencia  interpersonal,  los  factores  de  proteccion  tambien  se  pueden  superponer.  Por  ejempio, 
para  una  persona,  e!  hecho  de  estar  conectada  con  su  comunidad,^^  escuela,^^  familia, adultos  interesados  por  su 
bienestar,^'^^  y  semejantes  prosociales^^  puede  mejorar  su  resiliencia  y  ayudar  a  reducir  su  riesgo  de  suicidio  y  de  otras 
formas  de  violencia* 
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Las  consecuencias  derivadas  del  suicidio  en  la  economia  y  la  salud  son 
considerables.  El  suicidio  y  los  intentos  de  suicidio  tienen  consecuencias  profundas  en 
las  personas,  las  familias  y  las  comunidades.^^"^  En  un  estudio  inicial,  Crosby  y  Sacks'*’ 
estimaron  que  el  7  %  de  la  poblacion  adulta  de  los  Estados  Unidos,  o  sea,  1 3.2  millones 
de  adultos,  conocia  a  alguien  que  habia  muerto  por  suicidio  en  los  12  meses  anteriores. 
Tambien  estimaron  que  porcada  suicidio,  425  adultos  estaban  expuestos  o  sabian 
de  la  muerte.'”  En  un  estudio  mas  reciente,  en  un  estado,  Cerel  et  a^^  hallaron  que  el 
48  %  de  la  poblacion  habia  conocido  a  lo  largo  de  su  vida  a  al  menos  una  persona  que 
habia  muerto  por  suicidio.  Las  investigaciones  indican  que  el  efecto  de  haber  conocido 
a  alguien  que  haya  muerto  por  suicidio  o  de  haber  vivido  la  experiencia  (o  sea,  haber 
intentado  suicidarse,  haber  tenido  pensamientos  suicidas  o  haber sido  afectado  por  la 
muerte  de  alguien  a  causa  del  suicidio)  va  mucho  mas  alia  de  las  lesiones  y  la  muerte. 
Las  personas  que  han  vivido  la  experiencia  podrian  sufrir  consecuencias  a  largo  plazo, 
tanto  fisicas  como  de  salud  mental.  Estas  varian  desde  enojo  y  culpabilidad  hasta 
impedimentos  fisicos,  segun  el  medio  que  hayan  usado  y  la  gravedad  del  intento.'*^ 

De  manera  similar  las  personas  que  sobreviven  el  suicidio  de  un  ser  querido  pueden 
padecer  dolor  y  sufrimiento  continue,  como  duelo  complicado,'*'*  estigma,  depresion, 
ansiedad,  trastorno  por  estres  postraumatico  y  mayor  riesgo  de  ideacion  suicida  y 
suicidio.'*^' ‘"^Tambien  existen  efectos  financieros  y  ocupacionales  para  los  sobrevivientes 
que,  aunque  se  hable  menos  de  estos,  no  tienen  menor  importancia.'*^ 

El  suicidio  tambien  causa  un  daho  economico  inmenso  en  la  sociedad.  Segun  estimaclones  moderadas,  el  costo  del 
suicidio  en  el  2013  fue  de  50800  millones  de  dolares  solamente  en  concepto  de  costos  medicos  ytrabajo  perdido  de 
por  vida.'*' Tras  hacer  ajustes  por  la  posible  cantidad  de  suicidios  no  reportadosy  teniendo  en  cuenta  los  gastos  de 
salud  per  capita,  el  producto  interno  bruto  per  capita  y  la  variabilidad  de  los  gastos  de  salud  e  ingresos  per  capita  de  los 
estados,  otro  estudio  estimo  que  los  costos  de  por  vida  asociados  a  las  lesiones  no  mortales  y  a  las  muertes  causadas 
por  la  violencia  autoinftigida  eran  de  aproximadamente  93  500  millones,  tambien  para  el  201 S."*®  La  abrumadora  carga 
de  estos  costos  provino  de  la  perdida  de  productividad  durante  el  curso  de  la  vida,  con  un  costo  promedio  por  suicidio 
de  mas  de  1 .3  millones  de  dolares.'*®  Es  probable  que  los  costos  economicos  reales  sean  mas  altos,  ya  que  ninguno  de 
los  estudios  incluyo  cifras  monetarias  en  relacion  con  los  otros  costos  sociales,  como  aquellos  derivados  del  dolor  y 
sufrimiento  de  los  miembros  de  la  familia,  ni  con  otros  de  los  efectos. 

El  suicidio  se  puede  prevenir,  Al  igual  que  la  mayoria  de  los  problemas  de  salud  publica,  el  suicidio  es  prevenible.*'^ 
Aunque  se  seguiran  logrando  avances  para  el  future,  en  la  actualidad  existe  evidencia  que  fundamenta  numerosos 
programas,  practicas  y  politicas,  y  hay  muchos  programas  ya  listos  para  ser  impfementados.  De  la  misma  manera  que  el 
suicidio  no  es  causado  por  un  factor  unico,  las  investigaciones  parecen  indicar  quetampoco  se  lograra  una  reduccion 
en  el  suicidio  mediante  una  estrategia  o  un  enfoque  unico.*  '*®  Mas  bien,  la  mejor  manera  de  lograr  la  prevencion  del 
suicidio  es  mediante  un  enfoque  que  abarque  los  niveles  individual,  relacional,  familiar,  comunitario  y  social,  y  todos  los 
sectores,  tanto  privados  como  publicos.*'® 

Evaluacion  de  la  evidencia 

Este  paquete  tecnico  incluye  programaS;  practicas  y  politicas  que  han  dado  evidencia  de  tener  un  impacto  en  el 
suicidio,  o  en  los  factores  de  riesgo  de  suicidio  o  de  proteccion  contra  el  suicidio*  Para  que  se  consideraran  para  su 
inclusion  en  este  paquete  tecnico,  los  programas,  practicas  y  politicas  seleccionados  debian  cumplir  al  menos  uno  de 
los  siguientes  criterios:  a)  demostracion  del  impacto  en  el  suicidio  mediante  metanalisis  o  revisrones  sistematicas;  b) 
evidencia  de  efectos  preventivos  significantes  en  el  suicidio  a  partir  de  al  menos  un  estudio  de  evaluacion  riguroso  {por 
ejempio,  un  estudio  de  diseho  aleatorizado  controlado  o  cuasiexperimental);  c)  demostracion  del  efecto  en  los  factores 
de  riesgo  de  suicidio  o  de  proteccion  contra  el  suicidio  mediante  metanalisis  o  revisiones  sistematicas;  o  d)  evidencia 
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de  efecto  en  los  factores  de  riesgo  de  suiddio  o  de  protecdon  contra  el  suicidio  de  al  menos  un  estudio  de  evaluadon 
riguroso  (por  ejempio,  un  estudio  de  diseno  aleatorizado  controlado  o  cuasiexperimental).  Por  ultimo,  otros  factores  que 
se  tuvieron  en  cuenta  fueron  la  probabilidad  de  que  se  lograran  efectos  beneficiosos  sobre  varias  formas  de  violencia; 
que  no  hubiera  evidenda  de  efectos  dahinos  sobre  determinados  resultados  ni  con  determinados  subgrupos;y  que  la 
implementacion  fuera  viable  en  el  contexto  de  los  Estados  Unidos  si  el  programa,  politica  o  practica  habia  sido  evaluado 
en  otro  pars. 

Algunos  de  tos  enfoques  rnduidos  en  este  paquete  tecnico  todavia  no  cuentan  con  evidenda  cientifica  que  demuestre  su 
efecto  en  las  tasas  de  suicidio,  pero  se  sustentan  en  evidencia  indicativa  de  su  efecto  en  los  factores  de  riesgo  de  suicidio 
o  de  proteccion  contra  el  suicidio  {por  ejemplo,  busqueda  de  ayuda,  reduccion  del  estigma,  depresron,  conexion).  En 
terminos  de  la  solidez  de  la  evidenda,  los  programas  que  tienen  efectos  demostrados  sobre  los  comportamientos 
suicidas  (por  ejempio,  reduccion  en  la  cantidad  de  muertes,  intentos)  proporcionan  un  mas  alto  nivel  de  evidencia;  sin 
embargo,  la  base  de  evidencia  no  tiene  igual  solidez  en  todas  las  areas,  Por  ejempio,  ha  habido  una  menor  cantidad 
de  evaluacion  en  cuanto  a  la  participacion  de  ta  comunidad  y  los  programas  familiares  sobre  los  comportamientos 
suicidas.  Por  lo  tanto,  los  enfoques  que  se  incluyen  en  este  paquete  y  que  tienen  efectos  sobre  los  factores  de  riesgo  o 
de  proteccion  reflejan  la  naturaleza  evofutiva  de  la  base  de  evidencia  y  et  uso  de  la  mejor  evidencia  disponible  en  un 
momento  dado, 

Asimismo,  es  importante  notar  que  es  comun  que  haya  una  significativa  heterogeneidad  entre  tos  programas,  las  politi- 
cas  y  las  practicas  que  se  encuentran  bajo  una  misma  estrategia  o  enfoque,  en  terminos  de  ta  naturaleza  y  calidad  de  la 
evidencia  disponible.  No  todos  los  programas,  politicas  o  practicas  que  usan  el  mismo  enfoque  tienen  la  misma  eficacia, 
e  incluso  aquellos  que  si  son  eficaces  podrian  no  funcionar  con  todas  las  poblaciones.  Para  abordar  los  distintos  grupos 
poblacionales  podria  ser  necesario  adaptar  los  programas  o  llevar  a  cabo  mas  evaluaciones.  El  objetivo  de  incluir  estos 
programas,  practicas  y  politicas  basados  en  fa  evidencia  en  este  paquete  no  es  el  de  proporcionar  una  lista  integral  para 
cada  enfoque,  sino  el  de  proporcionar  ejemplos  que  han  demostrado  tener  un  impacto  sobre  el  suicidio,  o  un  efecto 
beneficioso  sobre  los  factores  de  riesgo  de  suicidio  o  los  factores  de  proteccion  contra  el  suicidio. 


Afigualquela 
mayorfa  delos 
■  ^  problemasde 
<  saludpubika, 
el  suicidio  es 
prevenibie. 


Prevencidn  del  suicidio;  Paquete  tecnico  de  politicas,  programas  y  practicas 


11 


o 


Temas  contextuales  y  que  afectan  a  muchas  areas 

Una  importante  caractenstica  de  este  paquete  es  el  efecto  complementarioy  potencialmente  sinergico  que  pueden 
tener  las  estrategias  y  los  enfoques  inciuidos.  Estas  estrategias  y  enfoques  abarcan  distintos  niveles  de  la  ecologia  social,  e 
incluyen  esfuerzos  que  tienen  el  objetivo  de  influenciar  tanto  los  niveles  comunitario  y  social  como  los  niveles  individual 
y  relacional,  y  deben  actuar  de  manera  combinada  y  como  refuerzo  uno  del  otro  a  fin  de  prevenir  el  suicidio  (ver  el 
recuadro  en  la  pagina  12).  Las  estrategias  aparecen  en  determinado  orden;  se  incluyeron  primero  las  que  se  hipotetizo 
que  tendran  el  mayor  potencial  de  impacto  en  el  suicidio  en  terminos  de  salud  publica  general,  seguidas  de  aquellas  que 
podn'an  afectar  a  subgrupos  poblacionales  (por  ejempio,  las  personas  que  ya  han  tenido  un  intento  de  suicidio). 


^  ‘  i*  Prevendon  del  suiddio  ^  ^ 

Estrategia 

Enfoque 

Fortalecimiento  de  los  apoyos 
ecortomicos 

•  Fortalecimiento  de  la  seguridad  financiera  del  hogar 
■  Politicas  para  la  estabilidad  de  vivienda 

Fortalecimiento  del  acceso  a  los 
cuidados  relacionados  con  el 
suicidio  y  de  su  prestacion 

•  Cobertura  de  afecciones  mentales  en  las  polizas  de  seguro  medico 
■  Reduccion  de  la  escasez  de  proveedores  en  las  areas  subatendidas 

•  Cuidados  mas  seguros  con  relacion  al  suicidio  mediante  cambios  a  nivel  de 
sistema 

Creacion  de  ambientes 
protectores 

•  Reduccion  del  acceso  a  medios  letales  entre  las  personas  en  riesgo  de  suicidio 

•  Politicas  y  cultura  a  nivel  de  organizacion 

■  Politicas  comunitarias  para  la  reduccion  del  consumo  excesivo  de  alcohol 

Fomento  de  la  conexion 

•  Programas  de  normas  de  semejantes 
■  Actividades  de  participacion  en  la  comunidad 

Ensenanza  de  destrezas  de 
superacion  y  resolucion 
de  problemas 

•  Programas  de  educacion  socio-emocional 

•  Programas  de  destrezas  de  crianza  y  relaciones  familiares 

Identificacion  de  las  personas  en 
riesgo  y  provision  de  apoyo 

■  Capacitacion  del  personal  de  primera  li'nea 

•  Intervencion  en  crisis 

•  Tratamiento  para  las  personas  en  riesgo  de  suicidio 
-  Tratamiento  para  la  prevencion  de  nuevos  intentos 

Reduccion  de  los  da  nos  y 
prevencionde  riesgo  future 

-  Intervencion  posterior  — ^ 

•  Informe  y  mensajes  seguros  en  relacion  con  el  suicidio 

Es  importante  notar  que  estas  estrategias  no  son  mutuamente  excluyentes,  sino  que  cada  una  tiene  una  area  de 
concentracion  inmediata.  Por  ejempio,  ios  programas  de  educacion  socio-emocional,  que  son  uno  de  los  enfoques  de 
la  estrategia  Ensenanza  dedestrezas  de  superacion  y  resoludon  de  probtemas,  a  veces  incluyen  componentes  centrados 
en  cambiar  las  normas  de  tos  semejantes  y  el  ambiente  mas  extenso.  Sin  embargo,  la  concentracion  principal  de  estos 
programas  es  proporcionarles  a  los  ninosy  adolescentes  las  destrezas  para  resolver  los  problemas  en  las  relaciones,  la 
escuela  y  con  otros  ninos  o  adolescentes,  y  ayudarlos  a  abordar  otras  influencias  negativas  que  se  asocian  con  el  suicidio 
(por  ejempio,  el  consumo  de  sustancias). 
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El  objetivo  de  este  paquete  es  poner  de  relieve  la  importancia  de  los  esfuerzos  integrales  para  la  prevendon  y 
propordonarejemplos  de  programas  eficaces  que  abordan  cada  nivel  de  la  ecologia  sodal,  con  el  conodmiento  de  que 
algunos  programas,  practicas  y  politicas  pueden  tenerefectos  en  varios  niveles.  Asimismo,  aquellos  que  implican  varies 
sectores  y  afectan  varios  niveles  de  la  ecologia  sodal,  tienen  mas  probabilidades  de  tener  un  efecto  mayor  en  la  carga 
general  del  suiddio. 

La  ideacion,  los  pensamientos,  los  intentos  de  suiddio  y  las  muertes  varian  por  genero,  raza  u  origen  etnico,  edad, 
ocupadon  y  otras  caracteristicas  poblacionales  importantes.®'^'’ Asimismo,  dertos  periodos  detransidon  tambien  se 
asodan  a  tasas  mas  altas  de  sulcidio  (por  ejempio,  la  transidon  del  trabajo  a  la  jubiladdn,  la  transidon  del  servido  militar 
active  a  la  vida  civil).’’®-^^  De  hecho,  el  riesgo  de  suicidio  puede  cambiar  junto  a  factores  de  riesgo  dinamicos.  Por  ejempio, 
la  capaddad  de  superadon  que  tiene  una  persona  puede  cambiar  en  los  periodos  de  crisis  y  de  mayor  estres,  y  limitar 
su  capacidad  normal  para  resolver  problemas  de  modo  eficazy  de  superar  la  situacion.  Las  investigaciones  indican  que 
la  cantidad  y  la  intensidad  de  los  factores  de  riesgo  y  de  proteccion  clave  que  se  experimenten  causan  cambios  en  el 
riesgo  de  suicidio.^^  Idealmente,  lo  recomendable  es  que  haya  disponibles  multiples  estrategias  y  enfoques  adaptados 
al  contexto  social,  economico,  cultural  y  ambiental  de  las  personas  y  las  comunidades,  ya  que  podrian  aumentar  la 
probabilidad  de  etiminar  las  barreras  que  se  interponen  a  una  atencion  eficaz  y  de  apoyo,  y  proporcionan  oportunidades 
para  desarrollar  la  resiliencia  de  las  personas  y  las  comunidades.’ 

La  identificacion  de  los  programas,  practicas  y  politicas  con  evidencia  de  tener  efecto  sobre  el  suicidio  o  intentos  de 
suicidio,  o  de  tener  efectos  beneficiosos  sobre  los  factores  de  riesgo  de  suicidio  o  de  proteccion  contra  el  suicidio  es 
solamente  el  primer  paso.  En  la  practica,  la  eficacia  de  los  programas,  practicas  y  politicas  identificados  en  este  paquete 
dependera  poderosamente  de  que  tan  bien  se  implementen  y  tambien  de  las  organizaciones  aliadas  y  las  comunidades 
donde  se  implementen.  Los  profesionales  en  el  campo  podrian  estar  en  la  mejor  posicion  para  evaluar  las  necesidades 
y  las  fortalezas  de  sus  comunidades  y  de  trabajar  con  los  miembros  de  la  comunidad  para  tomar  decisiones  sobre  la 
combinacion  de  enfoques  incluidos  aqui  que  sean  mas  propicios  para  su  contexto. 

Los  procesos  de  planificacion  estrategica  guiada  por  datos  pueden  ayudar  a  las  comunidades  con  este  trabajo.^^^® 

Estos  procesos  motivan  y  guian  la  participacion  de  las  partes  interesadas  de  la  comunidad  mediante  un  proceso 
de  planificacion  para  la  prevencion  disenado  para  abordarel  perfil  de  los  factores  de  riesgo  y  de  proteccion  de  la 
comunidad  con  programas,  practicas  y  politicas  basados  en  la  evidencia.  Estos  procesos  tambien  se  pueden  usar 
para  monitorear  la  implementacion  de  dichos  programas,  practicas  y  politicas,  hacer  seguimiento  de  los  resultados  y 
hacer  ajustes  segun  indicado  por  los  datos.  E!  nivel  de  preparacion  que  tenga  el  programa  para  una  amplia  difusion  e 
implementacion  {por  ejempio,  disponibilidad  de  materiales  del  programa,  capacitacion  y  asistencia  tecnica)  tambien 
puede  influiren  su  efecto.  Las  directrices  para  asistir  a  los  medicos,  las  organizaciones  y  las  comunidades  con  la 
implementacion  se  elaboraran  por  separado. 

Este  paquete  incluye  estrategias  para  los  sitios  donde  las  agendas  de  salud  pOblica  esten  bien  posicionadas  para  hacer 
llegar  liderazgo  y  recursos  a  los  esfuerzos  de  implementacion. Tambien  incluye  estrategias  para  los  sitios  donde  la  salud 
publica  pueda  actuar  como  una  importante  colaboradora  (por  ejempio,  estrategias  que  aborden  los  niveles  de  riesgo 
comunitarios  y  sociales),  pero  donde  el  liderazgo  y  el  compromiso  de  otros  sectores  (como  el  sector  comercial,  taboral  o 
de  atencion  medica)  sea  cn'tico  para  la  implementacion  de  un  programa  o  politica  en  particular  (por  ejempio,  las  politicas 
en  el  lugar  de  trabajo,  el  tratamiento  para  prevenir  los  nuevos  intentos  de  suiddio}.  La  fundon  de  diversos  sectores  en 
la  implementacion  de  una  estrategia  o  enfoque  para  la  prevencion  del  suiddio  se  describe  en  mayor  profundidad  en  la 
seccion  Participacion  de  hs  sectores. 

En  las  secciones  que  siguen  se  describen  las  estrategias  y  los  enfoques  que  cuentan  con  la  mejor  evidencia  disponible 
para  prevenir  el  suicidio. 
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Fortalecimiento  de  los  apoyos  economicos 

Fundamento 

Los  estudros  de  los  Estados  Unidos  que  examinan  las  tendencias  historicas  indican  que  las  tasas  de  suicidio  aumentan 
en  los  tiempos  de  recesion  economica  marcados  poraltas  tasas  de  desempleo,  perdida  de  trabajo  e  inestabilidad 
economica,  y  que  descienden  en  los  tiempos  de  expansion  economica  y  los  periodos  marcados  por  bajas  tasas  de 
desempleo,  particularmente  entre  las  personas  en  edad  laboral  de  entre  25  y  64  anos  de  edad.^^^^  Las  presiones 
economicas  yfinancieras — como  la  perdida  del  trabajo,  periodos  prolongados  de  desempleo,  ingresos  reducidos, 
dificultad  para  cubrir  gastos  medicos,  alimentarios  y  de  vivienda,  e  incluso,  la  anticipadon  de  tales  presiones 
financieras — ^pueden  aumentar  el  riesgo  de  suicidio  de  las  personas,  asi  como  tambien  aumentarlo  de  manera 
indirecta  at  exacerbar  los  problemas  fisicos  y  mentales  reladonados,^®  El  amortiguamiento  de  estos  riesgos  puede,  por 
lo  tanto,  potencialmente  protegertas  contra  el  suicidio*  Por  ejempio,  al  fortalecer  los  sistemas  de  apoyo  economico  se 
las  puede  ayudar  a  permanecer  en  su  hogar  o  conseguir  vivienda  asequible  y,  a  la  vez,  pagar  por  las  necesidades  de 
la  vida  diaria,  como  los  alimentos,  la  atencion  medica,  la  capacitacion  laboral  y  el  cuidado  de  nifios.  Este  apoyo  puede 
reducir  el  estres  y  la  ansiedad,  y  el  potendal  de  una  situacion  de  crisis  y,  por  consiguiente,  prevenir  el  suicidio.  Aunque 
se  necesita  mucha  mas  investigacton  para  comprender  la  forma  en  que  losfactores  economicos  interactuan  con  otros 
factores  para  aumentar  el  riesgo  de  suicidio,  la  evidenda  disponible  sugiere  que  el  fortalecimiento  de  los  apoyos 
economicos  puede  ser  una  oportunidad  de  amortiguar  el  riesgo  de  suicidio. 

Enfoques 

Se  pueden  fortalecer  los  apoyos  economicos  de  las  personas  y  las  familias  al  enfocarse  en  la  seguridad  financiera  del 
hogar  y  asegurar  su  estabilidad  de  vivienda  en  los  tiempos  de  estres  economico. 

Fortalecimiento  de  la  seguridad  financiera  del  hogar.  Este  enfoque  puede  potencialmente  amortiguar  el  riesgo 
de  suicidio  al  proporcionarles  a  las  personas  los  mediosfinancieros  para  reducir  la  dificultad  economica  y  el  estres 
relacionados  con  la  perdida  del  trabajo  o  con  otros  problemas  financieros  no  anticipados.  Proporcionar  beneficios 
por  desempleo  y  otras  formas  de  asistenda  temporaria,  salaries  dignos,  beneficios  medicos,  yjubilacion  y  seguro  por 
discapacidad  para  ayudar  a  cubrir  el  costo  de  las  necesidades  o  para  contrarrestar  los  costos  en  caso  de  discapacidad, 
son  ejemptos  de  formas  de  fortalecer  la  seguridad  financiera  del  hogar. 

Poitticas  para  la  estabilidad  de  vivienda.  Estas  poKticas  tienen  el  objetivo  de  ayudar  a  las  personas  a  permanecer 
en  su  hogar  y  de  proporcionarles  opciones  de  vivienda  a  aquellas  que  lo  necesiten  en  tiempos  de  inseguridad 
financiera.  Esto  puede  suceder  por  medio  de  programas  de  vivienda  asequible  (por  ejempio,  a  traves  de  subsidios 
gubernamentales)  o  de  otras  opciones  disponibles  para  quienes  puedan  comprar  un  hogar  (como  programas  de 
modificacion  de  prestamos,  servicios  de  planificacion  de  mudanza  o  de  asesoramiento  financiero),  que  ayuden  a 
reducir  al  mlnimo  el  riesgo  o  el  impacto  de  las  ejecuciones  hipotecarias  y  los  desalojos. 

Resultados  potenciales 

•  Reduccion  en  las  tasas  de  ejecuciones  hipotecarias 

•  Reduccion  en  las  tasas  de  desalojos 

•  Reduccion  en  el  sufrimiento  emocional 

•  Reduccion  en  las  tasas  de  suicidio 
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Evidencia 

Hay  evidencia  que  sugiere  que  el  fortalecimiento  de  la 
reducir  el  riesgo  de  suicidio. 


seguridad  financiera  del  hogar  y  la  estabilidad  de  vivienda  pueden 


Fortalecimiento  de  la  seguridad  financiera  del  hogar  El 

Programa  de  Seguro  par  Desempleo  Federal  y  Estatal  permite  que 
los  estados  definan  la  cantidad  y  la  duracion  maxima  de  los 
beneficios  por  desempleo  que  los  trabajadores  tienen  derecho  de 
percibir  tras  la  perdida  del  trabajo.^^Un  analisis  de  las  variaciones 
existentes  en  los  programas  de  benefidos  por  desempleo  de  todos 
los  estados  demostro  que  en  los  estados  que  proporcionaban 
beneficios  por  desempleo  mayores  al  promedio  {mediana:  7990 
dolares  por  persona  en  dolares  estadounidenses  ajustados  por 
inflacion)  se  habia  contrarrestado  el  impacto  del  desempleo  en 
las  tasas  de  suicidio*  Los  efectos  de  los  programas  de  benefidos 
por  desempleo  tamblen  fueron  uniformes  en  terminos  de  sexo  y 
grupo  etario.^^En  otro  estudio  en  los  Estados  Unidos  se  examino 
el  vinculo  existente  entre  el  desempleo  y  las  tasas  de  suicidio 
usando  datos  mensuates  sobre  el  suicidio,  la  duracion  del 
desempleo  (menos  de  5  semanas,  5-14  semanas,  15-26  semanas 
y  mas  de  26  semanas)  y  la  perdida  de  trabajo,  y  se  hallo  que  la 
duracion  del  desempleo,  en  contraste  con  solamente  la  perdida 
del  trabajo,  predecia  el  riesgo  de  suicidio*^®  Agrupados,  estos 
resultados  parecen  indicar  que  los  programas  de  beneficios  por 
desempleo  estatales  deben  ser  generosos  no  solo  en  cuanto  a  sus 
asignaciones  financieras  sino  tambien  a  su  duracion. 

Otras  medidas  quefortalecen  la  seguridad  financiera  del  hogar 
(porejempio,  las  asignaciones  relativasa  la  jubilacion  yal  seguro 
por  discapacidad,  la  compensacion  de  seguro  por  desempleo, 
los  beneficios  medicos  y  otras  formas  de  asistencia  para  las 
familias)  tambien  han  demostrado  influir  en  las  tasas  de  suicidio* 
En  un  estudio  reaiizado  por  Flavin  y  RadclifP^  se  examino  el 
efecto  que  tuvieron  los  gastos  per  capita  de  los  estados  para 
tales  asignaciones,  beneficios  medicos  y  asistencia  a  las  famifias 
(Asistencia Temporal  para  Familias  Necesitadas  oTANF,  por  sus 
siglas  en  ingles)  y  sus  gastos  totales  sobre  las  tasas  de  suicidio 
durante  el  periodo  1999-2000,  hadendo  ajustes  por  la  cantidad  de 
factores  de  riesgo  de  suicidio  (por  ejempio,  movilidad  residencial, 
tasas  de  divordo,  tasas  de  desempleo)  a  nivel  de  estado*  A  medida 
que  aumentaron  los  gastos  per  capita  totales  por  asignaciones, 
beneficios  medicos  y  asistencia  para  las  familias  hubo  un  descenso 
asociado  en  las  tasas  de  suicidio  de  los  estados.  En  terminos  de 
Vidas  salvadas,  Flavin  y  Radcliff  calcularon  el  costo  de  reducir 
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las  tasas  de  suictdio  de  un  estado  por  un  punto  entero  para  los  anos  estudiados.®’  A  nivel  nacional,  estimaron  que 
ocurririan  3000  suicidios  menos  al  ano  si  cada  estado  aumentara  45  dolares  al  ano  el  gasto  per  capita  para  estos  tipos 
de  asignaciones  asistenciales.®^  Aunque  este  fue  un  estudio  correlacional,  los  resultados  demuestran  los  potenciales 
beneficios  de  las  pollticas  que  Megan  particularmente  a  las  personas  mas  vulnerables  en  los  momentos  de  mucha 
necestdad.  Se  necesita  hacer  mas  estudios  de  evaluation  para  entender  en  mayor  profundidad  el  efecto  que  estos  tipos 
de  programas  tienen  en  los  resultados. 


Pollticas  para  la  estabilidad  de  vivienda.  El  Programa  de  Estabilizacion  Vednal  (Neighborhood Stabilization  Programf^ 
fue  disenado  para  ayudar  a  los  vecindarios  que  estuvieran  sufriendo  altas  tasas  de  ejecucion  hipotecaria  y  abandono, 
al  desacelerar  el  deterioro  de  los  vecindarios  y  proporcionarles  opciones  de  vivienda  asequibles  a  aquellas  personas 
con  ingresos  bajos,  moderados  o  medios  quefueran  a  comprar.  Este  programa  tambien  ofrece  asistencia  financiera 
para  la  compra  de  casa  nueva  a  las  personas  elegibles.  Aunque  este  programa  no  se  ha  evaluado  rigurosamente  en 
terminos  de  su  efecto  en  los  resultados  relacionados  con  el  suicidio,  aborda  las  ejecuciones  hipotecarias  y  los  desalojos, 
que  son  factores  de  riesgo  de  suicidio,  Un  analisis  longitudinal  sobre  los  datos  anuales  relacionados  con  el  suicidio  y 
las  ejecuciones  hipotecarias  mostro  que  a  medida  que  aumentaba  la  proportion  de  propiedades  sujetas  a  ejecucion 
hipotecaria  en  los  Estados  Unidos,  tambien  aumentaba  la  tasa  de  suicidio,  particularmente  entre  los  adultos  de  edad 
laboral.®^Otro  estudio  realizado  a  partirde  los  datos  provenientes  de  16  estados  de  los  Estados  Unidos  que  participan  en 
el  Sistema  Nacional  de  Notihcacion  deMuertes  Violentas  hallo  que  la  cantidad  de  suicidios  precipitados  por  ejecuciones 
hipotecarias  y  desalojos  aumento  mas  del  1 00  %  entre  el  2005  (antes  de  que  comenzara  la  crisis  de  vivienda)  y  el 
201 0  (despues  de  su  punto  maximo).”  La  mayoria  de  estos  suicidios  ocurrio  antes  de  que  la  persona  muerta  perdiera 
efectivamente  (a  casa,  Estos  hallazgos  parecen  indicar  que  si  se  integran  recursos,  mensajes  y  remisiones  para  la 
prevention  del  suicidio  a  los  servicios  de  planificacion  y  asesoramiento  financieros,  hipotecarios  y  de  mudanza,  esto 
podria  ayudar  a  prevenir  suicidios. 
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Fortalecimiento  del  acceso  a  los  cuidados 
reladonados  con  el  suiddio  y  de  su  prestadon 

Fundamento 

Si  bien  la  mayoria  de  las  personas  con  problemasde  salud  mental  no  intentan  suicidarse  ni  mueren  porsuicidio’®'^^y  el 
nivel  de  riesgo  conferido  pordistintos  tipos  de  enfermedad  mental  van'a  “  “en  investigaciones  anteriores  se  indica  que 
la  enfermedad  mental  es  un  factor  de  riesgo  importante  de  suicidio.^'^^  Tambien  se  ha  hallado  que  las  tasas  de  suicidio  a 
nivel  estatal  se  correlacionan  con  medidas  de  salud  mental  generales,  como  la  depresion  ®'®®Los  hallazgos  derivados  de 
la  Encuesfo  Nacional sobre  Comorbilidad  indican  que  una  cantidad  relativamente  baja  de  personas  en  los  Estados  Unidos 
con  trastornos  de  enfermedad  mental  recibe  tratamiento  para  tales  afecciones.™ La  falta  de  acceso  a  la  atencion  de  salud 
mental  es  uno  de  los  factores  contribuyentes  relacionados  con  el  uso  insuficiente  de  servicios  de  salud  mental/’  Uno 
de  los  componentes  esenciales  de  la  prevencion  es  identificar  las  maneras  de  mejorar  el  acceso  de  las  personas  que  !o 
necesitan  a  la  atencion  de  salud  mental  y  a  cuidados  relatives  al  suicidio  oportunos,  asequibles  y  de  calidad/  Ademas,  las 
investigaciones  parecen  indicar  un  maximo  aprovechamiento  de  los  servicios  provistos  cuando  los  sistemas  de  atencion 
medica  y  de  salud  mental  estan  organizados  de  man  era  tal,  que  la  atencion  se  presta  efectiva  y  eftcazmente/^Aparte  de 
los  beneficios  del  tratamiento,  estos  enfoques  tambien  pueden  normalizar  el  comportamiento  de  busqueda  de  ayuda  y 
aumentar  el  uso  de  estos  servicios. 

Enfoques 

Hay  varies  enfoques  que  se  pueden  usar  para  fortalecer  el  acceso  a  los  cuidados  relacionados  con  e!  suicidio  y  la 
prestadon  de  estos,  incluidos; 

Cobertura  de  afecciones  mentales  en  las  polizas  de  seguro  medico.  Las  leyes  federales  y  estatales  Incluyen 
disposiciones  que  establecen  igual  cobertura  para  los  servicios  de  salud  mental  en  los  planes  de  seguro  medico  que 
para  las  demas  preocupaciones  de  salud  {es  decir,  paridad  en  la  salud  mental).''^  Los  beneficios  y  servicios  cubiertos 
incluyen  ciertas  caracten'sticas,  como  cantidad  de  visitas,  copagos,  deducibles,  servicios  ambulatoriosy  hospitalarios, 
medicamentos  recetados  y  hospitalizaciones.  Si  un  estado  tiene  una  ley  de  paridad  de  salud  mental  mas  fuerte  que  la 
federal,  entonces  los  planes  de  seguro  regulados  por  el  estado  deben  seguir  la  ley  de  paridad  del  estado.  Si  un  estado 
tiene  una  ley  de  paridad  menos  fuerte  que  la  federal  (por  ejempio,  incluye  cobertura  para  algunas  afecciones  mentales 
pero  no  para  otras),  entonces  la  ley  de  paridad  federal  prevalecera  sobre  la  del  estado.  Ofrecer  igual  cobertura  no 
necesariamente  implica  ofrecer  buena  cobertura,  ya  que  la  extension  de  los  servicios  y  beneficios  que  ofrecen  los  planes 
de  seguro  medico  para  abordar  distintas  afecciones  varfa.  Sin  embargo,  ayuda  a  asegurar  que  los  servicios  de  salud 
mental  esten  cubiertos  a  la  parde  otras  preocupaciones  de  salud. 

Reduccidn  de  la  escasez  de  proveedores  en  las  areas  subatendidas.  El  acceso  a  atencion  medica  de  salud  mental 
eficaz  y  de  avanzada  depende  en  gran  parte  de  la  capacitacion  y  el  tamaho  de  su  fuerza  laboral.  Mas  de  85  millones 
de  personas  en  los  Estados  Unidos  viven  en  areas  en  las  que  no  hay  suficientes  proveedores  de  salud  mental;  esta 
escasez  es  particularmente  marcada  en  las  comunidades  urbanas  de  bajos  ingresos  y  las  comunidades  rurales.’’"’  Hay 
varias  formas  de  aumentar  la  cantidad  y  la  distribucion  de  los  proveedores  de  salud  mental  que  ejercen  en  las  areas 
subatendidas.  Estas  incluyen  ofrecerles  incentives  financieros  a  traves  de  los  programas  estatales  y  federales  existentes 
(por  ejempio,  programas  de  amortizacion  de  prestamos)  y  ampliar  el  alcance  de  los  servicios  de  salud  a  traves  del  uso 
de  tecnologias  de  telefonfa,  video  e  internet. Tales  enfoques  aumentarian  la  probabilidad  de  que  las  personas  que  la 
necesiten  puedan  acceder  a  atencion  medica  asequible  y  de  catidad  para  los  problemas  de  salud  mental,  lo  cual  puede 
reducir  el  riesgo  de  suicidio. 
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Cuidados  mas  seguros  con  relacidn  ai  suicidio  mediants  cambios  a  nivel  de  sistema  El  acceso  a  servicios  de 
atencion  medica  y  de  salud  mental  es  esencial  para  las  personas  en  riesgo  de  suicidio;  sin  embargo,  es  solamente 
uno  de  los  componentes  de  la  prevencion.  La  atencion  debe  tambien  ser  prestada  de  manera  eficiente  y  eficaz.  Mas 
especificamente,  debe  prestarse  dentro  de  un  sistema  que  apoye  la  prevencion  dei  suicidio  y  la  seguridad  del  paciente  a 
traves  de  un  solido  liderazgo,  la  capacitacion  de  lafuerza  laboral,  la  identificacion  y  evaluacion  sistematica  del  riesgo  de 
suicidio,  ia  implementadon  de  tratamientos  basados  en  la  evidencia  (ver  IdentiUcadon  de  las  personas  en  nesgoy  pro ws/6/i 
de  apoyo),  la  continuidad  de  la  atencion  y  ei  mejoramiento  continuo  de  ia  caiidad-  Ei  cuidado  que  este  centrado  en  ei 
paciente  y  que  promueva  ia  equidad  para  todos  los  pacientes  es,  ademas,  de  critica  importancia/^ 

Resultados  potenciales 

•  Mayor  uso  de  los  servicios  de  salud  mental 

•  Menores  tasas  de  abandono  del  tratamiento 

•  Reduccion  de  los  sintomas  depresivos 

•  Reduccion  en  las  tasas  de  intento  de  suicidio 

•  Reduccion  en  las  tasas  de  suicidio 

Evidencia 

Hay  evidencia  que  sugiere  que  la  cobertura  de  ias  afecciones  de  salud  mental  en  las  polizas  de  seguro  medico  y  mejorar 
el  acceso  a  los  servicios  y  la  prestacion  de  estos  puede  reducir  los  factores  asociados  al  suicidio  y  tener  un  efecto  directo 
en  las  tasas  de  suicidio. 

Cobertura  de  afecciones  mentales  en  las  polizas  de  seguro  medico.  La  Encuesta  Nadonal  sobre  el  Consumo  de 
Drogas y  la  Salud  (NSDUH)  una  encuesta  representativa  a  nivel  nacional  de  la  poblacion  de  los  Estados  Unidosque 
proporciona  datos  sobre  el  consumo  de  sustancias,  afecciones  de  salud  mental  y  utilizacion  de  servicios.™  Con  los  datos 
de  esta  encuesta,  Harris,  Carpenter  y  Bao™  encontraron  que  12  meses  despues  de  que  los  estados  promulgaran  las  leyes 
deparidadde  salud  mental,  aumento  significativamente  el  uso  autorreportado  de  servicios  de  salud  mental.  Mas  aun,  la 
investigacion  subsiguiente  realizada  por  Lang®  examino  la  relacion  entre  las  leyes  estatales  de  salud  mental  y  las  tasas 
de  suicidio  desde  1 990  hasta  el  2004,  y  encontrb  que  las  leyes  de  paridad  de  salud  mental  se  asociaron,  especlficamente, 
a  una  reduccion  aproximada  del  5  %  en  las  tasas  de  suicidio.  Esta  reduccion  se  tradujo,  en  los  29  estados  con  leyes  de 
paridad,  en  la  prevencion  de  592  suicidios  al  ano.® 

Reduccion  de  la  escasez  de  proveedores  en  las  areas  subatendidas.  Un  ejempio  de  un  programa  para  mejorar  el 
acceso  a  proveedores  de  salud  mental  es  el  Cuerpo  Nadonal  de  Salud  (NHSC,  porsus  siglos  en  ingles),  que  ofrece  incentivos 
financieros  para  atraera  medicos  de  salud  mental  o  del  com  porta  miento  hacia  las  areas  subatendidas.^'  Los  programas 
como  este  animan  a  las  personas  a  trabajar  en  profesiones  de  salud  mental  en  sitios  designados  como  "areas  de  escasez 
de  profesionales  de  salud"  (HPSA,  por  sus  siglas  en  ingles)  a  cambio  de  la  amortizacion  de  sus  prestamos  estudiantiles. 

Una  encuesta  sobre  la  retencion  de  estos  profesionales  realizada  por  la  Administracion  de  Recursos  y  Servicios  de  Salud 
(HRSA,  por  sus  siglas  en  ingles)  hallo  que  el  61  %  de  ellos  segui'a  trabajando  en  areas  de  escasez  designadas  despues  de  su 
compromiso  de4  ahos  con  el  NHSCJ^A  pesarde  que  este  programa  no  ha  sido  evaluado  en  terminos  del  efecto  que  tiene 
sobre  el  suicidio,  aborda  el  acceso  a  la  atencion  medica,  el  cual  es  un  componente  esencial  de  la  prevencion  del  suicidio. 

Los  servicios  de  telesalud  mental  (TMH,  por  sus  siglas  en  ingles)  son  servicios  de  atencion  sicologica  y  siquiatrica  a  distancia 
que  se  prestan  mediante  el  uso  de  tecnologias  de  telefonia,  video  e  Internet'®  Este  tipo  de  servicio  se  puede  usar  en  una 
variedad  de  entornos  (por  ejempio,  centres  medicos  ambulatorios,  hospitales,  establecimientos  de  tratamiento  militares) 
para  tratar  una  amplia  variedad  de  afecciones  mentales.  Tambien  puede  mejorar  et  acceso  de  los  pacientes  que  estan 
en  areas  aisladas  y  su  satisfaccion  con  la  interaccion  con  el  sistema  de  salud  mental,  y  reducir  tanto  sus  gastos  y  tiempo 
de  transporte  como  las  demoras  para  la  prestacion  de  la  atencion  medica.  Una  revision  sistematica  de  los  servicios  de 
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TMH  hallo  que  los  que  fueron  calificados  como  servicios  de  alta  o  buena  calidad  fueron  eficaces  para  el  tratamiento 
de  afecciones  mentales  como  la  depresion,  la  esquizofrenia,  el  abuso  de  sustancias,  y  el  suicidio  y  la  ideacion  suicida/® 
Ademas,  Mohr  y  colegas®“  hicieron  un  metanalisis  para  examinar  el  efecto  de  la  sicoterapia  telefonica,  en  particular,  y 
hallaron  que  este  tipo  deterapia  redujo  significativamente  los  sintomas  depresivos  en  comparacion  con  la  terapia  cara  a 
cara.Tambien  hallaron  que  lastasas  de  abandono  del  tratamiento  fueron  significativamente  mas  bajas  entre  los  pacientes 
que  recibian  la  sicoterapia  administrada  telefonica mente  que  entre  aquellos  que  la  recibian  cara  a  cara  “  Por  lotanto,  los 
servicios  deTMH  quizas  no  solo  ofrezcan  mejor  acceso  a  atencion  de  salud  mental  sino  que  tambien  podrian  asegurar 
continuidad  en  el  tratamiento  y,  por  consiguiente,  una  mayor  reduccion  en  el  riesgo  de  suicidio. 

Cuidados  mas  seguros  con  relacion  al  suicidio  mediante  cambios  a  nivel  de  sistema.  El  Sistema  de  Salud  Henry  Ford, 
que  es  una  organizacion  de  mantenimiento  de  la  salud  (HMO,  por  sus  siglas  en  ingles)  en  el  estado  de  Michigan,  lidero  la 
iniciativa  Atencion  Perfecta  de  la  Depresion  (Perfect  Depression  Care),®’  que  es  la  precursora  de  lo  que  ah  ora  se  llama  Cero 
Suicidios  (Zero  Suicide).  La  meta  general  de  Atencion  Perfecta  de  la  Depresion  era  eliminar  el  suicidio  entre  los  miembros 
de  la  HMO,  En  terminos  mas  amplios,  la  meta  del  programs  era  redisehar  la  forma  en  que  se  prestaba  la  atencion  medica 
para  la  depresion  y  enfocarse  en  que  fuera  eficaz,  segura,  centrada  en  el  paciente,  oportuna,  eficiente  y  equitativa  entre 
los  pacientes  a  fin  de  lograr  una"mejora  notable" en  su  calidad  y  seguridad.  El  programa  evaluaba  y  determinaba  el 
riesgo  de  suicidio  de  cada  paciente  e  implementaba  atencion  de  seguimiento  coordinada  y  continue  a  nivel  de  sistema.®’ 
Al  examinar  el  efecto  del  programa  se  hallo  que  hubo  un  descenso  drastico  y  estadi'sticamente  significativo  en  lastasas 
de  suicidio  entre  el  inicio  (1 999  y  el  2000)  y  el  periodo  de  intervencion  {2002-2009).  Durante  ese  tiempo,  las  tasas  de 
suicidio  descendieron  un  82  Asimismo,  entre  los  miembros  de  la  HMO  que  recibieron  los  servicios  de  especialidad 
de  salud  mental,  la  tasa  de  suicidio  se  redujo  significativamente  a  lo  largo  del  tiempo,  desde  1 999  al  201 0  (de  1 1 0.3  a  47.6 
por  cada  100  000  personas;  p<0.04),  con  una  mediana  de  36.2  por  cada  100  000  personas  durante  ese  periodo.®^  Ademas, 
para  los  miembros  de  la  HMO  que  habian  accedido  solamente  a  servicios  medicos  en  general,  y  no  a  servicios  de 
especialidad  de  salud  mental,  la  tasa  de  suicidio  aumento  de  2.7  a  5.6  por  cada  100  000  personas  (p<0.01).®®De  manera 
simitar,  en  el  estado  de  Michigan,  las  tasas  de  suicidio  de  la  poblacion  general  aumentaron  de  9.8  a  1 2.5  por  cada  1 00  000 
personas  (p<0.001)  durante  ese  periodo.®® 
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Creadon  de  ambientes  protectores 

Fundamento 

Los  esfuerzos  de  prevencidn  que  no  solo  se  enfocan  en  los  cambios  de  comportamiento  indtviduales  (por  ejemplo,  buscar 
ayuda,  intervenciones  de  tratamiento)  sino  tambien  en  cambios  en  el  ambiente  pueden  aumentar  la  probabilidad  de  que 
se  consigan  resultados  positives  de  salud  y  comportamiento.^^ La  creacion  de  ambientes  que  aborden  losfactores  de  riesgo 
y  de  proteccion  en  los  lugares  donde  las  personas  viven,  trabajan  y  se  entretienen  puede  ayudar  a  prevenir  el  sulcidio.^' 
’^Porejemplo,  las  tasas  de  suicidio  son  altas  entre  los  adultos  de  mediana  edad  queforman  parte  del  42,6  %de  la  fuerza 
laboral;®^  ciertos  grupos  ocupacionales;^^^^^  y  las  personas  que  estan  en  centres  de  detencion  (por  ejempio,  prision,  carcel),®^ 
entre  otros.  Por  to  tanto,  los  entornos  donde  residen  y  trabajan  estas  poblaciones  son  ideates  para  implementar  programas, 
practicas  y  politicas  que  actuen  como  amortiguadores  contra  el  suicidio.  Si  se  hacen  cambios  en  la  cultura  de  una 
organizacion  mediante,  por  ejempio,  la  implementacion  de  politicas  de  apoyo,  se  pueden  cambiar  ias  normas  sociales,  se 
puede  animar  a  las  personas  a  buscar  ayuda  y  se  puede  demostrar  que  se  valora  la  buena  salud  y  la  buena  salud  mental,  y  no 
el  estigma  ni  los  demas  factores  de  riesgo  de  suicidio.®^^^  De  manera  similar,  si  para  prevenir  los  comportamientos  daninos 
se  modifican  las  caracteristicas  del  ambiente  ffsico  como,  por  ejempio,  el  acceso  a  medics  ietales,  se  pueden  reducir  las  tasas 
de  suicidio,  particularmente  en  tiempos  de  crisis  o  transicion.^^^^'* 

Enfoques 

Segiin  la  evidencia  actual,  se  proponen  tres  posibles  enfoques  para  la  creacion  de  ambientes  que  protejan  contra  el  suicidio. 

Reduccion  del  acceso  a  medios  letales  entre  las  personas  en  riesgo  de  suicidio,  Los  medios  de  suicidio  como  el  uso 
de  armas  de  fuego,  colgarse  o  sofocarse,  o  sattar  de  un  lugar  alto,  no  proporcionan  mucha  oportunidad  de  rescate  y,  por 
lo  tanto,  tienen  como  resultado  tasas  altas  de  muerte  (por  ejemplo,  aproximadamente  el  85  %  de  las  personas  que  usan 
una  arma  de  fuego  en  un  intento  de  suicidio  mueren  por  la  lesion).^^  Las  investigaciones,  ademas,  parecen  indicar  que: 

1 )  el  intervalo  de  tiempo  entre  el  momento  de  la  decision  de  actuar  y  el  intento  de  suicidio  puede  ser  tan  corto  como 
5-1 0  minutos,^^'^^  y  2)  las  personas  tienden  a  no  sustituir  los  metodos  altamente  letales  por  otros,  cuando  estos  no  estan 
disponibles  o  son  de  dificil  acceso.^^'  ^  Por  lo  tanto,  aumentar  el  intervalo  de  tiempo  entre  la  decision  de  actuar  y  el  intento 
de  suicidio  {por  ejemplo,  al  hacer  que  sea  mas  dificil  acceder  a  medios  letales)  puede  salvar  vidas.  Los  siguientes  son 
ejemplos  de  enfoques  que  reducen  el  acceso  a  medios  letales  de  las  personas  en  riesgo  de  suicidio: 

*  Intervenciones  en  lugares  propicios  para  el  suicidio.  Los  lugares  propicios  para  el  suicidio,  o  lugares  donde  pueden 

matenalizarse  los  suicidios  con  relativa  facilidad,  incluyen  los  lugares  altos  (por  ejemplo,  precipicios,  balcones  y  techos), 
las  vfas  del  tren  y  los  lugares  aislados,  como  tos  parques.  Los  esfuerzos  para  prevenir  el  suicidio  en  estos  lugares  incluyen 
colocar  barreras  o  limitar  el  acceso  a  ellos  para  evitar  que  las  personas  salten,  e  instalar  carteles  y  telMonos  para  animar  a 
las  que  esten  considerando  suicidarse  a  solicitar  ayudaJ^^ 

<  Practicas  de  almacenamiento  seguro.  Tener  los  medicamentos,  las  armas  de  fuego  y  otros  productos  domesticos 

guardados  en  un  lugar  seguro  puede  reducir  el  riesgo  de  suicidio  al  crear  una  separacion  entre  las  personas  vulnerables 
y  el  facil  acceso  a  medios  letales.  Dichas  practicas  podrian  incluir  educacion  y  consejeria  en  torno  al  almacenamiento  de 
las  armas  de  fuego  bajo  Nave  en  un  lugar  seguro  (por  ejemplo,  en  una  caja  fuerte  o  una  caja  de  segundad  para  armas),  no 
cargadas  y  por  separado  de  las  municiones;  y  al  mantenimiento  de  tos  medicamentos  en  un  armario  bajo  Nave  o  en  otro 
lugar  seguro  alejado  de  las  personas  que  podrian  estar  en  riesgo  o  que  hayan  intentado  suicidarse  anteriormente*®^'^^^ 

Politicas  y  cultura  a  fiivel  de  organizacion,  Se  podrian  implementar  politicas  y  una  cultura  que  fomenten  un  ambiente 
de  proteccion  en  los  lugares  de  trabajo,  los  centres  de  detencion  y  otros  entornos  seguros  (por  ejemplo,  los  entornos 
residenciales).  Dichas  politicas  y  valores  culturales  animan  al  liderazgo  de  arriba  hacia  abajo  y  podrian  promover 
comportamientos  prosociales  (por  ejemplo,  pedir  ayuda),  el  desarrollo  de  destrezas,  normas  sociales  positrvas,  evaluaciones, 
remisiones  y  acceso  a  servicios  de  asistencia  (por  ejemplo,  salud  mental,  tratamiento  de  abuso  de  sustancias,  consejeria 
financiera),  asf  como  tambien  la  creacion  de  planes  de  respuesta  ante  crisis,  intervenciones  posteriores  y  otras  medidas  para 
fomentar  un  ambiente  fisico  seguro,  Estos  ajustes  en  las  politicas  y  la  cultura  pueden  tener  un  impacto  positivo  en  el  clima  y 
la  moral  de  la  organizacion,  y  ayudar  a  prevenir  el  suicidio  y  los  factores  de  riesgo  reladonados  (por  ejemplo,  la  depresion,  el 
ai  slam  lento  social).^®' 


Prevfnddn  del  itiiddio:  Faqutte  teaiico  de  poMticas,  programas  y  praettas 


o 


Resultados  potenciales 

-  Mayor  almacenamiento  seguro  de  medios  letales 

-  Reduccion  en  las  tasas  de  suicidio 


Reduccion  de  los  intentos  de  suicidio 


Aumento  en  la  biisqueda  de  ayuda 

Reduccion  en  las  muertes  por  suicidio  relacionadas  con  el  alcohol 


Evidencia 


PoHticas  comunitarias  para  ta  reduccion  del  consumo  excesivo  de  alcohol. 

Se  ha  hallado  en  estudios  de  investigacion  en  los  Estados  Unidos  que  hay  una 
asociacion  fehaciente  entre  la  mayor  disponibilidad  de  alcohol  y  los  suicidios 
en  los  que  media  el  alcoholJ'^^'^'^^  Las  politicas  para  reducir  extensamente  el 
consumo  excesivo  de  alcohol  incluyen  limitar  la  ubicacion  de  los  lugares  que 
venden  alcohol  y  su  densidad  geografica,  imponer  impuestos  sobre  el  alcohol 
y  prohibir  la  de  venta  de  alcohol  a  las  personas  que  no  tengan  la  edad  legal 
para  consumirtoJ^^  Estas  politicas  son  importantes  porque  se  ha  hallado  que  el 
consumo  excesivo  y  rapido  de  alcohol  se  asocia  a  mas  de  una  tercera  parte  de 
los  suicidios  y  a  aproximadamente  el  40  %  de  los  intentos  de  suicidioJ^ 


La  evidencia  sugiere  que  crear  ambientes  protectores  puede  reducir  las  tasas  de  suiddo  y  de  intentos  de  suicidio  y 
aumentar  la  cantidad  de  comportamientos  protectores. 

Reduccion  del  acceso  a  medios  letales  entre  las  personas  en  riesgo  de  suicidio,  En  un  metanalisis  en  el  que  se 

examino  el  efecto  de  las  intervendones  en  lugares  propidos  para  el suiddio,  ya  sean  implementadas  de  manera  combinada 
o  aislada,  tanto  en  los  Estados  Unidos  como  en  otros  paises,  se  hallo  que  estas  intervendones  se  asoctaban  a  menores 
tasas  de  suicidio.^^°'  Por  ejempio,  despues  de  erguir  una  barrera  en  el  puente  Jacques-Cartrer  en  Canada,  las  tasas  de 
suicidio  por  saftar  de  este  puente  se  redujeron  de  aproximadamente  1 0  a  3  muertes  por  suicidio  al  ahoJ°®  Asimismo,  se 
mantuvo  esta  reduccion  en  la  cantidad  de  suicidios  por  saltar  desde  lugares  altos  incluso  cuando  se  tuvieron  en  cuenta 
todos  los  puentes  y  lugares  cercanos  que  se  podian  usar  para  este  proposito,  lo  cual  parece  indicar  que  los  suicidios  no 
se  transfirieron  a  otros  lugares  altosJ^®  La  eficada  del  uso  de  barreras  en  los  puentes  quedo  demostrada,  ademas,  en 
un  estudio  en  el  que  se  examino  el  impacto  que  tuvo  el  retiro  las  barreras  de  seguridad  del  puente  Grafton  Bridge  en 
Auckland,  Nueva  Zelanda.  Luego  de  retirar  las  barreras  se  quintuplicaron  tanto  la  cantidad  como  las  tasas  de  suicidio.^^' 

Otra  forma  en  que  se  pueden  reducir  los  medios  para  el  suicidio  imptica  el  uso  de  practices  de  almacenamiento 
seguro.  En  un  estudio  de  casos  y  controles  de  eventos  relacionados  con  el  uso  de  armas  de  fuego  identificados  en  37 
condados  en  Washington,  Oregon  y  Misuri,  y  5  centres  de  trauma,  los  investig adores  hallaron  que  guardar  las  armas 
de  fuego  descargadas,  separadas  de  (as  municiones,  en  un  lugar  bajo  Have  o  con  dispositivos  de  seguridad  era  una 
medida  protectora  contra  los  intentos  de  suicidio  entre  los  adolescentes7^°  Ademas,  una  revision  sistematica  reciente 
de  las  intervendones  de  educacion  y  consejeria,  tanto  citnicas  como  comunitarias,  parece  indicar  que  el  hecho  de 
proporcionarles  a  las  personas  los  dispositivos  de  seguridad  para  las  armas  de  fuego  aumento  significativamente  la 
practica  de  almacenarlas  de  manera  segura  en  comparacion  con  proporcionarles  los  incentivos  economicos  para  que  los 
compraran  por  su  cuentaJ^- 

Otro  programa,  llamado  Consejeria  en  Sala  de  Emergendas  sobre  el  Acceso  a  Medios  Letales  ^Emergency  Department 
Counseling  on  Access  to  Lethal  Means,  ED  CALM),  instruyo  a  los  medicos  de  emergencias  siquiatricas  de  un  hospital  de 
nihos  grande  a  proporcionarles  consejeria  sobre  los  medios  letales  y  las  cajas  de  seguridad  para  armas  a  los  padres  de 
los  menores  de  18  ahos  que  estuvieran  redbiendo  atendon  medica  por  un 'com porta miento  suicida.  En  un  proyecto  de 
mejora  de  la  calidad  previo  y  posterior  a  la  consejeria,  Runyan  et  al®^  hallaron  que  al  momento  del  ensayo  posterior  el  76 
%  de  los  padres  (del  55  %  deaquellos  a  los  que  se  les  hizo  seguimiento,  n-1 14)  reportaron  que  todos  los  medicamentos 
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que  habian  en  su  casa  estaban  bajo  Nave,  comparado  con  menos  del  1 0  %  al  momento  de  la  visita  inicial  a  la  sala  de 
emergencias.  Entre  los  padres  que  indicaron  la  presencia  de  armas  en  el  hogar  en  el  ensayo  previo  (o  sea,  el  67  %),  todos 
{el  TOO  %)  reportaron  en  el  ensayo  posterior  que  las  armas  estaban  actualmente  guardadas  bajo  llave.®^ 

Politicas  y  cultura  a  nivel  d€  organiradon,  Juntos  porta  Vida  (Together  for  Life)  es  un  programa  de  la  fuerza  policial  de 
Montreal  que  se  implemento  para  abordar  el  suicidio  entre  los  oficiales  de  pollcia.  Las  politicas  y  los  componentes  del 
programa  tenfan  el  objetivo  de  fomentar  una  cultura  dentro  de  la  organizacion  que  promoviera  la  solidaridad  y  el  apoyo 
mutuo  entre  todos  los  miembros  de  la  fuerza  policial.  El  programa  incluyo  la  capacitacion  de  supervisores,  gerentes  y 
todas  las  unidades  para  mejorar  sus  competenctas  para  identificar  el  riesgo  de  suicidio  y  aumentar  la  conciencia  y  el  uso 
de  los  recursos  existentes.Tambien  incluyo  una  campana  educativa  para  mejorar  la  conciencia  y  la  biisqueda  de  ayudaJ^^ 
Se  hizo  un  seguimiento  de  los  suicidios  entre  los  policias  a  lo  largo  de  12  anos  y  se  compararon  esas  tasas  con  las  de 
Quebec,  que  fue  la  cuidad  de  control.  Las  tasas  de  suicidio  descendieron  significativamente  en  el  grupo  de  intervencion 
(78.9  %)  a  una  tasa  de  6.4  suicidios  por  cada  TOO  000  personas  a  I  ano,  en  comparacion  con  un  aumento  del  1 1  %  en  la 
Ciudad  de  control  (29.0  por  cada  1 00  000).^^^ 

Otro  ejempio  de  este  enfoque  es  el  Programa  de  Prevendon  detSuiddio  de  to  Fuerza  Aerea  de  los  Estados  Unidos  (United 
States  Air  Force  Suidde  Prevention  Program).  El  programa  incluyo  1 1  polfticas  e  iniciativas  educativas  que  tenian  el  objetivo 
de  cambiar  la  cultura  de  la  Fuerza  Aerea  en  torno  a!  suicidio.  Este  programa  usa  a  lideres  como  ejemplos  a  seguir  y  agentes 
de  cambio,  establece  expectativas  de  comportamiento  en  cuanto  a  tener  conciencia  sobre  el  riesgo  de  suicidio,  desarrolla 
las  destrezas  y  tos  conocimientos  de  esta  poblaclon  (o  sea,  mediante  educacion  y  capacitacion)  e  investiga  cada  caso  de 
suicidio  (o  sea,  medicion  de  los  resultados).  Asimismo,  representa  un  cambio  fundamental  que  implica  ver  al  suicidio  y 
a  la  enfermedad  mental  no  solo  como  problemas  medicos  sino  tambien  como  problemas  mas  abarcadores  de  todas  las 
fuerzas  armadas,  que  afectan  a  toda  la  comunidad.^^^  Mediante  el  uso  de  un  diseno  de  estudio  de  series  temporales  para 
examinar  el  efecto  del  programa  en  varios  criterios  de  valoracion  relacionados  con  la  violencia,  los  investigadores  hallaron 
que  el  programa  se  asocio  con  una  reduccion  del  33  %  en  el  riesgo  relativo  del  suicidio.^^^  El  programa  tambien  se  asocio 
con  reducciones  en  el  riesgo  relativo  de  los  criterios  de  valoracion  relacionados,  incluidos  la  violencia  moderada  y  grave  en 
la  familia  (30  %y  54%,  respectivamente),  el  homrcidio  (51  %)  y  ia  muerte  accidental  (1S%}J^^  En  un  anaiisis  longitudinal 
del  programa  para  el  periodo  desde  1 981  hasta  el  2008  (1 6  anos  antes  de  que  se  lanzara  el  programa  en  1 997,  y  1 1  anos 
despues)  se  hallo  que  las  tasas  de  suicidio  fueron  significativamente  mas  bajas  despues  del  lanzamiento  del  programa  que 
antes  de  este.®^  Estos  efectos  fueron  constantes  a  lo  largo  del  tiempo,  excepto  en  el  2004,  ano  que  tos  autores  hallaron  se 
asocio  a  una  implementacion  menos  rigurosa  de  los  componentes  del  programa  en  comparacion  con  los  otros  ahos,^^ 

Por  ultimo,  mientras  todavia  se  esta  formando  la  evidencia  para  la  prevencion  del  suicidio  en  las  instalaciones 
correccionales,  la  evidencia  preliminar  parece  indicar  que  se  pueden  potencialmente  reducir  las  tasas  de  suicidio  mediante 
politicas  y  practicas  a  nivel  de  organizacion  que  incluyan  capacitacion  rutinaria  en  la  prevencion  del  suicidio  para  todo 
el  personal;  evaluaciones  de  ingresoy  de  riesgo  estandarizadas;  la  provision  de  informacion  compartida  entre  los 
miembros  del  personal  (especialmente  en  las  transicionesy  los  traslados  de  los  reclusos);  diversos  niveles  de  observacion; 
ambientesfisicos  seguros;  protocolos  de  respuesta  ante  emergencias;  ia  notificacion  de  comportamientos  suicidas/ 
suicidios  en  toda  la  cadena  de  mando;  el  uso  de  la  tecnica  de  intervencion  de  apoyo  tras  incidentes  criticos  y  anaiisis  de 
muertes  [critical  inddent  stress  debriefing  and  death  Cuando  se  implementaron  estas  politicas  y  practicas  en  1 1 

prisronesde  Luisrana,  las  tasas  de  suicidio  se  redujeron  en  un46%(de  una  tasa  de  23.1  por  cada  100  000  personas  antes 
de  la  intervencion  a  una  de  1 2.4  por  cada  1 00  000  personas  al  ano  sigulente).^^^  Otros  programas  similares  han  mostrado 
reducciones  en  las  tasas  de  suicidio,  tanto  en  los  Estados  Unidos  como  en  otros  paises 

Politicas  comunitarias  para  la  reducci6r>  del  consumo  excesivn  tie  akoHol.  Si  bien  existen  varias  politicas  para  limitar 
el  consumo  de  alcohol  en  exceso,  hay  varios  estudios  sobre  la  relacion  entre  la  densidad  geografica  de  lugares  de  venta 
de  alcohol  y  losfactores  de  riesgo  de  suicidio  (como  violencia  interpersonal  y  conexion  social),  que  sugieren  que  las 
medidas  para  reducir  la  densidad  geografica  de  lugares  de  venta  de  alcohol  podrian  potencialmente  reducir  la  cantidad 
de  suicidios  en  los  que  medie  el  alcohol.  Asimismo,  un  anaiisis  longitudinal  sobre  la  densidad  geografica  de  lugares  de 
venta  de  alcohol,  la  mortalidad  por  suicidio  y  las  hospitalizaciones  por  intento  de  suicidio  en  un  periodo  de  6  anos  en  el 
area  de  581  codigos  postales  de  California  indicb  que  las  densidades  mayores  de  bares,  especfficamente,  se  relacionaron 
con  mayores  cantidades  de  suicidios  e  intentos  de  suicidio,  en  especial  en  las  areas  rurales^^® 
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Fomento  de  la  conexion 

Fundamento 

La  sociologa  Emile  Durkheim  planteo  la  teon'a  en  1 897  de  que  una  de  las  causas  principales  del  riesgo  de  suicidio 
era  tener  vinculos  sociales  debiles;  o  sea,  falta  de  conexi6n.’^“  La  conexion  es  el  grado  al  que  una  persona  o  grupo  de 
personas  tienen  cercania  social,  se  interrelacionan  o  comparten  recursos  con  los  demas,'^’  Las  conexiones  sociales  se 
pueden  formar  dentro  los  distintos  niveles  de  la  ecologia  social  y  entre  estos  niveles;'^  por  ejemplo,  entre  personas 
(semejantes,  vecinos,  companeros  de  trabajo),  familias,  escuelas,  vecindarios,  lugares  de  trabajo,  comunidades 
religtosas,  grupos  culturales  y  la  sociedad  en  su  totalidad.  Dentro  del  contexto  de  esta  conexion,  el  termino  capital 
social  se  refiere  al  sentido  de  confianza  que  una  persona  tiene  en  su  comunidad  o  vecindario,  su  integracion  social  y 
tambien  a  la  disponibiltdad  de  organizaciones  sociales  y  a  su  participacion  en  ellasJ^^’’^^  En  muchos  estudios  ecologicos 
transversales  y  longitudinales  se  ha  examinado  el  efecto  que  tienen  los  aspectos  del  capital  social  en  los  sintomas  de  la 
depresion,  el  trastorno  depresivo,  la  salud  mental  en  general  y  et  suicidio.  Si  bien  la  evidencia  es  limitada,  los  estudios 
existentes  parecen  indicar  que  hay  una  asociacion  positiva  entre  el  capital  social  (medido  a  partirde  la  confianza  social 
y  la  participacion  comunitaria  y  vecinal)  y  tener  mejor  salud  mental.''^'^'’^^  Juntos  la  conexion  y  el  capital  social  pueden 
proteger  contra  los  com  porta  mientos  suicidas  al  reducirel  aislamiento,  animar  la  adopcion  de  comportamientos  de 
superacion  adaptativos  y  al  aumentar  el  grado  de  pertenencia,  valor  personal  y  valoracion,  para  ayudar  a  desarrollar 
resiliencia  ante  la  adversidad.  El  grado  de  conexion  puede  tambien  proporcionar  a  las  personas  un  mejor  acceso  a 
recursos  y  a poyos  formales,  movilizar  a  las  comunidades  a  satisfacer  las  necesidades  de  sus  integrantes  y  proporcionar 
actividades  colectivas  de  prevencion  primaria  a  la  comunidad  en  su  totalidad.’^' 

Enfoques 

Al  modelar  las  normas  de  los  semejantes  y  mejorar  la  participacion  comunitaria  para  fomentar  la  conexion  entre  las 
personas  y  dentro  de  las  comunidades  puede  proteger  contra  el  suicidio. 

Programas  de  normas  de  semejantes.  Estos  programas  tienen  et  objetivo  de  normalizar  los  factores  de  proteccibn 
contra  el  suicidio,  como  buscar  ayuda,  acercarse  y  hablar  con  un  adulto  de  confianza  y  promover  la  conexion  con 
semejantes.  Al  aprovechar  las  cualidades  de  liderazgo  y  la  influencia  social  de  los  semejantes,  estos  enfoques  se  pueden 
usar  para  modificar  las  creencias  a  nivel  de  grupo  y  promover  un  cambio  positivo  a  nivel  social  y  comportamental.  Estos 
enfoques  generalmente  estan  dirigidos  a  los  jovenes  y  se  implementan  en  entornos  escolares,  pero  tambien  se  pueden 
implementaren  entornos  comunitarios.'^® 

Actividades  de  participacion  en  la  comunidad  La  participacion  en  la  comunidad  es  uno  de  los  aspectos  del  capital 
social.'^^  Los  enfoques  para  la  participacion  en  la  comunidad  pueden  implicar  la  participacion  de  las  personas  en  una 
variedad  de  actividades,  incluidas  las  actividades  religiosas,  las  actividades  de  timpieza  y  enverdecimiento  (greening)  y  las 
actividades  grupales  de  ejercicio  fisico.  Estas  actividades  les  proporcionan  la  oportunidad  de  tener  mayor  participacion 
en  la  comunidad  y  de  conectarse  con  otros  integrantes  de  la  comunidad,  organizaciones  y  recursos,  to  cual  lleva  a  una 
mejor  salud  fisica  general,  menos  estres  y  menos  sintomas  depresivos  que,  a  su  vez,  reducen  el  riesgo  de  suicidio. 
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Resultados  potenciales 

•  Aumento  en  las  actitudes  y  los  com  porta  mientos  saludables  de  superacion 

•  Aumento  en  las  remisiones  de  jovenes  que  estan  sufriendo 

•  Aumento  en  la  busqueda  de  ayuda 

•  Aumento  en  la  percepcion  sobre  el  apoyo  de  los  adultos 


Promover 
laconexion 
entre  las  personas 
ylascomanidades 
puede  proteger  contra 
elsuicidio. 
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Evidencia 

La  evidencia  actual  sugiere  que  las  actividades  de  normas  de  semejantesy  la  participacion  en  la  comunidad  presentan 
un  numero  de  beneficios  positivos,  aunque  se  necesitan  hacer  mas  investigaciones  de  evaluacion  para  examinar  si  estas 
mejoras  respecto  de  los  factores  de  proteccion  contra  los  comportamientos  suicidas  se  traducen  en  una  cantidad  menor 
de  intentos  de  suicidio  y  muertes  por  suicidio. 

Programas  de  normas  de  semejantes. 

Las  evaluaciones  muestran  que  los  programas 
como  Fuentes  de  Fortaleza  (Sources  of 
Strength)  pueden  mejorar  las  normas  y 
las  creencias  que  los  estudiantes  crean  y 
difunden  sobre  el  suicidio  en  las  escuelas.  En 
un  estudio  controlado  aleatorizado  sobre  el 
programa  Fuentes  de  Fortaleza  que  se  realizo 
con  18  escuelas  secundarias  superiores  (6 
metropolitanas,  12  rurales),  los  investig adores 
hallaron  que  el  programa  mejoro  las  normas 
adaptativas  relativas  al  suicidio,  la  conexidn 
con  los  adultos  y  la  participacion  escolar.^®  Los 
lideres  semejantes  tambien  tuvieron  mayor 
propensidn  a  remitir  a  sus  amigos  suicidas 
a  un  adulto  que  los  del  grupo  de  control.  El 
resultado  del  programa  para  los  estudiantes 
fue  una  mayor  percepcion  de  apoyo  de  los 
adultos  a  los  jovenes  suicidas,  particularmente 
entre  aquellos  que  tenian  antecedentes  de 

ideacion  suicida,  y  la  aceptabilidad  de  los  comportamientos  de  busqueda  deayuda.  Por  ultimo,  los  ti'deres  semejantes 
capacitados  tambien  reportaron  una  mayor  reduccion  en  las  actitudes  de  inadaptacion  respecto  de  la  superacion,  en 
comparacion  con  los  no  capacitados.^® 

Actividades  de  participacion  en  la  comunidad.  En  Filadelfia  se  realizo  una  iniciativa  de  enverdecimiento  de  lotes 
vacantes  entre  1 999  y  el  2008.  Los  residentes  locales  y  miembros  de  la  comunidad  trabajaron  Juntos  para  limpiar, 
enverdecer  y  mantener  4436  lotes  {o  7.8  millones  de  pies  cuadrados)  en  cuatro  areas  de  la  ciudad.  Los  investigadores 
hallaron  reducciones  significativas  en  los  niveles  de  estres  autorreportados  de  los  residentes,  que  es  uno  de  los 
factores  de  riesgo  de  suicidio,  y  mayor  actividad  fisica,  que  es  uno  de  los  factores  de  proteccion  contra  el  suicidio,  que 
en  los  residentes  de  las  areas  de  lotes  vacantes  de  control.  Hay  algo  de  evidencia  de  beneficios  en  otras  areas,  como 
reducciones  en  la  cantidad  de  asaltos  a  mano  armada  y  vandalismo.’^- 
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Ensenanza  de  destrezas  de  superacion  y 
resolucion  de  problemas 

Fundamento 

El  desarrollo  de  destrezas  de  la  vida  diaria,  prepara  a  las  personas  para  afrontar  exitosamente  los  desafios  de  la  vida 
diaria  y  para  adaptarse  a  I  estres  y  la  adversidad.  El  concepto  general  de  destrezas  de  la  vida  diaria  abarca  a  varios 
conceptos,  pero  suele  incluir  destrezas  de  superacion  y  resolucion  de  problemas,  regulacion  emocional,  resolucion  de 
conflictosy  pensamiento  crftico.  Las  destrezas  de  la  vida  diaria  son  importantes  para  protegera  las  personas  contra 
los  com  porta  mientos  suicidas.'^^  Los  programas  de  prevencion  del  suictdio  que  se  centran  en  las  destrezas  de  la  vida 
diaria  y  las  destrezas  sociales  se  derivan  de  las  teon'as  cognitivas  sociales,’^®  que  sostienen  que  el  com  porta  miento 
suicida  se  atribuye,  ya  sea  al  aprendizaje  directo  y  a  modelos,  o  a  caracten'sticas  ambientales  o  individuales  {por  ejempio, 
desesperanza).  La  incapacidad  de  emplear  estrategias  adecuadas  para  superar  losfactores  estresantes  inmediatos  y  para 
identificary  encontrar  la  solucion  a  los  problemas  ha  sido  caracterizada  entre  las  personas  que  intentan  suicidarse.”’ 
Enseharles  y  proporcionarles  a  los  jovenes  las  destrezas  para  afrontar  los  desafios  y  factores  estresantes  de  todos  los  dias 
es,  por  lo  tanto,  un  importante  componente  de  la  prevencion  del  suicido. 

Enfoques 

Los  programas  de  educacion  socio-emocional  y  de  destrezas  de  crtanza  y  relaciones  famlliares  son  dos  enfoques  para 
ensehar  destrezas  de  superacion  y  de  resolucion  de  problemas. 

Programas  de  educacion  socio-emocional.  Estos  programas  se  centran  en  el  desarrollo  y  el  fortalecimiento  de 
las  destrezas  de  comunicacion  y  resolucion  de  problemas,  la  regulacion  emocional,  la  resolucion  de  conflictos,  la 
busqueda  de  ayuda  y  las  destrezas  de  superacion.  Abordan  una  variedad  de  factores  de  riesgo  de  suicidio  y  de 
proteccion  contra  e)  comportamiento  suicida.  Les  proporcionan  a  los  nihos  y  a  los  jovenes  las  destrezas  para  resolver 
problemas  en  las  relaciones,  la  escuela  y  con  otros  nihos  o  jovenes,  y  ayudan  a  los  jovenes  a  manejarlas  otras  influencias 
negativas  asociadas  al  suicidio  (como  el  consume  de  sustancias).^^®  Estos  enfoques  generalmente  se  imparten  a  todos 
los  estudiantes  de  un  grado  o  escuela  en  particular,  aunque  algunos  programas  se  centran  tambien  en  grupos  de 
estudiantes  considerados  en  alto  riesgo  de  suicidio.  Las  oportunidadei  para  practicary  reforzar  las  destrezas  son  una 
importante  parte  de  los  programas  eficaces.^^^ 

Programas  de  destrezas  de  crianza  y  relaciones  familiares.  Estos  programas  les  proporcionan  apoyo  a  las  personas 
que  estan  a  cargo  de  nihos,  y  tienen  el  objetivo  de  reforzar  las  destrezas  de  crianza,  mejorar  las  interacciones  padre-hijo 
positivas  y  mejorar  las  destrezas  y  habilidades  comportamentales  y  emocionales  de  los  nihos.’^^  Este  tipo  de  programa, 
por  lo  general,  se  diseha  para  los  padres  o  personas  a  cargo  de  los  nihos  de  un  rango  de  edad  especi'fico  y  puede  ser 
autodirigido  o  impartido  a  familias  de  manera  individual  o  en  grupos  de  familias.  Algunos  de  los  programas  tienen 
sesiones  principalmente  con  los  padres  o  personas  a  cargo  de  nihos  mientras  que  otros  incluyen  sesiones  para  los  padres 
o  personas  a  cargo  de  nihos,  los  jovenes  y  la  familia.  El  contenido  especifico  de  los  programas  normalmente  varia  segun 
la  edad  del  niho,  pero  frecuentemente  coincide  en  que  incluye  temas  de  desarrollo  infantil,  comunicacion  y  relacion 
padre-hijo,  y  de  destrezas  interpersonales  y  resolucion  de  problemas  del  joven. 
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Resu(tados  potenciales 

•  Reducdon  en  la  ideacion  suicida 

•  Reducdon  en  los  intentos  de  suicidio 

•  Reducdon  en  los  comportamientos  de  riesgo  de  suicidio  (por  ejempio,  depresion,  ansiedad,  problemas 
conductuales,  abuso  de  sustancias) 

•  Mejoras  en  los  comportamientos  de  busqueda  de  ayuda 

'  Mejoras  en  la  competenda  social  y  las  destrezas  de  regulacion  emocional 

-  Mejoras  en  las  destrezas  de  resoludon  de  problemas  y  manejo  de  conflictos 

Evidencia 

Hay  varios  programas  de  educacion  socio-emocional  y  de  crianza  y  relaciones  familiares  que  demostraron  en  las 
evaluaciones  rigurosas  mejorar  la  resiliencia  y  reducir  los  comportamientos  problematicos  y  los  factores  de  riesgo 
de  varios  comportamientos,  incluidos  aquellos  estrechamente  relacionados  con  el  suicidio,  como  la  depresidn,  los 
comportamientos  de  internalizacion  y  el  abuso  de  sustancias.'” 

Programas  de  educacion  socio-emocional.  El  Programa  deJdvenes  Consdentes  de  la  Salad  Mental  (Youth  Aware 
of  Mental  Health  Program,  YAM)  fue  desarroltado  para  adolescentes  de  74  a  16  anos  y  usa  el  dialogo  interactive  y 
representaciones  de  roles  para  ensenarles  sobre  los  factores  de  riesgo  y  de  proteccion  asociados  con  el  suicidio  (incluidos 
el  conocimiento  acerca  de  la  depresion  y  la  ansiedad)  y  mejorar  sus  destrezas  de  resoludon  de  problemas  para  afrontar 
los  eventos  adversos  de  la  vida,  el  estres,  la  escuela  y  otros  problemas.”'*  En  un  estudio  controlado  aleatorizado,  por 
grupos,  realizado  en  1 0  pai'ses  de  la  Union  Europea  y  1 68  escuelas,  los  alumnos  de  las  escuelas  asignadas  aleatoriamente 
al  grupo  del  programa  YAM  tuvieron  probabilidades  significativamente  menores  de  intentar  suicidarse  o  de  tener 
ideaciones  suicidas  graves  en  el  seguimiento  de  los  1 2  meses  en  comparacion  con  los  de  las  escuelas  de  control  que 
recibieron  materiales  educativos  y  la  atendon  habitual.  En  terminos  generales,  el  riesgo  relative  de  intentos  de  suicidio 
Juvenil  entre  los  que  estaban  en  el  grupo  de  YAM  se  redujo  en  mas  del  50  %  al  indicar  que  de  1000  alumnos,  cinco  del 
grupo  YAM  intentaron  suicidarse  en  comparacion  con  1 1  del  grupo  de  control.  Ademas,  en  cuanto  a  la  ideacion  grave  de 
suicidio,  el  riesgo  relative  en  el  grupo  YAM  se  redujo  en  49.6 

Otro  ejempio  es  el  Juego  del  Buen  Comportamiento  (Good  Behavior  Game,  GBG),  que  es  un  programa  para  nines  de  6  a 
1 0  ahos  que  se  imparte  en  la  clase.  El  programa  usa  una  estrategia  de  manejo  del  comportamiento  en  equipos,  que 
promueve  el  buen  comportamiento  al  establecer  una  expectativa  dara  de  buen  comportamiento  y  consecuencias 
para  el  comportamiento  de  inadaptacion.  El  objetivo  del  programa  GBG  es  crear  un  sistema  social  integrado  en  la  clase 
que  apoye  la  capacidad  de  aprender  de  todos  los  nihos,  con  pocas  manifestaciones  de  comportamiento  agresivo  o 
disruptive.'”  En  el  programa  participaron  dos  cohortes  de  nines  durante  los  ahos  escolares  1 985-86  y  1986-87  cuando 
estos  asistian  a  primer  y  segundo  grado.  Se  analizaron  un  numero  de  resultados  proximales  y  distales  entre  las  dos 
cohortes  a  lo  largo  del  tiempo.  Con  respecto  a  los  resultados  distales  relacionados  con  el  suicidio,  un  analisis  de  los 
resultados  del  programa  GBG  indico  que  las  personas  de  la  primera  cohorte  que  fueron  asignadas  a  participar  en  el 
programa  GBG  cuando  estaban  en  primer  grado,  reportaron  la  mitad  de  las  probabilidades  ajustadas  de  ideacion  suicida 
y  de  intentos  de  suicidio  al  momento  de  la  evaluacion  aproximadamente  1 5  ahos  despues  (cuando  tenian  entre  1 9 
y  21  ahos),  en  comparacion  con  aquellas  que  habi'an  estado  en  el  entorno  escolarestandar.  El  efecto  beneficioso  del 
programa  se  mantuvo  en  cuanto  a  la  ideacion  suicida  independientemente  de  que  se  hubieran  incluido  covariables  de 
referenda.'”  El  efecto  del  programa  GBG  en  los  intentos  de  suicidio  fue  menos  robusto  en  algunos  modelos  ajustados, 
que  induyeron  a  cuidadores  de  satud  mental.  En  la  segunda  cohorte  de  estudiantes  que  estaban  en  el  programa  GBG, 
ni  sus  resultados  de  ideacion  suicida  ni  sus  intentos  de  suicidio  fueron  significativamente  distintos  a  los  del  grupo 
de  control.'”  Segun  los  investigadores,  esto  pudo  deberse  a  una  posibte  falta  de  fidelidad  en  la  implementacibn  del 
programa,  como  menor  mentoria  y  monitoreo  a  los  maestros.  Tambien  se  hallo  que  el  programa  GBG  se  asodd  a  un 
menor  riesgo  de  abuso  de  sustancias  posterior  y  de  otros  factores  de  riesgo  en  los  estudiantes  de  la  primera  cohorte.  Los 
resultados  de  la  segunda  cohorte  fueron,  en  general,  menores;  pero  apuntaban  hacia  la  direccion  deseada.’” 
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Programas  de  destrezas  de  crianza  y  relaciones  familiares.  Los  enfoques  de  capacitacion  en  destrezas  de  crianza 
y  familiares  han  demostrado  tener  un  efecto  prometedor  en  la  prevencion  defactores  de  riesgo  claves  asociados  al 
suicidio.  Por  ejempio,  el  pvograma  Anos  Increibles  (Incredible  Years,  lY)  es  un  programa  de  capacitacion  integral  en  grupo 
para  padres,  maestros  y  ninos  que  tiene  el  objetivo  de  reducir  los  problemas  de  conducta  y  de  abuso  de  sustancias  (dos 
importantes  factores  de  riesgo  de  suicidio  en  los  jovenes)  al  mejorar  (os  factores  de  proteccion  como,  por  ejempio,  las 
interacciones  y  relaciones  padre-maestro-nino  positivas  y  receptivas,  la  autorregulacion  emoclonal  y  la  competencia 
social  {todos,  factores  de  proteccion  contra  el  suicidio)^^^  El  programa  consta  de  entre  9  y  20  sesiones  que  se  ofrecen  en 
un  entorno  comunitario  (per  ejempio,  en  centres  retigiosos,  de  recreacion,  de  tratamiento  de  salud  mental  y  hospitafes). 
Varios  estudios  ban  demostrado  el  efecto  del  programa  lY en  la  reduccion  de  los  sintomas  de  internalizacion,  como 
la  ansledad  y  la  depresion,  y  de  los  problemas  de  conducta  en  los  ninosJ^^'  Este  programa  tambien  se  asocio  a  un 
mejoramiento  en  la  capacidad  de  resolver  problemas  y  de  manejar  conflictos;  estas  destrezas  se  mantuvieron  en  el 
seguimiento  de  1  ano,^^^'^"^^  El  programa,  ademas,  demostro  producir  mayores  beneficios  con  retacion  a  los  sintomas  de 
internalizacion  en  los  ninos,  segun  evaluaron  las  madres,  en  comparacion  con  el  grupo  de  control  de  aquellos  en  lista  de 
espera,  cuando  se  incluyeron  los  componentes  de  padre,  nino  y  maestroJ^^ 


Asimismo,  el  programa  Fortalecimiento  de  las  Familias,  W-H  (Strengthening  Families  W-14)  implica  sesiones  para  los 
padres,  los  jovenes  y  las  familias  con  la  meta  de  mejorar  las  destrezas  de  los  padres  para  disciplinar  a  sus  hijos,  manejar 
las  emociones  y  los  conflictos,  y  comunicarse  con  sus  hijos;  promover  las  destrezas  interpersonales  y  de  resotucion  de 
problemas  de  los  jovenes;  ycrearactividades  familiares  que  forjen  cohesion  e  interacciones  positivas  entre  padres  e 
hijos.  La  premisa  del  programa  es  que  el  desarrollo  de  estas  destrezas,  tanto  en  los  padres  como  en  los  hijos,  reducira 
los  comportamientos  de  internalizacion  y  el  abuso  de  sustancias  en  fa  adolescencia,  los  cuales  son  dos  importantes 
factores  de  riesgo  de  suicidio El  programa  forfa/ec/m/enfo  de  las  Familias  ha  demostrado  reducir  significativamente  los 
comportamientos  de  externalizacion,  como  la  agresion  o  el  consumo  de  alcohol  y  drogas  entre  los  participantes  jovenes, 
y  tambien  la  depresion  y  el  consumo  de  alcohol  y  drogas  entre  las  familias  participantesJ"^^ 
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Identificacion  de  las  personas  en  riesgo  y 
provision  de  apoyo 

Fundamento 

Para  poder  reducir  los  suicfdios,  es  necesario  poner  atendon  y  brindar  cuidados  a  las  poblaciones  vulnerables,  ya  que  las 
tasas  de  comportamientos  suiddas  en  estos  grupos  tienden  a  ser  mas  altas  que  las  tasas  promedio.  Estas  poblaciones 
vulnerables  incluyen,  entre  otras,  a  las  personas  con  un  nivel  socioeconomico  mas  bajo  o  afectadas  por  un  problema  de 
salud  mental;  las  personas  que  hayan  intentado  suicidarse  anteriormente;  los  veteranos  y  el  personal  militar  en  servicio 
active;  las  personas  que  esten  internadas  en  una  institucion,  hayan  srdo  victimas  de  violencia  o  no  tengan  hogar;  las 
personas  que  tengan  un  estatus  de  minoria  sexual;  y  los  miembros  de  ciertos  grupos  radales  o  etnicos  minoritariosA®^^^' 

El  apoyo  a  las  personas  en  riesgo  requiere  de  la  identificacion  proactive  de  los  casos  y  la  respuesta  eficaz,  programas 
de  intervencion  en  crisis  ytratamientos  basados  en  la  evidencia.  Encontrar  formas  optimas  de  identificar  las  personas  en 
riesgo,  adaptar  los  servicios  para  que  sean  mas  accesibles  (por  ejempio,  por  Internet  cuando  sea  lo  apropiado)  y  motivar 
a  las  personas  para  que  reciban  atendon  medica  basada  en  la  evidencia  {porejemplo,  por  medios  de  tratamiento 
colaborativo}  siguen  siendo  desafios  clave^'^"^'^"^^  Si  los  servicios  simplemente  se  mejoran  o  amptian,  esto  no  garantiza 
que  seran  utilizados  por  las  personas  que  mas  lo  necesitan,  ni  que  aumentara  necesariamente  la  cantidad  de  personas 
que  hagan  seguimiento  de  las  remisiones  o  tratamientos  recomendados.  Por  ejempio,  algunas  personas  que  viven  en 
comunidades  desfavorecidas  podrian  tener  problemas  sociales  y  economicos  que  pueden  afectar  adversamente  su 
capacidad  de  acceder  a  los  servicios  de  apoyo7° 

Enfoques 

Los  siguientes  enfoques  se  centran  en  la  identificacion  y  el  apoyo  a  las  personas  que  esten  en  mayor  riesgo  de  suicidio. 

Capacitacton  de  personal  de  prlmera  li'nea.  Esta  capacitacion  tiene  el  objetivo  de  instruir  a  maestros,  entrenadores, 
clerigos,  personal  de  respuesta  a  emergencias,  proveedores  de  atendon  medica  primaria  y  urgente,  y  a  otras  personas 
de  la  comunidad  en  identificar  a  las  personas  que  podrian  estar  en  riesgo  de  suicidio  y  a  responder  de  manera  eficaz, 
e  induso  facilitarles  servicios  de  busqueda  de  tratamiento  y  de  apoyo.  Esta  capacitacion  del  personal  de  primera  linea 
puede  ser  implementada  en  una  variedad  de  entornos  a  fin  de  identificar  y  brindar  apoyo  a  las  personas  en  riesgo.'"^ 

Intervencion  en  crisis.  Estos  enfoques  brindan  servicios  de  apoyo  y  remision,  que  generalmente  consisten  en  conectar 
a  la  persona  que  esta  en  crisis  (o  a  un  amigo  o  familiar  de  la  persona  que  esta  en  riesgo)  con  un  voluntario  capacitado 
o  personal  profesionat  mediante  una  linea  telefonica  de  ayuda,  chat  en  linea,  mensajes  de  texto  o  en  persona.  Los 
enfoques  de  las  intervenciones  en  crisis  tienen  el  objetivo  de  impactar  los  factores  de  riesgo  de  suicidio  claves,  que 
incluyen  depresion,  el  sentimiento  de  desesperanza  y  la  utilizacion  subsiguiente  de  servicios  de  salud  mental.''*^  De 
manera  similar  a  la  reduccion  de  los  medios  para  el  suicidio,  las  intervenciones  en  crisis  pueden  aumentar  la  distancia  o  el 
tiempo  entre  la  persona  que  este  considerando  suicidarse  y  el  comportamiento  danino. 

Tratamiento  para  las  personas  en  riesgo  de  suicidio.  Puede  inclutr  varias  formas  de  sicoterapia  administrada  por 
proveedores  con  licencia  para  ayudar  a  las  personas  con  problemas  de  salud  mental  y  otros  factores  de  riesgo  de  suicidio, 
mediante  la  resolucion  de  problemas  y  la  regulacion  emocional.  El  tratamiento  generalmente  se  hace  en  un  formato 
individual  o  grupal  entre  pacientes  y  medicos,  y  puede  ser  de  varias  semanas  de  duracion  o  continuo,  segun  se  necesite. 
Los  tratamientos  que  emplean  la  terapia  colaborativa  (o  sea,  entre  el  paciente  y  el  terapeuta  o  administrador  de  atencion) 
o  la  terapia  integrada  {o  sea,  con  vinculacion  entre  la  atencion  medica  primaria  y  la  de  salud  del  comportamiento) 
pueden  ayudar  a  animar  a  los  pacientes  y  motivar  su  participacion  en  la  terapia  y,  por  lo  tanto,  aumentar  su  retencion  y 
reducir  su  riesgo  de  suicidio.''''® 
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Tratamiento  para  prevenir  los  nuevos  intentos.  Estos  enfoques 
generalmente  incluyen  hacer  contacto  de  seguimiento  y  el  uso  de 
diversas  modalldades  (por  ejemplo,  con  visitas  domiciliarias,  por 
correo,  telefono,  correo  electronico)  para  motivar  la  partlcrpacion  de 
los  sobrevivientes  de  un  intento  de  suicidio  reciente  en  un  tratamiento 
contmuo  para  prevenir  los  nuevos  intentos  de  suicidioJ^^  El  tratamiento 
puede  centrase  en  mejorar  las  destrezas  de  superacion,  la  conciencia 
plena  y  otras  destrezas  de  regulacion  emocional,  y  puede  incluir 
tanto  visitas  domiciliarias  de  administracion  de  casos  para  mejorar  la 
adherencia  al  tratamiento  y  la  continuidad  de  la  atencion  medica,  como 
terapia  interpersonal  individual  o  en  grupo.  Los  enfoques  que  motivan  la 
participacion  de  las  personas  que  ban  intentado  suicidarse  y  las  conectan 
con  otras  que  lo  han  intentado  y  con  proveedores  son  especialmente 
importantes  porque  muchas  de  ellas  no  se  presentan  a  los  servicios  de 
atencion  medica  posterior;  entre  el  1 2  y  el  25  %  volveran  a  intentarlo 
dentro  del  ano,  y  entre  el  3  y  el  9  %  de  aquellas  que  sobreviven  el  intento 
mueren  por  suicidio  entre  1  y  5  anos  despues  del  intento  inicial.^^^ 

Resultados  potenciales 

-  Reduccion  en  la  ideacion  suicida 
-Reduccion  en  los  intentos  de  suicidio 

-  Reduccion  en  las  tasas  de  suicidio 

’Reduccion  en  la  depresion  y  los  sentimientos  de  desesperanza 
-Reduccion  en  los  nuevos  intentos  de  suicidio 
'  Mejora  en  las  destrezas  de  superacion 

-  Aumento  en  la  participacion  en  el  tratamiento  y  el  cumplimiento  con  fa 
toma  de  los  medicamentos 


Evidencia 

La  actual  evidencia  parece  indicar  que  identificara  las  personas  que  estan  en  riesgo  de  suicidio  y  proporcionarles 
tratamiento  y  apoyo  de  manera  continua  puede  impactar  positivamente  tas  tasas  de  suicidio  y  los  factores  de  riesgo 
relacionados. 

Capacitacibn  del  personal  de  primera  linea,  Capadtadon  en  Destrezas  Aplicadas  de  Intervendon  contra  el  Suicidio 
(Applied  Suicide  Intervention  Skills  Training,  ASI5T)  es  un  programa  de  capacitacion  de  amplia  implementacion  que  ayuda 
a  los  consejeros  que  atienden  las  lineas  de  ayuda,  los  trabajadores  de  emergencias  y  otro  personal  de  primera  linea 
(gatekeeper)  a  identificar  a  las  personas  suicldas  y  crear  una  conexidn  con  ellas,  comprender  sus  razones  para  vivir  y  morir, 
y  ayudar  a  conectar  a  las  que  lo  necesitan  con  los  recursos  disponibles,  de  manera  segura.  En  un  estudio  en  el  que  se 
uso  un  ensayo  aleatorizado  controlado,  Gould,  Cross,  Pisani,  Munfakh  y  Kleinman’^^  evaluaron  la  capacitacion  entoda  ta 
red  de  lineas  de  ayuda  de  la  Red  Nadonal  de  Prevendon  del  Suicidio  durante  el  periodo  2008-2009.  Media  nte  el  uso  de  los 
datos  de  1410  personas  suicldas  que  llamaron  a  17  centres  de  esta  red,  los  investigadores  hallaron  que  las  que  habian 
hablado  con  consejeros  que  contaban  con  la  capacitacion  del  programa  715/57 tenian  probabilidades  significativamente 
mayores  de  sentirse  menos  deprimidas,  menos  suicldas,  menos  abrumadas  y  mas  esperanzadas  al  final  de  la  llamada  que 
aquellas  que  habian  hablado  con  consejeros  que  no  contaban  con  esa  capacitacion.  Los  consejeros  con  la  capacitacion 
del  programa  45/57 fueron,  ademas,  mas  capaces  de  mantener  a  las  personas  en  el  telefono  por  mas  tiempo  y  de 
establecer  una  conexion  con  ellas.  Sin  embargo,  la  capacitacion  en  45/57 no  produjo  mas  evatuaciones  de  riesgo  de 
suicidio  integrals  que  la  capacitacion  en  cuidados  habitual.’®^ 
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La  capacitacion  en  la  atencion  de  primera  linea  tambien  ha  sido  uno  de  los  componentes  principales  del  Programa 
Garret  Lee  Smith  para  la  Prevencion  del  Suiddio,  (Garret  Lee  Smith  [GLSjSuidde  Prevention  Programi  que  se  ha 
implementado  en  50  estados  y  en  50  tribus.  En  una  evatuacion  de  multiples  sitios  se  analizo  el  impacto  que  tuvo 
la  capacitacion  del  personal  de  primera  linea  en  los  intentos  de  suicidio  y  las  muertes.  Para  ello  se  compararon  los 
cambios  en  las  tasas  de  suicidio  y  comportamientos  suicidas  no  mortales  entre  personas  jovenes  de  10  a  24  ahos  en 
condados  que  implementaron  la  capacitacion  del  programa  GLS  con  la  trayectoria  observada  en  condados  similares 
que  no  la  implementaron.  Los  condados  que  implementaron  esta  capacitacion  tuvieron  tasas  de  suicidio  juvenil 
significativamente  menores  al  aho  de  su  implementacion Estos  hallazgos  representan  una  reduccion  de  1  muerte 
por  suicidio  porcada  100  000  jovenes  de  10  a  24  arios,  o  la  prevencion  de  aproximadamente237  muertes  en  ese 
grupo  de  edad,  entre  el  2007  y  el  2010.  Los  condados  que  implementaron  las  actividades  del  programa  GLS  tambien 
tuvieron  tasas  de  intentos  de  suicidio  significativamente  menores  entre  los  Jovenes  de  16  a  23  ahos  al  aho  siguiente  de 
la  implementacion  que  otros  condados  similares  que  no  implementaron  estas  actividades  {4.9  menos  intentos  porcada 
1000  jovenesjJ^'^  Mas  de  79  000  intentos  de  suicidio  podrian  haberse  prevenido  durante  el  periodo  de  analisis. 

Intervencion  en  crisis.  Las  lineas  de  ayuda  para  la  prevencion  del  suicidio  son  una  forma  de  brindar  intervenciones 
en  crisis.  En  una  evafuacion  sobre  la  eficacia  de  la  Red Nadonal de  Prevendon  del Suiddio  en  prevenir  suicidios,  1 085 
personas  suicidas  que  llamaron  a  esta  Ifnea  completaron  una  evaluacion  estandar  de  riesgo  de  suicidio  y  380  de  ellas 
completaron  una  evaluacion  de  seguimiento  entre  1  y  52  dias  despues  de  la  evaluacion  inicial  (mediana  =  13.5  dias). 

Los  investigadores  hallaron  que  mas  de  la  mitad  de  las  personas  de  la  muestra  inicial  estaban  seriamente  considerando 
suicidarse  cuando  llamaron  y  que  tenian  un  plan  para  llevarlo  a  cabo.  Los  investigadores  tambien  hallaron  que  entre 
los  participantes  del  seguimiento,  hubo  una  reduccion  significativa  del  dolor  sicologico,  la  desesperanza  y  la  intencion 
de  morir  entre  el  inicio  de  la  llamada  (momento  1 )  y  el  seguimiento  (momento  3)2^^  Entre  el  momento  2  (el  final  de  la 
llamada)  y  el  momento  3,  el  efecto  se  sostuvo  en  cuanto  al  dolor  sicologico  y  la  desesperanza,  pero  no  fue  significativo 
en  cuanto  a  la  intencion  de  morir,  lo  cual  parece  indicar  que  se  necesita  un  mayor  esfuerzo  de  acercamiento  durante  y 
despues  de  la  llamada  en  el  caso  de  las  personas  con  altos  niveles  de  intento  de  suicidio.^^^ 

Tratamienlo  para  las  personas  en  riesgo  de  suicidio  El  programa  Mejora  del  Estado  de  Animo y  Promodon  delAcceso 
al  Tratamiento  Colaborativo  (Improving  Mood — Promoting  Access  to  Collaborative  Treatment  IMPACT)  tiene  el  objetivo  de 
prevenir  el  suicidio  entre  tos  pacientes  mayores  de  atencion  medica  primaria  al  reducir  la  ideacion  suicida  y  la  depresion. 
El  programa  IMPACT facilita  la  formacion  de  una  aiianza  terapeutica,  que  es  un  plan  personalizado  de  tratamiento  que 
incluye  las  preferencias  del  paciente  y  un  seguimiento  proactive  (bisemanal  durante  la  fase  aguda  y  mensual  durante 
la  fase  de  continuacion)  por  parte  de  un  administradorde  cuidados  para  la  depresion.^^^  El  programa  ha  demostrado 
mejorar  significativamente  la  calidad  de  vida  y  reducir  la  deficiencia  funcional,  la  depresion  y  la  ideacion  suicida  de  los 
pacientes  durante  los  24  meses  de  seguimiento^^^'^^^  en  comparadon  con  los  que  recibieron  los  cuidados  habituales, 

El  enfoque  Evaluacion  y  Manejo  Colaborativos  del  Riesgo  de  Suicidio  (Collaborative  Assessment  and  Management  of 
Suiddalityf  C4MSJ  es  un  enfoque  terapeutico  para  la  evafuacion  y  el  tratamiento  especificos  del  suiddio.  El  enfoque 
flexible  del  programa  se  puede  usar  en  todos  los  entornos  de  tratamiento  independientemente  de  la  orientacion  teorica 
del  medico  e  implica  que  este  y  e!  paciente  trabajan  Juntos  en  un  proceso  de  evaluacion  interactivo  a  fin  de  crear  un 
plan  de  tratamiento  particular  para  paciente*  Las  sesiones  son  colaborativas  e  involucran  una  contribudon  constante  por 
parte  del  paciente  sobre  lo  que  le  esta  fundonando  y  lo  que  no,  con  el  objetivo  final  de  mejorar  la  aiianza  terapeutica  y 
aumentar  la  motivacion  del  paciente  suicida  para  redbir  tratamiento.  El  programa  CAMS  ha  sido  probadoy  respaldado 
en  6  estudios  correladonales,!^  en  una  variedad  de  entornos  ambulatorios  y  de  internadon,  y  en  un  estudio  aleatorizado 
controlado  y  otros  adicionales  que  estan  en  curso.  Un  estudio  de  viabilidad  realizado  con  una  muestra  comunitaria 
de  pacientes  suicidas  asignados  aleatoriamente  al  programa  C/IMS  o  a  un  cuidado  habitual  mejorado  (ingreso  con 
un  siquiatra  o  una  enfermera  espedalizada  en  siquiatrica  seguido  de  1-1 1  visitas  con  un  administrador  de  casos  y 
medicamentos,  segun  sea  necesario)  se  hallo  una  mejor  retencion  del  tratamiento  entre  los  del  grupo  C4MS  y  mejoras 
signjficativas  en  cuanto  a  la  ideacion  suicida,  los  sintomas  generales  de  sufrimiento  emocronal  y  el  sentimiento  de 
desesperanza  en  el  seguimiento  de  los  12  meses*^^® 
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Otros  ejemplos  incluyen  la  terapia  diatectica  conductual  (DBT,  porsus  sighs  en  ingles)  y  la  terapia  familiar basoda  en  el 
apego  (ABFT,  par sus sighs  en  ingles).  La  terapia  dialectica  conductual  es  una  terapia  multicomponente  para  personas 
que  estan  en  alto  riesgo  de  suicidio  y  que  podrian  tener  dificultades  con  la  impulsividad  y  con  la  regulacion  emocional. 
Los  componentes  de  esta  terapia  incluyen  terapia  individual,  capacitacion  en  destrezas  grupat,  instruccion  telefonica 
entre  sesiones  y  un  equipo  de  terapeutas  para  la  consulta.  En  un  estudio  controlado  aleatorizado  de  mujeres  que  habian 
tenido  recientemente  un  comportamiento  suicida  o  de  autodafio,  aquellas  que  recibieron  terapia  dialectica  conductual 
tuvieron  la  mitad  de  las  probabilidades  de  tener  un  intento  de  suicidio  en  el  seguimiento  de  los  dos  anos  que  aquellas 
que  recibieron  el  tratamiento  comunitario  (23  %  comparado  con  46  %),  requirieron  menos  hospitalizacion  por  ideacion 
suicida  y  tuvieron  menor  riesgo  medico  respecto  de  todos  los  intentos  de  suicidio  y  actos  de  autodafio  combinados.'^^ 

La  terapia  familiar  basada  en  el  apego  es  un  programa  para  adolesce  ntes  de12a78anos  que  tiene  el  objetivo  de  tratar  el 
trastorno  depresivo  mayor  clinicamente  diagnosticado,  eliminar  la  ideacion  suicida  y  reducir  la  ansiedad  disposicionalJ“ 
En  un  estudio  controlado  aleatorizado  sobre  la  terapia  familiar  basada  en  el  apego  se  hallo  que  los  adolescentes 
suicidas  asignados  a  esta  terapia  tuvieron  una  mejora  significativamente  mas  alta  en  cuanto  a  la  ideacion  suicida  en 
las  24  semanas  de  seguimiento  que  aquellos  asignados  a  una  terapia  habitual  mejorada.  Asimismo,  un  porcentaje 
significativamente  mas  alto  de  participantes  que  recibia  la  terapia  familiar  basada  en  el  apego  reporto  no  haber  tenido 
ideacion  suicida  la  semana  anterior  a  la  evaluacion  de  las  12  semanas  en  comparacion  con  los  adolescentes  que  recibieron 
un  cuidado  habitual  mejorado  (69.2  %  comparado  con  34.6  %),  y  a  las  24  semanas  (82,1  %  comparado  con  46.2  %).^“ 

El  proyecto  Traduccion  de  Inichtivas  para  la  Depresion  en  Sohciones  Eficaces  (Translating  initiatives  for  Depression  into 
Effective  Solutions,  TIDES)  usa  un  enlace  de  cuidados  para  la  depresion  para  vincular  la  atencion  medica  primaria  con  los 
servicios  de  salud  mental,  Este  enlace  de  cuidados  para  la  depresion  evalua  y  educa  a  los  pacientes,  y  hace  seguimiento 
tanto  con  los  pacientes  como  con  los  proveedores  entre  las  visitas  de  atencion  medica  primaria  a  fin  de  optimizar  el 
tratamiento.  Estos  cuidados  colaborativos  aumentan  la  eficacia  de  la  forma  de  proporcionar  los  servicios  de  salud  mental 
al  insertarlos  en  el  entorno  de  atencion  medica  primaria,  donde  se  detectan  originalmente  muchas  afecctones  mentales 
y  luego  se  tratan,  en  el  caso  de  la  mayoria  de  los  pacientes.  En  una  evaluacion  del  proyecto  TIDES  se  hallo  una  reduccion 
significativa  en  los  puntajes  de  gravedad  de  la  depresion  en  el  70  %  de  los  pacientes  de  atencion  medica  primaria.’®^  Los 
pacientes  tratados  con  el  enfoque  TIDES  tambien  demostraron  cumplimiento  con  la  toma  de  los  medicamentos  y  las 
visitas  de  seguimiento  en  un  85  y  95  %,  respectivamente.’®' 

Tratamiento  para  prevenir  los  nuevos  intentos.  Hay  varias  estrategias  que  apuntan  a  prevenir  los  nuevos  intentos,  que 
han  demostrado  tener  un  impacto  en  la  reduccion  de  las  muertes  por  suicidio,  Porejempio,  el  programa  Intervencion 
Breve  en  Sala  de  Emergench  con  Ws/fos  de  Seguimiento  (Emergency  Department  Brief  intervention  with  Follow-up  Visits) 
implica  una  sesion  informativa  de  una  hora  al  momento  del  alta  hospitalaria,  que  aborda  la  ideacion  suicida  e  intentos 
de  suicidio,  el  sufrimiento  emocional,  los  factores  de  riesgo  de  suicidio  y  de  proteccion  contra  el  suicidio,  alternativas  al 
autodafio  y  opciones  de  remisiones  combinada  con  contactos  de  seguimiento  a  lo  largo  de  1 8  meses  (en  las  semanas  1 , 

2, 4,  7  y  1 1,y  los  meses  4, 6, 12  y  18).  Los  contactos  de  seguimiento  se  hacen  portelefono  o  mediante  visitas  domiciliarias, 
segun  el  esquema  especifico,  por  hasta  18  meses.  En  un  estudio  controlado  aleatorizado  que  inscribio  a  personas  que 
habian  intentado  suicidarse,  en  ocho  salas  de  emergencia  hospitalarias,  en  cinco  paises  (Brasil,  India,  Sri  Lanka,  Iran  y 
China)  se  hallo  que  proporcionar  una  breve  intervencion,  seguida  de  nueve  visitas  de  seguimiento  a  lo  largo  de  1 8  meses, 
se  asocio  a  una  cantidad  significativamente  menor  de  muertes  por  suicidio  en  comparacion  con  el  grupo  del  tratamiento 
habitual  (0.2  %  comparado  con  2.2  %,  respectivamente).'“ 

Otro  ejempio  de  tratamiento  para  la  prevencion  de  nuevos  intentos  implica  enfoques  de  contactos  de  seguimiento 
activos  como  enviartarjetas  postales  o  cartas  y  hacer  llarwadastelefonicas  a  fin  de  incrementar  la  sensacion  de 
conexibn  del  paciente  con  los  proveedores  de  atetiici6i-!i  medica  y  reducir  su  aislamiento.’®^  Estos  enfoques  incluyen  la 
expresion  de  apoyo  e  interes  por  el  bienestarde  la  persoga  y' general mente  invitan  a  los  pacientes  a  reconectarse  con 
su  proveedor.  Los  contactos  se  hacen  de  manera  periodica  (por  ejempio,  mensualmente  o  cada  tantos  meses  en  los 
primeros  12  meses  posteriores  al  alta;  algunos  de  los  programas  continuan  los  contactos  durante  dos  ahos  o  mas).  En 
los  metanalisis  realizados  por  Inagaki  etal'^'  se  hallo  que  las  intervenciones  para  la  prevencion  de  los  nuevos  intentos  de 
suicidio  en  los  pacientes  admitidos  a  una  sala  de  emergencias  por  intento  de  suicidio  redujeron  los  nuevos  intentos  en 
aproximada  mente  el  1 7  %  durante  hasta  los  1 2  meses  posteriores  a  I  alta;  sin  embargo,  los  efectos  de  estos  enfoques  en 
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los  nuevos  intentos  mas  alia  de  los  1 2  meses  no  han  sido  evaluados  todavia.’^'  Ademas,  debido  a  que  tanto  la  cantidad 
de  ensayos  incluidos  en  este  metanalisis  como  el  tamano  de  las  muestras  relacionadas  fueron  reducidos,  nofue  posible 
determinar  el  efecto  que  tuvieron  sobre  el  suiddio  los  enfoques  de  contacto  y  seguimiento  activos. 


En  un  estudio  controlado  aleatorizado  sobre  el  enfoque  de  contactos  y  seguimiento  a  largo  plazo  para  la  prevendon 
poscrisis  del  suiddio,  Motto  and  Bostrom'^^  hallaron  que  los  padentes  que  no  aceptaron  cuidados  continuos,  pero  que 
fueron  aleatorizados  para  ser  contactados  por  carta  cuatro  veces  al  ano  mostraron  tasas  de  suiddio  menores  durante 
los  dos  afios  de  seguimiento  que  aquellos  del  grupo  de  control  que  no  recibieron  estos  contactos  adicionales.  Otros 
estudios  tambien  han  mostrado  que  las  cartas  poscrisis  y  las  tarjetas  de  superadon  tienen  un  efecto  de  proteccion  contra 
la  ideadon  suidda  y  los  intentos  de  suicidioJ^- 

Por  ultimo,  el  enfoque  de  terapia  cognitiva  conductual  pora  la  prevendon  del  suiddio  (CBT-SP,  por  sus  siglas  en  ingles)  es 
un  ejempio  de  enfoque  terapeutico  para  la  prevendon  de  nuevos  intentos.  Usa  un  enfoque  de  reduccion  del  riesgo 
y  de  prevendon  de  recaidas  que  induye  el  analisis  de  los  factores  de  riesgo  proximales  y  los  factores  estresantes  (por 
ejempio,  los  probtemas  en  las  reladones,  las  dificultades  relacionadas  con  la  escuela  o  el  trabajo)  anteriores  y  posteriores 
al  intento  de  suiddio;  la  creacion  de  un  plan  de  seguridad;  desarrollo  de  destrezas  y  educadon  sicologica.  La  terapia 
CBT-SP  asimismo  contiene  modulos  de  destrezas  familiares  que  se  centran  en  el  apoyo  y  los  patrones  de  comunicadon 
familiar,  y  en  mejorar  las  destrezas  de  resoludon  de  problemas  de  la  familia.  En  un  estudio  controlado  aleatorizado  sobre 
este  enfoque  se  hallo  que,  en  comparadon  con  el  tratamiento  habitual,  la  terapia  cognitiva  de  10  sesiones  ambulatorias 
disehada  para  prevenir  la  repetidon  de  los  intentos  de  suiddio  mostro  una  reduccion  del  50  %  en  la  probabilidad  de 
nuevos  intentos  de  suicidio  entre  los  adultos  que  habian  sido  admitidos  a  una  sala  de  emergencies  por  un  intento  de 
suicidio.^®® 
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Reducir  los  dahos  y  prevenir  el  riesgo  future 

Fundamento 

En  los  Estados  Unidos  y  en  el  resto  del  mundo,  cada  ano  millones  de  personas  sufren  el  duelo  causado  por  un  suicidio.* 

Se  ha  mostrado  que  el  riesgo  y  los  factores  de  riesgo  de  suicidio  aumentan  entre  las  personas  que  han  sufrido  la  perdida 
de  un  amigo  o  persona  de  su  grupo,  familiar,  compahero  de  trabajo  u  otro  contacto  cercano  a  causa  del  suicidio.’®^ 

Por  fo  tanto,  es  muy  importante  brindarles  cuidado  y  atencion  a  estas  personas  que  estan  en  duelo.  A  pesar  de  las 
buenas  intenciones,  frecuentemente  la  respuesta  de  los  medios  y  de  otros  puede  aumentar  este  riesgo.  Por  ejempio,  las 
investigaciones  muestran  que  la  exposicion  al  informe  sensacionalizado  o  desinformado  de  un  suicidio  puede  aumentar 
el  riesgo  de  suicidio  entre  las  personas  vulnerables  y  puede  contribuir  involuntariamente  a  lo  que  se  denomina  suicidio 
por  imitacion  o  contagio.'®-’^ 

Enfoques 

Algunos  de  los  enfoques  que  se  pueden  usar  para  reducir  el  dano  y  el  futuro  riesgo  de  suicidio  incluyen  la  intervencion 
posterior  y  el  informe  y  difusion  de  mensajes  seg uros  tras  el  suicidio. 

Intervenciones  postenores.  Son  enfoques  que  se  implementan  despues  de  que  haya  ocurrido  un  suicidio  y  pueden 
incluir  sesiones  de  comentario,  consejeria  o  un  grupo  de  apoyo  para  el  duelo,  para  los  amigos,  familiares  y  otros 
contactos  cercanos  sobrevivientes.  Por  lo  general,  no  se  ha  evaluado  el  impacto  de  estos  programas  sobre  el  suicidio,  los 
intentos  de  suicidio  ni  la  ideacion  suicida,  pero  pueden  reducir  la  culpa  del  sobreviviente,  los  sentimientos  de  depresion  y 
el  duelo  complicado.^^^ 

Informe  y  mensajes  seguros  en  relacion  con  el  suicidio.  La  forma  en  que  se  comunica  informacion  sobre  un  suicidio 
reciente  al  publico  (por  ejempio,  en  una  asamblea  escolar,  los  medios  de  comunicacion  en  masa,  los  medios  sociales) 
puede  incrementar  el  riesgo  de  suicidio  entre  las  personas  vulnerables  y  contribuir  involuntariamente  al  suicidio  por 
imitacion.  Los  informes  que  incluyen  mensajes  de  prevencion  del  suicidio,  historias  de  esperanza  y  resiliencia,  factores  de 
riesgo  y  proteccion,  y  enlaces  a  recursos  de  ayuda  (por  ejempio,  lineas  de  ayuda),  y  que  evitan  sensacionalizar  el  evento  y 
reducir  su  causa  a  un  solo  factor,  pueden  ayudar  a  reducir  la  probabilidad  de  suicidio  por  imitacionJ^^ 

Resultados  potenciales 

•  Reduccion  en  la  ideacion  suicida 

•  Reduccion  en  los  intentos  de  suicidio 

•  Reduccion  en  las  tasas  de  suicidio 

•  Reduccion  en  el  sufrimiento  sicologico 

•  Mejoras  en  el  informe  tras  el  suicidio 

•  Reduccion  en  el  efecto  de  imitacion  relacionado  con  el  suicidio 


Prevencion  del  suicidio:  Paquete  tecnico  de  politicos,  programas  y  practicas 


Evidencia 


La  evidencia  actual  sugiere  que  las  intervenciones  posteriores  y  el  informe  y  mensajes  seguros  pueden  afectar  los 
factores  de  riesgo  de  suicidio  y  de  proteccion  contra  el  suicidio. 

Intervencion  posterior.  Un  ejempto  de  programa  de  intervencion  posterior  con  evidencia  de  efecto  sobre  los 
factores  de  riesgo  de  suicidio  y  de  proteccion  contra  el  suicidio  es  el  Servicio  de  Respuesta StandBy  (o  solo  StandBy, 
segun  suabreviacion).  StandBy  brinda  apoyo  de  acercamiento  telefonico  y  presencial  a  los  clientes  mediante  un  equipo 
profestonal  de  respuesta  a  crisis.  Los  coordinadores  del  sitio  crean  planes  personalizados  de  administracion  de  casos, 
en  los  que  se  remite  a  los  clientes  a  otros  servicios  existentes  de  la  comunidad  segun  sus  necesidades.'^^  En  un  estudio 
realizado  porVisser,  Comans  y  Scuffham/^^  los  clientes  que  estaban  en  el  grupo  de  StandBy  tuvieron  probabilidades 
significativamente  menores  de  estar  en  alto  riesgo  de  suicidio  (ideacion  suicida  e  intentos  de  suicidio)  y  tuvieron  menos 
sufrimiento  sicologico  que  los  que  estaban  en  el  grupo  de  duelo  de  control,  que  no  habian  tenido  contacto  con  el 
programa  StandBy  {48  y  64  %,  respectivamente).  Asimismo,  las  investigaclones  parecen  indicar  que  los  enfoques  de 
intervencion  posterior  activa,  en  los  que  el  acercamiento  a  los  sobrevivientes  del  suicidio  ocurre  en  el  lugar  del  suceso, 
se  asocian  al  inicio  mas  pronto  del  tratamiento,  mayor  asistencia  a  reuniones  de  grupos  de  apoyo  y  asistencia  a  mas 
reuniones,  en  comparaclon  con  la  intervencion  posterior  pasiva  (o  sea,  los  enfoques  en  los  que  los  sobrevivientes  se 
autorremiten  para  recibir  servicios),”^ 

Informe  y  mensajes  seguros  en  relacion  con  el  suicidio.  Una  forma  de  asegurar  que  se  informe  de  manera  segura  y  se 
difundan  mensajes  seguros  sobre  el  suicidio  es  animar  a  los  medios  noticiosos  a  adherirse  a  las  Recomendadones para 
reportare/su/c/£//o(http;//www.reportingonsuicide.org).  La  evidencia  mas  persuasiva  que  respalda  estas  recomendaciones 
para  el  informe  de  suicidios  proviene  de  Austria. Tras  un  marcado  aumento  en  la  cantidad  de  suicidios  en  el  tren 
subterraneo  de  Viena,  se  incorporaron  pautas  para  los  medios  y  se  uso  un  diseno  de  series  temporales  interrumpidas 
para  evaluar  el  efecto  de  las  pautas  a  nivel  nacional  en  los  suicidios  subsiguientes.  Debido  a  los  cambios  en  la  calidad 
y  la  cantidad  de  los  informes  noticiosos  bubo  una  reduccion  significativa  de  81  suicidios  al  ano  a  nivel  nacional.’®  Por 
ultimo,  las  investigaclones  parecen  indicar  no  solo  que  informar  sobre  los  suicidios  de  una  manera  negative  (por  ejempio, 
informer  sobre  los  mitos  relatives  al  suicidio  y  la  repeticion)  tiene  efectos  negativos  respecto  al  suicidio,  sino  tambien  que 
informar  sobre  las  destrezas  de  superacion  ante  la  adversidad  puede  mostrar  efectos  protectores  contra  el  suicidio.’’'"' 
Informar  sobre  la  ideacion  suicida  sola  (sin  informar  sobre  un  suicidio  o  intento  de  suicidio)  conjuntamente  con  la 
descripcion  del"dominio"que  se  tuvo  sobre  una  situacion  de  crisis  en  la  que  se  superaron  las  adversidades  se  asocio  a 
una  reduccion  significativa  en  las  tasas  de  suicidio  durante  el  periodo  inmediatamente  posterior  a  tai  informe.”"' 


Participacion  de  los  sectores 

El  sector  de  salud  publica  puede  cumplir  una  funcion  importante  y  unica  para  abordar  el  suicidio.  Las  agendas  de  salud 
publica,  que  generalmente  colocan  la  prevendon  al  frente  de  sus  esfuerzos  y  trabajan  para  lograr  un  amplio  efecto  a 
nivel  poblactonal,  pueden  aportar  liderazgo  y  recursos  cn'ticos  para  abordar  este  problema.  Estas  agendas  pueden, 
por  ejemplo,  actuar  conno  medios  para  la  convocadon  y  reunion  de  las  organizadones  sodas  y  las  partes  interesadas  a 
fin  de  planificar,  priorizary  coordinar  los  esfuerzos  de  prevendon  del  suicidio,  Astmismo,  las  agendas  de  salud  publica 
se  encuentran  bien  posicionadas  para  recogery  difund  I  rdatos,  implementar  medidas  preventivas,  evaluarprogramas 
y  hacer  seguimiento  del  progreso.  Si  bien  el  sector  de  salud  publica  puede  cumplir  una  funcion  de  liderazgo  en  la 
prevendon  del  suicidio,  las  estrategias  y  enfoques  descritos  en  este  paquete  tecnico  no  se  pueden  lograr  a  traves  de  este 
sector  solo.  Segun  se  menciona  en  la  Estrategia  Nadonal  para  la  Prevendon  del  Suiddio,'  la  integracion  y  coordinacion  de 
las  actividades  de  prevencion  en  todos  los  sectores  y  entornos  son  esenciales  para  ampliar  el  alcance  y  el  efecto  de  los 
esfuerzos  de  prevendon  del  suicidio. 

Otros  sectores  que  son  vitales  para  la  implementacion  de  este  paquete  incluyen,  entre  otros,  a  los  sectores  de  educacion, 
gobierno  (local,  estatal  y  federal),  servidos  sodales,  servicios  de  salud,  comerdo,  trabajo,  justicia,  vivienda,  medios  de 
comunicacion  y  a  las  organizadones  que  conforman  al  sector  de  la  sociedad  civil,  como  las  organizadones  religiosas, 
las  organizadones  juveniles,  las  fundadones  y  otras  organizaciones  no  gubernamentales.  De  forma  colectiva,  estas 
organizaciones  pueden  lograr  una  diferencia  en  la  prevencion  del  suicidio  al  afectar  los  diversos  contextos  y  riesgos 
subyacentes  que  contribuyen  al  suicidio. 

Las  estrategias  y  enfoques  descritos  en  este  paquete  tecnico  se  resumen  en  el  Apendice  Junto  con  los  sectores  relevantes 
que  se  encuentran  bien  posicionados  para  liderar  los  esfuerzos  de  implementacion.  Por  ejemplo,  el  sector  com ercio 
y  trabajo,  y  el  de  salud  (induidas  las  companias  aseguradoras,  los  proveedores  y  los  sistemas  de  salud),  asi  como  las 
entidades  gubernamentales  estan  en  la  mejor  posicion  para  implementar  los  programas  y  las  politicas  que  sirven  para 
el  Fortaledmiento  de  los  apoyos  economicos  y  el  Fortaledmiento  del  acceso  a  los  cuidados  reladonados  con  e! suicidio y  de 
su prestadon.  Estos  tipos  de  apoyos  van  mas  alia  del  cambio  de  comportamiento  individual  y  requieren  del  compromise 
y  apoyo  de  aquellos  sectores  que  pueden  abordar  directamente  algunos  de  los  riesgos  subyacentes  y  contextos 
ambientales  que  aumentan  el  riesgo  de  suicidio.  Las  entidades  de  salud  publica  pueden  cumplir  un  papel  importante 
al  reunir  y  sintetizar  informacion  que  sirve  para  conformar  politicas,  crear  condenda  y  evaluar  la  eficacia  de  diversas 
politicas.  Mas  aiin,  la  alianza  con  organizaciones  no  gubernamentales  y  comunitarias  puede  ser  instrumental  para 
conseguir  respaldo  para  las  politicas  que  afectan  a  las  personas  y  las  familias  y  crear  condenda  sobre  estas  politicas. 

El  sector  de  salud  publica  ha  estado  a  la  vanguardia  de  muchos  esfuerzos  de  prevencion  basados  en  la  comunidad  y  ha 
estado  trabajando  colaborativamente  con  organizaciones  escolares  y  comunitarias  para  cambiar  las  normas  sociales  e 
influir  en  el  comportamiento  reladonado  con  la  salud  de  manera  positiva.  El  sector  de  salud  publica  es  muy  adecuado 
para  tomar  un  rol  de  liderazgo  similar  para  Promover  la  conexion  a  traves  de  actividades  que  favorecen  el  cambio  en 
las  normas  de  los  semejantes  y  motivan  la  participacion  en  la  comunidad,  y  para  apoyar  el  desarrollo,  la  evaluacion  y  la 
adopdon  de  programas  eficaces  para  \aEnsenanzadedestrezasdesuperad6nyresolud6ndeproblemasdif\r\  de  prevenir 
el  riesgo  de  suicidio  en  primer  lugar.  Estos  programas  generalmente  se  imparten  en  entornos  escolares  y  comunitarios,  lo 
cual  hace  que  las  organizadones  educativas  y  no  gubernamentales  sean  socios  vitales  para  la  prevencion. 

Por  otro  lado,  las  empresas,  los  lugares  de  trabajo  y  las  entidades  locales  y  estatales  son  quienes  estan  en  mejor  posicion 
para  establecer  politicas  y  respaldar  las  practicas  que  sirven  para  Crear  ambientes protectores  en  los  lugares  donde  las 
personas  viven,  trabajan  y  se  entretienen.  Las  entidades  de  salud  publica  pueden  cumplir  una  funcion  importante  al 
reunir  y  sintetizar  informacion,  trabajar  con  otras  agendas  gubernamentales  (por  ejemplo,  Justicia  penal,  defense)  y 
agencias  dentro  del  poder  ejecutivo  de  su  gobierno  estatal  o  local  para  apoyar  politicas  y  otros  enfoques,  y  evaluar  la 
eficacia  de  las  medidas  tomadas.  De  manera  similar,  las  entidades  de  salud  publica  pueden  aliarse  con  escuelas,  lugares 
de  trabajo  y  organizaciones  comunitarias  para  implementar  y  evaluar  los  programas,  practicas  y  politicas  de  prevencion 
que  apuntan  a  crear  ambientes  de  apoyo  seguros  y  saludables. 
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Por  ultimo,  en  este  paquete  se  incluye  un  numero  de  intervenciones  que  se  pueden  impartir  en  entornos  hospitalarios, 
de  atencion  medica  primaria,  de  cuidado  de  la  salud  mental  y  comunitarios  para  la  tdentificadon  de  las  personas  en 
riesgoy  provision  deapoyo.  Las  actividades  e  intensidad  de  muchas  de  estas  intervenciones  requieren  la  experiencia  de 
profesionales  que  cuenten  con  licencia  y  esten  capacitados  para  administrar  apoyo  critico  de  intervencion.  Los  sectores 
de  salud,  servicios  sociales  y  justicia  pueden  trabajar  colaborativamente  para  apoyar  a  las  personas  que  esten  en  alto 
riesgo  de  suicidio  y  a  sus  familias.  Estas  actividades  requieren,  asimismo,  que  se  coordinen  fos  apoyos  entre  varios 
proveedores  de  servicios  yorganizaciones  comunitarias. 

Independientemente  de  la  estrategia  que  se  use,  se  necesitara  la  accion  de  muchos  sectores  para  que  se  logre  la 
implementacion  exitosa  de  este  paquete  tecnico,  En  este  sentido,  todos  los  sectores  pueden  cumplir  un  papel 
importante  e  influyente  para  prevenir  el  suicidio  en  primer  lugar  y  reducir  el  daho  inmediato  y  a  largo  plazo  de  los 
com  porta  mientos  suicidas  al  ayudar  a  aquetlos  que  esten  pasando  por  un  momento  de  crisis  a  recibtr  ios  servicios  y  el 
apoyo  que  necesitan. 
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Monitoreo  y  evaluacion 

El  monitoreo  y  la  evaluacion  son  componentes  necesarios  del 
enfoque  de  salud  publica  para  la  prevencion.  Es  importante 
tener  datos  oportunos  y  confiables  para  monitorear  el 
alcance  del  problema  y  evaluar  el  efecto  de  tos  esfuerzos 
de  prevencion.  Estos  datos  tambien  son  necesarios  para  la 
planificacion  e  implementacion  de  los  esfuerzos  de  prevencion, 
y  es  importante  que  se  reunan  de  manera  continua  y 
sistematica. 

Sin  embargo,  tambien  es  importante  que  se  reunan  datos 
que  sean  uniformes  y  coherentes  entre  todos  los  sistemas. 

Tener  datos  coherentes  les  permite  a  la  salud  piiblica  y  a 
otras  entidades  poder  medir  mejor  el  alcance  del  problema, 
identificara  los  grupos  en  alto  riesgo  y  monitorear  los  efectos 
de  los  programas  y  las  politicas  de  prevencion,  En  este 
momento  es  comun  que  los  distintos  sectores,  agendas  y 
organizaciones  empleen  diferentes  definiciones  de  ideacion 
suidda,  comportamiento  suicida  y  muerte  por  suicidio,  lo 
cual  puede  hacerque  sea  difidi  monitorear  uniformemente 
determinados  criterios  de  valoracion  a  lo  largo  del  tiempo  y  en 
los  distintos  sectores.  Por  ejempio,  la  forma  en  que  se  clasifican 
las  muertes  puede  cambiar  de  una  jurisdiccion  a  la  otra,  y 
puede  cambiar  segun  estandares  medicos  o  medico-legales 
locales.^'  Al  ofrecer  definiciones  uniformes  y  recomendaciones 
en  cuanto  a  los  datos  sobre  la  violenda  autoinfligida  que  se 
deben  recoger,  los  CDC  proporcionan  un  marco  que  ayuda 
a  garantizar  que  los  datos  se  recojan  de  manera  uniforme  en 
todos  los  sistemas  de  vigilancia.'* 

Existen  sistemas  de  vigilanda  a  nivel  federal,  estatal  y  local.  Es  importante  evaluar  la  disponibilidad  de  datos  de  vigilancia 
y  de  sistemas  de  datos  en  todos  estos  niveles  para  identificar  y  abordar  las  brechas  que  haya  en  estos  sistemas.  El  Sistema 
Nadona!  de  Estadi'sticas  Vitales  (NVSS,  por  sus  sigtas  en  ingtesy  de  los  CDC  y  el  Sistema  Nadonal  de  Notificadon  de  Muertes 
Violentas  (NVDRSy^^  son  ejemplos  de  sistemas  de  vigilancia  que  proporcionan  datos  sobre  las  muertes  por  suicidio.  NVSS 
es  un  sistema  de  vigilancia  en  todo  el  pais  que  recoge  datos  demograficos,  geograficos  y  sobre  las  causas  de  muerte  que 
aparecen  en  los  certificados  de  defuncion.^  NVDRS  es  un  sistema  de  vigilancia  a  nivel  estatal  (actualmente  en  40  estados, 
el  Distrito  de  Columbia  y  Puerto  Rico)  que  combine  los  datos  de  los  certificados  de  defuncion,  informes  policiaies  e 
informes  de  funcionarios  o  medicos  forenses  a  fin  de  proveer  informacion  detallada  sobre  las  circunstandas  de  las 
muertes  violentas,  incluido  el  suicidio,  que  pueden  ayudar  a  las  comunidades  a  guiar  los  enfoques  para  la  prevencion.’^^ 
Los  datos  del  Equipo  de  Revision  de  Muertes  Infantiles'^'^  y  del  Equipo  de  Revision  de  Muertes  por  Suicidio  (que  hay  en 
varios  estados)  ofrecen  otro  recurso  para  identificar  las  muertes  y  obtener  conocimientos  acerca  de  los  vacios  en  los 
servicios,  los  sistemas  y  los  factores  de  riesgo  de  suicidio  modificables. 


Prevencion  del  suicidio:  Poquete  tecnico  de  politicas*  programas  y  practicas 


■o 


El  Programa  de  Seguimiento  de  Todas  las  Lesiones  del  Sistema  Electrdnico  Nadonal  de  Vigilancia  de  Lesiones  (NEISS-AIP, 
porsussiglas  en  ingles)  proporciona  datos  representatives  a  nivel  nacional  sobre  todos  los  tipos  y  causas  de  lesiones 
no  mortales  tratadas  en  salas  de  emergencia  en  hospitales  estadounidenses,  y  puede  usarse  para  evaluar  las  tasas  y 
tendencias  a  nivel  nacional  de  lesiones  autoinflingidas,  por  causa  (por  ejempio,  caidas,  envenenamiento,  etc.),  edad,  raza 
u  origen  etnico,  sexo,  disposicion  (donde  va  la  persona  lesionada  cuando  se  le  da  el  alta  de  la  sala  de  emergencias).^ 

Ademas  de  informacion  sobre  las  muertes  y  las  lesiones  no  mortales,  algunos  sistemas  de  vigilancia  tambien 
proporcionan  estimados  nacionaies,  estatales  y  algunos  locales  sobre  el  comportamiento  suicida.  El  Sistema  de  Vigilancia 
de  los  Comportamientos  de  Riesgo  en  losjovenes  (YRBSS)  recoge  informacion  sobre  una  muestra  representativa  a  nivel 
nacional  de  estudiantes  de  9.°  a  1 2.“  grado  y  es  un  recurso  clave  para  el  monitoreo  de  comportamientos  de  riesgo  para 
la  salud  entre  losjovenes,  incluso  de  si  ban  considerado  seriamente  suicidarse,  si  han  intentado  suicidarse,  hecho  planes 
para  suicidarse  o  necesitado  el  tratamiento  de  un  medico  o  enfermera  por  un  intento  de  suicidio  cuyo  resultado  haya 
sido  una  lesion,  envenenamiento  o  sobredosis.^”  Los  datos  del  YRBSS  se  obtienen  a  partir  de  una  encuesta  nacional 
escolar  realizada  por  los  CDC  y  de  encuestas  realizadas  por  agencias  de  salud  y  educacionales  a  nivel  estatal,  territorial 
y  tribal,  y  en  distritos  escolares  urbanos  grandes.'^^  LaEncuesta  Nacional  sobre  el  Consumo  de  Drogasyla  Salud  (NSDUH)^^ 
es  una  encuesta  anual  de  la  poblacion  civil  no  internada  en  una  institucion,  de  12  anos  y  mayor.  La  NSDUH  proporciona 
estimaciones  tanto  a  nivel  nacional  como  estatal  sobre  el  consumo  de  sustancias  (alcohol,  tabaco,  drogas  ilegales  y 
uso  no  medico  de  medicamentos  recetados);  la  salud  mental  (enfermedad  mental  en  el  ano  anterior,  enfermedades 
concomitantes);  y  la  utilizacion  de  servicios,  junto  con  ideacion  suicida,  planes  de  suicidarse  e  intentos  de  suicidio.  Esta 
encuesta  es  un  recurso  clave  para  hacer  seguimiento  de  las  tendencias  de  los  factores  de  riesgo  relacionados  con  el 
suicidio  en  la  poblacion  y  ayudar  a  identificar  los  grupos  que  estan  en  mayor  riesgo.^“ 

Tambien  es  importante  a  todos  los  niveles  (local,  estatal  y  federal)  para  abordar  las  brechas  en  la  respuesta,  hacer 
seguimiento  del  progreso  de  los  esfuerzos  de  prevencidn  y  evaluar  el  efecto  de  estos  esfuerzos,  e  incluso  de  este 
paquete  tecnico.  Los  datos  de  las  evaluaciones,  que  resultan  de  la  implementaclon  y  el  monitoreo  de  los  programas,  son 
esenciales  para  Informar  sobre  lo  que  funciona  y  lo  que  no  funciona  para  la  reduccion  de  las  tasas  de  suicidio  y  respecto 
de  los  factores  de  riesgo  y  de  proteccion  relacionados.  Las  teorias  del  cambio  y  los  modelos  logicos  que  Identifican 
resultados  a  corto,  mediano  y  largo  plazo  son  una  parte  importante  de  la  evaluacion  de  los  programas. 

La  basede  evidencia  para  la  prevencion  del  suicidio  ha  avanzado  sustancialmente  en  las  ultimas  decadas.  Sin  embargo, 
se  necesita  hacer  investigacion  adicional  para  entender  el  efecto  quetienen  los  programas,  practicas  y  pollticas  sobre 
el  suicidio  (y  los  intentos  de  suicidio,  como  minimo)  en  contraposicion  con  meramente  examinar  la  eficacia  que  tienen 
respecto  de  los  factores  de  riesgo. Tambien  se  necesitan  mas  investigaciones  para  examinar  la  eficacia  de  las  estrategias 
de  prevencidn  primaria  (antes  de  que  ocurra  el  riesgo)  y  de  las  estrategias  a  nivel  comunitario  para  la  prevencion  del 
suicidio  a  nivel  poblacional.  Sera  importante  que  los  investigadores  estudien  la  eficacia  de  distintas  combinaciones  de 
las  estrategias  y  enfoques  incluidos  en  este  paquete.  La  mayoria  de  las  evaluaciones  existentes  se  centran  en  enfoques 
que  han  sido  implementados  de  manera  aislada,  pero  existe  e)  potencial  de  entender  los  efectos  sinergicos  quetienen 
dentro  de  un  enfoque  de  prevencidn  integral.  Por  ultimo,  tambien  hay  muchas  oportunidades  potenciales  para  construir 
y  fortalecer  la  colaboracidn  entre  las  distintas  areas  programaticas  (por  ejempio,  prevencidn  de  la  violencia,  prevencidn 
del  abuso  de  sustancias)  a  fin  de  evaluar  el  efecto  que  tienen  los  distintos  enfoques  sobre  diversos  criterios  de  valoracion. 
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Conclusion 

El  suicidio  es  un  probletna  de  salud  publica  grave.  Las  tasas  de  suicido  han  estado  aumentando  por  mas  de  una 
decada  y  los  costos  alcanzan  facilmente  los  miles  de  millones  de  dolares  cada  aiio.  Si  bien  el  suicidio  es  un  resultado 
estadisticamente  raro,  tiene  un  impacto  humano  con  un  efecto  domino  de  profundo  alcance.  Es  probable  que  cada 
uno  de  nosotros  interactue  con  sobrevivientes  de  suicidio — personas  que  han  pasado  por  la  experiencia  y  personas 
que  piensan  a  diario  en  el  suicidio — ,  ya  sea  en  nuestro  hogar,  lugar  de  trabajo  o  comunidad.  El  suicidio  y  los  intentos  de 
suicidio  son  problemas  de  salud  publica  que  preocupan  a  la  sociedad.  Hay  un  numero  de  barreras  que  han  impedido 
el  progreso.  Estas  incluyen,  porejempio,  el  estigma  relacionado  con  la  busqueda  de  ayuda,  la  enfermedad  mental  y  el 
hecho  de  ser  sobreviviente;  tambien  incluyen  el  temor  relacionado  con  preguntarle  a  alguien  sobre  los  pensamientos 
suicidas.  Afortunadamente,  al  tgual  que  muchos  problemas  de  salud  publica,  el  suicidio  es  prevenible,''^  y  se  esta 
haciendo  mas  al  respecto  ahora  que  nunca,  segun  queda  evidenciado  por  el  trabajo  de  la  Alianza  Nacional  de  Accion 
para  la  Prevencion  del  Suicidio, la  publicacion  del  primer  informe  mondial  sobre  el  suicidio^  y  la  obtencion  de 
datos  de  vigilancia  mas  oportunos,  entre  otros. 

En  un  esfuerzo  por  seguir  impulsando  el  campo  de  trabajo  y  la  sociedad  mas  hacia  la  prevencion,  este  paquete  tecnico 
incluye  estrategias  y  enfoques  que  se  usarian  idealmente  de  manera  integral,  multlsectorial  y  en  niveles  multiples. 

Incluye  estrategias  y  enfoques  que  previenen  el  riesgo  de  suicidio  en  primer  lugar,  asi  como  estrategias  centradas  en 
reducir  los  dahos  inmediatos  y  a  largo  plazo  del  comportamiento  suicida. Tambien  incluye  estrategias  que  varian,  desde 
enfoques  que  abarcan  a  la  poblacion  entera  independientemente  de  su  nivel  de  riesgo,  a  estrategias  cuyo  objetivo 
es  apoyar  a  las  personas  que  tienen  el  mayor  riesgo.  Este  paquete  tecnico  fundamentalmente  extiende  los  limites  de 
las  estrategias  tipicas  de  prevencion  y  tiene  en  cuenta  los  enfoques  que  van  mas  alia  del  cambio  del  comportamiento 
individual,  a  fin  de  abordar  mejor  los  factores  de  riesgo  que  afectan  a  las  comunidades  y  poblaciones  de  manera  mas 
generalizada  (por  ejempio,  poli'ticas  economicas  para  fortalecer  la  seguridad  de  vivienda  y  financiera). 

Mientras  la  base  de  evidencias  sigue  aflorando,  la  coleccion  de  programas,  poli'ticas  y  practicas  que  se  delinean  aqui  estan 
disponibles  en  este  momento  para  serimplementadas.  Conforme  con  la  buena  practica  de  salud  publica,  el  objetivo  es 
que  el  monitoreo  y  la  evaluacion  cumplan  un  papet  importante  en  esa  implementacion,  Asimismo,  a  medida  que  haya 
mas  evidencia  disponible,  este  paquete  tecnico  podra  refinarse  para  que  refleje  el  estado  corriente  de  la  ciencla. 

Para  terminar,  y  de  acuerdo  con  el  mensaje  de  resiliencia  expresado  por  aquellos  que  han  vivido  esta  experiencia,  "la 
esperanza,  la  ayuda  y  la  sanacion  son  posibles". 
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correcdonafes 

Politicas  basadas  en  la  comunidad  para  redudr  el  consumo  excesfvo  de  alcohol 

Gobierno  {local, 
estatal) 

Comerdo/trabajo 

Regulocion  de  ta  densidad  de  fos  lugares  de 
venta  de  alcohol 

Programas  de  normas  de  semejantes 

Salud  publica 

Fomento  de  la 

f  uen  tes  de  Fortaleza 

Educacion 

conexion 

Actividades  de  participacion  en  la  comunidad 

Salud  publica 

Enverdecimiento  de  areas  urbanas  vacantes 

1 

Gobierno  {local) 

^Esta  columna  hace  referenda  a  los  sectores  prindpales  que  se  encuentran  bien  posidonados  para  traer  liderazgo  y  recursos  a  los  esfuerzos  de  implementacion. 
Para  cad  a  estrategia,  hay  much  as  otros  sectores,  como  el  de  organizaciones  no  gubernamentales,  qcie  son  esenciaJes  para  la  planificacjon  de  la  prevencidn  y  (a 
implementadan  de  actividades  programaticas  especif  cas. 


Prevendon  del  lurddio:  Paquete  tecnko  de  poU'ticas,  programas  y  practicas 


Mejor  evidencia  disponible 


Estrategia 

Enfoqueoprograma, 

Pradkaopolitica 

Suiddio 

Intentos 
de  suiddio 

0  ideaddn 
sobre  ei 
suiddio 

Otmsfactores 
de  riesgo  de 
suiddio  ode 
protecdon 
contra  el 
suiddio 

Sectores 

prindpaies' 

Programas  de  educacion  socio-emocional 

Salud  publica 

Educacion 

Ensefiatiza  de 

jdvenes  Comc/erjfes  de  h  Safud  Mental 

/ 

destrezas  de 
superacion  y 
resolucion  de 

Juego  del  Buen  Comportamiento 

1 

1 

Enfoques  de  destrezas  de  crianza  y  relaciones  famtliares 

Salud  publica 

problemas 

Anos  increfbfes 

Fortaledmiento  de  las  Families.  10-14 

j 

1 

Educacion 

Capacitacion  del  personal  de  primera  Imea 

Copadtadon  en  Destrezas  Aplicodas 
de  Intervendon  contra  el  Suiddio 

j 

Salud  publica 

Programa  Garret  Lee  Smith 
para  fa  Prevencidn  del  Suiddio 

Atenclon  medica 

Inter  vend  on  en  crisis 

Salud  publica 

Red  Nadonal  de  Prevencidn  del  Suiddio 

Servicios  sod  ales 

Tratamiento  para  las  personas  en  riesgo  de  suietdio 

Identificadonde 

Mejora  del  Estodo  de  Animo  y  Promodon  del 
Acceso  al  Tratamiento  Cofaborativo  (IMPACT) 

1 

Atencibn  medica 

Servicios  sodales 

las  personas  en 
riesgoy  provision 

Evafuadon  y  Manejo  Colaborativos  del 

Riesgo  de  Suiddio  (CAMS) 

deapoyo 

Terapia  dialectlca  conductuai  (DBT) 

j 

Justicia 

Teropia  fomiUor  basada  en  e!  apego  (ABFT) 

Traduccion  de  inidativas  para  la  Depresion 
en  Soludones  Eficaces  (TIDES) 

1  Tratamiento  para  prevenir  los  nuevos  intentos 

Intervenclon  Breve  en  Sala  deEmergencia 
con  Visitas  de  Seguimiento 

j 

Atencibn  medica 

Enfoques  decontactos  de  seguimiento  activos 

Servicios  sodales 

Terapia  cognitiva  conductuai  para  la 
prevencidn  del  suiddio 

I 

Intervendon  posterior 

Atencibn  medica 

Reducirlosdanosy 
prevenir  el  riesgo 
future 

Serwdo  de  Hespuesta  StandBy 

I 

Informe  y  mensajes  seguros  en  relation  con  el  suiddio 

Salud  pbblica 

Directrices  para  los  medios 

^  i 

Medios  de 
comunicacibn 

^Esta  columna  hace'relfeH^enda  a  los  sectores  principales  que  se  encuentran  bien  posictonados  para  traer  liderazgo  y  recursos  a  los  esfuerzos  de  implementacion. 
Para  cads  e^trate^iaj^  hay  muchos  otros  sectores,  como  el  de  organizaciones  no  gubernamentales,  que  son  esendaies  para  la  planificadon  de  la  prevenddn  y  la 
inaplennenladon  de  actividades  programaticas  espedficas. 
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Prevencidn  del  suiddio:  Paquete  tecnico  de  politicas*  programas  y  practicas 


Para  obtener  mas  informacion 

Para  informarse  mas  sobre  la  prevencion  del  suicidio,  llame  al 
1-800-CDC-INFO  o  visite  las  paginas  web  de  los  CDC  sobre  la 
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From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

14  May  2018  02:47:29  +0000 

Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

FW:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 


Hi  Brandy, 

I  wanted  to  share  this  email  chain  with  you  in  case  the  VS  office  wants  to  work  with  AJPH  in  the  future. 
Dr.  Morabia  was  very  receptive  to  a  commentary  to  the  VS  even  though  ours  didn't  get  accepted. 
Thanks, 

Deb 

From:  American  Journal  of  Public  Health  Editor 
Sent:  Wednesday,  April  25,  2018  6:57  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Deb  Stone, 

I  am  just  as  disappointed  as  you  are  that  this  did  not  work  out.  I  will  consider  other 
pieces  in  the  future.  We  may  want  to  prepare  them  in  advance  in  such  a  way  that  they 
do  not  fail. 

Sincerely, 

Alfredo  Morabia,  MD,  PhD 
Editor-in-Chief,  AJPH 

Twrtter  |  AJ PJH  |  Podcast 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g)cdc,eov> 

Sent:  Monday,  April  23,  2018  11:43  AM 

To:  American  Journal  of  Public  Health  Editor 

Subject;  RE:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Dr.  Morabia, 

I  thank  you  for  your  time  and  consideration.  My  regrets  that  the  piece  was  not  up  to  AJPH's  standards. 
I  plan  to  work  with  the  authors  to  consider  next  steps  for  highlighting  the  Vital  Signs  more  effectively. 
Again,  I  appreciate  your  consideration  and  support  of  the  intended  outcome. 

I  hope  you  may  consider  another  commentary  linked  to  a  Vital  Signs  in  the  future. 

Sincerely, 

Deb  Stone 

From;  American  Journal  of  Public  Health  Editor  <editoraiph(S)qc.cunv.edu> 

Sent;  Sunday,  April  22,  2018  6:42  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Deb  Stone, 

I  have  discussed  the  editorial  with  another  editor  because  I  was  not  convinced  it  was 
publishable  and  the  assessment  was  not  positive  either. 

I  am  very  sorry  to  disappoint  you  this  time. 

Sincerely, 

Alfredo  Morabia,  MD,  PhD 
Editor-in-Chief,  /OPH 

Twtter  I  AJPH  |  Podcast 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.eov> 

Sent:  Thursday,  April  19,  2018  4:41  PM 

To;  American  Journal  of  Public  Health  Editor 

Subject:  RE:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Dr.  Morabia, 

Thank  you  for  your  support  of  our  CDC  Vital  Signs.  My  colleague.  Dr.  Eric  Caine  from  the  University  of 
Rochester,  NY  submitted  the  editorial  on  April  5*^^  as  you  requested  but  to  date  he  has  not  heard 
anything  back  about  the  status  of  his  submission. 

I'm  attaching  the  submission  here  for  your  convenience.  Any  guidance  you  can  provide  to  keep  this  on 
track  for  a  June  7^^  release  would  be  so  appreciated. 

Sincerely, 

Deb  Stone 

From;  American  Journal  of  Public  Health  Editor  <editoraiph@ac.cunv.edu> 

Sent;  Monday,  February  19,  2018  2:56  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Deb  Stone, 

I  am  happy  to  offer  an  opinion  editorial  in  /UPH  to  accompany  the  Vital  Signs. 

If  I  get  it  by  April  5  it  could  appear  online  a  few  days  after  June  5  2018. 

Sincerely, 

Alfredo  Morabia,  MD,  PhD 
Editor-in-Chief,  AJPH 

Twitter  I  AJPH 


From:  Morabia,  Alfredo  <am52g)cumc.cQlumbia.edu> 

Sent:  Thursday,  February  15,  2018  11:41  PM 
To:  American  Journal  of  Public  Health  Editor 
Subject:  Fw:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g>cdc,gov> 

Sent:  Thursday,  February  15,  2018  5:57  PM 

To;  am52@columbia.edu 

Cc;  Preventive.Medicine@qc.cunv.edu 

Subject:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Dr.  Morabia, 

My  name  is  Deb  Stone.  I'm  a  behavioral  scientist  at  CDC  in  the  Division  of  Violence  Prevention.  I 
am  leading  the  publication  of  a  CDC  Vital  Signs  focused  on  suicide  to  be  released  June  5,  2018. 
Vital  Signs,  as  you  may  know,  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 
widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent 
them.  The  release  always  includes  a  web  page,  an  MMWR  article,  a  translation  piece  (i.e.  fact 
sheet),  science  clips,  and  a  telebriefing  by  the  CDC  Director  with  the  media.  It  also  often 
includes  a  companion  commentary  piece  in  a  top  tier  journal,  linked  on  our  CDC  Vital  Signs  web 
site  and  referenced  in  the  other  materials. 

I  am  writing  to  inquire  whether  AJPH  may  be  interested  in  coHaborating  with  us  to  publish 
such  a  commentary.  The  commentary  intends  to  integrate  our  study  findings  and  the  work  of 


one  state  that  is  pioneering  the  first-ever  connprehensive  community-based  public  health 
approach  to  suicide  prevention. 

I  believe  that  both  the  Vital  Signs  article  and  the  journal  companion  piece  will  attract  a  great 
deal  of  attention.  This  is  the  debut  feature  on  suicide  in  a  Vital  Signs  and  the  results  are  highly 
compelling  and  relevant  to  a  wide  public  health  audience  {see  description  below)  including 
states,  prevention  practitioners,  and  providers.  In  addition,  the  U.S.  Surgeon  General  has  also 

expressed  interest  in  conducting  a  town  hall  meeting  as  part  of  the  wider  release. _ 

BRIEF  DESCRIPTION:  Suicide  rates  have  increased  nearly  30%  between  1999  and  2016.  To 
address  this  serious  and  growing  problem,  the  proposed  Vital  Signs  will  use  data  from  the 
National  Vital  Statistics  System  (NVSS,  1999-2016)  and  National  Violent  Death  Reporting 
System  (NVDRS,  2015),  The  trends  in  suicide  rates  in  the  U.S.  overall  and  by  state  and  sex,  will 
be  reported  for  the  first  time.  Changes  in  state  rankings  over  time  will  also  be  included.  To 
help  the  readerfulty  understand  and  appreciate  the  multiple  factors  influencing  suicide  risk, 
the  report  will  also  compare  the  many  social  and  environmental  circumstances  preceding 
suicide  among  people  with  and  without  known  mental  health  problems.  Preventive  solutions 
will  be  offered  that  focus  on  a  comprehensive  population-based  approach  using  the  best 
available  evidence  as  described  in  the  CDC's  Suicide  Prevention  Technical  Package. 

We  have  selected as  our  Journal  of  choice  for  this  commentary  as  we  believe  its 
reputation  for  high  quality  science  and  public  health  prevention  most  closely  aligns  with  our 
message  and  our  target  audience.  We  hope  that  you  will  partner  with  us  as  we  forge  this 
exciting  territory. 

For  your  convenience,  here  is  an  example  of  a  relatively  recent  Vital  Signs  (on  opioids)  and  the 
companion  commentary. 

I  look  forward  to  your  reply  and  the  opportunity  to  provide  additional  information. 

Sincerely, 

Deb  Stone 

Deb  Stone,  ScD,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488.3942 

dstone3@cdc.gQV 


From:  Lenard,  Courtney  {CDC/ONDIEH/NCIPC)  .  ;  -  :  _ 

Sent:  7  Jun  2018  10:14:12  -0400  ' 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Peep2es,  Anny  B. 

(CDC/ONDIEH/NCIPC);Mercy,  James  (CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Crosby, 
Alexander  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin 
(CDC/ONDIEH/NCIPC);lvev-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Bartholow,  Brad 
(CDC/0NDIEH/NCIPC);Bl3ck,  Erin  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/OND(EH/NCIPC);Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC);Richmond-Crum.  Malia  (CDC/ONDIEH/(\tCIPC);Solhtalab,  Elizabeth 
(CDC/ONDIEH/IMaPC};Watkfns,  Jacqueline  (CDC/OID/NCEZID);Royster,  Arlethia  Elizabeth 
{CDC/OPHSS/CSELS/DPHID);Cyril,  Melissa  R.  (CDC/ONDIEH/NCIPC) 

Cc:  CDCONDIEH  NCIPCOC 

Subject:  FW:  CDC  Press  Release:  Suicide  rates  rising  across  the  U.5,  *Embargoed  Until  1 

P.M.  EDT,  Thursday,  June  7,  2018* 

Attachments:  PressMaterials_VitalSigns_Suicide_060718.zip 

Importance;  High 

FYI,..Vital  Signs  press  release  went  out  this  morning. 

From:  Media@cdc,gov  (CDC) 

Sent;  Thursday,  June  7,  2018  9:02  AM 
To:  Mediaifflcdc.gov  (CDC) 

Subject:  CDC  Press  Release:  Suicide  rates  rising  across  the  U.S,  *Embargoed  Until  1  P.M.  EDT,  Thursday, 
June  7,  2018* 

Importance:  High 

Press  Release 

Embargoed  iintii  1:00  pm  ET 
Thursday,  June  7,  2018 

Contact:  CDC  Media  Relations 
404-639-3286 

Suicide  rates  rising  across  the  U.S. 

Comprehensive  prevention  goes  beyond  a  focus  on  mental  health  concerns 
Suicide  rates  have  been  rising  in  nearly  every  state,  according  to  the  latest  Vital  Sisns  report  by 
the  Centers  for  Disease  Control  and  Prevention  (CDC).  In  201 6,  nearly  45,000  Americans  age  1 0 
or  older  died  by  suicide.  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three 
leading  causes  that  are  on  the  rise. 

Suicide  is  rarely  caused  by  a  single  factor.  Although  suicide  prevention  efforts  largely  focus  on 
identifying  and  providing  treatment  for  people  with  mental  health  conditions,  there  are  many 
additional  opportunities  for  prevention. 

“Suicide  is  a  leading  cause  of  death  for  Americans  —  and  it’s  a  tragedy  for  families  and 
communities  across  the  countty,”  said  CDC  Principal  Deputy  Director  Anne  Schuchat,  M.D. 
“From  individuals  and  communities  to  employers  and  healthcare  professionals,  everyone  can 
play  a  role  in  efforts  to  help  save  lives  and  reverse  this  troubling  rise  in  suicide.” 


Many  factors  contribute  to  suicide 


For  this  Vital  Signs  report,  CDC  researchers  examined  state-level  trends  in  suicide  rates  fi'om 
1999-2016.  In  addition,  they  used  2015  data  from  CDC’s  National  Violent  Death  Reporting 
System,  which  covered  27  states,  to  look  at  the  circumstances  of  suicide  among  people  with  and 
without  known  mental  health  conditions. 

Researchers  found  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known 
diagnosed  mental  health  condition  at  the  time  of  death.  Relationship  problems  or  loss,  substance 
misuse;  physical  health  problems;  and  job,  money,  legal  or  housing  stress  often  contributed  to 
risk  for  suicide.  Firearms  were  the  most  common  method  of  suicide  used  by  those  with  and 
without  a  known  diagnosed  mental  health  condition. 

State  suicide  rates  vary  widely 

The  most  recent  overall  suicide  rates  (2014-2016)  varied  four-fold;  from  6.9  per  100,000 
residents  per  year  in  Washington,  D.C.  to  29.2  per  100,000  residents  in  Montana. 

Across  the  study  period,  rates  increased  in  nearly  all  states.  Percentage  increases  in  suicide  rates 
ranged  from  just  under  6  percent  in  Delaware  to  over  57  percent  in  North  Dakota.  Twenty- five 
states  had  suicide  rate  increases  of  more  than  30  percent. 

Wide  range  of  prevention  activities  needed 

The  report  recommends  that  states  take  a  comprehensive  public  health  approach  to  suicide 
prevention  and  address  the  range  of  factors  contributing  to  suicide.  This  requires  coordination 
and  cooperation  from  every  sector  of  society;  government,  public  health,  healthcare,  employers, 
education,  media  and  community  organizations. 

To  help  states  with  this  important  work,  in  2017  CDC  released  a  technical  package  on  suicide 
prevention  that  describes  strategies  and  approaches  based  on  the  best  available  evidence.  This 
can  help  inform  states  and  communities  as  they  make  decisions  about  prevention  activities  and 
priorities. 

Everyone  can  help  prevent  suicide: 

•  Learn  the  warning  signs  of  suicide  to  identify  and  appropriately  respond  to  people  at  risk. 
Find  out  how  this  can  save  a  life  by  visiting:  www.BeThclto.com 

•  Reduce  access  to  lethal  means  -  such  as  medications  and  firearms  -  among  people  at  risk 
of  suicide. 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help:  1 -800-273-TALK  (8255). 
https://suicidepreventionlifeline.org 

The  media  can  avoid  increasing  risk  when  reporting  on  suicide  by: 

•  Following  and  sharing  recommendations  available  at  w'ww.reportinuonsuicide.ora  (for 

example,  avoiding  dramatic  headlines  or  explicit  details  on  suicide  methods); 

•  Providing  information  on  suicide  wanting  signs  and  suicide  prevention  resources;  and 


•  Sharing  stories  of  hope  and  healing. 

Vital  Sifffis  is  a  CDC  report  that  typically  appears  on  the  first  Tuesday  of  the  month  as  part  of  the 
CDC  joumal  Morbidity  and  Mortality  Weekly  Report.  The  report  provides  the  latest  data  and 
information  on  key  health  indicators,  and  what  can  be  done  to  drive  down  these  health  threats. 

if  If  it 

U.S.  Department  of  Health  and  Human  Services 

CDC  works  24/7  protecting  America ’s  health,  safety,  and  security.  Whether  diseases  start  at 
home  or  abroad,  are  curable  or  preventable,  chronic  or  acute,  or  from  human  activity  or 
deliberate  attack,  CDC  responds  to  America’s  most pres.sing  health  threats.  CDC  is 
headquartered  in  Atlanta  and  has  experts  located  throughout  the  United  States  and  the  world. 

To  un.subscribe  from  this  CDC  media  listserv,  please  reply  to  media&,cdc. gov  with  the  email 

address  you  would  like  removed. 
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Wfa/S/gns: Trends  in  State  Suicide  Rates  —  United  States,  1999-2016  and 
Circumstances  Contributing  to  Suicide  —  27  States,  201 5 

Deborah  M.  Stonc>  ScD^;  Thomas  R.  Simon  PhD*;  Katherine  A.  Fowler,  PhD^;  Scott  R.  Kegler,  PhD^;  Kerning  Yuan,  MS^;  Krisdn  M.  Holland.,  PhD^; 

Asha  Z.  Ivey-Stephenson,  PhD^;  AIck  E.  Crosby,  MD^ 


Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 


The  c»f  publiciUons  u  pubtii^liefl  by  the  Cleiitei  for  Surveilbiite.  Epidemiolo^''!  add  Labontoiy'  Seivieei.  C^entefs  fm'  Disease  Contiol  and  Pre\'ejiLion  (CDC). 

U.S.  Department  Dt  Health  and  1  Inman  ServiceSr  Atlanta,  GA  30329-4027. 

Suggested  citation:  |AiJtbqi'  names:  first  rbiiee.,  then  ec  al.,  if  mote  than  siJf.j  IRepoft  title].  MMWR  Morb  Mortal  Wkly  Rep  20i8:67:[inclusive  page  nninbersj. 

Centers  for  Disease  Control  and  Prevention 

Robett  R.  Redfield.  MD,  Dim' tor 
Anin:  Schnebain  MD^  Prmcipd!  Deputy  Director 
Dauphin,  PhD.  Acting  AmrUti'  Director jhr  Science 
Joanne  Co  no,  MD,  ScM.  Offrer  of  Science  Qitdtty 

CbeslevL.  RiLhardi,  MD,  MPH,  Deputy  Diititer for  Puhik  Heukh  SciCfHifk  Sendees 
Michael  R  lademarco,  MD.  MiU  I,  Director^  Center jbr  Surveilhince.  Epidemiology,  iWd Ldhomtory  Sendees 

MMWR  Editorial  and  Pro  duel  ion  Staff  (Weekly) 


Qiinhme  K.  Kent,  PhD.  MPH^  Actittg  Efhmr  in  C/tkf  Evecutloe  Editor 
Jacqueline  Gindler,  MD,  Editor 
Mary  Dort,  MD,  MPH,  Online  Editor 
Teresa  F,  Rutledge,  Editor 

Douglas  W.  Weatherwax,  lead  Iklmkai  Writer-Editor 
Cjlenn  D.xmoni  Soumya  Dunwoiih,  PhD,  Teresa  M.  Hood,  MS, 
lechnietd  Wmer-Editort 


Martha  R  Boyd,  LeadVlual  ktjortmittfti  Speck Ihi 
Maureen  A.  Leahy.  Julia  C.  Miii  tJuroe, 
Stephen  R.  Spriggs,  long  Vang, 

Vfsuai  Irfformufhn  Speciaiisn 
Quail g  M.  Doan.  MBA,  Pliyllisi  H. 

Terraye  M  Starr,  MouaYang, 
Infornuttion  leiijnology  Specialists 


Timothy  E  Joaes,  MD,  Cltairrnun 
.Mairhew  L,  Boulton.  MD,  MPH 
Vii^inU  A,  Caine,  MD 
Katherine  Lyon  Daniel.  PhD 
Jonathan  E.  Fielding.  MEi,  MPH,  MBA 
David  W,  Fleming,  MD 


MMWR  Editorial  Board 

William  E.  HalpeJrJn,  MD.  DrPH.  MPH 
iving  K.  Holmes,  MD,  PhD 
Robin  Iheda,  MD,  MPH 
Rlma  F.  Khiibbait.  MD 
Phyllis  Meadows,  PhD,  MSN,  RN 
jewel  Mullen,  MD,  MPI  I,  MPA 


JeR  Niederdeppe,  PtiD 
Patrida  Quinlisk,  MD,  MPH 
Paftick  L.  Rciniagion,  MD,  MPH 
Crtrlo-^  Roig.  MS,  MA 
William  L.  Roper,  MD,  MPH 
William  SchafFnei;  MD 


618 


MMWR  /  June  8,201  a  /  VdI.67  /  1^0.22 


US  Department  of  Health  and  Human  Services/Centers  for  Disease  Control  and  Prevention 


Morbidity  and  Mortality  Weekly  Report 


per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 


611 


MMWR  /  June  e.  2018  /  VdL67  /  Mo.  22 


US  Department  of  Health  and  Human  Services/Centers  for  Disease  Control  and  Prevention 


Morbidity  and  Mortality  Weekly  Report 


TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 
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Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 
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Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 


i 


•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 


r - 1 

Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 
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Media  Advisory 


Embargoed  Until  1  p.m.  EDT 
Thursday,  June  7,  2018 

Contact:  CPC  Media  Relations 
(404)  639-3286 


CDC  Telebriefing:  New  Vital  Signs  Report 
Nearly  45,000  deaths  by  suicide  in  2016: 
What  can  be  done  to  prevent  suicides? 


What 

According  to  the  latest  Vital  Signs  report,  suicide  increased  in  nearly  every  U.S,  state  from  1999  through 
2016.  In  addition,  suicide  rates  increased  more  than  30%  in  half  of  states.  Mental  health  conditions  are 
often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused  by  any  single  factor.  In  fact,  many  people 
who  die  by  suicide  are  not  known  to  have  a  diagnosed  mental  health  condition  at  the  time  of  death. 

Who 

CDC  Principal  Deputy  Director  Anne  Schuchat,  MD,  RADM,  USPHS 


When 

Thursday,  June  7,  at  12:00  p.m.  ET 

Dial-Tn 

Media:  888-795-0855 
Non-Media:  800-369-1605 
INTERNATIONAL:  1  -630-395-033 1 
PASSCODE:  CDC  Media 


Important  Instructions 

If  you  would  like  to  ask  a  question  during  the  call,  press  *  1  on  your  touchtone  phone.  Press  "*2  to 
withdraw  your  question. 

You  may  queue  up  at  any  time.  You  will  hear  a  tone  to  indicate  your  question  is  pending. 


TRANSCRIPT 

A  transcript  of  this  media  availability  will  be  available  following  the  briefing  at  CDC’s  web  site: 
www.cdc.gov/media. 


tr  ff  It 

U.S.  Department  ot  Health  and  Human  Services 

CPC  Mvrks  24/7 protecting  America  health,  safety,  and  security.  Whether  diseases  start  at  home  or 
abroad,  are  curable  or  preventable,  chronic  or  acute,  or  from  human  activity  or  deliberate  attack,  CPC 
responds  to  America ’s  most  pressing  health  threats.  CPC  is  headquartered  in  Atlanta  and  has  experts 

located  throughout  the  United  States  and  the  world. 


Press  Release 

Embargoed  until  1:00  pm  ET 
Thursday,  June  7,  2018 

Contact:  CPC  Media  Relations 
404-639-3286 


Suicide  rates  rising  across  the  U.S. 

Comprehensive  prevention  goes  beyond  a  focus  on  mental  health  concerns 

Suicide  rates  have  been  rising  in  nearly  every  state,  according  to  the  latest  Vital  Signs  report  by  the 
Centers  for  Disease  Control  and  Prevention  (CDC).  In  2016,  nearly  45,000  Americans  age  10  or  older 
died  by  suicide.  Suicide  is  the  iOth  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are 
on  the  rise. 

Suicide  is  rarely  caused  by  a  single  factor.  Although  suicide  prevention  efforts  largely  focus  on 
identifying  and  providing  treatment  for  people  with  mental  health  conditions,  there  are  many  additional 
opportunities  for  prevention. 

“Suicide  is  a  leading  cause  of  death  for  Americans  —  and  it’s  a  tragedy  for  families  and  communities 
across  the  country,”  said  CDC  Principal  Deputy  Director  Anne  Schuchat,  M.D.  “From  individuals  and 
communities  to  employers  and  healthcare  professionals,  everyone  can  play  a  role  in  effons  to  help  save 
lives  and  reverse  this  troubling  rise  in  suicide.” 

Many  factors  contribute  to  suicide 

For  this  Vital  Signs  report,  CDC  researchers  examined  state-level  trends  in  suicide  rates  from  1999- 
2016.  In  addition,  they  used  2015  data  from  CDC’s  National  Violent  Death  Reporting  System,  which 
covered  27  states,  to  look  at  the  circumstances  of  suicide  among  people  with  and  without  known  mental 
health  conditions. 

Researchers  found  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  diagnosed 
mental  health  condition  at  the  time  of  death.  Relationship  problems  or  loss,  substance  misuse;  physical 
health  problems;  and  job,  money,  legal  or  housing  stress  often  contributed  to  risk  for  suicide.  Firearms 
were  the  most  common  method  of  suicide  used  by  those  with  and  without  a  known  diagnosed  mental 
health  condition. 

State  suicide  rates  vary  widely 

The  most  recent  overall  suicide  rates  (2014-2016)  vai'ied  four-fold;  from  6.9  per  100,000  residents  per 
year  in  Washington,  D.C.  to  29.2  per  100,000  residents  in  Montana. 

Across  the  study  period,  rates  increased  in  nearly  all  states.  Percentage  increases  in  suicide  rates  ranged 
from  just  under  6  percent  in  Delaware  to  over  57  percent  in  North  Dakota.  Twenty-five  states  had 
suicide  rate  increases  of  more  than  30  percent. 

Wide  range  of  prevention  activities  needed 

The  report  recommends  that  states  take  a  comprehensive  public  health  approach  to  suicide  prevention 
and  address  the  range  of  factors  contributing  to  suicide.  This  requires  coordination  and  cooperation  from 


every  sector  of  society:  government,  public  health,  healthcare,  employers,  education,  media  and 
community  organizations. 


To  help  states  with  this  important  work,  in  2017  CDC  released  a  technical  package  on  suicide 
prevention  that  describes  strategies  and  approaches  based  on  the  best  available  evidence.  This  can  help 
inform  states  and  communities  as  they  make  decisions  about  prevention  activities  and  priorities. 

Everyone  can  help  prevent  suicide: 

•  Learn  the  warning  signs  of  suicide  to  identify  and  appropriately  respond  to  people  at  risk.  Find 
out  how  this  can  save  a  life  by  visiting:  www.BeThelto.com 

•  Reduce  access  to  lethal  means  -  such  as  medications  and  firearms  -  among  people  at  risk  of 
suicide. 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help:  1 -800-273-TALK  (8255). 
https:, 7  s  Liicidepieventioiilifeline.org 


The  media  can  avoid  increasing  risk  when  reporting  on  suicide  by: 

•  Following  and  sharing  recommendations  available  at  www.reportingonsuicide.org  (for  example, 
avoiding  dramatic  headlines  or  explicit  details  on  suicide  methods); 

•  Providing  infoiination  on  suicide  wanting  signs  and  suicide  prevention  resources;  and 

•  Sharing  stories  of  hope  and  healing. 

Vital  Sisns  is  a  CDC  report  that  typically  appears  on  the  first  Tuesday  of  the  month  as  part  of  the  CDC 
journal  Morbidity  and  MoiiaHrv  Weekly  Repoii.  The  report  provides  the  latest  data  and  information  on 
key  health  indicators,  and  what  can  be  done  to  drive  down  these  health  threats. 

### 

U.S.  Department  of  Health  and  Human  Services 

CDC  works  24/7  protectins  America ’s  health,  safety,  and  security.  Whether  diseases  start  at  home  or 
abroad,  are  curable  or  preventable,  chronic  or  acute,  or  from  human  activity  or  deliberate  attack,  CDC 
responds  to  America  's  most  pressing  health  threats.  CDC  is  headquartered  in  Atlanta  and  has  experts 

located  throughout  the  United  States  and  the  world. 


Suicide  rates  rose  across  the  US  from  1999  to  2016. 


|::i(  .pi  Increase  38  -  58% 
Increase  31  -  37% 
V////  Increase  19-30% 

^  Increase  6-18% 
Decrease  1  % 

SOURCE:  CDC's  National  Vital  Statistics  System. 
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From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  09:36:28  -0400 

To:  cmaxwell@suicidologY.org 

Cc;  Stone,  Deborah  (CDC/ONDiEH/NCiPC) 

Subject:  FW:  CDC  Report 

Attachments:  MMWR_Vitai  Signs_  Suicide_6.7.2018_artide.pdf,  MMWR  Suppiementai 

tabie _ VS  Suicide_  6. 7. 2018_finai.pdf,  FACT  SHEET_Vitai  Signs_June_2018_Suicide_Finai_WEB.pdf 

Chris, 

Thank  you  very  much  for  reaching  out.  Deb  shared  your  emaii  with  me  as  i'm  helping  with  outreach 
related  to  the  Vital  Signs  launch.  Embargoed  copies  of  the  report  and  associated  materials  are  attached. 
Please  do  not  share  this  information  with  your  networks  until  the  embargo  lifts  at  1pm  today.  Some 
additional  information  is  below  on  events  -  telebriefing  for  media,  social  media  tools  and  Town  Hall 
teleconference  next  week. 

I'm  so  sorry  we  weren't  able  to  share  these  materials  with  you  sooner  so  that  it  would  have  helped  with 
media  inquiries.  We  were  under  a  strict  embargo  and  are  only  allowed  to  share  even  embargoed  copies 
beginning  at  this  morning.  Please  let  me  know  if  1  can  answer  any  questions  or  help  in  anyway  moving 
forward. 

Best, 

Malia 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
following  a  media  telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  in  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  1 0  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Si^ns  Webpageto  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 


\vww.cdc.gov/svndication  and  search  on  the  term  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Signs  Town  Hail  Teleconference  on  June  12  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

Malia  Rrchmond-Crumj  MPH 

Team  Lead,  Policy  and  Partnerships 

Division  of  Violence  Prevention 

National  Center  for  Injury  Control  and  Prevention 

Centers  for  Disease  Control  and  Prevention 

Office:  770-488-0526  [Cell:  404-307-6135 

mrichmondcrum^cdc.Kov 

Preventing  Injuries  and  Violence 
Through  Science  ar>d  Action 

From;  Chris  Maxwell  <cmaxwell@suicidoloEv.orR> 

Sent;  Thursday,  June  7,  2018  9:27  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdogoy> 

Subject:  CDC  Report 
Hi  Deb  -  hope  you’re  doing  well! 

We’ve  been  contacted  by  some  members  of  the  press  over  the  past  couple  of  days  due  to  the 
recent  and  unfortunate  celebrity  suicide  and  a  few  of  them  have  been  referencing  the  yet-to-be- 
released  report  coming  out  today  regarding  suicide  and  NVDRS  data. 

Would  it  be  possible  for  our  Executive  Director  and  President  to  receive  drafts  or  embargoed 
advance  copies  of  these  types  of  reports  so  they  can  be  better  prepared  to  answer  the  questions 
from  the  media?  This  could  go  a  long  way  in  helping  both  our  membership  and  the  general 
public  be  more  prepared  to  handle  inquiries  from  the  media,  especially  when  the  media  has  been 
provided  advance  notice  or  data. 

If  we  need  to  contact  someone  else  over  there,  please  let  us  know  who  we  should  get  in  touch 
with. 

Thanks  and  looking  forward  to  hearing  from  you! 

Chris  Maxwell 
Communications  Coordinator 
American  Association  of  Suicidology 
5221  Wisconsin  Ave,  NW 
Washington,  DC  20015 
Office:  202-237-2280  ext.  306 
Cell:  913-775-2293 

AAS  is  a  membership  organization  for  alt  those  involved  in  suicide  prevention  and  intervention,  or  touched  by  suicide. 
AAS  is  a  leader  in  the  advancement  of  scientific  and  programmatic  efforts  in  suicide  prevention  through  research, 
education  and  training,  the  development  of  standards  and  resources,  and  survivor  support  services. 
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Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 
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per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 
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TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 
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Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 
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Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

1 

Current 

State 

Rank® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005-2007 

1 

2008-2010 

2011  -2013 

2014-2016 

u.s. 

Both 

12.3  (n/a) 

12.7  (+  0.4) 

12.9  (+0.2) 

13.8  (+  0.9) 

14.5  (+0.8) 

15.4  (+  0.9) 

+  1.5%(p<.01) 

n/a 

+  34  (n/a) 

+  25.4  %  (n/a) 

Male 

20.9  (n/a) 

21 .2  (+  0.4) 

21.3  (+0.0) 

22.5  (+1.3) 

23.5  (+1.0) 

24.5  (+1.0) 

+  1.1  %  (p<.01) 

Female 

4.7  (n/a) 

5.0  (+  0.3) 

5.3  (+  0.2) 

5.7  (+  0.4) 

6.2  (+  0.5) 

6.9  (+  0.7) 

+  2.6  %  (p<.01} 

AL 

Both 

14.3  (n/a) 

13,4  (‘  0,9) 

14.1  (+0.6) 

15.6  (+1.6) 

16.4(+0.7)  * 

17.5  (+  1.1) 

+  1.6%(p<.05}  i 

25 

+  34  (31) 

+  21.9%  (33) 

Male 

25.1  (n/a) 

23,4  (“  1,7) 

24,4  (+1.0) 

26.4  (+  2.0) 

27.6  (+1.1) 

29.1  (+  1.5) 

+  1.3%(p<.05}  ' 

Female 

5.1  (n/a) 

4.8  (-  0.3) 

5.0  (+0.2) 

64  (+1.1) 

6.4  (+0.3) 

7.0  (+  0.7) 

+  2.6%(p<.01} 

AK 

Both 

21 .0  (n/a) 

24.8  (+  3.8) 

24,2  (^0.6) 

26.0  (+  1.7) 

25.4  (-0.5) 

28.8  (+  3.4) 

+  1 .7  %  (p<.05) 

2 

+  7.8  (  4) 

+  37.4%  (13) 

Male 

33.2  (n/a) 

38.1  (+  4.9) 

38.9  (+0.8) 

40.1  (+  1.2) 

40,1(0.1) 

42.9  (+  2,8) 

+  1.4%(p<.01) 

Female 

S.6  (n/a) 

11.4  (+  2.9) 

9,8  (-1.6) 

11.1  (+  1.2) 

9.9  (-1.2) 

13.2  (+  3.4) 

+  1 .7  %  n/s 

AZ 

Both 

17.8  (n/a) 

18.5  (+  0.7) 

19.1  (+0.5) 

19.1  (-0.0) 

20.4  (+1.3)  I 

20.9  {+  0.5} 

+  1.0%  (p<.01} 

15 

+  3.1  (32) 

+  17.3%  (42) 

Male 

29.3  (n/a) 

30.2  (+  1.0) 

30,6  (+0.4) 

30.2  (-  0.5) 

32.0  (+1.9) 

32.4  {+  0.4} 

+  0.6  %  (p<.05} 

Female 

7.1  (n/a) 

7.5  (+  0.4) 

8.2  (+0.7) 

8.6  (+  0.5) 

9.2  (+0.6) 

9.9  (+  0.6} 

+  2.2%(p<,01} 

AR 

Both 

15.5  (n/a) 

15.8  (+  0.3) 

16.2  (+0.5) 

17.6  (+  1.4) 

19.2  (+1.6) 

21.2  {+  2,0} 

+  2.2%  (p<.01} 

12 

+  5.7(14) 

+  36.8%  (15) 

Male 

26.7  (n/a) 

26.7  (+  0.0) 

27.2  (+0.5) 

28.2  (+  1.0) 

31.7(+3.5)  I 

33.5  {+1,9} 

+  1.6%(p<.05} 

Female 

5.6  (n/a) 

5.9  (+  0.3) 

6.2  (+0.4) 

7.9  (+  1.7) 

7.5  (-0.4) 

9.6  {+2.1} 

+  3.6%(p<.01} 

CA 

Both 

10.6  (n/a) 

11.3  (+  0.7) 

11.0  (-0.3)  ' 

12.0  (+  1.0) 

11,8(  0.1)  ; 

124  (+0.3) 

+  0.9  %  (p<.05} 

45 

+  1.6  (46) 

+  14.8%  (46) 

Male 

17.9  (n/a) 

18.4  (+  0,5) 

17.7  (-0.7) 

19.1  (+  1.4) 

18.9  (-0.2) 

19.2  {+  0.3) 

+  0.5  %  n/s 

Female 

4.1  (n/a) 

5.0  (+  0.9) 

4.9  (-0.1) 

5.4  (+  0.5) 

5.3  (-0.1) 

5.6  (+  0.3) 

+  1.7%  (p<.05} 

CO 

Both 

17.3  (n/a) 

19.2  (+  1.9) 

19.0(0,2) 

20.0  (+  1.0) 

21.6  (+1.5) 

23.2  {+1.6} 

+  1.8%{p<.01} 

8 

+  5.9  (12) 

+  34.1  %(22) 

Male 

28.6  (n/a) 

30,9  (+  2.3) 

30,5  (-0.4)  ^ 

31 .5  (+  1.0) 

33.4  (+1.9) 

36.3  (+  2.9} 

+  1.4  %  (p<.01} 

Female 

7.0  (n/a) 

8.2  (+  1.3) 

8.2  (+0.0) 

9.1  (+  0.9) 

10.1  (+1.0) 

10.4  (+  0.3) 

+  2.6%(p<.01}  ' 

CT 

Both 

9.6  (n/a) 

8.9  {-  0.7) 

9.1  (+  0.2) 

10.2  (+1.1) 

11.0  (+  0.8) 

11.5  (+  0.5) 

+  1.6%  (p<.05} 

46 

+  1.9  (43) 

+  1 9.2  %  (34) 

Male 

16.4  (n/a) 

14.6  (-  1.8) 

15.0  (+0.4) 

16.6  (+  1.6) 

17.6  (+1.0) 

17.3  {-0.3} 

+  0.9  %  n/s 

Female 

3.6  (n/a) 

3.8  (+  0.2) 

3.7  (-0.2) 

4.4  (+  0.7) 

4.9  (+0.5) 

6.2  (+1.3) 

+  3.5%(p<.05} 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

I 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (-1-1.7} 

14.2  {-1-0.6} 

14.4  (-1-0.2) 

+  0.9  %  n/s 

42 

4  0.8  (50) 

4  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-0.4) 

23.1  {+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

4  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-  0.2) 

4.6  (-  0.4) 

4.9  (+0.3)  ! 

6.4  (+1.5)  ' 

6.2  (-  0.2) 

4  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+  0.5) 

6.4  (-0.0) 

7.3  (+0.8) 

6.6  (-  0.7)  1 

6.9  (+  0.3) 

4  0.9  %  n/s 

51 

+  1.0(48) 

+  16.1  %(45) 

Male 

10.7  (n/a) 

11.1  (+  0.4) 

10.3  (-0.8)  ' 

12.7  (+2.4) 

10.0  (-2.6)  ' 

11.7  (+  1.7) 

4  0.3  %  n/s 

Female 

1 .7  (n/a) 

2.3  (+  0.6)  tt 

3.3  (+1.0) 

2.6  (-  0.7) 

3.6  (+1.0) 

2.8  (-  0.8) 

4  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-0.3)  ^ 

16.3  (+  1.4)  ‘ 

16.3  (-0.0)  ' 

16.4  (+07) 

+  O.S%(p<.05) 

29 

4  1.6  (45) 

4  10.6  %  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-0.8) 

26.2  (+2.6) 

25.6  (-0.6) 

25.6  (-  0.1) 

4  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+  0.3) 

+  1,4%{p<.01) 

GA 

137  (+0.5) 

15.0  (+1.3) 

4  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a)  ! 

23.1  (+  1.0) 

22.6  (+07) 

24.4  (+  1 .7) 

4  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-0.2) 

5.8  (+0.3) 

6.6  (+  0.8) 

+  2.1  %  (p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-  1.8) 

10.3  (-0.7) 

14.5  (+4.1) 

14.4  (-0.1) 

15.2  (+0.8) 

4  2.0  %  n/s 

35 

4  2.4  (35) 

4  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21 .9  (+6.7) 

22.5  (+0.5) 

24.3  (+  1 .8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-  0.4) 

5.5  (+0.5) 

7.1  (+  1.5)  ! 

6.2  (-  0.9) 

5.9  {-  0.3) 

4  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18,3  (-0.9)  ’ 

21 .6  (+3.3) 

21 .9  (+0.3) 

247  (+2.8) 

+  2.3%(p<,01) 

6 

+  7.5  (  6) 

+  43,2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+47) 

31.1  (-2,0) 

34.9  (+3.8) 

34.7  (-0.2) 

38.0  (+3.3) 

+  1.6%(p<,05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+0.0) 

9,0  (+2.9) 

9.5  (+0.5) 

11.8  (+  2.3) 

+  4.4  %  (p<,05) 

IL 

Both 

9.9  (n/a) 

9.8  (-0.1) 

9.7  (-0.1) 

10.6  (+0.8) 

11.2  (+0.6)  ! 

12.2  (+1.0) 

+  1.5%(p<.05) 

44 

+  2,3  (38) 

+  22.8%  (32) 

Male 

17.1  (n/a) 

167  (-0.4) 

16,2  (-0,4) 

17,6  (+1.4) 

18.5  (+0.9) 

19.8  (+1.3) 

+  17  %(p<,05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+0.4) 

5,2  (+0.6) 

+  2.4%(p<,01) 

IN 

Both 

13.0  (n/a) 

137  (+  07) 

14.4  (+0.7) 

14.9  (+0.5) 

16.4  (+1.4) 

17.1  (+07) 

+  1.9%(p<.01) 

26 

+  4,1  (23) 

+  31 .9  %  (25) 

Male 

22,4  (n/a) 

23.2  (+0.8) 

24.4  {+  1 .2) 

247  (+0.4) 

267  (+2.0) 

28.3  {+  1 .6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+0.9) 

6,6  (-  0,2) 

+  27%(p<,01) 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

i 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

1 1 .8  (n/a) 

13.2  (+1.4) 

12.8  {-  0.4) 

14.2  (+1.4) 

1 5.9  {+  1 .7) 

16.0  (+0.1) 

+  2.1%(P<.01)  ; 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1.0) 

5.3  (+0.6) 

5.5  (+0.2)  ' 

6.1  (+0.6)  ’ 

6.7  (+  0.6) 

+  3.S%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+  1.8) 

15.8  (+0.7) 

15.3  (-0.5)  ! 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Male 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+1.5) 

25.6  (-0.9) 

29.1  (+3.5) 

30.7  (+  1 .6) 

+  1.9%{p<.01) 

Female 

4.6  (n/a) 

6.0  (+1.4) 

5.7  (-0.3) 

5.4  (-0.3) 

6.8  (+1.4) 

8.4  (+  1 .6) 

+  3.2%(p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3)  ^ 

16.2  (-0.5) 

18.2  (+2.0)  ■ 

19.3  (+  1.1) 

+  1.9%(p<.01) 

20 

+  5.2(16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+  1.9) 

28.3  (+1.4) 

27.2  (-1.0) 

30.1  (+  2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+  0.4) 

6.1  (+0.8)  ' 

6.1  (+0.1) 

7.1  (+0.9) 

77  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+0.4)  ; 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+  2.5) 

+  1.6%(p<.05)  1 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+0.1) 

23.3  (+0.8) 

23.7  (+0.5)  ' 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+0.5) 

4.9  (-  0.2) 

6.1  (+1.2) 

7.5  (+  1 .4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-0.9) 

14.4  (+0.8) 

15.4  (+1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4%  (29) 

Male 

25.0  (n/a) 

22.9  (-  2.1) 

24.6  (+1.7) 

25.7  (+1.1)  ’ 

31.1  (+5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-  0.0) 

5.2  (-0.1)  ’ 

6.0  (+0.7)  ^ 

7.6  (+1.6) 

7.9  (+  0.3) 

+  3.1%(p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+0.1) 

107  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<,05)  I 

+  0.8  (49  S§) 

+  8.5  %  (49  §5) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17.3  (-0.5) 

17.7  (+0.4) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+0.4) 

3.9  (+0.0)  ' 

3.7  (-0.2) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+0.2)  I 

8.4  (+0.8)  ! 

9.3  (+1.0) 

9.8  (+0.4)  ! 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  «) 

+  35.3  %  (20  «) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-0,2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  {;  0.4) 

4.0  (+1.0) 

3.8  (-0.1) 

4.8  (+1.0) 

4,6  (-  0,2) 

+  3.0%(p<.05) 

D 

Both 

11,8  (n/a) 

12.5  (+  0.7) 

12.9  (+0.4)  : 

13.9  (+1.0)  ’ 

14.5  (+07) 

15.6  (+1.1) 

+  i.9%(p<.oi)  ; 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+0.9) 

21 .6  (+0.7) 

22.8  (+1.3) 

23.9  (+1.0) 

25.0  {+  1 .2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

67  (+0.9) 

+  2.8%(p<.01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

MN 

Both 

1 0.7  (n/a) 

11.5  (+0.9) 

12.4  (+0.8)  ; 

12.9  (+  0.5) 

14.2  (-1-1.3) 

15.0  (-1-0.9) 

-i-2.3%(p<.01) 

38 

4  4.3(19) 

4  40.6%(  8) 

Male 

1 8.3  (n/a) 

19.3  (+1.1) 

20,4  (+1.0)  ^ 

20.9  (+0.6) 

22.9  (+1.9) 

23.3  (+0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+  0.6) 

4.8  (+0.6) 

5.1  (+0.4)  ' 

5.8  (+0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

15.5  (+0.8)  1 

i5.6(+o.i)  : 

36 

+  2.3  (36) 

+  17.8%  (40) 

Male 

22.9  (n/a) 

26.6  (+1.7) 

25.9  (-  0.9)  ' 

-f0.7%n/s 

Female 

4.3  (n/a) 

5.5  (-0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+1.3)  ^ 

16.0  (+0.7)  ' 

17.8  (+1.7)  ’ 

20.0  (+  2.3) 

+  2.2%(p<.01) 

16 

4  5.3(15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-  1.6) 

25.6  (+1.9)  I 

26.6  (+1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+0.7) 

6.3  (+0.2) 

7.4  (+1.1) 

8.6  (+  1 .2) 

-f3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1.4) 

23.6  (+1.0)  1 

24.7  (+1.1)  ^ 

26.7  (+2.0) 

29.2  (+  2.5) 

+  2.1%(p<.01)  ’ 

1 

+  8.0(  2) 

4  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+2.5) 

39.7  (-0.1) 

41.0  (+1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

8.4  (+1.8) 

8.4  (-0.1) 

10.0  (+1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+0.4) 

11.7  (-0.8) 

13.5  (+1.8) 

14.8  (+  1.3) 

+  1 .0  %  n/s 

40 

4  2.1  (42) 

4  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-  1.5) 

20.3  (-  0.4) 

19.8  (-0.5)  ' 

22.0  (+2.2) 

23.9  (+  1 .9) 

4  0.6%  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+0.9) 

4.0  (-1.1)  ’ 

5.5  (+1.4) 

5.8  (+  0.3) 

4  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22,6  (+0,5) 

21,4  (-1,2) 

23.1  (+1,6) 

-  0.2  %  n/s 

9 

-0,2(51) 

-  1,0%  (51) 

Male 

38.3  (n/a) 

36.7  (-  1.7) 

35.1  (-1.6)  ’ 

35,6  (+0,5) 

32,5  (-3,0) 

35,4  (+  2,8) 

-  0,7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+0.1) 

10.0  (+0,4) 

10,6  (+0,6) 

11.2  (+0,6) 

+  1.5%(p<,01) 

m 

Both 

13.5  (n/a) 

12.5  (-  1.0) 

13.3  (+0.8)  ! 

15,2  (+1,9) 

15,8  (+0,6)  ! 

20,0  (+4,2) 

+  2,7%(p<.05) 

17 

+  6,5(  8) 

+  48,3%(  3) 

Male 

22.5  (n/a) 

21.1  (-  1.4) 

21 .7  (+0.6) 

24,8  (+3,1)  ' 

25,4  (+0,6) 

30,6  (+  5.2) 

+  2,2%(p<,05) 

Female 

5.3  (n/a) 

4.8  (^  0.5) 

5.9  (+1.0) 

6,2  (+0,4) 

6,6  (+0,4) 

9,8  (+3,2) 

+  3,9%(p<,05) 

NJ 

Both 

7,8  (n/a) 

7.7  (-  0.1) 

7.5  (-0,2) 

8.0  (+0,5)  ’ 

8,9  (+0.9) 

9,2  {+  0,4) 

+  i.3%(p<,05)  ; 

50 

+  1 ,5  (47) 

+  19,2  %(35) 

Male 

13,0  (n/a) 

13.1  (+0.0) 

12.6  (-0.5) 

13.7  (+1,1) 

14,5  (+0,8) 

14,6  (+0,1) 

4  0.9  %  (p<.05) 

Female 

3.2  (n/a) 

2,9  (“  0.3) 

3.0  (+0.0) 

2,9  (-  0.1) 

3,8  (+0,9) 

4.4  (+0,6) 

4  2.3%  n/s 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

j 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-  0.1) 

21.8  (-  0.2)  ; 

23.0  (-1-1.2) 

24.1  (-1-1.1) 

26.0  (-1- 1 .9) 

-1- 1.1  %  (p<.05) 

4 

4  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2)  ! 

35.8  (-0.6) 

37.1  (+1.3) 

40.7  (-1-3.6) 

4  0.4  %  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+0.7) 

107  (+2.6)  ' 

11.7  (+0.9) 

12.0  (+0.3) 

+  3.3%(p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+0.6)  ; 

8.4  (+0.8)  ! 

9.5  (+1.1)  : 

9.3  (-0.1) 

+  2.1%(p<.01)  ; 

49 

+  2.1  (41) 

+  28.8%  (27) 

Male 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (-1-0.7)  ' 

13.9  (-1-1.0)  ' 

15.4  (-1-1.4) 

14.5  {-  0.9) 

4  1 .4  %  (p<.05) 

Female 

2.7  (n/a) 

2.6  (-0.1) 

3.0  (-1-0.3) 

3.5  (-h  0.5) 

4.2  (-1-  0.7) 

4.6  (-^  0.5) 

4  4.2%(p<.01)  , 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+0.1)  ^ 

14.2  (+0.5)  ^ 

14.5  (+0.4)  ’ 

15.3  (+0.8) 

+  0.8%(p<.01) 

34 

4  1 .7  (44) 

4  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-0.6) 

23.3  (+1.1) 

23.3  (+0.0)  ' 

23.9  (+  0.6) 

4  0.4  %  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+0.8) 

6.0  (-0.2) 

6.7  (+0.7)  ’ 

7.6  (+  0.9) 

4  2.0%(p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+  1.3) 

16.0  (+1.4)  ; 

16.6  (+0.6) 

18.4  (+1.9) 

20.9  (+  2.5) 

+  2.9%(p<.01)  ’ 

14 

+  7.6  (  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+3.4) 

27.1  (-0.9) 

29.6  (+2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-0.8) 

5.7  (+2.0) 

6.7  (+1.0) 

8.5  (+  1 .8) 

4  3.9%  n/s 

OH 

Both 

11.6  (n/a) 

12.3  (+0.6) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+1.4) 

15.8  (+  1.0) 

4  2.0%(p<.01) 

32 

4  4.2  (21) 

4  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+1.3) 

22.1  (-  0.1) 

24.2  (+2.1) 

25.5  (+  1 .3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a)  ’ 

4.7  (+0.7) 

4.9  (+0.1)  ' 

5.3  (+0.5)  ! 

6.2  (+0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4{+1.1) 

207  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<,05)  ! 

7 

+  6.4(10) 

+  37.6%  (12) 

Male 

28.5  (n/a) 

27.3  (-  1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+3.8) 

+  2.0%(p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (- 0.5) 

8.5  (+1.6)  ' 

10.3  (+1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

177  (+1.3) 

17.7  (-0.0) 

18.6  (+0.9)  ^ 

19.8  (+1.2)  ! 

21.1  (+1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2%  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-0.9) 

29.5  (+1.0) 

31.4  (+1.8) 

33.0  (+1.6) 

+  1J%(p<,01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

77  (+0.6) 

8.4  (+0.7) 

8.8  (+0.4) 

9,8  (+0.9) 

+  27%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+  0.4) 

12.8  (+0.3)  ^ 

13.9  (+1.1)  ^ 

i5.o(+i.i)  ; 

16.3  (+1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+0.3) 

21 .9  (+0.6) 

23.1  (+1.2) 

24.7  (+17) 

26.1  (+1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+0.3) 

4.6  (+0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (-1-1.1} 

+  3.5%(p<,01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rf 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  {-  0.0) 

12.8  (+3.8) 

11 .9  (-  0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30  «) 

+  34.1  %  (23  «) 

Male 

1 5.4  (n/a) 

15.2  {-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-  0.7) 

3.8  (+0.4) 

5.1  (+1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7%(p<.05) 

sc 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Male 

21.3  (n/a) 

22.5  (+  1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1 .9) 

+  1.8%{p<.01) 

Female 

5.4  (n/a) 

6.0  (+1.3) 

6.2  (+0.2) 

7.0  {+  0.8) 

8.4  (+  1 .4) 

+  3.4%(p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+  2.9) 

10 

+  7.0  (  7) 

+  44.5  %  (  6) 

Male 

27.6  (n/a) 

26.3  (-  1.3) 

30.1  (+2.2) 

32.0  {+  1 .9) 

33.6  (+  1 .6) 

8.3  (+  2.0) 

7.3  (-  1.0) 

11.3  (+4.0) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+1.1) 

17.2  {+  0.0) 

18.2  (+1.0) 

+  1.4%(p<.01) 

22 

+  3.5  (28) 

+  24.2  %  (31 ) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+1.6) 

22.2  (+0.3) 

23.1  (+0.9) 

+  0.9  %  (p<.05) 

Female 

4.8  (n/a) 

5.4  (+  0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+  2.0) 

24.0  (+3.8) 

25.2  (+  1 .2) 

+  2.7%(p<,01) 

5 

+  8.0(  3”) 

+  46.5%(  4«) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-  1.7) 

32.1  (+  2.7) 

37.8  (+57) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+0.1) 

8.5  (+1.0) 

10,6  (+2.1) 

12.6  (+  2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-  1.3) 

16.6  (+1.7) 

18.7  (+2.1)  ’ 

197  (+1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+4.6) 

24.3  (-  4.0) 

27.3  (+3.0)  ' 

31.0  (+3.7) 

32.5  (+  1 .5) 

+  1.9%(p<,05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (‘^  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+  0.5) 

+  1.2%(p<.01) 

37 

+  2.2  (39) 

+  17.4  %(41) 

Male 

21.6  (n/a) 

21.3  (-0.2) 

21.0  (-  0.4) 

22.5  (+1.5) 

23.6  (+1.2) 

23.9  (+0.2) 

+  0.9  %  (p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1 .8  %  (p<.05)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vitai  Statistics  System, 

1999-2016 


state 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+1.0) 

+  1.1  %  (p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5} 

24.1  (-  1.1) 

25.1  (+1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+  0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+0.8) 

8.5  (+  0.8} 

+  2.5%(p<.01)  ' 

WV 

Both 

15.6  (n/a) 

17.2  (+  1.6} 

16.7  (-0.5) 

16.0  (-0.7)  : 

19.2  (+3.2) 

21.4  (+  2.2} 

+  1 .8  %  n/s 

11 

+  5.8(13) 

+  37.1  %(14} 

Male 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5)  ' 

27.6  (-1.0) 

31 .5  (+3.9)  ' 

33.5  (+  2.0} 

+  1 .1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+0.3) 

5.3  (-0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+1.0)  : 

15.3  (+0.3)  ’ 

16.5  (+  1.2} 

+  1.5%(p<.01)  1 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5} 

22.7  (+0.5) 

24.0  (+  1 .2} 

24.4  (+0.4) 

25.7  (+  1 .3} 

+  1.1%(p<.01)  1 

Female 

5.1  (n/a) 

5.6  (+0.4) 

6.4  (+0.7) 

6.5  (+0.1)  ’ 

7.5  (+  1 .0} 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7} 

22.5  (-  0.9) 

25.4  (+2.8)  ! 

28.9  (+3.5) 

28.8  (-0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5} 

36.3  (-3.0) 

41 .5  (+5.2) 

47.1  (+  5.6) 

44.6  (-  2.4) 

+  1 .8  %  (p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6} 

9.2  (+  0.9} 

9.4  {+0.2} 

10.7  (+1.4) 

12.6  (+  1.9} 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U  S.  year  2000  standard. 

^  Mo  del -estimated  average  annual  percentage  change  (AAPC)  based  on  all  reporting  periods;  p -value  indicates  statistical  significance  of  trend;  n/s  indicates  trend  not  significant. 
§  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014-2016.  Ranks  are  from  highest  rate  (1)  to  lowest  rate  (51 ).  Different  ranks  do 
not  necessarily  imply  a  statistically  significant  difference. 

fi  Overall  rate  change  is  between  the  first  {1 999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  increase  (1)  to  largest  decrease  (51).  Different 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  (1999  -  2001)  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  percentage  Increase  (1 )  to  largest 
percentage  decrease  (51 ).  Different  ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 
n  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 

State  Abbreviations:  AL  Alabama;  AK  Alaska;  AZ  Arizona;  AR  Arkansas;  CA  California;  CO  Colorado;  CT  Connecticut;  DE  Delaware;  DC  District  of  Columbia;  FL  Florida;  GA 
Georgia;  HI  Hawaii;  ID  Idaho;  IL  Illinois;  IN  Indiana;  lA  Iowa;  KS  Kansas;  KY  Kentucky;  LA  Louisiana;  ME  Maine;  MD  Maryland;  MA  Massachusetts;  Ml  Michigan;  MN  Minnesota; 
MS  Mississippi;  MO  Missouri;  MT  Montana;  NE  Nebraska;  NV  Nevada;  NH  New  Hampshire;  NJ  New  Jersey;  NM  New  Mexico;  NY  New  York;  NC  North  Carolina;  ND  North 
Dakota;  OH  Ohio;  OK  Oklahoma;  OR  Oregon;  PA  Pennsylvania;  Rf  Rhode  Island;  SC  South  Carolina;  SD  South  Dakota;  TN  Tennessee;  TX  Texas;  UT  Utah;  VT  Vermont;  VA 
Virginia;  WA  Washington;  WV  West  Virginia;  Wl  Wisconsin;  WY  Wyoming. 


Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 


i 


•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 


r - 1 

Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 


CS292322^ 
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Review  Tracker 


•  NCIPC  OC  Leslie  Dorigo:  4/25/18 

•  DVP  ADS  Tom  Simon;  4/24/18 

•  DVP  Policy  Malia  Richmond-Crum:  4/23/18 

•  DVP  SME  Deb  Stone;  4/19/18,  4/24/18,  5/13 
5/17 

•  DVP  HCET  Marie  Ballman:  4/17/2018 

•  LS-OADC;  5/1/2018 

•  KSG'OADC:  5/4/2018 


Suicide  Terminology 

Don’t  Do  This 

Do  This  Instead 

Don't  use  sensationalistic 
headlines  (e.g*,  Kurt  Cobain  used 
shotgun  to  commit  suicide) 

Do  inform  without 
sensationalizing  (e.g.  Curt  Cobain 
dead  at  27} 

Don't  describe  suicide  as  an 
epidemic,  skyrocketing,  etc. 

Do  use  the  most  recent  CDC  data 
and  non'sensational  words  (rise, 
higher,  etc.) 

Don't  describe  suicide  as 
inexplicable  or  "without 
warning" 

Do  include  the  'warning  signs' 
and  'what  to  do'  info  in  articles 

Don't  refer  to  suicides  or 
attempts  as  'successful'  or 
'completed' 

Describe  as  suicide,  person  died 
by  suicide,  or  life  lost  to  suicide 

Don't  refer  to  suicide  attempts 
as  'unsuccessful/  'failed  attempt' 
or  'nonfatal  suicide' 

Describe  as  'suicide  attempt'  or 
'suicidal  self-directed  violence' 

Don't  use  'committed'  suicide 
because  this  invokes  the  idea  of 
a  crime 

Describe  as  died  by  suicide 

Vital  Signs  Rising  Suicide  Rates  Across  U.S. 

June  1,  2018 


Desired  Headlines 

•  Nearly  45,000  lives  lost  to  suicide  in  2016,  but  suicide  is  preventable. 

•  Suicide  rates  up  in  almost  all  states,  but  suicide  is  preventable. 

•  Suicide  rates  went  up  more  than  30%  in  half  of  U.S*  states  between  1999  and  2016. 

•  Many  factors  contribute  to  suicide,  beyond  mental  health  conditions  alone. 


Moderator:  Thank  you  (OPERATOR  NAME}.  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  CPC  Vital  Signs  report  on  Trends  in  State  Suicide  Rates  and 

contributing  circumstances  to  suicide.  We  are  joined  by  Dr.  Anne  Schuchat,  CDCs 

Principal  Deputy  Director  and  the  Surgeon  General  Dr.  Jerome  Adams.  Dr.  Deb  Stone, 
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lead  author  of  the  study^  is  also  available  to  help  answer  questions.  Following 

remarks,  we  will  respond  to  questions.  I'd  like  to  turn  the  call  over  now  to  Dr.  Anne 

Schuchat. 


Dr.  Schuchat: 

•  Good  afternoon  and  thank  you  for  joining  us  today. 

•  CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDC's 
Vital  Signs  report,  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it. 

•  Today's  report  contains  new  information  about  state  suicide  trends,  and  the 
range  of  factors  that  contribute  to  suicide. 

•  In  2016  alone,  45,000  people  in  the  U.S.  lost  their  lives  to  suicide. 

•  Between  1999  and  2016,  sSuicide  rates  have  increased  among  all  age  groups 

younger  than  75  years,  with  the  highestlargest  percent  increase  and  the  most 
suicides  occurring  -among  those  aged  45-64^  and  those  aged  10-14. 

•  We  found  that  suicide  rates  have  increased  in  nearly  every  state  across  the 
nation  -  and  suicide  is  one  of  just  three  leading  causes  of  death  that  are  on  the 
rise. 
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•  Suicide  greatly  impacts  families,  friends,  colleagues,  and  entire  communities. 

These  findings  are  unacceptable. 

•  Suicide  is  a  preventable  public  health  problem  -  and  unfortunately,  our  data 
show  that  the  problem  is  getting  worse. 

•  For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics 
System  to  look  at  trends  in  suicide  rates  for  all  50  states  and  Washington,  D.C. 

•  We  then  looked  at  data  from  CDCs  National  Violent  Death  Reporting  System, 
covering  27  states  in  2015,  and  examined  circumstances  around  suicides  among 
people  with  and  without  known  mental  health  conditions.  As  a  side  note,  in  the 
coming  year  CDC  will  have  data  for  40  states,  D.C.  and  Puerto  Rico,  and  thanks  to 
Congress  for  providing  funding  in  the  fiscal  year  2018  omnibus,  CDC  is  working  to 
expand  the  system  to  all  50  states. 

•  Suicide  is  often  attributed  solely  to  a  mental  health  condition.  But  according  to 
NVDRS,  fewer  than  half  of  the  people  who  lost  their  life  to  suicide  had  a  known 
mental  health  condition  -  and  in  many  of  these  cases,  other  factors  were 
involved. 

•  In  fact,  our  research  found  that  people  who  died  by  suicide  and  did  not  have  a 
diagnosed  mental  health  condition  were  somewhat  more  likely  than  those  with  a 
mental  health  condition  to  struggle  with  relationship  problems  or  loss,  life 
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stressors  and  recent  or  impending  crises.  However,  and  importantly,  these 
circumstances  were  common  to  both  groups. 

•  Suicide  IS  preventable. 

•  Thafs  why  it's  so  important  to  know  the  full  range  of  factors  that  contribute  to 
suicide  risk  including  relationship  problems,  substance  use,  physical  and  mental 
health  conditions,  job  issues,  financial  trouble,  and  criminal  and/or  legal 
problems. 

•  With  this  information  in  mind,  states  and  communities  can  develop  a 
comprehensive  approach  to  suicide  prevention.  For  example.  The  United  States 
Air  Force  Suicide  Prevention  Program,  inclusive  of  11  policy  and  education 
initiatives  geared  broadly  towards  increasing  social  support,  social  skills,  and  help¬ 
seeking,  shifted  the  culture  of  the  Air  Force  away  from  viewing  suicide  as  an 
individual-oriented  mental  health  condition  to  a  larger  service-wide  problem 
impacting  the  whole  community.  The  program  was  associated  with  a  33% 
relative  risk  reduction  in  suicide  and  reductions  in  other  related  problems. 

•  Increased  awareness  of  the  range  of  circumstances  contributing  to  suicide  risk, 
and  the  needed  to  address  them,  can  help  the  nation  reach  its  goal  of  reducing 
the  annual  suicide  rate  20  percent  by  2025. 
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•  Today's  report  suggests  we  have  a  lot  of  important  work  to  do  to  reach  this  goal. 
Nearly  all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25 
states  experienced  rate  increases  of  more  than  30  percent. 

•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  Close  coordination  of  activities  between  public  health  agencies  and  other  sectors 
of  society  is  critical  for  preventing  suicide.  Necessary  partners  include  such 
sectors  as  health  and  mental  healthcare  providers;  social  services;  first 
responders;  educators;  faith  communities;  employers;  and  the  media. 

•  States  and  communities  can  and  should  take  action  now  based  on  the  best 
available  evidence. 

•  To  help  prioritize  prevention  efforts,  we've  developed  Preventing  Suicide:  A 
Technical  Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available 
evidence  for  states  and  communities  to  guide  their  prevention  priorities.  The  link 
to  the  technical  package  is  on  our  Vital  Signs  website. 

•  Preventing  suicide  involves  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders  -  everyone  in  the  community  can  help  prevent  suicide  risk, 
learn  the  warning  signs  of  suicide,  and  how  best  to  respond  and  get  help. 

•  Now  I'm  going  to  turn  it  over  to  Dr.  Adams  for  more  discussion  about  suicide. 
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Dr.  Adams: 

•  Thank  you,  Rear  Admiral  Anne  Schuchat.  As  the  nation's  doctor,  I  am  grateful  for 
CDCs  important  study  and  work  ien  suicide  prevention,  this  public  health  crisis, 

•  As  Dr.  Schuchat  noted,  suicide  is  a  devastating  national  problem.  It's  simply  not 
acceptable  that  we  are  losing  nearly  45,000  lives  a  year  to  suicide,  a  preventable 
public  health  problem,  ^this  country,  many  of  whom  are  military  members  or 
vetef-aR5;  j 

•  Almost  all  of  us  have  been  affected  by,,  or  know  someone  affected  bvwho  died  by, 
suicide,  be  they  military  members,  veterans,  friends,  co-workers,  or  family,  and 
yet  the  topics  of  suicide  and  help  seeking  remains  incredibly  stigmatized, 

•  I  firmly  believe  that  in  order  to  address  the  tragedy  that  is  taking  one's  own  life; 
we  need  to  take  a  hard  look  at  the  underlying  factors  that  can  lead  to  suicide,  as 
RADM  Schuchat  stated. 

•  Although  mental  health  brofalemd  conditions  are  perhaps  one  of  the  most 


Cfim infant  |x!if9];  Moved  this  down  in 
order  to  highlight  and  broaden  to  include 
the  nnany  people  we  lose  every  day  who 
are  and  are  not  military  members  or 
veterans. 


Comment  |zat9]^  We've  been  asked  to 
change  our  term  rnental  health  problems 
to  mental  health  conditions. 
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Comment  |zaf9):  Suggest  adding  this  to 
be  rn  line  with  the  study.  Moved  ACES 
down. 


Comment  |zat^]i  This  is  a  good  addition 
but  suggest  keeping  this  a  little  broader 
since  we  don't  get  into  trauma  in  our 
.study.  The  spirit  of  this  is  stHI  retained. 
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believe  is  the  intent. 


;  I  I  i  yje  I  [e  js  LI  1 1^;  i  r  i  mi  a  i j 

f ;  !  ii^Commetit  [zaf9]:  Is  this  correct  to  add?  ] 

"  i  i'! 

'  i  li 

1  I  I  If 

iiiii 
;  !  >11 
■  j  j  a 

f  T  I  I  p 

j  j  1  PI 

I  i/i 


discussed  causes  of  suicide,  we  must  also  take  into  account  upstream,  or  earlier. 
contributors  to  suicideattses^.  ^hese  include  relationship  problems  or  loss. 

substance  use,  job,  financial,  and  health  problems.j 
Even  earlier  in  life,  factors  such  as  adverse  childhood  experiences,  or  ACEs, 
contribute  to  suicide  risk  wblchand  can  trigger  suicide  attempts  and  mental 

>  i 

health  probloms  conditions  in  the  future.  ji 

I  j 

As  I  travel  across  the  country,  I  have  heard  heart-breaking  stories  about ;f| 
rQiationship  between  trauma  and  suicidc^uicide  and  suicide  attempts.  j| 

Recently,  a  friend  of  mine  shared  her  own  connection  with  suicide.  She 

IP 

experienced  a  traumatic  event  growing  upjand  while  trying  to  come  to  terms  with  ji 
the  pain  and  betrayal  she  experienced  pnee  t'he'event^he  attempted  to  take  her  j 


I  I 

;  hr 

i  I  a 
! 

If 


•S! 
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own  life.  Thankfully,  she  was  saved  bv^her  parents  responded  quickly  and 
effectively  and  she  received  the  who  rushed  her  to  receive-  medical  attention^v 
^are  and  support jshe  needed  that  saved  her  life,  -^odav  she  is  doing  well  and 
continues  on  her  healing  journey.  J 

•  This  story  of  suicide  risk  is  all  too  common,  and  too  frequently,  people  are  not  as 
lucky  as  my  friend  who  Kot  the  help  she  needed,  -has-a  rouoh-rno-Fe-gfm-eutc-emeT 


whichThis  is  why  we  af^must 


action  to  -strides 


address  trie-suicide  crisisrisin^  suicide  rates  and  the  full  ran^e  of  contributing 
factors. 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide  to 
understand  trends  and  groups  at  greatest  risk.  We  are  developing,  implementing, 
and  evaluating  what  works  to  prevent  suicide  in  communities.  And  we  are 
working  with  public  and  private  partners  to  advance  the  National  Strategy  for 
Suicide  Prevention, 

•  ^rie- good- RewsHS- that  thorc  Qr-e-eppeftumries-fo-r  pFevenTfem^  Vital  Signs 


report  reminds  us  that  health  care  systems^  inclusive  of  physical  and  behavioral 
health  care^aod-providers,  have  ^important  roles  to  play  in  preventing  the  risk 
of  suicide  so  that  nobody  falls  through  the  cracks.  Well-trained  Some  specific 
things  healthcare  provid e rs  and  healthcare  systems  -ca n :-de^ 


C  tim  me  nt  |  S(caf9  ] ;  Sugge  St  b  road  e  n  i  ag 
what  she  received  here. 


Comment  [zaO]:  Suggest  adding  this,  as 
a  held  we  are  trying  to  also  highlight  that 
a  lot  of  people  who  attempt  don^t  go  on 
,tQ  die  by  suicide  but  live  fulfilling  lives. 


Comment  IzaB]!  Suggest  striking  this 
because  the  paragraph  above  is  also 
about  prevention  so  these  wouid  be  in 
.addition  to  those  thi  ngs. 


Comment  |zaf9]:  The  remaining 
comments  are  in  reference  to  a  program 
called  ^'Zero  Suicide"^  (in  our  technical 
package  and  is  a  priority  of  the  National 
Action  Alliance  for  Suicide  Prevention) 
which  is  based  on  an  evidence  based 
program  out  of  Henry  Ford  hospital 
"Perfect  depression  care  ' _ 


o  First,  you  can  help  make  sure  there  are  systems  Put  into  place  policies 
and  protocols  In  place  that  prioritize  patient  safety  including  screening 
and  assessing  for  suicide  risk,  per  clinical  guidelines,  and-tr-ain  staff  In 
suicide  care,  practicQS,  and  preteGelS7+FK:4udlRg"&afoty  planning. 

o  Can 

o  engage  and  support  people  in  ongoing  care  using  evidence-based 

treatments  for  suicide  prevention,  and 
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o  can  tSccond.  you  can  talk  with  people  who  are  at  risk  and  their  families 
about  how  to  store  lethal  nneans  such  as  medications  and  firearms* 

•  ^hird.  you  can  screen  your  patients  for  signs  of  ACEs  or  other  underlying 

traumas  that  could  place  them  at  higher  risk  for  suicidal  ideation  and/or 

attefTnatSr 

•  finally,  it  is  important  to  integrate  and  coordinate  physical  and 

behaviorat-/mefvtathealtheafe4fi-wav54bat-keep“patient5-safe-afHj 

engaged  in  carej 

•  Today's  report  shows  that  there  are  many  factors  that  contribute  to  suicide  risk. 
Everyone  has  a  responsibility  to  help  stop  this  alarming  concerning  trend. 

•  Thank  you,  I'll  turn  it  back  to  Dr.  Schuchat  now. 


j  Ccimment  Theses  comments  have 

/[been  integrated  above  now* _ 


•  Thank  you  for  your  comments,  Dr.  Adams. 
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From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  15  Feb  2018  08:21:28  -0500 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc;  Sokler,  Lynn  (CDC/OD/OADC);Peaker,  Brandy 

(CDC/OPHSS/CSELS/DPHID);Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
Subject:  FW:  Clarification  of  meeting  dates  and  details 


Hi  Deb, 

Please  see  below.  The  podcast  is  not  on  the  calendar  because  it's  now  optional.  Most  programs  have 
opted  to  have  one.  It  typically  only  takes  an  hour  or  less  to  review  the  script  and  the  recording  can  be 
attended  by  conference  call.  Would  you  like  to  have  a  podcast  for  the  June  VS? 

Shannon 

Shannon  Omisore,  MA 

Health  Communication  Specialist 

Office  of  the  Associate  Director  for  Communication 

2500  Century  Parkway,  MS  E-21 

Atlanta,  GA  30345 


Office:  404-498-0153 
E-mail:  hvl5@cdc.gov 


CDC(24/7 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  12,  2018  12:49  PM 
To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQ@cdc.gov> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc,gQv>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov> 
Subject:  Clarification  of  meeting  dates  and  details  ■ 

Hi  Lynn,  ' ('''■! 

It  was  nice  to  meet  you  last  week  at  the  kick-off  meeting!  I  was  reviewing  the  calendar  and  the  list  of 
meetings  (from  the  CDC  Vital  Signs  Products  documeat)  side  byiside  and  I  had  some  questions. 

Would  you  be  able  to  check  the  info  I  have  and  fill  in  any  of  the  blanks?  I  just  want  to  make  sure 
everything  gets  on  the  calendar  accurately  and  with  plenty  of  notice.  Also,  if  you  could  let  me  know 
what  the  colors  on  the  calendar  mean  again  that  would  be  helpful.  I  know  the  green  are  items  with  the 
same  date  and  it  looks  like  pink  indicates  program  deliverables  (but  not  all).  Thank  you! 

Deb 


Meeting 

Date 

Time 

Location 

Corresponding 
step  from 
calendar 

tCick-off 

February 

9. 

Chamblee 

8,  2018 

2.  Roundtable 

April  3 

1:30- 

4:30 

Chamblee 

13 

3-  Social  Media  kickoff  prep 
call 

April  24 
(This  Is 
the 

deadline 
for  the 

35 

Note 


completed 


call;  the 
actual  call 
will  be 
scheduled 
closer  to 
that  date. 
Becky 
McDaniel 


[IdyS]  is 
the  POC.) 


4.  Recording  of  podcast  {by 
phone  or  in  person) 

May  29 

(Charlotte 

Duggan 

[ctd3], 

the  POC, 

will 

schedule 
the  time 
closer  to 
that 
date.) 

Don't  see 
this  on 
calendar 

5.NPHIC  Call 

May  31 

42 

6.  Pre-briefing  meetings  with 
Director/AS 

This  has 
not  been 
scheduled 
yet. 

Bldg  21, 
12^'"  fl 

41 

7.  Media  Telebriefing  and 
pre-release  meeting 

June  5 

11:40 

Bldg  21, 

12th  f  1 

48 

8.  0STLTS  Town  Hall 

June  12 
(Tonya 
Joyner 
[wyl6]  is 
the  POC.) 

51 

Deb  Stone,  ScD,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488,3942 

dstone3@cdc.gov 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  8  Jun  2018  14:32:09  +0000 

To:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Can  either  of  you  help  answer  this  questions? 

Think  it's  things  like  Benadryl  etc  but  not  sure  if  there's  a  specific  list  or  descriptor. 

Deb 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  8,  2018  10:15  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
See  question  below  re  the  VS. 

From:  Colleen  Creighton  <ccreighton(^5uicidologv.orR> 

Sent:  Thursday,  June  7,  2018  5:45  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 

Hi  Erin  -  Thanks  so  much  for  the  call  today  and  for  all  your  work  going  into  this  report.  One  question 
that  came  up  from  our  end  is  under  "'Other"  -  what  is  included  in  this  category  in  addition  to  OTCS? 

Other  (e.g.,  over-the-counter)  Ii021  (34<0 


Thanks  so  much, 
Colleen 


Colleen  Creighton 

Executive  Director 

American  Association  of  Suicidology 

5221  Wisconsin  Avenue,  NW,  2^^  Floor 

Washington,  DC  20015 

T:  (202)  237-2280,  F:  (202)  237-2282 

Direct:  202-830-3399 

Register  for  FREE  trainings  here: 

www.U5MilitarvMatter5.org 

www.suicidologv.orR 


A 


AAS  is  a  membership  organization  for  ail  those  Involved  in  suicide  prever\tion  and  Intervention,  or  touched  by 
suicide. 


AAS  is  a  leader  in  the  advancement  of  scientific  and  programmatic  efforts  in  suicide  prevention  through  research, 
education  and  training,  the  development  of  standards  and  resources,  and  survivor  support  services. 

From:  Blacky  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.gov] 

Sent:  Thursday,  June  7,  2018  10:04  AM 

To:  Torguson,  Kimberly  <KTorguson@edc.org>:  Belyeu,  Avery  <ABelveu@edc.org>: 
iben5Qn@reinEQldxom:  Bray,  Miranda  (SAMHSA/OC)  <Miranda.Brav@samhsa.hhs.gQV>: 
Sam.BrintQn@thetrevQrprQiect.QrE:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>;  Carr,  Cclleen 
<ccarr@edc.orE>:  SCogEin@afsp.org:  Colleen  Creighton  <ccreightQn@suicidolQgv.org>:  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdcgov>:  Curtin,  Sally  C  (CDC/OPHSS/NCH5) 

<sac2@cdc.gQV>:  Daniel,  Valerie  M,  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>: 
Ashbv.Dodge@thetrevQrprQiect.Qrg:  mgdvak@eiconline.Qrg:  iohnd@mhaofnvc.org: 
fgonzalez@mhaofnvc.org:  Gass,  Jesse  <JGa5s@edc,org>:  Hausman,  Bridgette  <BHausman@edc.org>: 
Hedegaard,  Holly  (CDC/OPHSS/NCHS)  <hdh6@cdc.gQV>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl@cdc.gov>:  Amy  Kulp  <aikulp@5uicJdologv.Qrg>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<uzu3@cdc.gov>:  wendv,eJaksQxiv@ mail. mil:  plauricena@reingQldxQm: 
5heriJunn@thetrevorproiect.Qrg:  Chris  Maxwell  <cmaxwell@5uic>dQlogv.org>:  McElroy,  James 
(NIH/NIMH)  [E]  <iames.mcelrov@nih.gov>:  McShane,  Kristen  (SAMHSA/OC) 
<Kristen.Mcshane@samhsa.hhs.gov>:  steve.mendelsohn@thetrevorproject.org: 
eh'iJe)V'@re[ngold.cQm;  AQBrien@af5p.org:  O'Keefe,  Lindsey  (NIH/NIMH)  [E]  ; 
Arqjt.|Pa)6|@thetrevorproiect.Qrg;  jpearson@nih.gQv:  Pearson,  Jane  L  (NIH/NIMH)  [E] 

m3iLnih.gov>:  Reed,  Jerry  <ireed@edc.org>:  dreidenberg@save.org:  Richmond-Crum, 
IVi^(ib  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  mrQsen@mhaofnvc.org:  michaelle.5canl0n@nih.gQv: 
Sobottka,  Linda  <lsobDttka@edc.Qrg>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQv>:  Stout, 
Elly  <estout@edc.org>:  calvin.stowell@thetrevorproiect.org:  AV  a  cto  r  @  m  ha  of  n  yc .  0  rg:  Warner, 
Margaret  (CDC/OPHSS/NCHS)  <mmw9@cdc.gov>:  katherine.v.warrick.civ@maiLmil: 
kevin.wong@thetrevorproiect.org:  Wright,  James  (SAMHSA/DPTSSP) 

<James.Wrjght@samh5a.hhs.gov> 

Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 

In  prep  for  our  call  today  to  discuss  our  new  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,  attached  is  an  ^mb^rgoejl  copy  of  the  Fact  Sheet.  The  Vital 
Signs  includes  state-levet  trends  in  suicide  rates  from  1999-2016,  and,  with  data  from  CDC's  National 
Violent  Death  Reporting  System,  looks  at  the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions.  We  appreciate  this  partnership  and  hope  you  can  alt  help  us 
disseminate  the  Vital  Signs  to  your  networks  once  the  embargo  lifts  at  1:Q0  pSI. 

Erin 

The  CDC  Vital  S/qns  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  an  ad  vance  copy  of  the  four-page  Vital  Signs  fact  sheet.  This  latest  edition 
of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
tbllowiug  a  media  telebriefing  at  noon;  the  attaclunent  is  EMBARGOED  until  Ipm  EST, 


Key  points  in  the  Vital  Signs  report  include: 


•  Ill  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  tire  CDC  Vital  Signs  information 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Libraiy  at 
www.cdc.fiov/svndication  and  search  on  the  term  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

. Original  Appointment . 

From:  Torguson,  Kimberly  <KTorguson@edc-orfi> 

Sent:  Monday,  May  14,  2018  6:59  PM 

To:  Torguson,  Kimberly;  Belyeu,  Avery;  ibenson@reineold.com;  Black,  Erin  (CDC/ONDIEH/NCIPC);  Bray, 
Miranda  {SAMHSA/OC);  Sam.Brinton@thetrevorprQiect.org;  Bruce,  Crystal  (CDC/OPEIPR/OD);  Carr, 
Colleen;  $Coggin@afsp.org;  ccreighton@SLiicidQlogv-orfi;  Crosby,  Alexander  {CDC/ONDIEH/NCIPC); 
Curtin,  Sally  C.  (CDC/OPHSS/NCHS);  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC); 
Ashbv.Dodge@thetrevorproiect.org:  mgdvak@eicQnline.org:  jQhnD@mhaofnvc.org: 
fgon?ale2@mhaofnvc.Qrg:  Gass,  Jesse;  Hausman,  Bridgette;  Hedegaard,  Holly  (CDC/OPHSS/NCHS); 
Holland,  Kristin  (CDC/ONDIEH/NCIPC);  ajkulp@$uicidologv.org;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC);  wendv.e.taksQ.civ@mail.mil:  ptauncella@reingold.com; 

sheri.lunn@thetrevorproiect.org;  cmaxwell@5uicidologv.org:  McElroy,  James  (NIH/NIMH)  [E];  McShane, 
Kristen  (SAMHSA/OC);  5teve.mendei5Qhn@thetrevorproiect.org;  eneelv@ reingold. com; 
AOBrien@afsp.org;  O'Keefe,  Lindsev  (NIH/NIMH)  [E];  Amit.Palev@thetrevorproiect.org; 
ipearson@nih.gov;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Reed,  Jerry;  dreidenberg@save.org;  Richmond- 
Crum,  Malia  (CDC/ONDIEH/NCIPC);  mrosen@mhaofnvc.org:  michaelle.5canlQn@nih.gov;  Sobottka, 
Linda;  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Stout,  Elly;  calvin.stowell@thetrevorproiect.org; 
AVactQr@mhaQfnvc.org;  Warner,  Margaret  (CDC/OPHSS/NCHS);  katherine.v.warrick.civ@mail,mil: 
kevin.wong@thetrevQrproiect.org;  Wright,  James  (SAMHSA/DPTSSP) 

Subject:  Media  Messaging  Work  Group  Call 

When:  Thursday,  June  7,  2018  11:00  AM-11:30  AM  (UTC-05:00}  Eastern  Time  (US  &  Canada). 


Where:  Phone  Number:  866-370-2808  (access  code  |fb¥6 


Phone  Number:  866-370-2808  (access  code  |(bY6 
Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  email  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be  released  on 
June  5  will  now  be  released  on  June  7.  Additionally,  we  received  word  that  we  will  not  be  receiving  an 
embargoed  copy  so  we'll  be  rescheduling  our  MMWG  group  call  (originally  scheduled  for  Thursday,  May 

31)  to  Thursday,  June  7  at  11:00  a.m. 


The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop  consensus  on  our 


messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to  join  the  call,  you  will  still  have  the 
opportunity  to  weigh  in  on  the  statement  via  email. 

We  hope  you  can  join  us  on  Thursday,  June  7  at  11:00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best, 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  the  Amerlcon  Journo!  of 
Preventive  Medidne  that  looks  at  county-specific  estimates  of  suicide  rates.  The  paper  titled  "County- 
level  Trends  in  Suicide  Rates  in  the  U.5,,  2005-2015"  was  written  by  our  Partner,  CDC  (authors  include: 
Lauren  M.  Rossen,  Holly  Hedegaard,  Diba  Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

•  Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015  for  99% 

of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 

•  Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the  western 

and  northwestern  U.S.,  with  the  exception  of  southern  California  and  parts  of  Washington. 

•  Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide  rates 

from  2005  to  2015,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and 
need  for  more  coordinated  and  comprehensive  community-based  suicide  prevention  efforts  in  the  U.S. 
While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  collective  statement  (written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  rural  areas.  Youll  notice  much  of  the 
information  is  very  relevant  and  timely  as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 

•  Data  released  by  (5)  CDC  Injury  featured  in  @AmJPrevMed  shows  county-level  trends  in  suicide 

rates  in  the  US  http://bitJv/2iHo6hk 

•  New  article  featured  in  @AmJPrevMed  underscores  need  for  coordinated  and  comprehensive 

community-based  suicide  prevention  efforts  http://bitJv/2IHo6hk 

•  Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  community-based 

#suicideprevention  strategies  http://bit.lv/2IHo6hk  so  we  can  reduce  annual  suicide  rate  20%  by 
2025 

•  Rural  counties  in  the  U.S.  had  the  highest  estimated  suicide  rates  from  2005-2015  according  to 

just-released  @AmJPrevMed  http://bit.lv/2IHo6hk 

•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide  rates 

overtime  and  develop  more  targeted  suicide  prevention  efforts  http://bit.lv/2IHo6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 

research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  (©CDCinjury 
http://bit.lv/2IHQ6hk 

When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 

•  @Action  Alliance 

•  @AASuicidologv 

•  @afspnational 

•  @CDCiniurv 

»  (aCDCMMWR 

•  {gOeptofDefense 

•  (gPeptVetAffairs 


•  @EDCTweet5 

>  @N]H 

•  {gNiMHROV 

•  {^ReinHoldlnc 

•  @sanihsagQV 

•  (gSAVEvQtcesofedu 

•  @SPRCtweet5 

•  @TrevofProiect 

>  @800273TAIK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

•  Action  Aliiance^s  Transforming  Communities:  Key  Elements  for  the  implementation  of 

Comprehensive  Community-Based  Suicide  Prevention  -  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  level. 

•  CPC's  Preventing  Suicide:  A  Technical  Packape  of  Policy,  Programs,  and  Practices  -  A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional  relevant  data  to 

inform  suicide  prevention  efforts  on  or  around  June  5^^.  The  Action  Alliance  Secretariat  does  plan  to 
convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation 
for  this  larger  data  release,  we'll  be  convening  the  MIVIWG  for  a  call  in  late  May  to  discuss  the  data  and 
our  collective  statement, 

REQUEST:  Please  join  us  for  a  planning  caii  on  Thursday,  May  31  at  2:00  jj.m,  ET  to  pian  ahead  for 
collective  statement  about  CDC  data- 

We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly.  If  you  are  unable  to 
participate  on  this  call,  youll  have  the  opportunity  to  weigh  in  on  the  statement  electronically. 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 


From:  Smith,  Lakeesha  (Shakiyia)  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  09:37:24 -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Embargoed  until  1pm  June  7:  Vital  Signs:  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Attachments:  FACT  SHEET_Vital  Signs_June_2018_Suicide_Final_WEB,pdf,  MMWR_Vit3l 

Signs_  Suicide_6.7. 2018_article.pdf,  MMWR  Supplemental  table _ VS  Suidde_  6. 7. 2018_final.pdf 

Congratulations!!  Good  luck  today!  !  know  you'll  rock  it! 

S 

From;  Core  VIPP  (CDC) 

Sent:  Thursday,  June  7,  2018  9:12  AM 

Subject:  Embargoed  unti!  1pm  June  7:  Vita!  Signs:  Contributing  Circumstances  to  Suicide  and  increasing 
Trends  in  State  Suicide  Rates 

Dear  Colleague: 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  '■‘Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
following  a  media  telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include; 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  soda!  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
ww\A/.cdc,fiov/svndication  and  search  on  the  term  Vital  Signs.  We  also  invite  you  to  Join  us  for 
the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  support. 


Debra  Hour>%  MD,  MPH 
Director 

National  Center  for  Injur>"  Pre\^eiition  and  Control 


James  A.  Mercy,  PhD 
Director 

Division  of  Violence  Prev'ention 

National  Center  for  Injury^  Prev  ention  and  Control 


Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 


i 


•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 


r - 1 

Teach  coping  and  problem-solving  skills. 

L  J 

n 

1 

Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 
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Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 
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per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 
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TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 
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Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 
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Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

1 

Current 

State 

Rank® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005-2007 

1 

2008-2010 

2011  -2013 

2014-2016 

u.s. 

Both 

12.3  (n/a) 

12.7  (+  0.4) 

12.9  (+0.2) 

13.8  (+  0.9) 

14.5  (+0.8) 

15.4  (+  0.9) 

+  1.5%(p<.01) 

n/a 

+  34  (n/a) 

+  25.4  %  (n/a) 

Male 

20.9  (n/a) 

21 .2  (+  0.4) 

21.3  (+0.0) 

22.5  (+1.3) 

23.5  (+1.0) 

24.5  (+1.0) 

+  1.1  %  (p<.01) 

Female 

4.7  (n/a) 

5.0  (+  0.3) 

5.3  (+  0.2) 

5.7  (+  0.4) 

6.2  (+  0.5) 

6.9  (+  0.7) 

+  2.6  %  (p<.01} 

AL 

Both 

14.3  (n/a) 

13,4  (‘  0,9) 

14.1  (+0.6) 

15.6  (+1.6) 

16.4(+0.7)  * 

17.5  (+  1.1) 

+  1.6%(p<.05}  i 

25 

+  34  (31) 

+  21.9%  (33) 

Male 

25.1  (n/a) 

23,4  (“  1,7) 

24,4  (+1.0) 

26.4  (+  2.0) 

27.6  (+1.1) 

29.1  (+  1.5) 

+  1.3%(p<.05}  ' 

Female 

5.1  (n/a) 

4.8  (-  0.3) 

5.0  (+0.2) 

64  (+1.1) 

6.4  (+0.3) 

7.0  (+  0.7) 

+  2.6%(p<.01} 

AK 

Both 

21 .0  (n/a) 

24.8  (+  3.8) 

24,2  (^0.6) 

26.0  (+  1.7) 

25.4  (-0.5) 

28.8  (+  3.4) 

+  1 .7  %  (p<.05) 

2 

+  7.8  (  4) 

+  37.4%  (13) 

Male 

33.2  (n/a) 

38.1  (+  4.9) 

38.9  (+0.8) 

40.1  (+  1.2) 

40,1(0.1) 

42.9  (+  2,8) 

+  1.4%(p<.01) 

Female 

S.6  (n/a) 

11.4  (+  2.9) 

9,8  (-1.6) 

11.1  (+  1.2) 

9.9  (-1.2) 

13.2  (+  3.4) 

+  1 .7  %  n/s 

AZ 

Both 

17.8  (n/a) 

18.5  (+  0.7) 

19.1  (+0.5) 

19.1  (-0.0) 

20.4  (+1.3)  I 

20.9  {+  0.5} 

+  1.0%  (p<.01} 

15 

+  3.1  (32) 

+  17.3%  (42) 

Male 

29.3  (n/a) 

30.2  (+  1.0) 

30,6  (+0.4) 

30.2  (-  0.5) 

32.0  (+1.9) 

32.4  {+  0.4} 

+  0.6  %  (p<.05} 

Female 

7.1  (n/a) 

7.5  (+  0.4) 

8.2  (+0.7) 

8.6  (+  0.5) 

9.2  (+0.6) 

9.9  (+  0.6} 

+  2.2%(p<,01} 

AR 

Both 

15.5  (n/a) 

15.8  (+  0.3) 

16.2  (+0.5) 

17.6  (+  1.4) 

19.2  (+1.6) 

21.2  {+  2,0} 

+  2.2%  (p<.01} 

12 

+  5.7(14) 

+  36.8%  (15) 

Male 

26.7  (n/a) 

26.7  (+  0.0) 

27.2  (+0.5) 

28.2  (+  1.0) 

31.7(+3.5)  I 

33.5  {+1,9} 

+  1.6%(p<.05} 

Female 

5.6  (n/a) 

5.9  (+  0.3) 

6.2  (+0.4) 

7.9  (+  1.7) 

7.5  (-0.4) 

9.6  {+2.1} 

+  3.6%(p<.01} 

CA 

Both 

10.6  (n/a) 

11.3  (+  0.7) 

11.0  (-0.3)  ' 

12.0  (+  1.0) 

11,8(  0.1)  ; 

124  (+0.3) 

+  0.9  %  (p<.05} 

45 

+  1.6  (46) 

+  14.8%  (46) 

Male 

17.9  (n/a) 

18.4  (+  0,5) 

17.7  (-0.7) 

19.1  (+  1.4) 

18.9  (-0.2) 

19.2  {+  0.3) 

+  0.5  %  n/s 

Female 

4.1  (n/a) 

5.0  (+  0.9) 

4.9  (-0.1) 

5.4  (+  0.5) 

5.3  (-0.1) 

5.6  (+  0.3) 

+  1.7%  (p<.05} 

CO 

Both 

17.3  (n/a) 

19.2  (+  1.9) 

19.0(0,2) 

20.0  (+  1.0) 

21.6  (+1.5) 

23.2  {+1.6} 

+  1.8%{p<.01} 

8 

+  5.9  (12) 

+  34.1  %(22) 

Male 

28.6  (n/a) 

30,9  (+  2.3) 

30,5  (-0.4)  ^ 

31 .5  (+  1.0) 

33.4  (+1.9) 

36.3  (+  2.9} 

+  1.4  %  (p<.01} 

Female 

7.0  (n/a) 

8.2  (+  1.3) 

8.2  (+0.0) 

9.1  (+  0.9) 

10.1  (+1.0) 

10.4  (+  0.3) 

+  2.6%(p<.01}  ' 

CT 

Both 

9.6  (n/a) 

8.9  {-  0.7) 

9.1  (+  0.2) 

10.2  (+1.1) 

11.0  (+  0.8) 

11.5  (+  0.5) 

+  1.6%  (p<.05} 

46 

+  1.9  (43) 

+  1 9.2  %  (34) 

Male 

16.4  (n/a) 

14.6  (-  1.8) 

15.0  (+0.4) 

16.6  (+  1.6) 

17.6  (+1.0) 

17.3  {-0.3} 

+  0.9  %  n/s 

Female 

3.6  (n/a) 

3.8  (+  0.2) 

3.7  (-0.2) 

4.4  (+  0.7) 

4.9  (+0.5) 

6.2  (+1.3) 

+  3.5%(p<.05} 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

I 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (-1-1.7} 

14.2  {-1-0.6} 

14.4  (-1-0.2) 

+  0.9  %  n/s 

42 

4  0.8  (50) 

4  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-0.4) 

23.1  {+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

4  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-  0.2) 

4.6  (-  0.4) 

4.9  (+0.3)  ! 

6.4  (+1.5)  ' 

6.2  (-  0.2) 

4  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+  0.5) 

6.4  (-0.0) 

7.3  (+0.8) 

6.6  (-  0.7)  1 

6.9  (+  0.3) 

4  0.9  %  n/s 

51 

+  1.0(48) 

+  16.1  %(45) 

Male 

10.7  (n/a) 

11.1  (+  0.4) 

10.3  (-0.8)  ' 

12.7  (+2.4) 

10.0  (-2.6)  ' 

11.7  (+  1.7) 

4  0.3  %  n/s 

Female 

1 .7  (n/a) 

2.3  (+  0.6)  tt 

3.3  (+1.0) 

2.6  (-  0.7) 

3.6  (+1.0) 

2.8  (-  0.8) 

4  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-0.3)  ^ 

16.3  (+  1.4)  ‘ 

16.3  (-0.0)  ' 

16.4  (+07) 

+  O.S%(p<.05) 

29 

4  1.6  (45) 

4  10.6  %  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-0.8) 

26.2  (+2.6) 

25.6  (-0.6) 

25.6  (-  0.1) 

4  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+  0.3) 

+  1,4%{p<.01) 

GA 

137  (+0.5) 

15.0  (+1.3) 

4  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a)  ! 

23.1  (+  1.0) 

22.6  (+07) 

24.4  (+  1 .7) 

4  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-0.2) 

5.8  (+0.3) 

6.6  (+  0.8) 

+  2.1  %  (p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-  1.8) 

10.3  (-0.7) 

14.5  (+4.1) 

14.4  (-0.1) 

15.2  (+0.8) 

4  2.0  %  n/s 

35 

4  2.4  (35) 

4  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21 .9  (+6.7) 

22.5  (+0.5) 

24.3  (+  1 .8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-  0.4) 

5.5  (+0.5) 

7.1  (+  1.5)  ! 

6.2  (-  0.9) 

5.9  {-  0.3) 

4  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18,3  (-0.9)  ’ 

21 .6  (+3.3) 

21 .9  (+0.3) 

247  (+2.8) 

+  2.3%(p<,01) 

6 

+  7.5  (  6) 

+  43,2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+47) 

31.1  (-2,0) 

34.9  (+3.8) 

34.7  (-0.2) 

38.0  (+3.3) 

+  1.6%(p<,05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+0.0) 

9,0  (+2.9) 

9.5  (+0.5) 

11.8  (+  2.3) 

+  4.4  %  (p<,05) 

IL 

Both 

9.9  (n/a) 

9.8  (-0.1) 

9.7  (-0.1) 

10.6  (+0.8) 

11.2  (+0.6)  ! 

12.2  (+1.0) 

+  1.5%(p<.05) 

44 

+  2,3  (38) 

+  22.8%  (32) 

Male 

17.1  (n/a) 

167  (-0.4) 

16,2  (-0,4) 

17,6  (+1.4) 

18.5  (+0.9) 

19.8  (+1.3) 

+  17  %(p<,05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+0.4) 

5,2  (+0.6) 

+  2.4%(p<,01) 

IN 

Both 

13.0  (n/a) 

137  (+  07) 

14.4  (+0.7) 

14.9  (+0.5) 

16.4  (+1.4) 

17.1  (+07) 

+  1.9%(p<.01) 

26 

+  4,1  (23) 

+  31 .9  %  (25) 

Male 

22,4  (n/a) 

23.2  (+0.8) 

24.4  {+  1 .2) 

247  (+0.4) 

267  (+2.0) 

28.3  {+  1 .6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+0.9) 

6,6  (-  0,2) 

+  27%(p<,01) 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

i 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

1 1 .8  (n/a) 

13.2  (+1.4) 

12.8  {-  0.4) 

14.2  (+1.4) 

1 5.9  {+  1 .7) 

16.0  (+0.1) 

+  2.1%(P<.01)  ; 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1.0) 

5.3  (+0.6) 

5.5  (+0.2)  ' 

6.1  (+0.6)  ’ 

6.7  (+  0.6) 

+  3.S%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+  1.8) 

15.8  (+0.7) 

15.3  (-0.5)  ! 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Male 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+1.5) 

25.6  (-0.9) 

29.1  (+3.5) 

30.7  (+  1 .6) 

+  1.9%{p<.01) 

Female 

4.6  (n/a) 

6.0  (+1.4) 

5.7  (-0.3) 

5.4  (-0.3) 

6.8  (+1.4) 

8.4  (+  1 .6) 

+  3.2%(p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3)  ^ 

16.2  (-0.5) 

18.2  (+2.0)  ■ 

19.3  (+  1.1) 

+  1.9%(p<.01) 

20 

+  5.2(16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+  1.9) 

28.3  (+1.4) 

27.2  (-1.0) 

30.1  (+  2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+  0.4) 

6.1  (+0.8)  ' 

6.1  (+0.1) 

7.1  (+0.9) 

77  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+0.4)  ; 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+  2.5) 

+  1.6%(p<.05)  1 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+0.1) 

23.3  (+0.8) 

23.7  (+0.5)  ' 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+0.5) 

4.9  (-  0.2) 

6.1  (+1.2) 

7.5  (+  1 .4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-0.9) 

14.4  (+0.8) 

15.4  (+1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4%  (29) 

Male 

25.0  (n/a) 

22.9  (-  2.1) 

24.6  (+1.7) 

25.7  (+1.1)  ’ 

31.1  (+5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-  0.0) 

5.2  (-0.1)  ’ 

6.0  (+0.7)  ^ 

7.6  (+1.6) 

7.9  (+  0.3) 

+  3.1%(p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+0.1) 

107  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<,05)  I 

+  0.8  (49  S§) 

+  8.5  %  (49  §5) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17.3  (-0.5) 

17.7  (+0.4) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+0.4) 

3.9  (+0.0)  ' 

3.7  (-0.2) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+0.2)  I 

8.4  (+0.8)  ! 

9.3  (+1.0) 

9.8  (+0.4)  ! 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  «) 

+  35.3  %  (20  «) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-0,2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  {;  0.4) 

4.0  (+1.0) 

3.8  (-0.1) 

4.8  (+1.0) 

4,6  (-  0,2) 

+  3.0%(p<.05) 

D 

Both 

11,8  (n/a) 

12.5  (+  0.7) 

12.9  (+0.4)  : 

13.9  (+1.0)  ’ 

14.5  (+07) 

15.6  (+1.1) 

+  i.9%(p<.oi)  ; 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+0.9) 

21 .6  (+0.7) 

22.8  (+1.3) 

23.9  (+1.0) 

25.0  {+  1 .2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

67  (+0.9) 

+  2.8%(p<.01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

MN 

Both 

1 0.7  (n/a) 

11.5  (+0.9) 

12.4  (+0.8)  ; 

12.9  (+  0.5) 

14.2  (-1-1.3) 

15.0  (-1-0.9) 

-i-2.3%(p<.01) 

38 

4  4.3(19) 

4  40.6%(  8) 

Male 

1 8.3  (n/a) 

19.3  (+1.1) 

20,4  (+1.0)  ^ 

20.9  (+0.6) 

22.9  (+1.9) 

23.3  (+0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+  0.6) 

4.8  (+0.6) 

5.1  (+0.4)  ' 

5.8  (+0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

15.5  (+0.8)  1 

i5.6(+o.i)  : 

36 

+  2.3  (36) 

+  17.8%  (40) 

Male 

22.9  (n/a) 

26.6  (+1.7) 

25.9  (-  0.9)  ' 

-f0.7%n/s 

Female 

4.3  (n/a) 

5.5  (-0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+1.3)  ^ 

16.0  (+0.7)  ' 

17.8  (+1.7)  ’ 

20.0  (+  2.3) 

+  2.2%(p<.01) 

16 

4  5.3(15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-  1.6) 

25.6  (+1.9)  I 

26.6  (+1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+0.7) 

6.3  (+0.2) 

7.4  (+1.1) 

8.6  (+  1 .2) 

-f3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1.4) 

23.6  (+1.0)  1 

24.7  (+1.1)  ^ 

26.7  (+2.0) 

29.2  (+  2.5) 

+  2.1%(p<.01)  ’ 

1 

+  8.0(  2) 

4  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+2.5) 

39.7  (-0.1) 

41.0  (+1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

8.4  (+1.8) 

8.4  (-0.1) 

10.0  (+1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+0.4) 

11.7  (-0.8) 

13.5  (+1.8) 

14.8  (+  1.3) 

+  1 .0  %  n/s 

40 

4  2.1  (42) 

4  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-  1.5) 

20.3  (-  0.4) 

19.8  (-0.5)  ' 

22.0  (+2.2) 

23.9  (+  1 .9) 

4  0.6%  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+0.9) 

4.0  (-1.1)  ’ 

5.5  (+1.4) 

5.8  (+  0.3) 

4  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22,6  (+0,5) 

21,4  (-1,2) 

23.1  (+1,6) 

-  0.2  %  n/s 

9 

-0,2(51) 

-  1,0%  (51) 

Male 

38.3  (n/a) 

36.7  (-  1.7) 

35.1  (-1.6)  ’ 

35,6  (+0,5) 

32,5  (-3,0) 

35,4  (+  2,8) 

-  0,7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+0.1) 

10.0  (+0,4) 

10,6  (+0,6) 

11.2  (+0,6) 

+  1.5%(p<,01) 

m 

Both 

13.5  (n/a) 

12.5  (-  1.0) 

13.3  (+0.8)  ! 

15,2  (+1,9) 

15,8  (+0,6)  ! 

20,0  (+4,2) 

+  2,7%(p<.05) 

17 

+  6,5(  8) 

+  48,3%(  3) 

Male 

22.5  (n/a) 

21.1  (-  1.4) 

21 .7  (+0.6) 

24,8  (+3,1)  ' 

25,4  (+0,6) 

30,6  (+  5.2) 

+  2,2%(p<,05) 

Female 

5.3  (n/a) 

4.8  (^  0.5) 

5.9  (+1.0) 

6,2  (+0,4) 

6,6  (+0,4) 

9,8  (+3,2) 

+  3,9%(p<,05) 

NJ 

Both 

7,8  (n/a) 

7.7  (-  0.1) 

7.5  (-0,2) 

8.0  (+0,5)  ’ 

8,9  (+0.9) 

9,2  {+  0,4) 

+  i.3%(p<,05)  ; 

50 

+  1 ,5  (47) 

+  19,2  %(35) 

Male 

13,0  (n/a) 

13.1  (+0.0) 

12.6  (-0.5) 

13.7  (+1,1) 

14,5  (+0,8) 

14,6  (+0,1) 

4  0.9  %  (p<.05) 

Female 

3.2  (n/a) 

2,9  (“  0.3) 

3.0  (+0.0) 

2,9  (-  0.1) 

3,8  (+0,9) 

4.4  (+0,6) 

4  2.3%  n/s 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

j 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-  0.1) 

21.8  (-  0.2)  ; 

23.0  (-1-1.2) 

24.1  (-1-1.1) 

26.0  (-1- 1 .9) 

-1- 1.1  %  (p<.05) 

4 

4  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2)  ! 

35.8  (-0.6) 

37.1  (+1.3) 

40.7  (-1-3.6) 

4  0.4  %  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+0.7) 

107  (+2.6)  ' 

11.7  (+0.9) 

12.0  (+0.3) 

+  3.3%(p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+0.6)  ; 

8.4  (+0.8)  ! 

9.5  (+1.1)  : 

9.3  (-0.1) 

+  2.1%(p<.01)  ; 

49 

+  2.1  (41) 

+  28.8%  (27) 

Male 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (-1-0.7)  ' 

13.9  (-1-1.0)  ' 

15.4  (-1-1.4) 

14.5  {-  0.9) 

4  1 .4  %  (p<.05) 

Female 

2.7  (n/a) 

2.6  (-0.1) 

3.0  (-1-0.3) 

3.5  (-h  0.5) 

4.2  (-1-  0.7) 

4.6  (-^  0.5) 

4  4.2%(p<.01)  , 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+0.1)  ^ 

14.2  (+0.5)  ^ 

14.5  (+0.4)  ’ 

15.3  (+0.8) 

+  0.8%(p<.01) 

34 

4  1 .7  (44) 

4  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-0.6) 

23.3  (+1.1) 

23.3  (+0.0)  ' 

23.9  (+  0.6) 

4  0.4  %  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+0.8) 

6.0  (-0.2) 

6.7  (+0.7)  ’ 

7.6  (+  0.9) 

4  2.0%(p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+  1.3) 

16.0  (+1.4)  ; 

16.6  (+0.6) 

18.4  (+1.9) 

20.9  (+  2.5) 

+  2.9%(p<.01)  ’ 

14 

+  7.6  (  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+3.4) 

27.1  (-0.9) 

29.6  (+2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-0.8) 

5.7  (+2.0) 

6.7  (+1.0) 

8.5  (+  1 .8) 

4  3.9%  n/s 

OH 

Both 

11.6  (n/a) 

12.3  (+0.6) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+1.4) 

15.8  (+  1.0) 

4  2.0%(p<.01) 

32 

4  4.2  (21) 

4  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+1.3) 

22.1  (-  0.1) 

24.2  (+2.1) 

25.5  (+  1 .3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a)  ’ 

4.7  (+0.7) 

4.9  (+0.1)  ' 

5.3  (+0.5)  ! 

6.2  (+0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4{+1.1) 

207  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<,05)  ! 

7 

+  6.4(10) 

+  37.6%  (12) 

Male 

28.5  (n/a) 

27.3  (-  1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+3.8) 

+  2.0%(p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (- 0.5) 

8.5  (+1.6)  ' 

10.3  (+1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

177  (+1.3) 

17.7  (-0.0) 

18.6  (+0.9)  ^ 

19.8  (+1.2)  ! 

21.1  (+1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2%  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-0.9) 

29.5  (+1.0) 

31.4  (+1.8) 

33.0  (+1.6) 

+  1J%(p<,01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

77  (+0.6) 

8.4  (+0.7) 

8.8  (+0.4) 

9,8  (+0.9) 

+  27%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+  0.4) 

12.8  (+0.3)  ^ 

13.9  (+1.1)  ^ 

i5.o(+i.i)  ; 

16.3  (+1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+0.3) 

21 .9  (+0.6) 

23.1  (+1.2) 

24.7  (+17) 

26.1  (+1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+0.3) 

4.6  (+0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (-1-1.1} 

+  3.5%(p<,01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rf 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  {-  0.0) 

12.8  (+3.8) 

11 .9  (-  0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30  «) 

+  34.1  %  (23  «) 

Male 

1 5.4  (n/a) 

15.2  {-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-  0.7) 

3.8  (+0.4) 

5.1  (+1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7%(p<.05) 

sc 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Male 

21.3  (n/a) 

22.5  (+  1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1 .9) 

+  1.8%{p<.01) 

Female 

5.4  (n/a) 

6.0  (+1.3) 

6.2  (+0.2) 

7.0  {+  0.8) 

8.4  (+  1 .4) 

+  3.4%(p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+  2.9) 

10 

+  7.0  (  7) 

+  44.5  %  (  6) 

Male 

27.6  (n/a) 

26.3  (-  1.3) 

30.1  (+2.2) 

32.0  {+  1 .9) 

33.6  (+  1 .6) 

8.3  (+  2.0) 

7.3  (-  1.0) 

11.3  (+4.0) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+1.1) 

17.2  {+  0.0) 

18.2  (+1.0) 

+  1.4%(p<.01) 

22 

+  3.5  (28) 

+  24.2  %  (31 ) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+1.6) 

22.2  (+0.3) 

23.1  (+0.9) 

+  0.9  %  (p<.05) 

Female 

4.8  (n/a) 

5.4  (+  0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+  2.0) 

24.0  (+3.8) 

25.2  (+  1 .2) 

+  2.7%(p<,01) 

5 

+  8.0(  3”) 

+  46.5%(  4«) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-  1.7) 

32.1  (+  2.7) 

37.8  (+57) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+0.1) 

8.5  (+1.0) 

10,6  (+2.1) 

12.6  (+  2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-  1.3) 

16.6  (+1.7) 

18.7  (+2.1)  ’ 

197  (+1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+4.6) 

24.3  (-  4.0) 

27.3  (+3.0)  ' 

31.0  (+3.7) 

32.5  (+  1 .5) 

+  1.9%(p<,05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (‘^  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+  0.5) 

+  1.2%(p<.01) 

37 

+  2.2  (39) 

+  17.4  %(41) 

Male 

21.6  (n/a) 

21.3  (-0.2) 

21.0  (-  0.4) 

22.5  (+1.5) 

23.6  (+1.2) 

23.9  (+0.2) 

+  0.9  %  (p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1 .8  %  (p<.05)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vitai  Statistics  System, 

1999-2016 


state 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+1.0) 

+  1.1  %  (p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5} 

24.1  (-  1.1) 

25.1  (+1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+  0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+0.8) 

8.5  (+  0.8} 

+  2.5%(p<.01)  ' 

WV 

Both 

15.6  (n/a) 

17.2  (+  1.6} 

16.7  (-0.5) 

16.0  (-0.7)  : 

19.2  (+3.2) 

21.4  (+  2.2} 

+  1 .8  %  n/s 

11 

+  5.8(13) 

+  37.1  %(14} 

Male 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5)  ' 

27.6  (-1.0) 

31 .5  (+3.9)  ' 

33.5  (+  2.0} 

+  1 .1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+0.3) 

5.3  (-0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+1.0)  : 

15.3  (+0.3)  ’ 

16.5  (+  1.2} 

+  1.5%(p<.01)  1 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5} 

22.7  (+0.5) 

24.0  (+  1 .2} 

24.4  (+0.4) 

25.7  (+  1 .3} 

+  1.1%(p<.01)  1 

Female 

5.1  (n/a) 

5.6  (+0.4) 

6.4  (+0.7) 

6.5  (+0.1)  ’ 

7.5  (+  1 .0} 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7} 

22.5  (-  0.9) 

25.4  (+2.8)  ! 

28.9  (+3.5) 

28.8  (-0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5} 

36.3  (-3.0) 

41 .5  (+5.2) 

47.1  (+  5.6) 

44.6  (-  2.4) 

+  1 .8  %  (p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6} 

9.2  (+  0.9} 

9.4  {+0.2} 

10.7  (+1.4) 

12.6  (+  1.9} 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U  S.  year  2000  standard. 

^  Mo  del -estimated  average  annual  percentage  change  (AAPC)  based  on  all  reporting  periods;  p -value  indicates  statistical  significance  of  trend;  n/s  indicates  trend  not  significant. 
§  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014-2016.  Ranks  are  from  highest  rate  (1)  to  lowest  rate  (51 ).  Different  ranks  do 
not  necessarily  imply  a  statistically  significant  difference. 

fi  Overall  rate  change  is  between  the  first  {1 999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  increase  (1)  to  largest  decrease  (51).  Different 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  (1999  -  2001)  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  percentage  Increase  (1 )  to  largest 
percentage  decrease  (51 ).  Different  ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 
n  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 

State  Abbreviations:  AL  Alabama;  AK  Alaska;  AZ  Arizona;  AR  Arkansas;  CA  California;  CO  Colorado;  CT  Connecticut;  DE  Delaware;  DC  District  of  Columbia;  FL  Florida;  GA 
Georgia;  HI  Hawaii;  ID  Idaho;  IL  Illinois;  IN  Indiana;  lA  Iowa;  KS  Kansas;  KY  Kentucky;  LA  Louisiana;  ME  Maine;  MD  Maryland;  MA  Massachusetts;  Ml  Michigan;  MN  Minnesota; 
MS  Mississippi;  MO  Missouri;  MT  Montana;  NE  Nebraska;  NV  Nevada;  NH  New  Hampshire;  NJ  New  Jersey;  NM  New  Mexico;  NY  New  York;  NC  North  Carolina;  ND  North 
Dakota;  OH  Ohio;  OK  Oklahoma;  OR  Oregon;  PA  Pennsylvania;  Rf  Rhode  Island;  SC  South  Carolina;  SD  South  Dakota;  TN  Tennessee;  TX  Texas;  UT  Utah;  VT  Vermont;  VA 
Virginia;  WA  Washington;  WV  West  Virginia;  Wl  Wisconsin;  WY  Wyoming. 


From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  20  Apr  2018  14:26:25  -0400 

To:  Simon,  Thomas  {CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc;  Sokler,  Lynn  (CDC/OD/OADC);Schieber,  Richard  A. 

(CDC/OPHSS/CSELS/DPHID);Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID};Omisore,  Shannon  L. 
(CDC/OD/OADC) 

Subject:  FW:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

Attachments:  MMWR  Text_Vl_4.10.1S_4.30pm  DS.docx,  MMWR  Tables_Vl_4.10.18_4.30pm 

DS.docx 

Hi  Folks, 

Just  wanted  you  to  know  that  Dr,  Redfield  asked  for  a  copy  of  the  MMWR  now  so  that  he  can  determine 
whether  he  or  Anne  Schuchat  will  do  the  Telebriefing, 

Either  one  is  probably  a  good  thing! 

Will  keep  you  posted. 

Lynn 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  April  20,  2018  2:21  PM 
To:  Daniel,  Katherine  Lyon  (CDC/OD/OADC) 


Subject:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 
This  is  an  early  draft  of  the  MMWR. 

Currently,  the  pre-brief  with  Anne  is  set  up  for  May  8. 

To  accommodate  her  travel  schedule  we  set  up  the  media  telebrief  and  launch  of  the  Vital  Signs  for 
Thursday,  June  7.  Invites  have  been  issued. 

If  Dr.  Redfield  is  able  to  and  wants  to  do  this  one,  is  it  possible  to  change  to  our  normal  Tuesday,  June  5 
schedule?  FYI  and  isn't  any  deciding  factor  at  all,  but  I  am  on  leave  and  on  a  plane  on  June  7,  but  I  am 
here  on  June  5. 

Please  let  us  know, 

Thanks,  Lynn 
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1  Short  Title:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

2  Deborah  M.  Stone,  ScD;^  Thomas  R.  Simon  PhD;^  Katherine  A.  Fowler,  PhD;^  Scott  R.  Kegler,  PhD;^  Kerning  Yuan, 

3  MS;^  Kristin  M.  Holland,  PhD;^  Asha  Z.  Ivey-Stephenson,  PhD;^  Alex  E.  Crosby,  MD^ 

4  Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999.  Mental  health  problems  (MHP) 

5  are  just  one  factor  contributing  to  suicide.  Examining  state-level  trends  in,  and  the  multiple  contributing 

6  circumstances  to,  suicide  can  inform  comprehensive  state  suicide  prevention  planning. 

7  Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex,  across  six 

8  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System 

9  for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states 

10  in  2015,  were  used  to  examine  contributing  circumstances  among  decedents  with  and  without  known  mental 

1 1  health  problems  (MHP). 

12  Results:  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases 

13  of  more  than  30%.  Rates  increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  In 

14  2015,  more  than  half  (54%)  of  decedents  in  27  states  did  not  have  a  known  MHP.  Among  people  with 

15  circumstance  information,  several  circumstances,  including  relationship  problems/loss  (45.1%  vs  39.6%),  life 

16  stressors  (54.2%  vs  49.7%),  and  recent/impending  crises  (32.9%  vs  26.0%)  were  significantly  more  likely  among 

17  those  without  a  known  MHP  than  decedents  with  MHP,  but  were  common  across  groups. 

1 8  Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999’2016.  Various  circumstances 

19  contributed  to  suicides  among  people  with  and  without  known  MHP, 

20  Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public  health  approach 

21  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent  reattempts,  and  help 

22  friends/family  after  a  suicide  occurs. 

23  INTRODUCTION 

24  BACKGROUND  AND  PURPOSE 

25  In  2016,  nearly  45,000  suicides  (15.6/100,000  [age-adjusted])  occurred  in  the  United  States  (U.S.),  among  people 

26  >10  years  old  (1).  Between  1999  and  2015,  suicide  rates  increased  across  sexes,  racial/ethnic  groups,  and 

27  urbanization  levels  (2,  3).  Suicide  is  the  10^^  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that 

28  are  increasing  (1,  4).  Additionally,  rates  of  emergency  department  visits  for  nonfatal  self-harm,  a  key  risk  factor 

29  for  suicide,  increased  nearly  45%  between  2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries  cost  the 

30  nation  more  than  $69  billion  in  direct  medical  and  work  loss  costs  (1). 

3 1  The  National  Strategy  for  Suicide  Prevention(NSSP)  (5)  calls  for  a  public  health  approach  to  suicide  prevention 

32  with  efforts  spanning  across  multiple  levels  (i.e.,  individual,  family/relationship,  community,  and  societal).  Such  a 

33  comprehensive  approach  underscores  that  suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  multi- 

34  determined.  Despite  the  NSSP  guidance,  suicide  prevention  largely  focuses  on  identifying  suicidal  people, 

35  providing  treatment  for  mental  health  problems  (MHP)  and  preventing  re-attempts  (6).  In  addition  to  MHP  and 

36  prior  attempts,  other  contributing  circumstances  to  suicide  include  social  and  economic  problems,  access  to 

37  lethal  means  (e.g.,  substances,  firearms)  among  people  at  risk,  and  poor  coping  and  problem-solving  skills  (5). 

38  Expanded  awareness  of  these  additional  circumstances  contributing  to  suicide  risk  and  action  to  address  them, 

39  can  help  reach  the  nation's  goal  of  reducing  suicide  rates  20%  by  2025  (7).  To  assist  states  in  achieving  this  goal. 
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40  this  study  analyzes  state-specific  trends  in  suicide  rates,  assesses  the  multiple  contributing  factors  to  suicide, 

41  and  provides  options  for  nnulti-levGl  comprehensive  suicide  prevention  based  on  the  best  available  evidence. 

42  METHODS 

43  Suicide  rates  were  analyzed  for  people  aged  >10  years  only,  as  determining  suicidal  intent  in  younger  children  can 

44  be  difficult  (8).  Age-specific  suicide  counts  were  tabulated  based  on  National  Vital  Statistics  System  coded  death 

45  certificate  records  (International  Classification  of  Diseases  10^^  Revision,  underlying-cause-of  death  codes  X60- 

46  X84,  Y87.0,  U03).  Age-specific  population  estimates  were  obtained  from  U.S.  Census  Bureau/National  Center  for 

47  Health  Statistics  bridged-race  population  data  releases. 

48 

49  National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year  aggregate  periods 

50  spanning  1999-2016.  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard  population  and  expressed 

51  per  100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were  modeled  using  the  same  three-year  data 

52  aggregates,  employing  weighted  least  squares  regression  with  inverse-variance  weighting.  Modeled  rate  trends 

53  are  reported  In  terms  of  average  annual  percentage  changes  (AAPCs). 

54 

55  Characteristics  and  circumstances  of  suicide  decedents  >10  years  old,  with  and  without  known  MHP,  were 

56  compared  in  the  27  states  with  complete  data  participating  in  CDC's  National  Violent  Death  Reporting  System 

57  (NVDRS)  in  2015.  NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual 

58  of  Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other  substance  dependence,  which  are 

59  captured  separately  in  NVDRS.  NVDRS  aggregates  data  from  three  primary  data  sources:  death  certificates, 

60  coroner/medical  examiner  reports  (including  toxicology},  and  law  enforcement  reports.  Decedents  with  and 

61  without  known  MHP  were  compared  using  Chi-square  tests.  Logistic  regression  analyses  estimated  adjusted 

62  odds  ratios  with  95%  confidence  intervals  (Cl),  controlling  for  age  group,  sex,  and  race/ethnicity. 

63  RESULTS 

64  The  most  recent  overall  suicide  rates  (representing  2014-2016)  varied  four-fold,  from  6,9  (D.C.)  to  29.2 

65  (Montana)  per  100,000  persons  per  year  (Table  1).  Across  the  study  period,  rates  increased  in  all  states,  except 

66  Nevada  (which  had  a  consistently  high  rate  throughout),  with  absolute  increases  ranging  from  +0.8  (Delaware) 

67  to  +8.1  (Wyoming)  per  100,000,  Percentage  increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57.6%  (North 

68  Dakota),  with  increases  of  more  than  30%  observed  in  25  states  (Table  1,  Figure  1), 

69 

70  Modeled  suicide  rate  trends  indicated  significant  increases  for  44  states,  for  males  (34  states)  and  females  (43 

71  states),  as  well  as  for  the  U.S.  overall  (Table  1).  Nationally,  the  model-estimated  AAPC  for  the  overall  suicide 

72  rate  was  +1.5%.  By  sex,  estimated  national  rate  trends  further  indicated  significant  increases  for  males  (AAPC 

73  +1.1%)  and  females  (AAPC  +2.6%). 

74 

75  Suicide  decedents  without  known  MFIP  (N=ll,039)  were  compared  to  those  with  MFIP  (N=9,407}  in  27  states. 

76  While  all  decedents  were  predominately  male  (Table  2;  76.8%)  and  non-Hispanic  white  (83,6%),  those  without 

77  known  MHP,  relative  to  those  with  MHP,  were  more  likely  male  (83.6%  vs.  68.8%;  odds  ratio  (OR)=2.3,  95%  Cl  = 

78  2. 2-2. 5)  and  racial/ethnic  minorities  (OR  range:  1. 2-2.0).  Suicide  decedents  without  known  MHP  also  had 

79  significantly  greater  odds  of  perpetrating  homicide-suicide  (adjusted  odds  ratio  aOR  =  2.9,  95%  Cl  =  2. 2-3. 8). 

80  Among  adult  decedents,  20.1%  of  those  without  known  MFIP  and  15.3%  of  those  with  MPFI  ever  served,  or  were 

81  currently  serving,  in  the  U.S.  military. 

82  While  firearms  were  the  most  common  method  of  suicide  used  overall  (48.5%)  and  for  both  groups,  decedents 

83  without  known  MHP  were  more  likely  to  die  by  firearm  (55.3%  vs.  40.6%)  and  less  likely  to  die  by 
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84  hanging/strangulation/suffocation  (26.9%  vs  313%)  or  poisoning  (10.4%  vs  193%)  than  those  with  known  MHP. 

85  These  differences  remained  significant  in  the  adjusted  models. 

86  Decedents  without  known  MHP  were  less  likely  to  receive  toxicology  testing.  Among  those  with  toxicology 

87  results,  decedents  without  known  MHP  were  less  likely  to  test  positive  for  any  substance  overall  (aOR^O.S,  95% 

88  CI=0.7-03),  such  asopioids  (aOR=.90  95%  CI=0.81-.99)  but  more  likely  to  test  positive  for  alcohol  (aOR=1.2,  95% 

89  Cl=l.l-13). 

90  All  suicide  decedents  with  MHP  (N=9,407)  and  approximately  85%  without  known  MHP  {N=9357)  had  available 

91  circumstances  information  (Table  3).  People  without  known  MHP  were  less  likely  to  have  any  substance  abuse 

92  problems  (aOR=0.7,  95%  CI=0.7-0.8).  While  two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health 

93  or  substance  abuse  treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment. 

94  Decedents  without,  versus  those  with,  known  MHP,  had  significantly  greater  likelihood  of  any  relationship 

95  problem/loss  (45.1%  vs.  39.6%),  specifically  intimate  partner  problems  (30.2%  vs.  24.1%),  arguments/conflicts 

96  (17.5%  vs.  13.6%),  and  recently  perpetrating  interpersonal  violence  (3.0%  vs.  1.4%).  They  also  were  more  likely 

97  to  have  experienced  any  life  stressors  (54.2%  vs  49.7%),  such  as  criminal-legal  problems  (10.7%  vs.  6.2%),  or 

98  eviction/loss  of  home  (4.3%  vs.  3,4%)  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 

99  upcoming  two  weeks  (32,9%  vs.  26.0%),  All  of  these  differences  remained  significant  in  the  adjusted  models. 

100  Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did  not  differ  by 

101  group.  Similarly,  among  people  without  versus  with  MHP,  physical  health  problems  (23.2%  and  21.4%)  and 

1 02  job/financial  problems  (15.6%  and  16.8%)  were  commonly  experienced  by  both  groups. 

103  Decedents  without  known  MHP  had  significantly  lower  odds  of  recent  release  from  any  institution  (aOR-O.S, 

1 04  95%  CI=0.4-0.5),  but  among  those  who  were  recently  released  (5.1%),  they  were  significantly  more  likely  to  be 

1 05  released  from  a  correctional  facility  (25.7%  vs,  8.7%),  hospital  (43.7%  vs.  33.0%),  or  other  facility  (e.g., 

106  alcohol/substance  treatment)  (aOR=2.5  95%  CI=1.8-3.3),  than  those  with  a  known  MHP.  Among  decedents  with 

107  known  MHP  who  were  recently  released  from  an  institution  (10.2%),  46.7%  of  this  group  were  released  from 

108  psychiatric  facilities. 

109  Decedents  without  known  MHP,  compared  to  those  with  MHP,  were  significantly  less  likely  to  have  a  history  of 

1 10  suicidal  ideation  (23.0%  vs.  403%)  and  prior  suicide  attempts  (10.3%  vs.  29.4%).  More  than  one  in  five  people  in 

1 1 1  both  groups  disclosed  suicide  intent  (22.4%  vs.  24.5%). 

112  Conclusions  and  Comments 

1 13  From  19993016,  44  states  saw  significant  increases  in  suicide  rates  and  25  states  experienced  substantial 

1 14  increases  in  suicide  rates  of  more  than  30%.  Rates  increased  significantly  among  males,  in  34  states,  and 

1 15  females,  in  43  states.  This  finding  is  consistent  with  prior  research  showing  a  decreasing  gender  gap  in  male- 

1 16  female  suicide  rates  between  1999-2014  (3),  Additional  research  into  the  specific  causes  of  these  trends  is 

117  necessary.  Fortunately,  data  from  the  27  states  participating  in  NVDRS  provides  important  insight  into  suicide 

118  circumstances  and  can  help  states  identify  prevention  priorities, 

1 19  Suicidologists  regularly  state  that  suicide  is  not  caused  by  a  single  factor;  (5)  however,  suicide  prevention  is  often 

120  oriented  towards  downstream  identification  of  suicidal  people,  treatment  of  MHP  and  prevention  of  reattempts. 

121  Additional  focus  on  non-mental  health  factors,  further  upstream,  is  essential  to  a  public  health  approach  (10),  as 

122  the  current  study  found  that  more  than  half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  MHP.  This 

123  group  suffered  more  from  relationship  problems  and  other  life  stressors  such  as  criminal-legal  matters, 

124  eviction/loss  of  home,  and  recent  or  impending  crises. 
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Similarly,  people  with  MHP  often  experienced  relationship  problems  and  other  life  stressors  such  as 
job/financial  and/or  physical  health  problems.  These  findings  point  to  the  need  to  both  help  people  manage  the 
conditions  associated  with  mental  health  problems  in  the  first  place,  and  to  support  people  with  known  MHP  to 
decrease  their  risk  of  poor  outcomes  (11).  Two-thirds  of  this  group  had  a  history  of  any  mental  health  and/or 
substance  abuse  treatment,  with  over  half  in  treatment  when  they  died.  This  suggests  the  need  for  additional 
safety  supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities  such  as 
doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies.  Additionally,  greater  access 
to  behavioral  health  providers  in  underserved  areas  is  needed,  as  is  expansion  of  healthcare  systems  needed 
that  integrates  physical  and  behavioral  health  with  a  priority  on  suicide  prevention  and  patient  safety,  especially 
through  care  transitions  (12), 

Comprehensive  statewide  su  icide  prevention  activities  are  needed  to  address  the  fu  ll  range  of  factors 
contributing  to  suicide.  Prevention  strategies  include:  strengthening  economic  supports  (e,g.,  housing 
stabilization  policies,  household  financial  support);  teaching  coping  and  problem-solving  skills  to  manage 
everyday  stressors  and  prevent  future  relationship  problems,  especially  early  in  life;  promoting  social 
connectedness  to  increase  a  sense  of  belongingness  and  access  to  informational,  tangible,  emotional,  and  social 
support;  and  identifying  and  better  supporting  people  at  risk  (e.g..  Veterans,  people  with  physical/mental  health 
problems)  (12).  Other  strategies  include  creating  protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  people  at  risk,  creating  organizational  and  workplace  policies  to  promote  help-seeking,  easing  transitions 
into  and  out  of  work  for  people  with  MHP  and  other  life  challenges),  supporting  family  and  friends  after  a 
suicide,  and  assuring  safe  reporting  by  the  media  in  order  to  prevent  suicide  contagion  (12).  Some  states,  such 
as  Colorado,  are  planning  to  implement  such  a  comprehensive  approach  to  suicide  prevention  (10). 

These  findings  have  at  least  three  limitations.  In  the  state-level  analysis,  rankings  for  four  states  (MD,  MA,  Rl, 

UT)  might  have  been  impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent  (potentially  biasing 
reported  suicide  rates  downward),  or  decreased  percentages  of  such  deaths  over  time  (potentially  biasing 
estimated  rate  trends  upward).  Second,  NVDRS  is  not  yet  nationally  representative;  the  27  states  included 
represent  49.6%  of  the  population 

(https://factfinder.census.gov/faces/tableservices/isf/pages/productview.xhtml) . 

Third,  abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative  reports.  Therefore,  the 
extent  of  informant  knowledge  can  impact  data  completeness  and  accuracy.  Studies  including  more  in-depth 
interviews  with  next-of-kin  often  see  greater  attributions  to  mental  disorders  (13),  however  many 
methodological  variations  across  studies  exist  (14).  It  is  likely  that  some  people  without  known  MHP  in  the 
current  study  were  experiencing  mental  health  challenges  that  were  unknown,  and  hence  underreported  by  key 
informants,  Nonetheless,  the  high  prevalence  of  diverse  contributing  circumstances  among  those  with  and 
without  known  MHP  suggests  the  importance  of  addressing  the  broad  range  of  factors  that  contribute  to 
suicide. 

Suicide  is  a  growing  public  health  problem.  Effective  approaches  to  prevent  the  many  suicide  risk  factors  are 
available.  States  and  communities  can  use  data  from  NVDRS  and  resources  such  as  CDC's  Preventing  Suicide:  a 
Technical  Package  of  Policies,  Programs,  and  Practices  (12)  to  better  understand  their  suicide  problem,  prioritize 
evidence-based  comprehensive  suicide  prevention,  and  save  lives. 


Acknowledgments 


4 


166 

167 

168 

169 

170 

171 

172 

173 

174 

175 

176 

177 

178 

179 

180 

181 

182 

183 

184 

185 

186 

187 

188 

189 

190 

191 

192 

193 

194 

195 

196 

197 

198 

199 

200 

201 

202 

203 

204 

205 

206 

207 

208 

209 


Rev  4.10.18 


The  authors  acknowledge  Robert  Anderson,  Holly  Hedegaard,  and  Margaret  Warner  from  the  Division  of  Vital 

Statistics,  National  Center  for  Health  Statistics,  CDC,  for  their  statistical  consultation. 

Conflict  of  Interest  No  conflicts  of  interest  were  reported, 

Corresponding  author:  Deborah  M.  Stone,  dstoneS^cdc.Eov  .  770-488-3942 

Author  Affiliations: 

^Division  of  Violence  Prevention,  National  Center  for  Injury  Prevention  and  Control,  CDC;  ^Division  of  Analysis, 

Research,  and  Practice  Integration,  National  Center  for  Injury  Prevention  and  Control,  CDC 

References: 

1.  Centers  for  Disease  Control  and  Prevention,  Web-based  Injury  Statistics  Query  and  Reporting  System 
(WI5QARS).  Atlanta,  GA:  National  Center  for  Injury  Prevention  and  Control.  Retrieved  March  15,  2018,  In. 

2.  Ivey-Stephenson  AZ,  Crosby  AE,  Jack  SPD,  Haileyesus  T,  Kresnow-Sedacca  MJ.  Suicide  Trends  Among  and 
Within  Urbanization  Levels  by  Sex,  Race/Ethnicity,  Age  Group,  and  Mechanism  of  Death  -  United  States, 
2001-2015.  MMWR  Surveill  Summ  2017;66(18):1-16, 

3.  Curtin  SC,  Warner  M,  Hedegaard  H.  Increase  in  suicide  in  the  United  States,  1999-2014.  In:  US  Department 
of  Health  and  Human  Services,  Centers  for  Disease  Control  and  Prevention,  National  Center  for  Health 
Statistics  Hyattsville,  MD;  2016. 

4.  Kochanek  K,  Murphy  S,  Xu  J,  Arias  E.  Mortality  in  the  United  States,  2016.  NCHS  Data  Brief,  no  293. 

National  Center  for  Health  Statistics  2017. 

5.  Office  of  the  Surgeon  General,  National  Action  Alliance  for  Suicide  Prevention.  2012  National  strategy  for 
suicide  prevention:  Goals  and  objectives  for  action:  a  report  of  the  US  Surgeon  General  and  of  the  National 
Action  Alliance  for  Suicide  Prevention.  2012. 

6.  Zalsman  G,  Hawton  K,  Wasserman  D,  van  Heeringen  K,  Arensman  E,  Sarchiapone  M,  et  al.  Suicide 
prevention  strategies  revisited:  ID-year  systematic  review.  The  Lancet  Psychiatry  2016;3(7}:646-659. 

7.  Torguson  K,  O'Brien  A.  Leading  Suicide  Prevention  Efforts  Unite  to  Address  Rising  National  Suicide  Rate.  In. 
Washington,  D.C.;  2017. 

8.  Crepeau-Hobson  F.  The  Psychological  Autopsy  and  Determination  of  Child  Suicides:  A  Survey  of  Medical 
Examiners.  Archives  of  Suicide  Research  2010;14(l}:24-34. 

9.  American  Psychiatric  Association.  Diagnostic  and  statistical  manual  of  mental  disorders  (DSM-5®): 
American  Psychiatric  Pub;  2013. 

10.  Caine  ED,  Reed  J,  Hindman  J,  Quinlan  K.  Comprehensive,  integrated  approaches  to  suicide  prevention: 
practical  guidance.  Injury  prevention  2017;injuryprev-2017-042366. 

11.  World  Health  Organization.  Risks  to  mental  health:  An  overview  of  vulnerabilities  and  risk  factors.  Geneva: 
WHO  2012. 

12.  Stone  DM,  Holland  KM,  Bartholow  BN,  Crosby  AE,  Davis  SP,  Wilkins  N.  Preventing  suicide:  A  technical 
package  of  policies,  programs,  and  practice.  2017. 

13.  Milner  A,  Sveticic  J,  De  Leo  D.  Suicide  in  the  absence  of  mental  disorder?  A  review  of  psychological  autopsy 
studies  across  countries.  Int  J  Soc  Psychiatry  2013;59(6):545-54. 

14.  Pouliot  L,  De  Leo  D.  Critical  issues  in  psychological  autopsy  studies.  Suicide  Life  Threat  Behav 
2006;36(5):491-510. 

Attach  merits: 

MMWR  Tables_Vl_4.10.18_4.30pm_DS 

Word  Count:  1903/1800 


5 


Table  1.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 
AAPC  + 

1 

Current 
State 
Rank  § 

Overall 

Rate  Change 
(State  Rank)  H 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

U.S. 

Both 

12.3  (n/a) 

12.7  (+  0.4) 

12.9  {+  0.2) 

13.8  (+  0.9) 

14.5  {+  0.8) 

15.4  (+  0.9) 

+  1.5%(p<.01) 

n/a 

+  3.1  (n/a) 

+  25.4  %  (n/a) 

Male 

20.9  (n/a) 

21.2  (+0.4) 

21.3  (+  0.0) 

22.5  (+1.3) 

23.5  (+  1.0) 

24.5  (+  1.0) 

+  1.1  %{p<.01) 

Female 

4.7  (n/a) 

5.0  (+  0.3) 

5.3  {+  0.2) 

5.7  (+  0.4) 

6.2  (+0.5) 

6.9  (+  0.7) 

+  2.6%(p<.01) 

AL 

Both 

14.3  (n/a) 

13,4  (-  0,9) 

14,1  (+0.6) 

15.6  (+  1,6) 

16,4  (+  0.7) 

17.5  (+  1,1) 

+  1.6%(p<,05) 

25 

+  3.1  (31) 

+  21,9%  (33) 

Male 

25.1  (n/a) 

23,4  (-17) 

24,4  (+  1.0) 

26.4  (+  2,0) 

27,6  (+  1.1) 

29.1  (+  1,5) 

+  1,3%(p<,05) 

Female 

5.1  (n/a) 

4,8  (-  0,3) 

5,0  (+  0.2) 

6.1  (+  1,1) 

6,4  (+  0.3) 

o 

p 

+  2,6%(p<01) 

AK 

Both 

21.0  (n/a) 

24.8  (+3.8) 

24.2  (-0.6) 

26.0  (+  17) 

25.4  (-0.5) 

28.8  (+  3.4) 

+  1.7%(p<,05) 

2 

+  7.8(  4) 

+  37.4%  (13) 

Male 

33.2  (n/a) 

38.1  (+4.9) 

38,9  (+  0.8) 

40.1  (+  1,2) 

40.1  (-0.1) 

42.9  (+  2,8) 

+  1,4%(p<,01) 

Female 

8.6  (n/a) 

11.4  (+2.9) 

9.8  (-1.6) 

11.1  (+  1,2) 

9.9  (-1.2) 

13.2  (+  3,4) 

+  1,7%  n/s 

AZ 

Both 

17.8  (n/a) 

18.5  (+0.7) 

19,1  (+  0.5) 

19,1  (-  0.0) 

20,4  (+  1.3) 

20.9  (+  0,5) 

+  1,0%(p<,01) 

15 

+  3.1  (32) 

+  17,3%  (42) 

Male 

29.3  (n/a) 

30.2  (+  1.0) 

30,6  (+  0.4) 

30,2  (-  0.5) 

32,0  (+1.9) 

32.4  (+  0,4) 

+  0,6%(p<,05) 

Female 

7.1  (n/a) 

7.5  (+  0.4) 

8,2  (+  07) 

8.6  (+  0,5) 

9.2  (+0.6) 

9.9  (+  0,6) 

+  2,2%(p<,01) 

AR 

Both 

15.5  (n/a) 

15.8  (+0.3) 

16,2  {+  0.5) 

17.6  (+  1,4) 

19,2  (+1.6) 

21.2  (+  2,0) 

+  2,2%(p<,01) 

12 

+  5.7(14) 

+  36,8%  (15) 

Male 

26.7  (n/a) 

26.7  (+  0.0) 

27,2  (+  0.5) 

28.2  (+  1,0) 

31,7  (+  3.5) 

33.5  (+  1,9) 

+  1,6%(p<05) 

Female 

5.6  (n/a) 

5.9  (+0.3) 

6,2  (+  0.4) 

7.9  (+  1,7) 

7.5  (-0.4) 

9.6  (+  2,1) 

+  3,6%(p<,01) 

CA 

Both 

10.6  (n/a) 

11.3  (+0  7) 

11.0  (-0.3) 

12.0  (+  1,0) 

11.8  (-0.1) 

12.1  (+  0,3) 

+  0,9%(p<,05) 

45 

+  1.6  (46) 

+  14.8  %  (46) 

Male 

17.9  (n/a) 

18.4  (+0.5) 

17.7  (-0.7) 

19.1  (+  1,4) 

18.9  (-0.2) 

19.2  (+  0,3) 

+  0.5  %  n/s 

Female 

4.1  (n/a) 

5.0  (+  0.9) 

4.9  (-0.1) 

5.4  (+  0,5) 

5.3  (-0.1) 

5.6  (+  0,3) 

+  1,7%(p<05) 

CO 

Both 

17.3  (n/a) 

19.2  (+  1.9) 

19.0  (-0.2) 

20.0  (+  1.0) 

21,6  (+1.5) 

23.2  (+  1,6) 

+  1.8%(p<,01) 

8 

+  59(12) 

+  34.1  %  (22) 

Male 

28.6  (n/a) 

30.9  (+  2.3) 

30.5  (-0.4) 

31.5  (+  1,0) 

33,4  (+  1.9) 

36.3  (+  2,9) 

+  1,4%(p<,01) 

Female 

7.0  (n/a) 

8.2  (+  1.3) 

8,2  (+  0.0) 

9.1  (+  0,9) 

10,1  (+  1.0) 

10.4  (+  0,3) 

+  2,6%(p<,01) 

CT 

Both 

9.6  (n/a) 

8,9  (-  07) 

9,1  (+  0.2) 

10.2  (+  1,1) 

11,0  (+  0.8) 

11.5  (+  0,5) 

+  1,6%(p<,05) 

46 

+  1.9  (43) 

+  19,2%  (34) 

Male 

16.4  (n/a) 

14,6  (-1,8) 

15,0  (+  0.4) 

16.6  (+  1,6) 

17.6  (+1.0) 

17.3  (-  0.3) 

+  0,9  %  n/s 

Female 

3.6  (n/a) 

3.8  (+  0.2) 

3.7  (-0.2) 

4.4  (+  0,7) 

4,9  (+  0.5) 

6.2  (+  1,3) 

+  3,5%(p<,05) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard. 

t  Model'Bsti mated  average  annual  percentage  change  (AAPC)  based  on  all  reporting  periods;  p-value  indicates  statistical  significance  of  trend;  n/s  indicates  trend  not  significant. 
^  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  lowest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

H  Overall  rate  change  is  between  the  first  (1999  -  2001 )  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

**  Overall  percent  change  in  rates  ts  between  the  first  (1999  -  2001 )  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  percentage  increase  (1)  to  largest 
percentage  decrease  (51 ).  Differences  between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
fl"  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 
Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 


Table  1.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  § 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (+  1.7) 

14.2  (+0.6) 

14.4  (+0.2) 

+  0.9%  n/s 

42 

+  0.8  (50) 

+  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-  0.4) 

23.1  (+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

+  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-0.2) 

4.6  (-  0.4) 

4.9  (+0.3) 

6.4  (+  1.5) 

6.2  (-  0.2) 

+  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+0.5) 

6.4  (-  0.0) 

7.3  (+  0.8) 

6.6  (-  0.7) 

6.9  (+0.3) 

+  0.9%  n/s 

51 

+  1.0  (48) 

+  16.1  %  (45) 

Maie 

10.7  (n/a) 

11.1  (+0.4) 

10.3  (-  0.8) 

12.7  (+2.4) 

10.0  (-2.6) 

11.7  (+  1.7) 

+  0.3  %  n/s 

Female 

1 .7  (n/a)  tt 

2.3  (+  0.6)  tt 

3.3  (+  1.0) 

2.6  (-  0.7) 

3.6  (+  1.0) 

2.8  (-  0.8) 

+  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-  0.3) 

16.3  (+  1.4) 

16.3  (-  0.0) 

16.4  (+0.1) 

+  0.8%(p<.05) 

29 

+  1.6  (45) 

+  10.6%  (48) 

Maie 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-  0.8) 

26.2  (+2.6) 

25.6  (-  0.6) 

25.6  (-  0.1) 

+  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+  0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+0.3) 

+  1.4%(p<.01) 

GA 

Both 

12.9  (n/a) 

13.2  (+0.3) 

12.3  (-  0.9) 

13.2  (+0.9) 

13.7  (+0.5) 

15.0  (+  1.3) 

+  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a) 

23.1  (+1.0) 

21.3  (-1.8) 

21.9  (+0.6) 

22.6  (+0.7) 

24.4  (+  1 .7) 

+  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-  0.2) 

4.6  (-  0.2) 

5.5  (+0.9) 

5.8  (+0.3) 

6.6  (+0.8) 

+  2,1  %(p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-1.8) 

10.3  (-  0.7) 

14.5  (+  4.1) 

14.4  (-  0.1) 

15.2  (+0.8) 

+  2.0%  n/s 

35 

+  2.4  (35) 

+  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21.9  (+  6.7) 

22.5  (+0.5) 

24.3  (+  1.8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-0.4) 

5.5  (+  0.5) 

7.1  (+  1.5) 

6.2  (-  0.9) 

5.9  (-  0.3) 

+  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18.3  (-  0.9) 

21.6  (+3.3) 

21.9  (+0.3) 

24.7  (+2.8) 

+  2.3%(p<.01) 

6 

+  7.5  (  6) 

+  43.2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+4.7) 

31.1  (-2.0) 

34.9  (+  3.8) 

34.7  (-  0.2) 

38.0  (+  3.3) 

+  1.6%(p<.05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+  0.0) 

9.0  (+2.9) 

9.5  (+0.5) 

11.8  (+2.3) 

+  4.4%(p<.05) 

IL 

Both 

9.9  (n/a) 

9.8  (-  0.1) 

9.7  (-  0.1) 

10.6  (+  0.8) 

11.2  (+0.6) 

12.2  (+  1.0) 

+  1.5%(p<.05) 

44 

+  2.3  (38) 

+  22.8  %  (32) 

Male 

17.1  (n/a) 

16.7  (-  0.4) 

16.2  (-  0.4) 

17.6  (+  1.4) 

18.5  (+0.9) 

19.8  (+  1.3) 

+  1,1  %(p<.05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+  0.4) 

5.2  (+  0.6) 

+  2.4%(p<.01) 

IN 

Both 

13.0  (n/a) 

13.7  (+0.7) 

14.4  (+  0.7) 

14.9  (+0.5) 

16.4  (+  1.4) 

17.1  (+0.7) 

+  1.9%(p<.01) 

26 

+  4.1(23) 

+  31.9%  (25) 

Male 

22.4  (n/a) 

23.2  (+  0.8) 

24.4  (+  1.2) 

24.7  (+0.4) 

26.7  (+2.0) 

28.3  (+  1.6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+  0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+  0.9) 

6.6  (-  0.2) 

+  2.7%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 
S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  (1999  -  2001 )  and  fast  (2014  -  2016)  reporting  periods.  Ranks  are  from  iargest  percentage  increase  (1)  to  largest 
percentage  decrease  {51 ).  Differences  between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 


Table  1.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * ** 

Modeled 
AAPC  t 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank) 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

11.8  (n/a) 

13.2  (+1.4) 

12.8  (-  0.4) 

14.2  (+  1.4) 

15.9  (+  1.7) 

16.0  (+0.1) 

+  2.1  %(p<.01) 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+  2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1 .0) 

5.3  (+  0.6) 

5.5  (+0.2) 

6.1  (+0.6) 

6.7  (+  0.6) 

+  3.8%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+1.8) 

15.8  (+0.7) 

15.3  (-  0.5) 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Maie 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+  1.5) 

25.6  (-  0.9) 

29.1  (+3.5) 

30.7  (+  1.6) 

+  1.9%(p<.01) 

Female 

4.6  (n/a) 

6.0  (+  1 .4) 

5.7  (-  0.3) 

5.4  (-  0.3) 

6.8  (+  1 .4) 

8.4  (+  1.6) 

+  3.2  %  (p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3) 

16.2  (-  0.5) 

18.2  (+2.0) 

19.3  (+  1.1) 

+  1.9%(p<.01)  1 

20 

+  5.2  (16) 

+  36.6%  (16) 

Maie 

25.0  (n/a) 

26.8  (+1.9) 

28.3  (+  1.4) 

27.2  (-1.0) 

30.1  (+2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+0.4) 

6.1  (+  0.8) 

6.1  (+0.1) 

7.1  (+0.9) 

7.7  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+  0.4) 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+2.5) 

+  1.6%(p<.05)  ! 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+  0.1) 

23.3  (+0.8) 

23.7  (+0.5) 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+  0.5) 

4.9  (-  0.2) 

6.1  (+  1.2) 

7.5  (+  1.4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-  0.9) 

14.4  (+  0.8) 

15.4  (+  1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4  %  (29) 

Male 

25.0  (n/a) 

22.9  (-2.1) 

24.6  (+  1.7) 

25.7  (+  1.1) 

31.1  (+  5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-0.0) 

5.2  (-0.1) 

6.0  (+0.7) 

7.6  (+  1.6) 

7.9  (+  0.3) 

+  3.1  %  (p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+  0.1) 

10.7  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<.05) 

47 

+  0.8  (49  §5) 

+  8.5  %  (49  S§) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17,3  (-  0.5) 

17.7  (+0.4) 

18.2  (+0.5) 

18.0  (-  0.2) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+  0.4) 

3.9  (+  0.0) 

3.7  (-  0.2) 

4.1  (+0.4) 

4.5  (+  0.4) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+  0.2) 

8.4  (+  0.8) 

9.3  (+  1.0) 

9.8  (+  0.4) 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  nil) 

+  35.3  %  (20  mi) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-  0.2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  (-  0.4) 

4.0  (+  1.0) 

3.8  (-  0.1) 

4.8  (+  1.0) 

4.6  (-  0.2) 

+  3.0  %  (p<.05) 

Ml 

Both 

1 1 .8  (n/a) 

12.5  (+0.7) 

12.9  (+0.4) 

13.9  (+  1.0) 

14.5  (+0.7) 

15.6  (+1.1) 

+  1.9%(p<.01)  ! 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+  0.9) 

21.6  (+0.7) 

22.8  (+  1.3) 

23.9  (+  1.0) 

25.0  (+  1.2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+  0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

6.7  (+0.9) 

+  2.8%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 
S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  (1999  -  2001 )  and  fast  (2014  -  2016)  reporting  periods.  Ranks  are  from  iargest  percentage  increase  (1)  to  largest 
percentage  decrease  {51 ).  Differences  between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 


Table  1.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 
AAPC  + 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

MN 

Both 

10.7  (n/a) 

11.5  (+0.9) 

12.4  (+  0.8) 

12.9  (+0.5) 

14.2  (+  1.3) 

15.0  (+0.9) 

+  2.3%(p<.01) 

38 

+  4.3(19) 

+  40.6%(  8) 

Male 

18.3  (n/a) 

19.3  (+1.1) 

20.4  (+  1.0) 

20.9  (+0.6) 

22.9  (+  1.9) 

23.3  (+  0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+0.6) 

4.8  (+  0.6) 

5.1  (+0.4) 

5.8  (+  0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

14.1  (+1.2) 

14.7  (+  0.6) 

15.5  (+  0.8) 

15.6  (+0.1) 

15.2  (-  0.3) 

+  1.1  %(p<.05) 

36 

+  2.3  (36) 

+  17.8%  (40) 

Maie 

22.9  (n/a) 

24.6  (+  1 .7) 

25.1  (+  0.6) 

26.8  (+  1.7) 

25.9  (-  0.9) 

25.3  (-  0.6) 

+  0.7%  n/s 

Female 

4.3  (n/a) 

5.0  (+  0.7) 

5.5  (+  0.5) 

5.5  (-  0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+  1.3) 

16.0  (+0.7) 

17.8  (+  1.7) 

20.0  (+2.3) 

+  2.2%(p<.01)  I 

16 

+  5.3  (15) 

+  36.4%  (17) 

Maie 

25.3  (n/a) 

23.7  (-1.6) 

25.6  (+  1.9) 

26.6  (+  1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+  0.7) 

6.3  (+0.2) 

7.4  (+  1.1) 

8.6  (+  1.2) 

+  3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1 .4) 

23.6  (+  1.0) 

24.7  (+1.1) 

26.7  (+2.0) 

29.2  (+2.5) 

+  2.1%(p<.01)  ! 

1 

+  8.0(  2) 

+  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+  2.5) 

39.7  (-  0.1) 

41.0  {+  1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

6.4  (+1.8) 

8.4  (-0.1) 

10.0  (+  1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+  0.4) 

11.7  (-  0.8) 

13.5  (+  1.8) 

14.8  (+  1.3) 

+  1.0%  n/s 

40 

+  2.1  (42) 

+  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-1.5) 

20.3  (-  0.4) 

19.8  (-  0.5) 

22.0  (+2.2) 

23.9  (+  1.9) 

+  0.6  %  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+  0.9) 

4.0  (-1.1) 

5.5  (+  1 .4) 

5.8  (+  0.3) 

+  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22.6  (+  0.5) 

21.4  (-1.2) 

23.1  (+  1.6) 

-  0.2  %  n/s 

9 

-0.2(51) 

-1.0%(51) 

Male 

38.3  (n/a) 

36.7  (-1.7) 

35.1  (-1.6) 

35.6  (+0.5) 

32.5  (-  3.0) 

35.4  (+  2.8) 

-  0.7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+  0.1) 

10.0  (+0.4) 

10.6  (+0.6) 

11.2  (+0.6) 

+  1.5%(p<.01) 

NH 

Both 

13.5  (n/a) 

12.5  (-1.0) 

13.3  (+0.8) 

15.2  (+  1.9) 

15.8  (+  0.6) 

20.0  (+4.2) 

+  2.7%(p<.05) 

17 

+  6.5(  8) 

+  48.3%(  3) 

Male 

22.5  (n/a) 

21.1  (-1.4) 

21.7  (+  0.6) 

24.8  (+  3.1) 

25.4  (+0.6) 

30.6  (+  5.2) 

+  2.2%(p<.05) 

Female 

5.3  (n/a) 

4.8  (-  0.5) 

5.9  (+  1.0) 

6.2  (+0.4) 

6.6  (+  0.4) 

9.8  (+  3.2) 

+  3.9  %  (p<.05) 

NJ 

Both 

7.8  (n/a) 

7.7  (-  0.1) 

7.5  (-  0.2) 

8.0  (+0.5) 

8.9  (+0.9) 

9.2  (+0.4) 

+  1.3%(p<.05)  ! 

50 

+  1.5  (47) 

+  19.2%  (35) 

Male 

13.0  (n/a) 

13.1  (+0.0) 

12.6  (-  0.5) 

13.7  (+  1.1) 

14.5  (+0.8) 

14.6  (+  0.1) 

+  0.9%(p<.05) 

Female 

3.2  (n/a) 

2.9  (-  0.3) 

3.0  (+  0.0) 

2.9  (-0.1) 

3.8  (+  0.9) 

4.4  (+0.6) 

+  2.3%  n/s 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 
S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  (1999  -  2001 )  and  fast  (2014  -  2016)  reporting  periods.  Ranks  are  from  iargest  percentage  increase  (1)  to  largest 
percentage  decrease  {51 ).  Differences  between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 


Table  1.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^^ 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-0.1) 

21.8  (-  0.2) 

23.0  (+  1.2) 

24.1  (+1.1) 

26.0  (+  1.9) 

+  1.1%(p<.05)  1 

4 

+  4.0  (24) 

+  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2) 

35.8  (-  0.6) 

37.1  (+  1.3) 

40.7  (+  3.6) 

+  0.4%  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+  0.7) 

10.7  (+2.6) 

11.7  (+0.9) 

12.0  (+  0.3) 

+  3.3  %  (p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+  0.6) 

8.4  (+  0.8) 

9.5  (+1.1) 

9.3  (-  0.1) 

+  2.1  %(p<.01) 

49 

+  2.1  (41) 

+  28.8  %  (27) 

Maie 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (+0.7) 

13.9  (+  1.0) 

15.4  (+  1.4) 

14.5  (-  0.9) 

+  1.4%(p<.05) 

Female 

2.7  (n/a) 

2.6  (-  0.1) 

3.0  (+  0.3) 

3.5  (+  0.5) 

4.2  (+  0.7) 

4.6  (+  0.5) 

+  4.2%(p<.01) 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+  0.1) 

14.2  (+0.5) 

14.5  (+0.4) 

15.3  (+0.8) 

+  0.8%(p<.01)  I 

34 

+  1 .7  (44) 

+  12.7  %  (47) 

Maie 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-  0.6) 

23.3  (+1.1) 

23.3  (+0.0) 

23.9  (+0.6) 

+  0.4%  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+  0.8) 

6.0  (-  0.2) 

6.7  (+0.7) 

7.6  (+  0.9) 

+  2.0  %  (p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+1.3) 

16.0  (+  1.4) 

16.6  (+0.6) 

18.4  (+  1.9) 

20.9  (+2.5) 

+  2.9%(p<.01)  ! 

14 

+  7.6(  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+  3.4) 

27.1  (-0.9) 

29.6  (+  2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-  0.8) 

5.7  (+2.0) 

6.7  (+  1.0) 

8.5  (+  1.8) 

+  3.9  %  n/s 

OH 

Both 

1 1 .6  (n/a) 

12.3  (+0.8) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+  1.4) 

15.8  (+  1.0) 

+  2.0%(p<.01) 

32 

+  4.2  (21) 

+  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+  1.3) 

22.1  (-0.1) 

24.2  (+2.1) 

25.5  (+  1.3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a) 

4.7  (+  0.7) 

4.9  (+  0.1) 

5.3  (+0.5) 

6.2  (+  0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4  (+  1.1) 

20.7  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<.05) 

7 

+  6.4(10) 

Male 

28.5  (n/a) 

27.3  (-1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+  3.8) 

+  2.0  %  (p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (-  0.5) 

8.5  (+  1.6) 

10.3  (+  1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

17.7  (+  1.3) 

17.7  (-  0.0) 

18.6  (+0.9) 

19.8  (+  1.2) 

21.1  (+  1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2  %  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-  0.9) 

29.5  (+  1.0) 

31.4  (+  1.8) 

33.0  (+  1.6) 

+  1.1  %(p<.01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

7.7  (+  0.6) 

8.4  (+0.7) 

8.8  (+  0.4) 

9.8  (+0.9) 

+  2.7%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+0.4) 

12.8  (+0.3) 

13.9  (+  1.1) 

15.0  (+1.1) 

16.3  (+  1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+  0.3) 

21.9  (+0.6) 

23.1  (+  1.2) 

24.7  (+  1.7) 

26.1  (+  1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+  0.3) 

4.6  (+  0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (+  1.1) 

+  3.5%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 
S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  (1999  -  2001 )  and  fast  (2014  -  2016)  reporting  periods.  Ranks  are  from  iargest  percentage  increase  (1)  to  largest 
percentage  decrease  {51 ).  Differences  between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 


Table  1.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * ** 

Modeled 
AAPC  t 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

j 

Overall 
Percent 
Change 
(State  Rank) 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rl 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  (-  0.0) 

12.8  (+3.8) 

11.9  (-0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30  HH) 

+  34.1  %  (23  HH) 

Male 

15.4  (n/a) 

15.2  (-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-0.7) 

3.8  (+  0.4) 

5.1  (+  1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7  %  (p<.05) 

SC 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+  1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

+  2.3%(p<.01) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Maie 

21.3  (n/a) 

22.5  (+1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1.9) 

+  1.8%(p<.01) 

Female 

5.4  (n/a) 

4.7  (-  0.7) 

6.0  (+  1.3) 

6.2  (+  0.2) 

7.0  (+0.8) 

8.4  (+  1 .4) 

+  3.4  %  (p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

17.1  (+  1.3) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+2.9) 

+  2.5%(p<.01)  1 

10 

+  7.0(  7) 

+  44.5%(  6) 

Maie 

27.6  (n/a) 

26.3  (-1.3) 

27.9  (+  1.6) 

30.1  (+2.2) 

32.0  (+  1.9) 

33.6  (+  1.6) 

+  1.6%(p<.01) 

Female 

4.2  (n/a) 

5.8  (+1.6) 

6.4  (+  0.6) 

8.3  (+2.0) 

7.3  (-1.0) 

11.3  (+4.0) 

+  5.8%(p<.01) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+  1.1) 

17.2  (+0.0) 

18.2  (+  1.0) 

+  1.4%(p<.01)  ! 

22 

+  3.5  (28) 

+  24.2  %  (31) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+  1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+  1.6) 

22.2  (+  0.3) 

23.1  (+0.9) 

+  0.9%(p<.05) 

Female 

4.8  (n/a) 

5.4  (+0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+  0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+2.0) 

24.0  (+  3.8) 

25.2  (+  1.2) 

+  2.7%(p<.01) 

5 

+  8.0{  31111) 

+  46.5%(  4  mi) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-1.7) 

32.1  (+2.7) 

37.8  (+  5.7) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+  0.1) 

8.5  (+  1.0) 

10.6  (+2.1) 

12.6  (+2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-1.3) 

16.6  (+  1.7) 

18.7  (+2.1) 

19.7  (+  1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+  4.6) 

24.3  (-4.0) 

27.3  (+  3.0) 

31.0  (+3.7) 

32.5  (+  1.5) 

+  1.9%(p<.05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+  1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+  0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (-  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+0.5) 

+  1.2%(p<.01)  ! 

37 

+  2.2  (39) 

+  17.4  %  (41) 

Male 

21.6  (n/a) 

21.3  (-  0.2) 

21.0  (-  0.4) 

22.5  (+  1.5) 

23.6  (+  1.2) 

23.9  (+  0.2) 

+  0.9%(p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+  0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1.8%(p<.05) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 
S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  (1999  -  2001 )  and  fast  (2014  -  2016)  reporting  periods.  Ranks  are  from  iargest  percentage  increase  (1)  to  largest 
percentage  decrease  {51 ).  Differences  between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 


Table  1.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 
AAPC  + 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

1 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+  1.0) 

+  1.1  %(p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5) 

24.1  (-1.1) 

25.1  (+  1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+  0.8) 

8.5  (+  0.8) 

+  2.5%(p<.01) 

WV 

Both 

15.6  (n/a) 

17.2  (+1.6) 

16.7  (-  0.5) 

16.0  (-  0.7) 

19.2  (+  3.2) 

21.4  (+2.2) 

+  1.8%  n/s 

11 

+  5.8  (13) 

+  37.1  %(14) 

Maie 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5) 

27.6  (-1.0) 

31.5  (+3.9) 

33.5  (+2.0) 

+  1.1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+  0.3) 

5.3  (-  0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+  1.0) 

15.3  (+0.3) 

16.5  (+  1.2) 

+  1.5%(p<.01) 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5) 

22.7  (+  0.5) 

24.0  (+  1.2) 

24.4  (+0.4) 

25.7  (+  1.3) 

+  1.1  %(p<.01) 

Female 

5.1  (n/a) 

5.3  (+0.2) 

5.6  (+  0.4) 

6.4  (+0.7) 

6.5  (+0.1) 

7.5  (+  1.0) 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7) 

22.5  (-  0.9) 

25.4  (+2.8) 

28.9  (+  3.5) 

28.8  (-  0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5) 

36.3  (-  3.0) 

41.5  (+5.2) 

47.1  (+5.6) 

44.6  (-  2.4) 

+  1.8%(p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6) 

9.2  (+  0.9) 

9.4  (+0.2) 

10.7  (+  1.4) 

12.6  (+  1.9) 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard. 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  indicates  trend  not  stgnEficant. 
S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overall  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  is  between  the  first  (1999  -  2001 )  and  fast  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  percentage  increase  (1)  to  largest 
percentage  decrease  {51 ).  Differences  between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  Intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 


Percentage  Changes  in  Annual  Suicide  Rates  (per  100,000,  Age-Adjusted) 

2014-2016  Compared  Against  1999-2001 


Decrease  1 .0% 
Increase  5.9% -18.3% 
increase  18.8%  -  29.3% 
Increase  31.9%- 37.4% 
Increase  37.6%  -  57.6% 


Table  2.  Select  Demographic  and  Descriptive  Characteristics  of  Suicides  among  Decedents  >10  years  of  age  with  and  without  Known 
Mental  Health  firoblems-IMatlonal  Violent  Death  Reporting  System,  27  states*,  2015 _ 


Characteristics 

Totai 

{n=20,446) 

Mentai  Health 
Problem^ 
(n=9,407) 

No  Known 

Mental 

Health 

Problem 

(n=ll,039) 

Chi- 

Square 

OR® 

(95%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702(76,8) 

6,469(68.8) 

9,233(83.6) 

p<.01 

2. 3(2. 2-2. 5) 

Female 

4,744(23.2) 

2,938(31.2) 

1,806(16.4) 

p<.01 

0.4(0. 4-0. 5) 

Age** 

10-24 

2,804(13.7) 

1,211(12.9) 

1,593(14.4) 

p<.01 

1.1(1. 1-1.2) 

25-44 

6,456(31.6) 

3,036(32.3) 

3,420(31.0) 

p<.05 

0.9(0. 9-1.0) 

45-64 

7,718(37.7) 

3,820(40.6) 

3,898(35.3) 

p<.01 

0.8(0. 8-0. 8) 

65+ 

3,468(17.0) 

1,340(14.2) 

2,128(19.3) 

p<.01 

1.4(1. 3-1. 5) 

Race/ethnicity 

White,  non-Hispanic 

17,102(83.6) 

8,165(86.8) 

8,937(81.0) 

p<.01 

0.6(0. 6-0. 7) 

Black,  non-Hispanic 

1,228(6.0) 

411(4.4) 

817(7.4) 

p<.01 

1,7(1. 5-2.0) 

American  Indian/Alaska  Native,  non- 

Hispanic 

378(1.8) 

112(1.2) 

266(2.4) 

p<.01 

2. 0(1. 6-2. 6) 

Asian,  non-Hispanic 

576(2.8) 

235(2.5) 

341(3.1) 

p<.05 

1.2(1. 1-1.5) 

Hispanic 

1,096(5.4) 

463(4.9) 

633(5.7) 

p<.05 

1.2(1. 0-1. 3) 

Other 

66(0.3) 

21(0.2) 

45(0.4) 

p<.05 

1.8(1. 1-3.1) 

Extended  demographics 

Ever  served  in  military^^ 

3,429(17.8) 

1,354(15.3) 

2,075(20.1) 

p<.01 

1,4(1. 3-1. 5) 

1.1(1, 0-1.1) 

Homeless 

240(1.2) 

104(1.1) 

136(1.3) 

1.1(0. 9-1. 5) 

1.2(0. 9-1. 5) 

Incident  Type 

Single  suicide 

20,063(98.2) 

9,318(99.1) 

10,745(97.4) 

p<.01 

0.3(0. 3-0. 4) 

0.4(0. 3-0. 5) 

Homicide  followed  by  suicide 

319(1.6) 

64(0.7) 

255(2.3) 

p<.01 

3, 5(2, 6-4. 5) 

2, 9(2. 2-3, 8) 

Multiple  suicides 

64(0.3) 

25(0.3) 

39(0.4) 

1.3(0. 8-2. 2) 

1.6(0. 9-2. 6) 

Method 

Firearm 

9,909(48.5) 

3,821(40.6) 

6,088(55.3) 

p<.01 

1.8(1. 7-1. 9) 

1.6(1. 5-1. 7) 

Hanging/Strangulation/Suffocation 

5,907(28.9) 

2,940(31.3) 

2,967(26.9) 

p<.01 

0.8(0, 8-0. 9) 

0.8(0. 7-0. 8) 

Poisoning  3,003(14,7)  1,861(19.8) 

Substance  class  causing  death^^ 

Other  (e.g.,  over-the-counter)  1,021(34.0)  666(35.8} 

Opioids  944(31.4)  608(32.7} 

Antidepressants  800(26.6}  644(34.6} 

Benzodiazepines  624(20.8}  468(25.1} 

Antipsychotics  219(7.3)  195(10.5} 


Other  1,595(7.8)  780(8.3} 

Toxicology  Results 


Any  toxicology  testing 

13,317(65.1) 

6,658(70,8) 

Positive  for  >  1  substance”’* 

9,913(74.4) 

5,192(78.0) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409(57.5) 

Positive 

4,442(40.6) 

2,115(39.1) 

Opioids 

Tested 

8,554(41.8) 

4,258(45.3) 

Positive 

2,279(26.6) 

1,238(29.1) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226(44.9) 

Positive 

2,464(30.3) 

1,639(38.8) 

Cocaine 

Tested 

7,978(39.0) 

3,866(41.1) 

Positive 

499(6.3) 

216(5.6} 

Amphetamines 

Tested 

7,615(37.2) 

3,696(39.3) 

Positive 

736(9.7) 

376(10.2} 

Marijuana 

Tested 

6,569(32.1) 

3,127(33.2) 

Positive 

1,471(22.4) 

710(22.7} 

Antidepressants 


Tested  5,425(26.5) 
Positive  2,214(40.8) 


3,103(33.0) 

1,735(55.9) 


*  Alaska,  Arizona,  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey, 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  problem  in  coroner/medical  examiner  or  law  enforcement  reports. 

^  Odds  ratio  reflects  the  risk  among  those  without  known  mental  health  problem  relative  to  those  with  known  MHP. 

^  Logistic  regression  was  used  to  estimate  adjusted  odds  ratio  with  95%  CIs  after  controlling  for  age,  sex,  race  and  ethnicity.  Known  MHP  was  used  as  the  reference 
group. 

**  Decedents  were  aged  10  years  and  older,  as  per  standard  in  the  suicide  prevention  literature. 

Denominator  is  decedents  aged  18  years  of  age  and  older  w  ith  reported  military  service  status. 

Denominator  is  decedents  who  died  by  poisoning,  including  overdose. 

^  Denominator  is  decedents  with  any  toxicology  tested. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. _ 


Table  3.  Circumstances  Preceding  Suicide  among  Decedents  >10  years  of  age  with  and  without  Known  Mental  Health  Problems-National 
Violent  Death  Reporting  System,  27  states*,  2015 _ 


Characteristics 

Total 

Mental  Health 
Problem^ 

No  Known 

Mental 

Health 

Problem 

Chi- 

Square 

OR^ 

(95%  Cl) 

Adjusted  OR' 
(95%  Cl) 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9,357(84.8) 

p<,01 

Mental  Health 

Any  Current  Diagnosed  Mental  Health  Problem** 

Depression/dysthymia 

7,076(75.2) 

Anxiety  disorder 

1,579(16.8) 

Bipolar  disorder 

1,431(15.2) 

Schizophrenia 

509(5.4) 

PTSD 

424(4.5) 

ADD/ADHD 

226(2.4) 

Unknown 

760(8.1) 

Current  depressed  mood 

3,962(42.1) 

3,076(32.9) 

p<.01 

0.7(0.6-0.7} 

0.7(0. 6-0. 7) 

Substance  Problems 

Any  Current  substance  problem 

5,319(28.3) 

2,976(31.6) 

2,343(25.0) 

p<.01 

0.7(0.7-0.8) 

0.7(0. 7-0. 8) 

Alcohol  problem 

3,268(17.4) 

1,862(19.8) 

1,406(15.0) 

p<.01 

0.7(0.7-0.8} 

0.7(0. 7-0. 8) 

Other  substance  problem 

3,084(16.4) 

1,768(18.8) 

1,316(14.1) 

p<.01 

0.7(0.7-0.8} 

0.7(0. 7-0. 8) 

Treatment 

Current  mental  health/substance  abuse 

0.01(0.01- 

treatment 

5,141(27.4) 

5,077(54.0) 

64(0.7) 

p<.01 

0.01) 

0.01(0.01-0.01) 

Ever  treated  for  mental  health/substance 

0.02(0.02- 

problem 

6,717(35.8) 

6,323(67.2) 

394(4.2) 

p<.01 

0.02) 

0.02(0.02-0.03) 

Relationship  Problems/Loss 

Any  relationship  problem/loss 

7,948(42.4) 

3,726(39.6) 

4,222(45.1) 

p<.01 

1.3(1.2-1.3) 

1.3(1. 2-1.4) 

Intimate  partner  problem 

5,098(27.2) 

2,270(24.1) 

2,828(30.2) 

p<.01 

1.4(1. 3-1. 5} 

1.4(1. 3-1. 5) 

Perpetrator  of  interpersonal  violence  past  month 

414(2.2) 

131(1.4) 

283(3.0) 

p<.01 

2.2(1.8-2.7) 

2. 0(1. 6-2.4) 

Victim  of  interpersonal  violence  within  past 

month 

84(0.4) 

53(0.6) 

31(0.3) 

p<.05 

0.6(0.4-0.9) 

0.8(0. 5-1. 2) 

Family  relationship  problem 

1,671(8.9) 

873(9.3} 

798(8.5) 

0.9(0.8-1.0} 

1.0(0. 9-1.1) 

Other  relationship  problem  (non-intimate) 

403(2,1) 

202(2.1) 

201(2,1) 

1.0(0.8-1.2} 

1.1(0, 9-1. 3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1,278(13.6) 

1,636(17.5) 

p<.01 

1.3(1. 2-1. 5) 

1.4(1. 3-1. 5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826(8.8} 

671(7.2) 

p<.01 

0.8(0.7-0.9} 

0.9(0. 8-0. 9) 

Non-suicide  death 

1,181(6.3) 

647(6.9) 

534(5.7) 

p<.01 

0.8(0.7-0.9} 

0.9(0. 8-1.0) 

Suicide  of  family  or  friend 

379(2,0) 

217(2.3} 

162(1.7) 

p<.01 

0.7(0.6-0.9} 

0.8(0, 7-1.0) 

Other  Life  Stressors 

Any  life  stressor 

9,743(51.9) 

4,675(49.7) 

5,068(54.2) 

p<.01 

1.2(1. 1-1. 3} 

1.1(1. 1-1.2) 

Recent  criminal  legal  problem 

1,588(8.5) 

586(6.2) 

1,002(10.7) 

p<.01 

1.8(1. 6-2.0} 

1.7(1. 5-1. 9) 

Other  legal  problem 

748(4.0) 

378(4.0} 

370(4.0) 

1.0(0,8-1.1) 

1.0(0, 9-1. 2) 

Physical  health  problem 

4,179(22.3) 

2,012(21.4) 

2,167(23.2) 

p<.01 

1.1(1.0-1.2) 

l.O(l.O-l.l) 

Job/Financial  problem^^ 

2941(16.2) 

1530(16.8) 

1411(15.6) 

p<.05 

0.9(0.8-1.0) 

0.9(0. 8-1.0) 

Eviction  or  loss  of  home 

722(3.8) 

317(3.4} 

405(4.3) 

p<.01 

1.3(1. 1-1. 5} 

1.4(1. 2-1. 6) 

School  problem^^ 

162(19.9} 

70(17.8) 

92(21.9) 

1.3(0.9-1.8) 

1.3(0. 9-1. 9) 

Recent  release  from  an  institution^^ 

1,412(7.6) 

941(10.2) 

471(5.1) 

p<.01 

0.5(0.4-0.5} 

0.5(0.4-0.5) 

Jail/prison/detention  facility 

203(14.4) 

82(8.7) 

121(25.7) 

p<.01 

3.6(2. 7-4.9} 

4. 5(3. 2-6.4) 

Hospital 

517(36.6} 

311(33.0) 

206(43.7} 

p<.01 

1.6(1. 3-2.0} 

1,3(1,0-1.7) 

Psychiatric  hospital/institution 

469(33.2) 

439(46.7) 

30(6.4) 

p<.01 

O.l(O.l-O.l) 

0.1(0. 1-0.1) 

Other  (includes  alc/SA  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

p<.01 

2.4(1.8-3.3} 

2. 5(1. 8-3. 3) 

Recent  or  Impending  Crisis 

Crisis  within  past  or  upcoming  two  weeks'^** 

5,525(29,4) 

2,444(26.0) 

3,081(32.9) 

p<.01 

1.4(1. 3-1. 5) 

1.4(1. 3-1. 5) 

Intimate  partner  problem  crisis 

1968(35.6) 

854(34.9) 

1114(36.2) 

1.1(0.9-1.2} 

1.1(0. 9-1. 2) 

Physical  health  problem  crisis 

739(13.4) 

315(12.9) 

424(13.8) 

1.1(0.9-1.3} 

1.0(0. 8-1. 2) 

Criminal  legal  problem  crisis 

621(11.2) 

203(8.3) 

418(13.6} 

p<.01 

1.7(1. 5-2.1} 

1.6(1. 3-1. 9) 

Family  relationship  problem  crisis 

430(7.8) 

212(8.7} 

218(7,1) 

p<,05 

0.8(0.7-1.0} 

0.9(0, 7-1.1) 

Job  problem  crisis 

354(6.4) 

191(7.8) 

163(5.3) 

p<.01 

0.7(0.5-0.8) 

0.7(0. 5-0. 8) 

Suicide  Event/History 

Left  a  note 

6,468(34.5) 

3,182(33.8) 

3,286(35.1) 

l.l(l.O-l.l) 

1.2(1. 1-1.2) 

Disclosed  suicide  intent 

4,405(23.5) 

2,306(24,5) 

2,099(22.4) 

p<.01 

0.9(0,8-1.0} 

0.9(0, 8-0. 9) 

History  of  ideation 

5,990(31.9) 

3,838(40.8) 

2,152(23.0) 

p<.01 

0.4(0.4-0.5) 

0.4(0.4-0.5) 

History  of  attempts 

3,732(19.9) 

2,770(29.4) 

962(10.3) 

p<,01 

0.3(0.3-0.3) 

0.3(0. 3-0. 3) 

*  Alaska,  Arizona,  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Micliigan,  Minnesota,  New  Hampshire,  New  Jersey,  New 
Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  problem  in  coroner/medical  examiner  or  law'  enforcement  reports. 


^  Odds  ratio  reflects  the  risk  among  those  without  known  mental  health  problem  relative  to  those  with  known  MHP. 

H  Logistic  regression  was  used  to  estimate  adjusted  odds  ratio  with  95%  CIs  after  controlling  for  age,  sex,  race  and  ethnicity.  Known  MHP  was  used  as  the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  problems,  which  arc  not  mutually  exclusive.  Therefore  sums  of  percentages  for  the  diagnosed  conditions 
exceed  100%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  problems. 

Denominator  is  decedents  aged  1 S  years  of  age  and  older. 

Denominator  is  decedents  aged  10-18  years. 

11^  Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within  the  past  month. 
Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  two  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring  categories. 


April  10,  2018 


From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  25  May  2018  10:50:18  -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD);Black, 

Erin  (CDC/ONDIEH/NCIPC);Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Lenard,  Courtney 
(CDC/ONDIEH/NCIPC) 

Subject:  FW:  Note  on  the  upcoming  Vital  Signs 

Attachments:  VS  summary  for  family  Id  ds2.docx 

FYI.  Note  edited  Q&A— please  update  the  Q&A  file  you  have. 

From;  Guest,  Megan  (CDC/OD/OADC) 

Sent:  Friday,  May  25,  2018  10:47  AM 
To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Cc:  Sokler,  Lynn  (CDC/OD/OADC) ;  Heldman,  Amy  B,  (CDC/OD/OADC) ;  Bonds,  Michelle  E. 
(CDC/OD/OADC) ;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC) ;  Lenard,  Courtney 
(CDC/ONDIEH/NCIPC) ;  Galatas,  Kate  (CDC/OD/OADC) 

Subject:  FW:  Note  on  the  upcoming  Vital  Signs 

See  below.  She  edited  the  QA  so  want  to  be  sure  you  all  get  that  in  your  materials. 

From:  Daniel,  Katherine  Lyon  (CDC/OD/OADC) 

Sent;  Friday,  May  25,  2018  10:42  AM 

To:  Dee,  Deborah  L,  (CDC/OCOO/HRO)  <gdq7^cdc.gov> 

Cc:  Schuchat,  Anne  MD  (CDC/OD)  <acsl@cdc.EOv>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7Pcdc.Eov> 

Subject:  Note  on  the  upcoming  Vital  Signs 
Hi  Deborah, 

You  may  be  aware  that  the  upcoming  and  long-planned  Vital  Signs  covers  the  topic  of  suicide,  with  and 
without  recognized  mental  health  conditions.  Given  the  unfortunate  timing  of  the  recent  ruling,  we  are 
aware  that  reporters  may  mention  Tim's  death  in  connection  with  this  research  at  CDC. 

We  want  to  make  the  family  aware  in  advance  that  this  is  coming.  We  think  it  would  be  best  done  by 
phone,  and  some  information  to  assist  with  that  conversation  below.  Deb  Stone  (copied  here)  is  the  lead 
author  of  the  Vital  Signs  MMWR,  and  has  already  at  one  point  been  in  touch  with  the  family  regarding 
Tim  (not  on  this  VS).  She  has  offered  to  be  a  resource  if  they  want  to  talk  through  or  have  questions.  At 
the  bottom  is  a  summary  of  two  other  upcoming  publications,  and  our  draft  response  if  reporters  ask 
questions  linking  the  two  (we  will  not  discuss  Tim's  death  other  than  to  offer  the  statement  below). 

Can  you  let  me  know  if  you  are  willing  and  able  to  do  this  outreach?  If  not,  who  would  you  suggest? 
Thank  you. 

KLD 


1.  Summary  of  the  Vital  Signs  release: 

We  want  to  make  you  aware  of  a  long-planned  CDC  publication  releasing  soon,  which  we  expect  you  will 
hear  about  in  the  news.  CDC  releases  a  Vital  Signs  report  every  month— this  includes  a  MMWR  article,  a 
graphic  fact  sheet  and  website,  a  press  release  and  media  telebriefing,  social  media  tools,  and  a  Town 
Hall  teleconference  with  states. 

For  the  upcoming  June  Vital  Signs  (to  be  released  June  7th),  CDC  researchers  examined  state-level 
trends  in  suicide  rates  from  1999-2016.  In  addition,  they  looked  at  the  circumstances  of  suicide  among 
people  with  and  without  known  mental  health  conditions.  Researchers  in  CDC's  Division  of  Violence 
Prevention  started  this  study  more  than  six  months  ago. 


We  recognize  that  this  is  a  painful  topic  at  this  time  for  your  family  and  realize  this  timing  is  not  ideal 
given  the  recent  news.  Please  know  Tim  continues  to  be  in  the  thoughts  of  the  CDC  family. 

2.  Other  upcoming  and  long-planned  study  releases  we  are  aware  of  on  this  topic: 

•  NCHS  Quick  Stats  on  suicide/homicide  scheduled  to  publish  in  the  same  MMWR  issue  as  the  VS: 

Homicide  and  Suicide  Rates  for  Teens  Aged  lS-19  Years  —  National  Vital  Statistics  System, 
United  States,  1999-2016  {Sally  C.  Curtin,  scurtin@cdc.£QV,  301-45S-4142) 

•  The  following  forthcoming/tentative  publication  out  of  Chronic/DPH: 

Title:  Suicide  and  life-threatening  behavior 

Journal/Website/Publication:  Archives  of  suicide  research 

Date:  June  4,  2018 

Tentative  or  Confirmed:  Tentative 

Media  Outreach/  Activities:  None 

Rollout  Plan  Needed:  No 

Talking  Points/QS^/Key  Messages  Needed:  Yes 

Background:  Limited  US  population-based  studies  used  death  certificate  information 
to  study  suicide  timing  decades  ago  but  did  not  analyze  all  calendar  time  periods  by 
major  demographic  characteristics  with  multiple  sources  of  death  information.  To 
study  the  spectrum  of  suicide  timing  systematically  by  age,  sex,  and  race/ethnicity* 

Lead  Author:  Niu  Tian 

Point  of  Contact:  DeVonne  Mitchell 

3,  If  CDC  is  asked  by  the  press  in  the  course  of  media  interviews: 

Q:  A  CDC  employee  went  missing  in  February  and  was  later  found  deceased.  His  death  was 
determined  to  be  suicide.  Is  that  why  you're  publishing  this  study  now? 

A:  The  CDC  community  continues  to  be  deeply  saddened  and  impacted  by  the  death  of  Commander 
Cunningham.  This  study  began  many  months  before  Commander  Cunningham  was  reported  missing. 
CDC  has  worked  to  prevent  suicide  for  many  years  and  suicide  prevention  is  currently  a  priority  area.  We 
have  a  strong  portfolio  of  research  describing  the  increasing  trends  in  suicide  and  rich  data  on 
circumstances  contributing  to  suicide  from  the  National  Violent  Death  Reporting  System.  CDC  also  has  a 
technical  package  geared  towards  states  and  communities  that  provides  what  works  to  prevent  suicide 
based  on  the  best  available  evidence. 

With  all  of  this  information  in  hand  and  in  the  context  of  increasing  national  suicide  rates,  the  present 
study  was  motivated  to  support  states  and  our  nation  as  we  seek  to  meet  the  national  goal  of  reducing 
annual  suicide  rates  20%  by  2025. 


June  Vital  Signs  Summary 

CDC  releases  a  Vital  Signs  report  every  month — this  includes  a  MMWR  article,  a  graphic  fact  sheet  and 
website,  a  press  release  and  media  telebriefing,  social  media  tools,  and  a  Town  Hall  teleconference  with 
states. 

For  the  upcoming  June  Vital  Signs  (to  be  released  June  7'’’),  CDC  researchers  examined  state-level 
trends  in  suicide  rates  from  1999-2016.  In  addition,  they  looked  at  the  circumstances  of  suicide  among 
people  with  and  without  known  mental  health  conditions.  Researchers  in  CDC’s  Division  of  Violence 
Prevention  started  this  study  more  than  six  months  ago. 

Some  findings  from  this  upcoming  Vital  Signs  include: 

State  suicide  rates  vary  widely 

The  report  shows  that  suicide  rates  went  up  in  nearly  every  state.  Half  of  states  had  suicide  rate  increases 
of  more  than  30  percent. 

Many  factors  contribute  to  suicide 

In  addition  to  mental  health  conditions,  the  report  describes  how  other  factors  contribute  to  suicide  risk, 
including  relationship  problems  or  loss,  substance  misuse;  physical  health  problems;  and  job,  money, 
legal  or  housing  stress. 

Wide  range  of  prevention  activities  needed 

.  .  +! 

We  know  that  more  action  is  needed  to  preyient  sditride.  The  report  recommends  that  states  take  a 
comprehensive  public  health  approach  to, ^iiicsde' prevention  and  address  the  range  of  factors 
contributing  to  suicide.  *7, ''it  i'', 

To  help  states  with  this  important  work,  in  2017  CDC  released  a  technical  package  on  suicide 
prevention  that  describes  strategies  and  approaches  based  on  the  best  available  evidence.  We  are  hoping 
that  the  combination  of  the  new  report  on  trends  and  circumstance  combined  with  the  technical  package 
will  help  inform  states  and  communities  as  they  make  decisions  about  prevention  activities  and 
priorities. 


't. 

Resources  to  share  with  the  family  if  appropriate/requested: 

To  find  out  more  about  CDC’s  work  in  suicide  prevention  please  visit  our  web  site 
li t tps : // vv w w .cdc . gov,/vi ol eiiceprevent i on/su i ci de/ i ndex .him  1  or  call  [name'.VDeb  Stone?] 

Losing  a  loved  one  to  suicide  is  extremely  difficult,  but  help  is  available: 

Resources  for  Suicide  Loss  Survivors 

http:/./www.suicidoloEv.org/suicide-siim'vors/suicide-lQss-survivors 

Survivors  of  Suicide  Support  Group  Directory 

http://www.suicidoloev.org/suicide-sUmvors/sos-directorv 


National  Suicide  Prevention  Lifeline  (Number  and  Chat) 

1  -800-273-8255,  https r//suicideprevention life linc.org/chaV 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

2  May  2018  01:16:14  +0000 
Deb  Stone 

FW:  RE:  Proposed  talking  points  forSG  at  telebriefing 


From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCtPC) 

Sent:  Tuesday,  May  1,  2018  2:58  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  RE:  Proposed  talking  points  for  SG  at  telebriefing 
Those  look  great  to  me. 

From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Tuesday,  May  1,  2018  2:17  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC)  j  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Proposed  talking  points  for  SG  at  telebriefing 
Hi  all, 

Based  on  today's  meeting,  here's  the  email  and  talking  points  I  drafted  to  send  up  to  the  SG's  office.  Let 
me  know  if  you  think  I'm  on  track  with  these,  or  not: 

We  had  our  Vital  Signs  workgroup  meeting  today  and  everyone  thought  it  might  be  helpful  if  we 
proposed  some  talking  points  for  Dr,  Adams.  I've  pulled  from  the  first  part  of  the  telebriefing  script 
and  here's  what  we  propose: 

•  It's  simply  not  acceptable  that  we  are  losing  nearly  45,000  lives  a  year  to  suicide  in  this 

country,  many  of  whom  are  military  members  or  veterans, 

•  The  tragedy  of  suicide  demands  a  proactive  and  coordinated  response,  from  all  sectors  in  a 

community.  We  have  been  working  with  public  and  private  partners  to  advance  the  National 
Strategy  for  Suicide  Prevention. 

•  At  the  Federal  level,  we  are  tracking  the  problem  of  suicide  and  suicide  attempts  to  better 

understand  the  trends  and  what  groups  at  greatest  risk. 

•  Today's  report  contains  new  information  about  rising  suicide  rates  across  the  U.S.  and 

highlights  the  range  of  factors  contributing  to  suicide. 

•  The  good  news  is  there  are  opportunities  to  prevent  suicide  every  day.  Knowing  the  full  range 

of  factors  contributing  to  suicide  risk  can  help  states  and  communities  think  more  broadly 
about  prevention  opportunities. 

Crystal  Bruce,  MPH 
Health  Communications  Specialist 

Detailed  to  National  Center  of  Injury  Prevention  and  Control 
Division  of  Violence  Prevention,  Health  Communications  Team 
Office:  770-488-5651 
Mobile:  470-249-3616 
Cbruce2@cdc.Eov 

Off  alternate  Fridays 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  14  May  2018  15:40:50 -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Suicide  Vital  Signs  brief  update  and  fact  sheet 

Attachments:  edits  to  VS  FS  page  3  ds  eb.docx,  18_292322- 

Simon_June_2018_Suicide_v6_05.10.1S_  5.00pm  ds  eb.pdf 

4  of  4. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  2:16  PM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) ;  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC) ;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal 
(CDC/OPHPR/OD) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
Subject:  RE:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
Added  a  couple  minor  edits 
From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  1:42  PM 

To:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4t5icdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(Scdc.gov> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.eov>;  Daniel,  Valerie  M, 
(CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7f5)cdc.gov>:  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl(5)cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
<ild0@cdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  RE:  Suicide  Vital  Signs  brief  update  and  fact  sheet 

Offering  my  edits  here  for  page  3  and  for  fact  sheet  (Tom,  this  is  the  same  pdf  I  just  sent  you). 

I'm  really  excited  about  the  fact  sheet!  It  looks  great! 

Deb 

From;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  May  11,  2018  1:08  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.go\/>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc,gov>; 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0@cdc,gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  RE:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
Hi  everyone  working  on  this  great  set  of  products, 

I  think  this  looks  great!  A  couple  of  small  style  things  to  maybe  look  at  are  below. 

Cory 

Page  2  of  PDF,  I  found  the  following  wording  a  bit  hard  to  follow  "Crisis  in  the  past  upcoming  two 
weeks".  Is  there  a  slash  mark  or  some  words  needed  between  "past"  and  "upcoming"? 

Page  4  of  PDF,  sticky  note  of  edit  under  "everyone  can".  If  going  to  include  the  Lifeline  number  here  too, 
may  want  to  include  a  "1"  to  read  "1-800-....) 

Word  document  with  replacement  graphic.  The  boxes  that  summarize  the  TP  strategies  use  a  variable 
format.  Some  capitalize  all  words,  some  capitalize  only  first  word,  and  others  have  some  sort  of  other 


mix. 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  10:07  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2Pcdc.gQV>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4^cdc.gov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aigO(53cdc.gQV>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gQV>; 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9(@cdc.Rov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9Pcdc.gQV>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <jry8iScdc,gOT>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQV>: 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7£^cdc.EQV>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gQV>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldO@cdc.EQV>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
Hi  everyone, 

The  pre-brief  with  Dr  Schuchat  went  very  welL  She  is  highly  supportive  and  interested  in  the  topic  of 
suicide  prevention.  She  and  others  in  the  room  had  helpful  comments  and  suggestions  related  to  the 
range  of  VS  materials  but  their  comments  were  fairly  specific  and  will  not  result  in  substantive  changes 
to  our  approach. 

We  are  continuing  to  refine  the  fact  sheet.  I  have  attached  a  copy  of  the  fact  sheet  pdf  with  embedded 
stickles  to  describe  specific  edits  we  are  making.  These  reflect  the  changes  we  discussed  with  Dr. 
Schuchat  and  the  VS  office  during  and  after  the  pre-brief.  Tm  also  attaching  a  Word  document  that 
describes  the  changes  that  we  are  making  to  page  3.  We  are  providing  shortened  text  for  the  figure  that 
was  at  the  top  of  page  3,  The  VS  graphics  artists  are  going  to  modify  the  layout  on  this  page  but  will  use 
the  text  we  provided.  We  are  also  adding  the  5  steps  to  take  when  you  are  concerned  about  someone 
who  may  be  suicidaL  This  was  a  good  outcome  from  the  discussion  at  the  pre-brief. 

The  MMWR  has  completed  review  by  DADS  and  their  comments  were  quite  minor.  We  addressed  them 
this  morning  and  Deb  will  be  working  closely  with  the  MMWR  editors  early  next  week  to  finalize  the 
MMWR. 

Please  let  us  know  if  you  have  any  questions  or  suggestions. 

-Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  2,  2018  12:59  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<dfz4@cdc.gov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7g)cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <3tgQ@cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>: 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>; 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldO@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  RE:  Suicide  Vital  Signs  Fact  Sheet  head's  up 
Hi  everyone, 

I  just  received  the  integrated  version  of  the  fact  sheet  with  the  new  graphics  and  latest  text.  As  I 
described  below,  I  need  to  get  changes  back  to  the  VS  office  tomorrow  so  that  they  can  be  integrated  in 
the  version  that  will  go  to  Dr.  Schuchat.  If  you  have  time  to  review  it  please  send  me  changes  by  cob 
today  and  I'll  integrate  them.  If  not,  there  will  still  be  time  next  week  to  make  changes -so  this  is  not 
your  last  chance.  I  just  wanted  to  give  you  an  opportunity  to  weigh  in  on  anything  problematic  before  it 
goes  to  Dr.  Schuchat.  Our  team  is  reviewing  it  at  the  same  time. 


Thank  youl 
-Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  1,  2018  6:04  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2Pcdc.gQV>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 


;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 


(CDC/ONDIEH/NCIPC)  oigO@cdcgQV>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gQV>: 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.Kov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9Pcdc.gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gQV>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQv>: 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7Pcdc.EQV>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldQ@cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <i^x6@cdc.gov> 

Subject:  Suicide  Vital  Signs  Fact  Sheet  head's  up 
Hi  everyone, 

The  fact  sheet  process  has  continued,  including  lots  of  wordsmithing  types  of  editing  but  nothing  too 
substantive.  Fll  share  that  Dr.  Schuchat  only  had  one  change  so  far. 

The  VS  graphic  artist  has  been  working  on  images  separately  from  the  wordsmithing  and  we  have  been 
reviewing  drafts  of  the  images. 

We  heard  today  that  we  should  be  receiving  an  integrated  version  with  the  text  and  graphics  tomorrow 
and  will  need  to  turn  it  around  by  10:00  a.m.  on  Thursday. 

I  wanted  to  give  you  a  head's  up  in  case  you  want  to  review  it.  I'll  share  it  when  it  comes  in  tomorrow, 
but  I  won't  have  reviewed  it  yet  and  I  know  that  they  made  changes  since  we  last  reviewed  it  so  well 
probably  have  corrections/edits. 

We  have  the  pre-brief  with  Dr.  Schuchat  on  Tuesday  so  the  VS  team  wants  to  make  our  changes  to  the 
FS  and  provide  it  to  her  in  advance  of  that  meeting. 

If  you  send  changes  by  COB  tomorrow  we  can  make  them  in  the  version  that  will  go  to  Dr.  Schuchat.  If 
you  don't  have  time  to  review  it  tomorrow  we  should  still  be  able  to  address  your  concerns  next  week 
so  please  still  send  them  by  Monday. 

Thank  you! 

-  Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  April  4,  2018  4:38  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4g3cdc.gov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7{5)cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aigQ@cdc.gQV>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>; 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.ROV>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>; 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdcLgov> 

Subject:  Suicide  Vital  Signs  Fact  Sheet 
Hi  everyone. 

We  had  the  roundtable  with  the  VS  office  yesterday  and  it  went  well.  We  negotiated  back  and  forth  and 
spent  a  lot  of  time  wordsmithing.  For  those  who  don't  know,  the  round  table  lasts  3  hours  and  the  focus 
is  on  getting  the  key  messages  into  the  VS  fact  sheet  template.  The  fact  sheet  is  4  pages  long  but  there 
are  14  pages  of  fact  sheet  rules  and  guidance  (yes  literally).  Some  things  that  might  seem  odd  about  the 
word  choices,  brevity,  and  headings  in  the  draft  attached  are  the  result  of  this  style  guidance. 


We  and  the  VS  team  are  feeling  very  good  about  where  we  are  with  this  version.  We  think  it  really  helps 
the  reader  to  walk  away  knowing  that  suicide  rates  are  increasing  across  states,  that  suicide  is  not  only  a 
mental  health  problem,  and  that  there  are  a  range  of  effective  actions  that  can  be  taken  to  prevent 
suicide. 

The  team  worked  quickly  to  revise  the  fact  sheet  last  night  and  today  to  incorporate  the  changes  from 
the  round  table.  We  are  going  to  continue  to  tweak  this  but  we  would  like  for  you  to  review  and  please 
send  us  any  requests  for  changes  by  cob  Friday,  if  possible.  We  know  that  some  people  are  on  leave  and 
won't  be  able  to  review  this  until  Monday.  We  need  to  submit  a  revised  version  to  the  VS  office  on 
Tuesday.  That  version  will  be  further  edited  by  them,  shared  up  the  chain,  and  used  to  create  better 
graphics.  The  graphics  included  now  are  placeholders.  They  have  artists  who  will  improve  on  these.  We 
anticipate  sharing  the  fact  sheet  with  you  again  as  it  progresses  but  now  is  the  time  to  let  us  know  if 
there  is  anything  substantial  that  you  would  like  changed. 

Thank  you  for  your  support  on  this  Vital  SignsI 
-Tom  and  Deb 


Healthcare  providers  can  treat  patients  at  risk 
by  phone  or  online  where  services  are  not 
widely  available. 


States  can  help  ease  unemployment 
and  housing  stress  by  providing 
temporary  help. 


s'l  ed  I  I  a  n  p  rovide  help!  ng 
riesoijrce:^  and  fallowr 
reporting  guidelines 


Everyone  can  learn  the  signs  of 
suiddej  how  to  respond,  and  where 
to  get  help. 

Healthcare  providers  can  offer  at- 
risk  patients  effective  treatment 
options. 


hrovide 

Fiiwidfll  Support 
to  IndK/idu^ 
ill  Need 


Employers  can  apply  policies  that 
create  a  healthy  environment  and 
reduce  stigma  about  seeking  help. 


CommunFtres  can  promote 
programs  and  events  that  improve 
residents'  sense  of  belonging. 


Schools  can  teach  students  skills  to 
manage  challenges  like  relationship 
and  school  probEems- 


Note  1.  Title  shortened  to  'WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE?' 

Note  2.  We  agreed  to  change  the  layout  for  the  figures  on  page  3.  Please  use  the  text  above  to  replace  the 
original  text.  We  are  cutting  about  25  words  with  these  changes. 

Note  3.  There  are  two  changes  to  the  text  of  the  warnings  signs.  Please  use  "Looking  for  a  Way  to  Access  Lethal 
Means"  and  "Talking  or  Posting  About  Wanting  to  Die"  instead  of  what  is  there  now.  These  changes  are 
indicated  in  the  pdf  file  too. 

Note  4.  The  text  for  the  steps  to  be  listed  on  the  right  side  under  the  warning  signs  should  be: 

5  Steps  to  help 

•  Ask 

•  Keep  them  safe 

•  Be  there 

•  Help  them  connect 

•  Follow  up 

Find  out  why  this  can  save  a  life  by  visiting:  http;//www.bethelto.com/ 

Note  5.  The  source  listed  on  the  bottom  right  could  be  "Source:  bethelto.com"  since  they  provide  the  warning 
signs  and  steps. 


y 

Nearly  45,UUU  suicides 
in  2016. 


Suicide  risin|  across  the  US 

More  than  just  a  mental  health  problem 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  problems 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 


0 

>1^  A  M  n  /  Suicide  rates  increased 
I  411  jn  more  than  30%  in  half  of 
I  VU/U  US  states  since  1999. 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  problem. 


by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are 
not  known  to  have  a  diagnosed  mental  health  problem  at  the  time 
of  death.  Other  problems  often  contribute  to  suicide,  such  as 
relationship  problems  or  loss,  substance  use  disorders,  physical  health 
problems,  and  job,  money,  legal,  or  housing  stress.  Government, 
public  health,  healthcare,  business,  education,  media  and  community 
organizations  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 
likelihood  of  preventing  suicide. 


States  and  communities  can: 


•  Identify  and  support  people  at  risk  of  suicide. 


•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes 
safely  storing  medications  and  firearms  to  reduce  access 
among  people  at  risk. 


Connell 

alone. 


D 


eople  to  others  in  their  community  so  they  don't  feel 


•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 


Expand  options  fQti§'T^po''2i>'y  help  for  those  struggling  to 


make  ends  meet. 


Q 


Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


f  PROBLEM: 

Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase  38  -  58% 
Increase  32  -  37% 
Increase  19-29% 
Increase  6-18% 
Decrease  1% 


SOURCE:  CDC's  National  Vital  Statistics  System, 


Differences  exist  among  those  with  and  without  mental  health  problems. 

People  without  known  mental  health  problems  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  problems 
Sex  Method 


Known  mental  health  problems 

Sex  Method 


Substance  use 
problem 

(28%) 


Crimina 


Relationship  problem 

(42%) 


problems  (9%) 


Loss  of  Housing 

(4%) 


Many  factors  contribute  to  suicide  among  those 
with  or  without  mental  health  problems. 


Crisis  in  the 
past  upcoming 
two  weeks 

(29%) 


Physical  health 
problem  (22%) 


Job/FInancial 
problem  (16%) 


SOURCE:  CDC's  National  Violent  Death 
Reporting  System 


WHAT  CAN  STATES,  COMMUNITIES,  AND  INDIVIDUALS  DO  TO 
PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
bttps://go.  usa.gov/xQBGc. 


a  Healthcare  providers  can  make  services 

available  by  phone  or  online  where  treatments 
are  not  widely  available. 


States  can  help  ease  job  loss 
and  housing  stress  by  providing 
temporary  support 


Media  can  describe  helping 
resources  and  avoid  headlines 
or  details  that  increase  risk. 


NEWS 


Everyone  can  learn  the  signs  of 
suicide,  how  best  to  respond, 
and  whereto  access  help. 

Healthcare  providers  can  offer 
effective  prevention  services  to 
those  at  risk. 


Provide 

Rnandal  Support 
to  Individuals 
in  Need 


Lessen  Harms 
and  Prevent 
Future  Risk 


Strengthen 
Access  to  and 
Delivery  of 
Suicide  Care 


Create  Protective 
Environments 
Where  People 
Live,  Work,  Learn, 
and  Play 


Ensure  People  are 
Connected  to 
Others  in  their 
Community 


w 

vli 


Identify  and 
Support  People 

Teach  Coping 
and  Problem  - 
^oK/inn 

m 

at  Risk 

L  J 

L _ J 

I 

Employers  can  put  in  place  policies 
that  create  a  healthy  environment  and 
reduce  stigma  about  seeking  help. 


•  • 

ivi 


Communities  can  offer  activities 
that  bring  people  together  so 
people  don't  feel  alone. 


Schools  can  teach  skills  that  help  young 
people  manage  challenges  such  as 
relationship  and  school  problems. 


Feeling  like 
a  Burden 


Increased 
Substance  Use 


Safely  Storing  Lethal  Means 


Increased  Anxiety 


Feeling  Trapped  or  in 
Unbearable  Pain 


Isolation 


Making  Plans 
for  Suicide 


Sleeping  too  little 
or  too  much 


Increased 
Anger  or  Rage 


Extreme  Mood  Swings 


Talking  &  Posting 
About  Suicide 


Expressing 

Hopelessness 


SOURCE:  CDC  Vital  Signs.  June,  2018 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 


Tracking  the^oblem  to  understand  trends  and  the 
groups  at  grj^^t  risk  (for  example  see 
https://www.cdc. gov/violenceprevention/nvdrs^ 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being, 


support  employees  at  risk,  and 
place  to  respond  effectively. 


ava.  plans  in 


a 


Developing  and  evaluating  suicide 
prevention  strategies. 


Q 


Working  with  local,  state,  tribal,  national,  and  other 
partners  to  provi^Ouidance  and  distribute  suicide 
prevention  tools,  (Tor  example,  see  www.cdc.gov/ 
violenceprevention/pdf/suicideTechnicalPackage.izffff 


STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 


Encourage  employees  to  seek  help  when  they 
need  it.  Provide  referrals  to  mental  health,  substance 
use  disorder,  lec[aL  or  financial  counseling  services 
as  needed. 


Q 


EVERYONE  CAN 

•  Reduce  access  to  lethal  means,  such  as  medications 
and  firearms,  among  people  at  risk. 


•  Learn  the  warning  signs  of  suicide  and  the  steps 
to  help  identify  and  connect  people  at  risk  to 
appropriate  services.  www.BeThe1To.com 


•  Contact  the  National  Suicide  Prevention  Lifeline  for 
help  for  themselves  or  others:  1 -800-273-TALK  (8255). 
https://suicidepreventionlifeline.org/ 


•  Connect  people  to  others  in  their  community  so  they 
don't  feel  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  loved  one  to  suicide. 

HEALTHCARE  SYSTEMS  CAN 

•  Provide  high  quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live. 

•  Train  providers^^dopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  risk  (e.g., 
with  dramatic  headlines,  and  explicit  details) 
and  encourage  people  to  seek  help  using 
recommendations  available  at: 

www.ReportinqOnSuicicle.orq 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800-273-TALK  (8255) 

Chat:  www.suicidepreventionlifeline.orc 


www.cdc.gov/vitalsigns/suicide 

www.cdc.gov/mmwr 


CS292322-A 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web:  www.cdc.gov 

Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date:  June  7,  2018 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

14  May  2018  15:40:20  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
FW:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
18_292322-Simon_June_2018_Suicide_v6_05.10.18_  5*00pm  ds.pdf 


#3  of  4  -  I  added  some  comments  below 
From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  1:24  PM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
Hi  Tom, 

I  made  comments  on  the  fact  sheet  (see  attached).  Including  here  as  well.  The  biggest  thing  is  the  first 
comment  but  just  throwing  it  out  there,  thinking  about  what  the  media  could/may  do  with  it.  I  know  we 
can't  control  everything  though, 

1 .  Page  1:  Regarding  main  headline.  I  think  it's  probably  ok  because  we  focus  on  prevention  on  the 

page  as  well  but  wondering  if  we  could  say  "'suicide  rates  up'  across  the  US?  My  only  concern  is 
that  the  media  is  going  to  glom  onto  the  word  rising  and  make  it  rising  exponentially  or  who 
knows  what  else? 

I  don't  know  how  to  prevent  that  Rising  is  relatively  tame  considering  what  we  are  seeing.  Hopefully  they 
will  pay  attention  to  the  media  recommendations. 

2.  Page  1:  Re  bullet  about  temporary  help.  Is  there  any  way  this  could  be  misconstrued  to  mean 

'provide  temporary  help  for  people  in  need/  more  generally?  I  liked  the  mention  of  temporary 
financial  assistance  or  help. 

See  how  it  looks  in  the  new  version 

3.  Page  2:  It  should  be  recent  crisis  in  the  past  or  upcoming  two  weeks. 

4.  Page  2: 1  think  saying  criminal-legal  or  criminal/legal  might  be  easier  than  criminal  legal  which  isn't 

really  plain  language. 

I  agree 

5.  Page  3:  re  'looking  for  a  way  to  access  lethal  means'— I  think  this  sounds  too  passive  (looking  for  a 

way  to  access..).  It's  often  noted  as  'securing  lethal  means/  Other  options  could  be  'locating  or 
looking  for  lethal  means./— i.e.  Don't  think  we  need  the  word  access. 

This  is  how  the  other  warning  signs  word  this. 

6.  Page  4:  Is  it  possible  to  mention  implementation  somehwere?  Samhsa  supports  implementation  as 

does  NIMH  via  funding  and  the  header  is  broad  to  be  federal  gov't  so  i'm  a  little  worried  what  we 
have  only  reflects  CDC,  We  had  implementing  in  here  at  one  point  but  i  think  it  wasn't  plain  lang 
enough  and  Just  got  removed  altogether. 

I'm  fine  if  this  will  fit. 

7.  Page  4:  Is  it  possible  to  say  train  provers  and  graduate  students?  It  may  not  work  but  realty  we  need 

to  start  even  earlier  than  training  providers.  Most  MH  care  providers  and  PCPs  don't  have 
adequate  training  on  suicide  prevention.  This  is  well  accepted  in  the  field  {though  I'm  not  sure  we 
mention  it  in  the  technical  package  this  way,  can't  recall) 

If  not  in  the  TP  then  I  would  leave  it  out 
Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  10:07  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <lam2@cdc.gov>;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@cdc.gQV>;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 


(CDC/ONDIEH/NCIPC)  <amQ@cdc.gQV>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.ROV>: 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9(^cdc.Rov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQV>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdcgov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>: 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldQ@cdc.Rov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
Hi  everyone. 

The  pre-brief  with  Dr.  Schuchat  went  very  well.  She  is  highly  supportive  and  interested  in  the  topic  of 
suicide  prevention.  She  and  others  in  the  room  had  helpful  comments  and  suggestions  related  to  the 
range  of  VS  materials  but  their  comments  were  fairly  specific  and  will  not  result  in  substantive  changes 
to  our  approach. 

We  are  continuing  to  refine  the  fact  sheet.  I  have  attached  a  copy  of  the  fact  sheet  pdf  with  embedded 
stickies  to  describe  specific  edits  we  are  making.  These  reflect  the  changes  we  discussed  with  Dr, 
Schuchat  and  the  VS  office  during  and  after  the  pre-brief.  Tm  also  attaching  a  Word  document  that 
describes  the  changes  that  we  are  making  to  page  3.  We  are  providing  shortened  text  for  the  figure  that 
was  at  the  top  of  page  3.  The  VS  graphics  artists  are  going  to  modify  the  layout  on  this  page  but  will  use 
the  text  we  provided.  We  are  also  adding  the  5  steps  to  take  when  you  are  concerned  about  someone 
who  may  be  suicidal.  This  was  a  good  outcome  from  the  discussion  at  the  pre-brief. 

The  MMWR  has  completed  review  by  OADS  and  their  comments  were  quite  minor.  We  addressed  them 
this  morning  and  Deb  will  be  working  closely  with  the  MMWR  editors  early  next  week  to  finalize  the 
MMWR. 

Please  let  us  know  if  you  have  any  questions  or  suggestions. 

-Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  2,  2018  12:59  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@cdc.EOv>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.^ov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aigO@cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>; 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc,gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Daniel,  Valerie  M:.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>: 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>-  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldO@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <mx6@cdc.gQV> 

Subject:  RE:  Suicide  Vital  Signs  Fact  Sheet  head's  up 
Hi  everyone, 

I  just  received  the  integrated  version  of  the  fact  sheet  with  the  new  graphics  and  latest  text.  As  I 
described  below,  I  need  to  get  changes  back  to  the  VS  office  tomorrow  so  that  they  can  be  integrated  in 
the  version  that  will  go  to  Dr.  Schuchat.  If  you  have  time  to  review  it  please  send  me  changes  by  cob 
today  and  Ell  integrate  them.  If  not,  there  will  still  be  time  next  week  to  make  changes  -  so  this  is  not 
your  last  chance.  I  just  wanted  to  give  you  an  opportunity  to  weigh  in  on  anything  problematic  before  it 
goes  to  Dr.  Schuchat.  Our  team  is  reviewing  it  at  the  same  time. 

Thank  you! 

-Tom 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  1,  2018  6:04  PM 


To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2Pcdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@cdc.gov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aigOPcdcgQV>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.ROV>: 

Solhtaiab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <lkd9@cdc,Rov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.Rov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdcgov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <Ruh8@cdc.gQV>: 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdcRQV>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.Rov>:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldO@cdc.Rov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc,ROV> 

Subject:  Suicide  Vital  Signs  Fact  Sheet  head's  up 
Hi  everyone. 

The  fact  sheet  process  has  continued,  including  lots  of  wordsmithing  types  of  editing  but  nothing  too 
substantive.  Fll  share  that  Dr.  Schuchat  only  had  one  change  so  far. 

The  VS  graphic  artist  has  been  working  on  images  separately  from  the  wordsmithing  and  we  have  been 
reviewing  drafts  of  the  images. 

We  heard  today  that  we  should  be  receiving  an  integrated  version  with  the  text  and  graphics  tomorrow 
and  will  need  to  turn  it  around  by  10:00  a.m.  on  Thursday. 

I  wanted  to  give  you  a  head's  up  in  case  you  want  to  review  it.  Fll  share  it  when  it  comes  in  tomorrow, 
but  I  won't  have  reviewed  it  yet  and  I  know  that  they  made  changes  since  we  last  reviewed  it  so  we'll 
probably  have  corrections/edits. 

We  have  the  pre-brief  with  Dr.  Schuchat  on  Tuesday  so  the  VS  team  wants  to  make  our  changes  to  the 
FS  and  provide  it  to  her  in  advance  of  that  meeting. 

If  you  send  changes  by  COB  tomorrow  we  can  make  them  in  the  version  that  will  go  to  Dr.  Schuchat.  If 
you  don't  have  time  to  review  it  tomorrow  we  should  still  be  able  to  address  your  concerns  next  week 
so  please  still  send  them  by  Monday. 

Thank  youl 
-Tom 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  4,  2018  4:38  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <]am2(g)cdc.gov>;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@3cdc.gov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>:  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <3igQ@cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3i©cdcgoy>; 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.Rov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQV>: 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.RQV>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov> 

Subject:  Suicide  Vital  Signs  Fact  Sheet 
Hi  everyone. 

We  had  the  roundtable  with  the  VS  office  yesterday  and  it  went  well.  We  negotiated  back  and  forth  and 
spent  a  lot  of  time  wordsmithing.  For  those  who  don't  know,  the  round  table  lasts  3  hours  and  the  focus 
is  on  getting  the  key  messages  into  the  VS  fact  sheet  template.  The  fact  sheet  is  4  pages  long  but  there 
are  14  pages  of  fact  sheet  rules  and  guidance  (yes  literally).  Some  things  that  might  seem  odd  about  the 
word  choices,  brevity,  and  headings  in  the  draft  attached  are  the  result  of  this  style  guidance. 

We  and  the  VS  team  are  feeling  very  good  about  where  we  are  with  this  version.  We  think  it  really  helps 
the  reader  to  walk  away  knowing  that  suicide  rates  are  increasing  across  states,  that  suicide  is  not  only  a 
mental  health  problem,  and  that  there  are  a  range  of  effective  actions  that  can  be  taken  to  prevent 
suicide. 


The  team  worked  quickly  to  revise  the  fact  sheet  last  night  and  today  to  incorporate  the  changes  from 
the  round  table.  We  are  going  to  continue  to  tweak  this  but  we  would  like  for  you  to  review  and  please 
send  us  any  requests  for  changes  by  cob  Friday,  if  possible.  We  know  that  some  people  are  on  leave  and 
won't  be  able  to  review  this  until  Monday.  We  need  to  submit  a  revised  version  to  the  VS  office  on 
Tuesday.  That  version  will  be  further  edited  by  them,  shared  up  the  chain,  and  used  to  create  better 
graphics.  The  graphics  included  now  are  placeholders.  They  have  artists  who  will  improve  on  these.  We 
anticipate  sharing  the  fact  sheet  with  you  again  as  it  progresses  but  now  is  the  time  to  let  us  know  if 
there  is  anything  substantial  that  you  would  like  changed. 

Thank  you  for  your  support  on  this  Vital  Signs! 

-Tom  and  Deb 
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Nearly  45,UUU  suicides 
in  2016. 


Suicide  risin|  across  the  US 

More  than  just  a  mental  health  problem 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  problems 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
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>1^  A  M  n  /  Suicide  rates  increased 
I  411  jn  more  than  30%  in  half  of 
I  VU/U  US  states  since  1999. 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  problem. 


by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are 
not  known  to  have  a  diagnosed  mental  health  problem  at  the  time 
of  death.  Other  problems  often  contribute  to  suicide,  such  as 
relationship  problems  or  loss,  substance  use  disorders,  physical  health 
problems,  and  job,  money,  legal,  or  housing  stress.  Government, 
public  health,  healthcare,  business,  education,  media  and  community 
organizations  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 
likelihood  of  preventing  suicide. 


States  and  communities  can: 


•  Identify  and  support  people  at  risk  of  suicide. 


•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes 
safely  storing  medications  and  firearms  to  reduce  access 
among  people  at  risk. 


Connefi 

alone. 


eople  to  others  in  their  community  so  they  don't  feel 


•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 


Expand  options  f 
make  ends  meet. 


mporary  help  for  those  struggling  to 


Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


f  PROBLEM: 

Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase  38  -  58% 
Increase  32  -  37% 
Increase  19-29% 
Increase  6-18% 
Decrease  1% 


SOURCE:  CDC's  National  Vital  Statistics  System, 


Differences  exist  among  those  with  and  without  mental  health  problems. 

People  without  known  mental  health  problems  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  problems 
Sex  Method 


Known  mental  health  problems 

Sex  Method 


Substance  use 
problem 

(28%) 


Crimina 


Relationship  problem 

(42%) 


problems  (9%) 


Loss  of  Housing 

(4%) 


Many  factors  contribute  to  suicide  among  those 
with  or  without  mental  health  problems. 


Crisis  in  the 
past  upcoming 
two  weeks 

(29%) 


Physical  health 
problem  (22%) 


Job/FInancial 
problem  (16%) 


SOURCE:  CDC's  National  Violent  Death 
Reporting  System 


WHAT  CAN  STATES,  COMMUNITIES,  AND  INDIVIDUALS  DO  TO 
PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
bttps://go.  usa.gov/xQBGc. 


a  Healthcare  providers  can  make  services 

available  by  phone  or  online  where  treatments 
are  not  widely  available. 


States  can  help  ease  job  loss 
and  housing  stress  by  providing 
temporary  support 


Media  can  describe  helping 
resources  and  avoid  headlines 
or  details  that  increase  risk. 


NEWS 


Everyone  can  learn  the  signs  of 
suicide,  how  best  to  respond, 
and  whereto  access  help. 

Healthcare  providers  can  offer 
effective  prevention  services  to 
those  at  risk. 


Provide 

Rnandal  Support 
to  Individuals 
in  Need 


Lessen  Harms 
and  Prevent 
Future  Risk 


Strengthen 
Access  to  and 
Delivery  of 
Suicide  Care 


Create  Protective 
Environments 
Where  People 
Live,  Work,  Learn, 
and  Play 


Ensure  People  are 
Connected  to 
Others  in  their 
Community 
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Employers  can  put  in  place  policies 
that  create  a  healthy  environment  and 
reduce  stigma  about  seeking  help. 


•  • 

ivi 


Communities  can  offer  activities 
that  bring  people  together  so 
people  don't  feel  alone. 


Schools  can  teach  skills  that  help  young 
people  manage  challenges  such  as 
relationship  and  school  problems. 


Feeling  like 
a  Burden 


Increased 
Substance  Use 


Safely  Storing  Lethal  Means 


Increased  Anxiety 


Feeling  Trapped  or  in 
Unbearable  Pain 


Isolation 


Making  Plans 
for  Suicide 


Sleeping  too  little 
or  too  much 


Increased 
Anger  or  Rage 


Extreme  Mood  Swings 


Talking  &  Posting 
About  Suicide 


Expressing 

Hopelessness 


SOURCE:  CDC  Vital  Signs.  June,  2018 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 


Tracking  the^oblem  to  understand  trends  and  the 
groups  at  grj^^t  risk  (for  example  see 
https://www.cdc. gov/violenceprevention/nvdrs^ 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being, 


support  employees  at  risk,  and 
place  to  respond  effectively. 


ava.  plans  in 


a 


Developing  and  evaluating  suicide 
prevention  strategies. 


Q 


Working  with  local,  state,  tribal,  national,  and  other 
partners  to  provi^Ouidance  and  distribute  suicide 
prevention  tools,  (Tor  example,  see  www.cdc.gov/ 
violenceprevention/pdf/suicideTechnicalPackage.izffff 


STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 


Encourage  employees  to  seek  help  when  they 
need  it.  Provide  referrals  to  mental  health,  substance 
use  disorder,  lec[aL  or  financial  counseling  services 
as  needed. 


Q 


EVERYONE  CAN 

•  Reduce  access  to  lethal  means,  such  as  medications 
and  firearms,  among  people  at  risk. 


•  Learn  the  warning  signs  of  suicide  and  the  steps 
to  help  identify  and  connect  people  at  risk  to 
appropriate  services.  www.BeThe1To.com 


•  Contact  the  National  Suicide  Prevention  Lifeline  for 
help  for  themselves  or  others:  1 -800-273-TALK  (8255). 
https://suicidepreventionlifeline.org/ 


•  Connect  people  to  others  in  their  community  so  they 
don't  feel  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  loved  one  to  suicide. 

HEALTHCARE  SYSTEMS  CAN 

•  Provide  high  quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live. 

•  Train  providers^^dopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  risk  (e.g., 
with  dramatic  headlines,  and  explicit  details) 
and  encourage  people  to  seek  help  using 
recommendations  available  at: 

www.ReportinqOnSuicicle.orq 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800-273-TALK  (8255) 

Chat:  www.suicidepreventionlifeline.orc 


www.cdc.gov/vitalsigns/suicide 

www.cdc.gov/mmwr 


CS292322-A 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web:  www.cdc.gov 

Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date:  June  7,  2018 


From: 

Sent: 

To: 

Subject: 


Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

14  May  2018  15:35:24  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
FW:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
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From:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  1:08  PM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC) ;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 
Subject:  RE:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
Hi  everyone  working  on  this  great  set  of  products, 

I  think  this  looks  great!  A  couple  of  small  style  things  to  maybe  look  at  are  below. 

Cory 

Page  2  of  PDF,  I  found  the  following  wording  a  bit  hard  to  follow  "Crisis  in  the  past  upcoming  two 
weeks".  Is  there  a  slash  mark  or  some  words  needed  between  "past"  and  "upcoming"? 

Page  4  of  PDF,  sticky  note  of  edit  under  "everyone  can".  If  going  to  include  the  Lifeline  number  here  too, 
may  want  to  include  a  "1"  to  read  "l-800-..„) 

Word  document  with  replacement  graphic.  The  boxes  that  summarize  the  TP  strategies  use  a  variable 
format.  Some  capitalize  all  words,  some  capitalize  only  first  word,  and  others  have  some  sort  of  other 
mix. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  May  11,  2018  10:07  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<djz4(g3cdc,ROV>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7{5)cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aiRQg)cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.ROV>: 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@>cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gQv>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQv>: 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldD@cdc.gQv>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
Hi  everyone. 

The  pre-brief  with  Dr.  Schuchat  went  very  well.  She  is  highly  supportive  and  interested  in  the  topic  of 
suicide  prevention.  She  and  others  in  the  room  had  helpful  comments  and  suggestions  related  to  the 
range  of  VS  materials  but  their  comments  were  fairly  specific  and  will  not  result  in  substantive  changes 
to  our  approach. 

We  are  continuing  to  refine  the  fact  sheet.  I  have  attached  a  copy  of  the  fact  sheet  pdf  with  embedded 
stickies  to  describe  specific  edits  we  are  making.  These  reflect  the  changes  we  discussed  with  Dr. 
Schuchat  and  the  VS  office  during  and  after  the  pre-brief.  Fm  also  attaching  a  Word  document  that 
describes  the  changes  that  we  are  making  to  page  3.  We  are  providing  shortened  text  for  the  figure  that 
was  at  the  top  of  page  3.  The  VS  graphics  artists  are  going  to  modify  the  layout  on  this  page  but  will  use 
the  text  we  provided.  We  are  also  adding  the  5  steps  to  take  when  you  are  concerned  about  someone 
who  may  be  suicidaL  This  was  a  good  outcome  from  the  discussion  at  the  pre-brief. 


The  MMWR  has  completed  review  by  OADS  and  their  comments  were  quite  minor.  We  addressed  them 
this  morning  and  Deb  will  be  working  closely  with  the  MMWR  editors  early  next  week  to  finalize  the 
MMWR. 

Please  let  us  know  if  you  have  any  questions  or  suggestions. 

-Tom 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  2,  2018  12:59  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2[5)cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4(Scdc.EQV>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aigQ(acdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fu53(5)cdc.gov>; 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8(5)cdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(acdc.gov>; 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7fBcdc.Rov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldO@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  RE:  Suicide  Vital  Signs  Fact  Sheet  head's  up 
Hi  everyone, 

I  just  received  the  integrated  version  of  the  fact  sheet  with  the  new  graphics  and  latest  text.  As  I 
described  below,  I  need  to  get  changes  back  to  the  VS  office  tomorrow  so  that  they  can  be  integrated  in 
the  version  that  will  go  to  Dr.  Schuchat.  If  you  have  time  to  review  it  please  send  me  changes  by  cob 
today  and  I'll  integrate  them.  If  not,  there  will  still  be  time  next  week  to  make  changes  -  so  this  is  not 
your  last  chance.  I  just  wanted  to  give  you  an  opportunity  to  weigh  in  on  anything  problematic  before  it 
goes  to  Dr.  Schuchat.  Our  team  is  reviewing  it  at  the  same  time. 

Thank  you! 

-Tom 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  1,  2018  6:04  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iamZg)cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<d)z4@cdc.gov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <3ig0g)cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>; 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gOv>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQv>; 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldO@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  Suicide  Vital  Signs  Fact  Sheet  head's  up 
Hi  everyone. 

The  fact  sheet  process  has  continued,  including  lots  of  wordsmithing  types  of  editing  but  nothing  too 
substantive.  I'll  share  that  Dr.  Schuchat  only  had  one  change  so  far. 

The  VS  graphic  artist  has  been  working  on  images  separately  from  the  wordsmithing  and  we  have  been 
reviewing  drafts  of  the  images. 

We  heard  today  that  we  should  be  receiving  an  integrated  version  with  the  text  and  graphics  tomorrow 
and  will  need  to  turn  it  around  by  10:00  a.m.  on  Thursday. 

I  wanted  to  give  you  a  head's  up  in  case  you  want  to  review  it.  I'll  share  it  when  it  comes  in  tomorrow, 
but  I  won't  have  reviewed  it  yet  and  I  know  that  they  made  changes  since  we  last  reviewed  it  so  we'll 
probably  have  corrections/edits. 


We  have  the  pre-brief  with  Dr.  Schuchat  on  Tuesday  so  the  VS  team  wants  to  make  our  changes  to  the 
FS  and  provide  it  to  her  in  advance  of  that  meeting. 

If  you  send  changes  by  COB  tomorrow  we  can  make  them  in  the  version  that  will  go  to  Dr.  Schuchat.  If 
you  don't  have  time  to  review  it  tomorrow  we  should  still  be  able  to  address  your  concerns  next  week 
so  please  still  send  them  by  Monday. 

Thank  you! 

-  Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  4,  2018  4:38  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2iacdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4(5)cdc.Eov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aisOfacdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3(acdc.gov>; 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9(S)cdc.eov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8(S)cdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(acdc.gQv>; 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7facdc.Eov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov> 

Subject:  Suicide  Vital  Signs  Fact  Sheet 
Hi  everyone. 

We  had  the  roundtable  with  the  VS  office  yesterday  and  it  went  well.  We  negotiated  back  and  forth  and 
spent  a  lot  of  time  wordsmithing.  For  those  who  don't  know,  the  round  table  lasts  3  hours  and  the  focus 
is  on  getting  the  key  messages  into  the  VS  fact  sheet  template.  The  fact  sheet  is  4  pages  long  but  there 
are  14  pages  of  fact  sheet  rules  and  guidance  (yes  literally).  Some  things  that  might  seem  odd  about  the 
word  choices,  brevity,  and  headings  in  the  draft  attached  are  the  result  of  this  style  guidance. 

We  and  the  VS  team  are  feeling  very  good  about  where  we  are  with  this  version.  We  think  it  really  helps 
the  reader  to  walk  away  knowing  that  suicide  rates  are  increasing  across  states,  that  suicide  is  not  only  a 
mental  health  problem,  and  that  there  are  a  range  of  effective  actions  that  can  be  taken  to  prevent 
suicide. 

The  team  worked  quickly  to  revise  the  fact  sheet  last  night  and  today  to  incorporate  the  changes  from 
the  round  table.  We  are  going  to  continue  to  tweak  this  but  we  would  like  for  you  to  review  and  please 
send  us  any  requests  for  changes  by  cob  Friday,  if  possible.  We  know  that  some  people  are  on  leave  and 
won't  be  able  to  review  this  until  Monday.  We  need  to  submit  a  revised  version  to  the  VS  office  on 
Tuesday.  That  version  will  be  further  edited  by  them,  shared  up  the  chain,  and  used  to  create  better 
graphics.  The  graphics  included  now  are  placeholders.  They  have  artists  who  will  improve  on  these.  We 
anticipate  sharing  the  fact  sheet  with  you  again  as  it  progresses  but  now  is  the  time  to  let  us  know  if 
there  is  anything  substantial  that  you  would  like  changed. 

Thank  you  for  your  support  on  this  Vital  Signs! 

-Tom  and  Deb 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

13  May  2018  18:22:36  +0000 
Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

FW:  Suicide  Vital  Signs  deliverables  calendar  -  releasing  June  6 
June  2018  Deliverables  calendar  21Nov2017.xlsx 


Here  you  go  I 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Tuesday,  November  21,  2017  5:06  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Cc:  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Sokler,  Lynn 
(CDC/OD/OADC) ;  Omisore,  Shannon  L.  (CDC/OD/OADC) ;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
Subject:  Suicide  Vital  Signs  deliverables  calendar  -  releasing  June  6 

Hi  Tom  -  Attached  is  a  deliverables  calendar  for  the  suicide  VS  releasing  June  5,  We  will  go  over  this  and 
the  overall  VS  process  and  products  at  the  kick-off  meeting.  Rich  will  be  in  touch  to  schedule  this 
meeting. 

Some  key  dates: 

Draft  MMWR  and  Fact  Sheet  (Word  version)  due  for  Roundtable  (clearance  not  required  at  this  stage): 
April  2 

Roundtable:  Aug  3  from  1:30-4:30  -  please  check  schedules  for  availability  for  this  3  hour  meeting 

CIO  -cleared  MMWR  and  Fact  Sheet  due:  April  10 

CDC/OD  review  of  MMWR  and  Fact  Sheet  (Word  version):  April  11  - 16 

Fact  Sheet  (Word  version)  revisions  and  MMWR  submission  due:  April  25 

Other  CIO-cleared  pre-brief  material  (Press  Release,  Dear  Colleague  tetter,  Telebriefing  script,  Q&A, 
critical  contacts)  due:  April  27 

Fact  sheet  (graphic  version),  MMWR,  and  other  pre-brief  material  due  to  CDC/OD  -May  4 
Pre-brief  with  Drs.  Schuchat,  MacKenzie,  Lyon  Daniel:  week  of  May  7.  CDC/OD  will  provide  comments 
on  all  material  at  the  pre-brief 

FS(graphic  version)  and  Press  Release  due  to  HHS/ASPA:  May  18 
Thanks, 

Brandy 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  November  13,  2017  3:28  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc,gov>;  Schieber,  Richard  A, 
(CDC/OPHSS/CSELS/DPHID)  <rbs4(5)cdc.gOv> 

Cc:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2g)cdc,gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc,gov> 

Subject:  RE:  Approval 
Hi  Brandy, 

Thank  you  for  this  update.  We  would  actually  like  to  have  the  kickoff  meeting  as  early  as  Rich  and  you 
are  ready  in  January  or  early  February,  We  will  have  a  solid  draft  by  then. 

We  look  forward  to  seeing  the  calendar  next  week. 

Thank  you,  Tom 

From;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent;  Monday,  November  13,  2017  2:29  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc,eov>;  Schieber,  Richard  A, 
(CDC/OPHSS/CSELS/DPHID)  <rbs4(5)cdc,eov> 

Cc:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2(5)cdc,Eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


<zaf9(®cdcgov> 

Subject:  RE:  Approval 

Hi  Tom  -  I  am  the  Deputy  Director  for  VS  and  develop  the  production  calendars  for  each  issue.  I  am 
working  on  calendars  Feb  thru  June  now.  I  won't  have  your  exact  deliverables  dates  until  the  next  week 
or  so,  but  typically  a  good  non-cleared  draft  of  the  MMV\/R  and  Fact  Sheet  are  due  about  10  weeks 
before  release.  For  your  June  5  release  that  would  be  around  the  last  week  in  March.  We  use  those 
drafts  in  a  Roundtable  meeting  where  we  edit  the  Fact  Sheet  for  clearer  messaging  and  language.  A  CIO- 
cleared  MMWR  and  Fact  Sheet  are  due  about  a  week  and  half  after  the  Roundtable  (early  April}.  Those 
versions  will  go  to  CDC/OD  for  review  before  submitting  MMWR  to  ScholarOne  and  the  Fact  Sheet  to 
the  graphic  artist.  Although  a  fully  cleared  version  of  MMWR  and  Fact  Sheet  is  not  needed  for  the 
Roundtable,  you'll  want  to  start  the  clearance  process  well  before  the  Roundtable  since  Center 
clearance  will  be  required  about  a  week  and  a  half  later  for  CDC/OD  review. 

Rich  will  be  in  touch  to  schedule  an  in-person  kick-off  meeting  for  some  time  in  Feb.  We  will  go  over  the 
deliverable  dates  in  much  more  detail  then. 

Thanks, 

Brandy 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  November  13,  2017  8:45  AM 

To:  Schieber,  Richard  A.  (CDC/OPHS5/CSELS/DPHID}  <rbs40cdc.gov> 

Cc:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2(5)cdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  Approval 
Hi  Rich, 

Have  you  developed  a  master  calendar  yet?  I  would  like  to  share  it  with  our  policy  and  communication 
colleagues. 

Thank  you,  Tom 
-Tom 

From:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent;  Monday,  October  16,  2017  5:08  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9g)cdc.gov> 

Cc:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2g)cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <2af9@cdc.gov> 

Subject:  Re:  Approval 
Tom, 

Dr.  F  leaves  this  up  to  Dr.  Schuchat.  So  it’s  definite,  barring  of  course  any  unexpected  events  in 
D.C. 

We’ll  get  you  the  master  schedule  next  week.  Good  thinking! 

Rich 

Sent  from  my  iPhone 

On  Oct  16,  2017,  at  16:1 1,  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>  wrote: 

Hi  Rich, 

We  wanted  to  thank  you  for  this  good  news.  I  also  wanted  to  ask  about  Dr.  F's  review. 

Does  this  green  light  mean  that  she  approved  this  as  a  VS  too? 


Please  do  let  us  know  when  the  deadline  is  for  the  first  draft.  We  are  working  on  analysis 
now.  We  anticipate  receiving  the  2016  Vital  Stats  data  in  December  and  should  have  the 
final  results  of  that  part  of  the  paper  in  January. 

Thank  you,  Tom 

From:  Schieber,  Richard  A.  {CDC/OPHSS/CSELS/DPHID) 

Sent:  Tuesday,  October  10,  2017  11:22  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Cc:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2(Scdc.gov>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vh36facdc.gov> 

Subject:  Approval 
Tom  and  Jim, 

Dr.  Schuchat  liked  your  suicide  prevention  proposal.  It’s  a  green  light  to  go  ahead. 
Congratulations!  And  well-deserved,  for  sure. 

We’ll  be  in  touch  about  next  steps,  but  for  now,  please  focus  on  the  data  analysis 
and  MMWR  write-up  as  you  would  for  any  other  MMWR,  but  with  the  format 
restrictions  we  lay  out  in  the  MMWR/VS  Instructions  to  Authors  on-line  at 
CDC.gov/MMWR.  These  indicate  the  abstract  length  (250  words),  text  length 
{ 1 800-2000  words),  number  of  figures  or  tables  (4),  and  references  ( 1 5).  The  Key 
Points  should  be  written  in  plain  language;  we  can  help  revise  that  part  into  plain 
language  along  w  your  Comms  person.  I  don’t  have  a  deadline  date  for  the  MMWR 
first  draft  but  you  are  at  least  several  months  from  that  time.  Brandy  can  help  you 
with  that  and  other  dates. 

Let  us  know  your  questions  and  issues  as  they  come  up.  No  question  is  too  small! 
Best, 

Rich 

Sent  from  my  iPhone 
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June  5,  2018 

Suicide 

Abbreviated  Timelines  of  Deliverables,  3.1/21/2017 

Step 

Deliverable 

Begin  at 
0S;00A,M. 

End  by  COB 

Workdays 

Deliver  to 

Comments 

Analysis,  Di recti on-setting,  and  MMWR  Prep 

1 

(1)  OIRECTlOf^  AND  ANALYSIS: 

Initial  Meeting 

i 

1 

TBD 

2 

OD  Planning  Dociiment/SOHCO/One  Thing 

i 

DONE 

RS,  LS 

3 

CDC/OD  review  of  ODPD/SOHCO/One  Thing 

DONE 

4 

Program  (PGM)  respond  in  writing  to  questions 
from  CDC/OD 

DONE 

RS 

S 

(2)  MMWR; 

MMWR  ilraft(non-dea red) written  and  sent  to  VS 
team  to  help  guide  FS  development  during  the  RT 
discussion  only 

Z-Apr 

RS 

6 

Pre-submission  OO-cleared  MMWR  due  to  VS  IfiRff 

10-Api 

1 

7 

CDC/OD(Dir,  Principal  Depuy  Dir,  OAOS,  OADC); 
C5ELS  (Rasmussen,  Kentlreview  pre-submission  CIO 
cleared  and  cross-cleared  MMWR 

ll-Apr 

16- Apr 

4 

RS 

MMWR  and  FS  will  be  sent  to 
CDC/OD  at  the  same  time. 

S 

PGM  revisesj  cross-dears  and  submits  MMWR  to 
Editors 

17'Apr 

25- Apr  ■ 

mKm 

MMWR  Subm[s^ion 
System, 

RS,  LS 

Max  ISOO  word  text 

250  word  abstract 

IS  references 

Submit  to  MMWR  by  noon 

Please  send  VS  team  a 
comment/response  matrix  on  how 
you  addressed  comments  from  Drs, 
Schuchat,  MacKenzie,  and  Lyon- 
Daniei,  Matrix  only  needed  for 
comments  from  these  3  reviewers 

9 

MMWR  edited  and  produced 

Z6-Apr 

9-May 

10 

MMWR  Editors  and 
Reviewers,  PGM,  RS 

10 

SCIENCE  CLIPS: 

PGM  provides  citations  for 

Sdence  Clips 

21-Mav 

RS 

11 

Rich  reviews  citations  and  sends  to  OD/OADS  and 
CDC  librarian 

22-Mav 

Bill  Thomas 

John  fskander 

Gail  Bang 

Fact  Sheet  (Word  and  Graphics  Versions) 

12 

(3)  FACT  SHEET: 

[Send  FS  (non-deared)  in  Word  (W)  format  to  VS 
jteam 

2-Apr 

LS,  RS 

13 

Roundtable 

3-Aprii 

1:30-4:30 

LS,  RS 

14 

CtO-deared  post-RT  F5(W|  due  to  VS  team 

4-Apr 

lO-Apr 

5 

IS,  RS 

15 

CDC/OD  (Dir,  Principal  Depuy  Dir,  OADS, 

0 ADC, P ARP,  PPEO);  CSELS  (Rasmussen,  Kent, 
Royster,  Martin);  CDCW  review  ClO-d eared  FS(W} 

ll-Apr 

16-Apr 

4 

lDf3 

9/7/ZDie 


16 

Pgm  revises  FS(W)  from  CDC/00,  CSELS,  CDCW 
comments  end  submits  revised  FS(W)  to  VS  teem 

17-Apr 

25- Apr 

7 

RS,LS 

Please  send  VS  team  a 
comment/response  matrix  on 
how  you  addressed  comments 
from  Ors.  Schuchat,  Mac  Ken^ie, 
and  Lyon-Daniel.  Matrix  only 
needed  for  comments  from  these 
3  reviewers 

17 

Complete  interne!  eraphic  development 

26-Apr 

4-May 

7 

LS 

18 

CDC/OD  (Principal  Oepuy  Dir,  OADS,  OAOC);  CSELS 
(Kent);:  CDCW  review  full-color  FS(G) 

4-Mav 

Pre-brief  with 
Principal  Deputy 
Director,  ADS,  ADC 
(week  of  5-Feb) 

R5,  LS 

Principal  Deputy  Director,  ADS, 
ADC  will  provide  comments  on  FS, 
PR,  telebriefing  scriptQ&A  at  the 
pre-brief 

Kent,  CDCW  will  receive  courtesy 
copies 

10 

Work  dav^'  Final  edits  to  FS(e^ 

Prs' brief  with 
Principal  Deputy 
Director,  ADS,  ADC 

17-Mav 

20 

HHS/ASPA  review  and  clear  fuH-color  F$(G) 

18-May 

24-Mav 

5 

LSto  NMBto 
HHS/ASPA 

Send  FS  with  Press  Release 
through  NMB 

21 

CDC  Locks  down  futl-color  graphic  FS{G) 

24-Mav 

LS 

at  5:00  pm 

22 

CDC  final  pubfication  preparation  (English  and 
Spanish) 

25- May 

4-inn 

6 

LS 

LS  to  send  English  FS  to  Shannon 
Omisore  for  Spanish  translation 
Holiday  28- May 

Other  Materials  Produced 

23 

IVIedical  Outreach  Program  call 

while  F5  is  being 
reviewed  by  OD 

Brandy  Peaker 

Program  to  discuss  with  VS 
potential  outreach  strategies  for 
clinicians 

24 

(5)  TOWN  HALL  NlEETIiMG  PREP: 

PGM  finds  2  local  demo  pgms 
for  Town  Hall  Wltg 

S-May 

OSTLTS:  Chelsea 

Payne,  Tonya  Joyner 

PGM  works  independently  with 
OSTLTS  for  this 

2S 

(6)  PRESS  RELEASE  (PR)  and  ONE  GRAPHIC: 

Lynn  receives  draft,  edits  it,  and 
sends  revision  back  to  PGM 

27-Apr 

PGM 

26 

Pgm  revises  PR 

30-Apr 

4-May 

5 

LS,  DNEM 

27 

OADC  reviews  PR 

7-Mav 

ll-May 

5 

28 

Pgm  revises  PR  from  OADC  review 

14- May 

17-Mav 

4 

29 

HHS/ASPA  receives  and  clears 

PR 

18-May 

24-May 

5 

LS 

30 

PGM  OKs  ASPA  changes  to 
social  media  materials  and  PR 

25- May 

1 

LS 

31 

Lynn,  graphicSr  and  PGM  to  work  on  '^one  graphic’* 
to  go  with  PR 

13-May 

24-May 

5 

LS 

32 

(7)  DEAR  COLLEAGUE  lETTERt 

PGM  writes/cl  ears/sub  mils 

27-Apr 

LS 

CD  sends  to  MLS  for  Spanish 
translatfon 

33 

(fi)  TElEeRIEFING  SCRIPT  and  Q&A 

PGM  writes/clears/sub  mrts 

27- Apr 

LS 

SD  sends  English  script  to  Belsie 
Gonzalez  for  Spanish  talking 
points 

ZQf3 

9/7/ZDie 


34 

(9)  CRITICAL  CONTACTS  and  EMAIL 

PGIVI  writes/clfears/subrntte 

27  Apr 

_ _ 1 

RS/L5 

Final  Activities 

3S 

(12]  SOCIAL  and  ELECTRONIC  MEDIA: 

Meet  with  Kamelya  Hinson  and  PGM  to  go  over 

Social  and  Electronic  Media 

24- Apr 

LS,  DNEM,PGM 

6  weeks  prior  to  release; 

OADC  to  provide  PGM  with  a  social 
media  template 

36 

PGM  to  provide  content  to  Kamelya  Hinson;  PGM 
works  with  LaKia  Bryant  to  provide  content  on 
Digital  Press  Kit 

S-May 

PGMf  Kamelya  Hinson, 
Arezoo  R  is  man 

4  weeks  prior  to  release; 

PGM  to  work  directly  with  OADC 
DR  social  and  electronic  media. 

SO  sends  to  MLS  for  Spanish 
translation 

37 

(13)  VS  WEBSITE  BUILT; 

PGM  provides  Its  links  and  alt  text  to  LS 

25-May 

31-Mav 

4 

LS,  DNEM.PGM 

Spanish  Website  also  buiit 

Holiday  28-May 

3S 

Rich  creates  CDC  Announcement 

29- May 

Rhonda  Smith 

CDC  Announcement  released  at 
2pm  on  6-Mar 

39 

(14)  PRE-BRIEFING: 

LS  sends  latest  MMWR  proofs 

FS/G  rap  hies  version,  PR,  Tele  briefing  Script,  QSiA, 
Critical  Contacts  list  and  draft  email 

4 -May 

■  ■  - -  I 

LS 

PGM  to  send  all  requested 
material  by  lOAM 

40 

Pre-brief  with  Principal  Deputy  Director,  ADS,  AOC 

week  of  7-May 

ln-per5on  (unless 
travel  ini) 

Bfdg  21, 12th  floor 

DIV:  Leadership,  Comm,  Policy, 
Science  SMEs 

Call  in  number  provided 

41 

Pre-brief  with  CDC  Director 

week  of  21-M3y 

In-person  (unless 
traveling} 

Dir  Conf  Rm,  Bldg  21, 12th  floor 
DIV:  Leadership,  Comm,  Policy, 
Scier^ce  SMEs 

Call  in  number  provided 

42 

(IS)  NOTIFICATIONS: 

NPHIC  call  (PGM  attends) 

31-May 

LS,  DNEM,  PGM 

43 

Internal-Final  materials  sent 
to  leadership  and  distributors 

4-Ju;n 

Done  by  LS 

44 

External  -  CDC  Director  sends  out  email  to  "Critical 
Contacts"  ^ 

5-jLin 

Email  should  include  that 
information  is  embargoed  until 
Ipm  on  release  date 

4S 

External  (contj  -  POM  -send^  email  to  "Critical 
Contacts"  not  otherwise  contacted  by  CUC/OD 

. J.;!'..  '.‘.L  . 

S-JLin 

Email  should  include  that 
information  is  embargoed  until 
1pm  On  release  date 

46 

External  fcontV-PGM'and  O^LTS 
notify  all  other  partners  of  impending 
release 

S-Jun 

BRANCH:  SME,  Chief,  Comm, 
Policy;  Embargo  in  place  until  1 
pm 

47 

(16)  RELEASE 

Press  receives  materials  under 
embargo 

S-Jun 

RS,  LS,  ON  EM 

Embargo  in  place  until  Ipm 

4g 

CDC  Director  conducts  telebriefing 

Materials  released  to  public  at  1pm 

S-Jun 

TRF,  LS,  RS,  OADC, 

PGM 

immediate  Pre*brief  11:40; 
Teiebrief  at  NOON,  Dir  Conf  Rm, 
Bldg  21, 12th  floor 

DIV:  Director,  Comm,  Policy 
BRANCH:  Chief,  SME,  Comm,  Policy 

49 

(17)  MEDIA  METRICS  COLLECTED 

24-hour  media  report  due 

6-Jun 

LS,  DNEM 

50 

30-da V  Media  report  due 

30  days  after 
release 

LS,  DNEM 

51 

(IS)  OSTLTS  TOWN  HALL 

PGM  participates 

12-iun 

OSTLTS 

SME  presents  overview 

3  of  3 
9/7/ZD 18 


From: 

Sent: 

To: 

Cc: 

Subject: 

Attachments: 


Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 
3  Jan  2018  15:36:10  -0500 


Bartholow,  Brad  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


Girod,  Candace  (CDC/ONDIEH/NOPC) 
FW:  Technical  Package  Citation  Scan 
TP  Citations  across  the  internet.xisx 


Sharing  great  news  from  Candace!! 

From:  Girod,  Candace  (CDC/OND!EH/NC!PC) 

Sent:  Wednesday,  January  3,  2018  3:20  PM 
To:  Herbst,  Jeffrey  (CDC/OND!EH/NCIPC) 

Cc:  Dah!berg,  Linda  L  (CDC/OND!EH/NC!PC) 

Subject:  Technica!  Package  Citation  Scan 
Hey  Jeff  and  Linda, 

!'m  attaching  a  spreadsheet  with  any  websites  that  mention  the  technica!  packages.  This  doesn't  include 
any  journal  articles. 

One  interesting  takeaway  was  that  of  the  208  websites  I  found,  almost  70  cited  the  suicide  technical 
package. 

I  will  find  a  good  way  to  summarize  all  of  my  findings  in  the  next  TP  update. 

Best, 

Candace 
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From: 

Sent: 

To: 

Subject: 

Attachments: 


Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

5  May  2018  12:58:48  -0400 

Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
FW:  veteran  suicide 

DStone_Figure  l.emf,  VS_Suicide_5.4.18  clean. docx,  TABLE  2_New  5.4.18.docx, 


TABLE  l_New  5.4.18.docx,  DStone_Supplemental  Table  l.pdf,  TABLE  l_New  5.4-18.docx 

Resending  because  I  did  not  include  Deb. 

Hi  J., 

The  VS  MMWR  (attached)  is  not  about  military/Veteran  Suicide  but  there  is  one  line  in  the  table 
showing  the  proportion  of  decedents  who  have  served  in  the  military  (see  Table  1), 

The  Surgeon  General  is  going  to  participate  in  the  telebriefing  for  the  VS  and  he  is  likely  to  make  a  point 
about  the  high  risk  among  Veterans  and  the  need  for  prevention.  This  could  generate  some  questions 
for  us  from  the  media. 

Pm  glad  that  you  have  q's  and  a's  to  choose  from.  I  don't  seem  to  be  able  to  access  the  Q's  and  A's  on 
Sharepoint.  If  you  could  send  us  a  few  Q's  and  A's  with  short  answers  to  questions  you  think  will  come 
up  related  to  trends,  prevention  strategies,  what  CDC  is  doing,  etc.  that  will  be  helpful.  You  have  a 
better  sense  of  what  comes  up  most  often. 

We  have  a  pre-briefing  with  Dr.  Schuchat  on  Tuesday  and,  if  possible,  it  would  be  good  for  us  to  have 
these  with  us  in  case  it  comes  up.  The  actual  launch  is  not  until  6/7  though  so  we  have  time  to  finalize 
this  once  we  see  exactly  what  the  SG  intends  to  say. 

Thank  youl 
-Tom 

From;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent:  Saturday,  May  5,  2018  9:15  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.ROV> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.ROV>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl@cdc.ROv> 

Subject:  RE:  veteran  suicide 
Hi  Tom, 

If  you  can  give  me  a  few  days,  I  can  help.  If  you  need  the  Q  and  As  immediately,  then  feel  free  to  draw 
from  the  documents  I  posted  on  SharePoint.  Just  note,  on  Monday  morning,  I  plan  to  update  them  in 
prep  for  Marcus  so  please  wait  on  accessing  them  until  noonish.  We've  had  some  significant 
enhancements  that  I  need  to  include.  All  I  ask  is  that  if  you  can  please  send  the  Q  and  As  to  me  before 
sending  them  up  the  chain,  I  would  appreciate  it.  I  just  want  to  keep  an  eye  on  what  we  release  so  we 
don't  accidently  repeat  the  events  of  the  last  few  weeks. 

If  you  would  like  my  help  with  drafting  them,  then  please  send  me  any  background  materials  (Vital  Signs 
drafts,  fact  sheets  etc)  so  I  understand  the  context.  There  are  a  lot  of  different  ways  the  Q  and  As  can  go 
and  so  I  might  be  able  to  narrow  the  scope  of  possible  key  relevant  questions  and  messages  if  I  have 
more  background. 

J. 

J.  Logan,  Ph.D. 

Suicide  and  Youth  Vrolence,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evafuation  Branch 

Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

MS:  F-63 

Email:  ffa3@cdc.qov 
Telework  day:  Thursday 
Office  phone:  770-4B8-1529 


Telework  phone:  404-884-4879 
From:  Simon,  Thomas  (CDC/ONDiEH/NCIPC) 

Sent:  Friday,  May  4,  2018  11:54  AM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.ROv> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl@cdc.Eov> 

Subject:  veteran  suicide 
Hi  J-, 

We  are  compiling  q's  and  a's  for  the  upcoming  vital  signs.  Do  you  have  any  q's  and  a's  related  to  Veteran 
suicide  that  we  can  pull  from? 

The  Surgeon  General  is  participating  In  the  launch  and  he  Is  particularly  interested  In  Veteran  suicide. 

I  think  short  answers  to  questions  about  trends,  prevention  strategies,  and  what  CDC  is  doing  will  be 
helpful. 

Thank  you! 

-Tom 
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Vital  Signs:  Trends  in  State  Suicide  Rates  —  United  States,  1999-2016  and  Circumstances 
Contributing  to  Suicide  —  27  States,  2015 

Deborah  M.  Stone,  ScD';  Thomas  R.  Simon  PhD*;  Katherine  A.  Fowler,  PhD';  Scott  R.  Kegler, 
PhD^;  Kerning  Yuan,  MS';  Kristin  M.  Holland,  PhD';  Asha  Z.  Ivey-Stephenson,  PhD';  Alex  E. 
Crosby,  MD' 

Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999,  and  mental 
health  problems  are  just  one  factor  contributing  to  suicide.  Examining  state-level  trends  in,  and 
the  multiple  circumstances  contributing  to,  suicide  can  inform  comprehensive  state  suicide 
prevention  planning. 

Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years,  by  state  and  sex, 
across  six  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the 
National  Vital  Statistics  System  for  50  states  and  the  District  of  Columbia  (DC).  Data  from  the 
National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  problems. 

Results:  During  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states 
experiencing  increases  of  more  than  30%.  Rates  increased  significantly  among  males  and 
females  in  34  and  43  states,  respectively.  In  2015,  more  than  half  (54%)  of  decedents  in  27  states 
did  not  have  a  known  mental  health  problem.  Among  persons  with  circumstance  information, 
several  circumstances  were  significantly  more  likely  among  those  without  a  known  mental  health 
problems  than  among  decedents  with  mental  health  problems,  including  relationship 
problems/loss  (45.1%  vs  39.6%),  life  stressors  (54.2%  vs  49.7%),  and  recent/impending  crises 
(32.9%  vs  26.0%),  but  these  circumstances  were  common  across  groups. 
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Conclusions:  Suicide  rates  increased  significantly  across  most  states  during  1999-2016.  Various 
circumstances  contributed  to  suicides  among  persons  with  and  without  known  mental  health 
problems. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based 
public  health  approach  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  persons  at 
risk,  prevent  reattempts,  and  help  friends/ family  after  a  suicide  occurs. 

INTRODUCTION 

BACKGROUND  AND  PURPOSE 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population  [age-adjusted])  occurred  in  the  United 
States,  among  persons  aged  >10  years  (7).  Between  1999  and  2015,  suicide  rates  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization  levels  (2,3).  Suicide  is  the  10*'’ 
leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are  increasing  (1,4). 
Additionally,  rates  of  emergency  department  visits  for  nonfatal  self-harm,  a  key  risk  factor  for 
suicide,  increased  42%  between  2001  and  2015  (7).  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  S69  billion  in  direct  medical  and  work  loss  costs  (7). 

The  National  Strategy  for  Suicide  Prevention  (NSSP)  (5)  calls  for  a  public  health  approach  to 
suicide  prevention  with  efforts  spanning  multiple  levels  (i.e.,  individual,  family/relationship, 
community,  and  societal).  Such  a  comprehensive  approach  underscores  that  suicide  is  rarely 
caused  by  any  single  factor,  but  rather,  is  determined  by  multiple  factors.  Despite  the  NSSP 
guidance,  suicide  prevention  largely  focuses  on  identifying  suicidal  persons,  providing  treatment 
for  mental  health  problems  and  preventing  reattempts  (6).  In  addition  to  mental  health  problems 
and  prior  attempts,  other  circumstances  contributing  to  suicide  include  social  and  economic 
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problems,  access  to  lethal  means  (e.g.,  substances,  firearms)  among  persons  at  risk,  and  poor 
coping  and  problem-solving  skills  (5).  Expanded  awareness  of  these  additional  circumstances 
contributing  to  suicide  risk  and  action  to  address  them  can  help  reach  the  nation’s  goal  of 
reducing  suicide  rates  20%  by  2025  (7).  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates,  assessed  the  multiple  contributing  factors  to  suicide,  and 
presents  options  for  multi-level  comprehensive  suicide  prevention  based  on  the  best  available 
evidence. 

METHODS 

Suicide  rates  were  analyzed  for  persons  aged  >10  years  only,  as  determining  suicidal  intent  in 
younger  children  can  be  difficult  (5).  Age- specific  suicide  counts  were  tabulated  based  on 
National  Vital  Statistics  System  coded  death  certificate  records  (International  Classification  of 
Diseases  10*^  Revision,  underlying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- specific 
population  estimates  were  obtained  from  U.S.  Census  Bureau/National  Center  for  Health 
Statistics  bridged- race  population  data  releases. 

National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year 
aggregate  periods  spanning  1999-2016  (1999-2001,  2002-2004;  2005-2007;  2008-2018;  2011- 
2013;  and  2014-2016).  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard 
population  and  expressed  per  100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were 
modeled  using  the  same  three-year  data  aggregates,  employing  weighted  least  squares  regression 
with  inverse-variance  weighting.  Modeled  rate  trends  are  reported  in  terms  of  average  annual 
percentage  changes  (AAPCs). 

Characteristics  and  circumstances  of  persons  aged  >10  years  who  died  by  suicide,  with  and 
without  known  mental  health  problems,  were  compared  in  the  27  states  with  complete  data 
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participating  in  CDC’s  National  Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  problems  as  disorders  and  syndromes  listed  in  the  Diagnostic  and 
Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other 
substance  use  disorders,  which  are  captured  separately  in  NVDRS.  NVDRS  aggregates  data  from 
three  primary  data  sources:  death  certificates,  coroner/medical  examiner  reports  (including 
toxicology),  and  law  enforcement  reports.  Decedents  with  and  without  known  mental  health 
problems  were  compared  using  Chi-square  tests.  Logistic  regression  analyses  estimated  adjusted 
odds  ratios  with  95%  confidence  intervals  (Cl),  controlling  for  age  group,  sex,  and  race/ethnicity. 

RESULTS 

The  most  recent  overall  suicide  rates  (representing  2014-2016)  varied  four-fold,  from  6.9  (DC) 
to  29.2  (Montana)  per  100,000  persons  per  year  (available  online).  Across  the  study  period,  rates 
increased  in  all  states  except  Nevada  (which  had  a  consistently  high  rate  throughout),  with 
absolute  increases  ranging  from  +0.8  per  100,000  (Delaware)  to  +8.1  (Wyoming).  Percentage 
increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57.6%  (North  Dakota),  with  increases  of 
more  than  30%  observed  in  25  states  (available  online;  Figure  1). 

Modeled  suicide  rate  trends  indicated  significant  increases  in  44  states,  among  males  (34  states) 
and  females  (43  states),  as  well  as  for  the  United  States  overall  (available  online).  Nationally,  the 
model-estimated  AAPC  for  the  overall  suicide  rate  was  +1.5%.  By  sex,  estimated  national  rate 
trends  further  indicated  significant  increases  for  males  (AAPC  +1.1%)  and  females  (AAPC 
+2.6%)  (available  online). 

Suicide  decedents  without  known  mental  health  problems  (N  =  1 1,039)  were  compared  with 
those  with  known  mental  health  problems  (N  =  9,407)  in  27  states.  Whereas  all  decedents  were 
predominately  male  (76.8%)  (Table  1)  and  non-Hispanic  white  (83.6%),  those  without  known 
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mental  health  problems,  relative  to  those  with  mental  health  problems,  were  more  likely  male 
(83.6%  versus  68.8%;  odds  ratio  (OR)  =  2.3,  95%  Cl  =  2.2-2. 5)  and  racial/ethnic  minorities  (OR 
range:  1. 2-2.0).  Suicide  decedents  without  known  mental  health  problems  also  had  significantly 
higher  odds  of  perpetrating  homicide-suicide  (adjusted  odds  ratio  (aOR)  =  2.9,  95%  Cl  =  2.2- 
3.8).  Among  adult  decedents  >18  years,  20.1%  of  those  without  known  mental  health  problems 
and  15.3%  of  those  with  mental  health  problems  had  ever  served,  or  were  currently  serving,  in 
the  U.S.  military. 

Whereas  firearms  were  the  most  common  method  of  suicide  overall  (48.5%)  and  for  decedents 
with  and  without  mental  health  problems,  decedents  without  known  mental  health  problems  were 
more  likely  to  die  by  firearm  (55.3%  versus  40.6%)  and  less  likely  to  die  by 
hanging/strangulation/suffocation  (26.9%  versus  31.3%)  or  poisoning  (10.4%  versus  19.8%) 
than  were  those  with  known  mental  health  problems.  These  differences  remained  significant  in 
the  adjusted  models. 

Decedents  without  known  mental  health  problems  were  less  likely  to  receive  toxicology  testing. 
Among  those  with  toxicology  results,  decedents  without  known  mental  health  problems  were 
less  likely  to  test  positive  for  any  substance  overall  (aOR  =  0.8,  95%  Cl  =  0.7-0. 8),  including 
opioids  (aOR  =  0.90  95%  Cl  =  0.81-0.99),  but  were  more  likely  to  test  positive  for  alcohol  (aOR 
=  1.2,  95%  Cl  =  1. 1-1.3). 

Information  on  circumstances  surrounding  suicide  were  available  for  all  decedents  with  mental 
health  problems  (N  =  9,407)  and  approximately  85%  of  those  without  known  mental  health 
problems  (N  =  9,357)  (Table  2).  Persons  without  known  mental  health  problems  were  less  likely 
to  have  any  substance  use  disorders  (aOR  =  0.7,  95%  Cl  =  0.7-0. 8).  Whereas  two  thirds  of 
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decedents  with  known  mental  health  problems  had  a  history  of  mental  health  or  substance  use 
treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment. 

Decedents  without  known  mental  health  problems  had  a  significantly  higher  likelihood  of  any 
relationship  problem/loss  (45.1%)  than  did  those  with  known  mental  health  problems  (39.6%), 
specifically  intimate  partner  problems  (30.2%  versus  24.1%),  arguments/conflicts  (17.5%  versus 
13.6%),  and  recently  perpetrating  interpersonal  violence  (3.0%  versus  1.4%).  Decedents  without 
known  mental  health  problems  were  also  more  likely  than  those  with  known  mental  health 
problems  to  have  experienced  any  life  stressors  (54.2%  versus  49.7%)  such  as  criminal-legal 
problems  (10.7%  versus  6.2%)  or  eviction/loss  of  home  (4.3%  versus  3.4%)  and  were  more 
likely  to  have  had  a  crisis  a  current  or  acute  event  thought  to  contribute  to  the  suicide,  within  the 
preceding  or  impending,  two  weeks  (32.9%  versus  26.0%).  All  of  these  differences  remained 
significant  in  the  adjusted  models.  Among  all  persons  with  recent  crises,  intimate  partner 
problems  were  the  most  common  types  and  did  not  differ  by  group.  Similarly,  physical  health 
problems  and  job/financial  problems  were  commonly  experienced  among  both  persons  without 
mental  health  problems  (23.2%  and  15.6%,  respectively)  and  those  with  mental  health  problems 
(21.4%  and  16.8%,  respectively). 

Decedents  without  known  mental  health  problems  had  significantly  lower  odds  of  recent  release 
from  any  institution  (aOR  =  0.5,  95%  Cl  =  0.4-0. 5),  but  those  who  were  recently  released 
(5.1%),  were  significantly  more  likely  to  have  been  released  from  a  correctional  facility  (25.7% 
versus  8.7%),  hospital  (43.7%  versus  33.0%),  or  other  facility  (e.g.,  alcohol/substance  treatment) 
(aOR  =  2.5  95%  Cl  =  1.8-3. 3),  than  those  with  a  known  mental  health  problems.  Among 
decedents  with  known  mental  health  problems  who  were  recently  released  from  an  institution 
(10.2%),  46.7%  of  were  released  from  psychiatric  facilities. 
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Decedents  without  known  mental  health  problems  were  significantly  less  likely  to  have  a  history 
of  suicidal  ideation  (23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with  those  with  known 
mental  health  problems  (40.8%  and  29.4%,  respectively).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  of  persons  without  and  with  known  mental  health  problems,  respectively. 

Conclusions  and  Comments 

During  1999-2016,  suicide  rates  increased  significantly  in  44  states,  and  25  states  experienced 
increases  of  more  than  30%.  Rates  increased  significantly  among  males  in  34  states,  and  females, 
in  43  states.  This  finding  is  consistent  with  prior  research  showing  a  decreasing  gender  gap  in 
male- female  suicide  rates  during  1999-2014  (i).  Additional  research  into  the  specific  causes  of 
these  trends  is  necessary.  Fortunately,  data  from  the  27  states  participating  in  NVDRS  provides 
important  insight  into  circumstances  surrounding  suicide  and  can  help  states  identify  prevention 
priorities. 

Suicidologists  regularly  state  that  suicide  is  not  caused  by  a  single  factor  (5);  however,  suicide 
prevention  is  often  oriented  toward  downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  problems  and  prevention  of  reattempts.  This  study  found  that  more  than  half  of 
suicide  decedents  in  NVDRS  did  not  have  a  known  mental  health  problems,  indicating  that 
additional  focus  on  non-mental  health  factors,  further  upstream,  is  essential  to  a  public  health 
approach  {10).  This  group  suffered  more  from  relationship  problems  and  other  life  stressors  such 
as  criminal- legal  matters,  eviction/loss  of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  problems  often  experienced  relationship  problems  and 
other  life  stressors  such  as  job/financial  and/or  physical  health  problems.  These  findings  point  to 
the  need  to  both  help  persons  manage  the  conditions  associated  with  mental  health  problems  in 
the  first  place,  and  to  support  persons  with  known  mental  health  problems  to  decrease  their  risk 
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of  poor  outcomes  (7i).  Two  thirds  of  this  group  had  a  history  of  any  mental  health  and/or 
substance  use  treatment,  with  over  half  in  treatment  when  they  died.  This  suggests  the  need  for 
additional  safety  supports,  including  broader  implementation  of  affordable  and  effective 
treatment  modalities  such  as  doctor- patient  collaborative  care  models  and  proven  cognitive- 
behavioral  therapies.  Additionally,  increased  access  to  behavioral  health  providers  in 
underserved  areas  is  needed,  as  is  expansion  of  health  care  systems  that  integrate  physical  and 
behavioral  health,  with  a  priority  on  suicide  prevention  and  patient  safety,  especially  through 
care  transitions  {12). 

Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  full  range  of 
factors  contributing  to  suicide.  Prevention  strategies  include  strengthening  economic  supports 
(e.g.,  housing  stabilization  policies,  household  financial  support);  teaching  coping  and  problem¬ 
solving  skills  to  manage  everyday  stressors  and  prevent  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense  of  belonging  and  access  to 
informational,  tangible,  emotional,  and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/mental  health  problems)  {12).  Other 
strategies  include  creating  protective  environments  (e.g.,  reducing  access  to  lethal  means  among 
persons  at  risk,  creating  organizational  and  workplace  policies  to  promote  help-seeking,  easing 
transitions  into  and  out  of  work  for  persons  with  mental  health  problems  and  other  life 
challenges),  supporting  family  and  friends  after  a  suicide,  and  assuring  safe  reporting  by  the 
media  in  order  to  prevent  suicide  contagion  {12).  Some  states,  such  as  Colorado,  are  planning  to 
implement  such  a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limitations.  In  the  state- level  analysis, 
rankings  for  four  states  (Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might  have  been 
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affected  by  large  proportions  of  injury  deaths  of  iindetennined  intent  (potentially  biasing 
reported  suicide  rates  downward),  or  decreased  percentages  of  such  deaths  over  time  (potentially 
biasing  estimated  rate  trends  upward).  Second,  NVDRS  is  not  yet  nationally  representative;  the 
27  states  included  represent  49.6%  of  the  population 

(https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml).  Finally, 
abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative  reports. 
Therefore,  the  extent  of  informant  knowledge  can  affect  data  completeness  and  accuracy.  Studies 
including  more  in-depth  interviews  with  next-of-kin  often  identify  greater  attributions  to  mental 
disorders  (7d);  however,  many  methodological  variations  across  studies  exist  {14).  It  is  likely 
that  some  persons  without  known  mental  health  problems  in  the  curi'ent  study  were  experiencing 
mental  health  challenges  that  were  unknown,  and  hence  undeireported  by  key  informants. 
Nonetheless,  the  high  prevalence  of  diverse  contributing  circumstances  among  those  with  and 
without  known  mental  health  problems  suggests  the  importance  of  addressing  the  broad  range  of 
factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective  approaches  to  prevent  tlie  many  suicide 
risk  factors  are  available.  States  and  communities  can  use  data  from  NVDRS  and  resources  such 
as  CDC’s  Preventing  Suicide:  a  Technical  Package  of  Policies,  Programs,  and  Practices  {1 2)  to 
better  understand  their  suicide  problem,  prioritize  evidence-based  comprehensive  suicide 
prevention,  and  save  lives. 
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Summary  Box  (word  count  100/100) 

What  is  already  known  on  the  topic? 

In  2016,  nearly  45,000  lives  were  lost  to  suicide  in  the  U.S. 

What  is  added  by  this  report? 

Between  1999-2016,  suicide  rates  increased  in  nearly  every  state.  Twenty-five  states  saw  rate 

increases  >30%.  Mental  health  problems  often  contribute  to  suicide,  however,  2015  data  from 

the  National  Violent  Death  Reporting  System  (27  states)  indicate  that  54%  of  suicide  decedents 
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were  not  known  to  have  such  problems.  Other  contributors  included  relationship,  substance  use, 
health,  and  job/flnancial  problems. 


What  are  the  implications  for  public  heaith  practice? 

A  comprehensive  approach  using  proven  prevention  strategies,  such  as  those  in  CDC’s  Technical 
Package  for  Suicide  Prevention,  can  help  reach  the  national  goal  of  reducing  suicide  rates  20% 
by  2025. 
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TABLE  2.  Circumstances  Preceding  Suicide  among  Decedents  Aged  >10  years  with  and  without  known  mental  health  problems  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Chafactari  sties 

Total 

Known  mental 
health  problem^, 
no.  {%) 

No  known 
mental  health 
problem,  no. 
(%) 

Chi- 

Square 

OR«  (95%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Suicide  with  known  circumstances 

18,764  (91.8) 

9.407(100) 

9,357  (84.8) 

p<0.01 

— 

— 

Mental  Health 

Any  Current  Diagnosed  Mental  Health  Problem* ** 

Depression/dysthymia 

7,076  (75,2) 

— 

— 

— 

— 

Anxiety  disorder 

1,579  (16.8) 

— 

— 

■ — 

— 

Bipolar  disorder 

1,431  (15.2) 

— 

— 

— 

— 

Schizophrenia 

509  (5.4) 

— 

— 

— 

— 

PTSD 

424  (4.5) 

— 

— 

— 

ADD/ADHD 

226  (2.4) 

— 

— 

— 

— 

Unknown 

760  (8.1) 

— 

— 

— 

— 

Current  depressed  mood 

3,962  (42.1) 

3,076  (32.9) 

p<0.01 

0.7  {0.6--0.7) 

0.7  (0.6-0.7) 

Substance  Problems 

Any  Current  substance  problem 

5,319(28.3) 

2,976  (31.6) 

2,343  (25.0) 

p<001 

0.7  (0  7-0.8) 

0.7(0.7-08) 

Alcohol  problem 

3,266(17.4) 

1,862  (19,8) 

1,406(15.0) 

p<0.01 

0.7  (0  7-0,8) 

0.7  (0,7-0  8) 

Other  substance  problem 

3,084  (16.4) 

1,768  (18,8) 

1,316(14.1) 

p<0.01 

0.7  (0.7--0,8) 

0.7  {0.7--0,8) 

Treatment 

Current  mental  health/substance  abuse 

5,141  (27.4) 

5,077  (54.0) 

64  (0.7) 

p<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

treatment 

Ever  treated  for  mental  heal  th/substance 

6,717(35.8) 

6,323  (67.2) 

394  (4.2) 

p<001 

0-02  (0.02-0.02) 

0.02  (0.02-0  03) 

problem 

Relationship  Problems/Loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3,726  (39,6) 

4,222  (45.1) 

p<0.01 

1.3  {1.2-1, 3) 

1.3(12-14) 

Intimate  partner  problem 

5,098  (27.2) 

2,270  (24.1) 

2,828  (30.2) 

p<0.01 

1.4  (1.3^1 .5) 

1.4(13^15) 

Perpetrator  of  interpersonal  violence  in  past 

414(2.2) 

131  (1.4) 

283  (3.0) 

p<001 

2.2  (1.8-2. 7) 

2  0  {16-2.4) 

month 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

53  (0,6) 

31  (0.3) 

p<0.05 

0.6  (0,4^,9) 

0.8  (0.5-12) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8,5) 

— 

0.9  (0.8^1 .0) 

1.0  (0.9-11) 

Other  relationship  problem  (non-intimate) 

403(2.1) 

202  (2.1) 

201  (2.1) 

— 

1.0  (0.8^1.2) 

1.1  (0.9-13) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1,278  (13.6) 

1,636(17.5) 

p<0.01 

1.3{1.2-1.5) 

1.4(13^15) 

Death  of  a  loved  one  (any) 

1,497  (8.0) 

826  (8.8) 

671  (7.2) 

p<0.01 

0.8  (0.7-0.9) 

0  9(0.8-0.9) 

Non-suicide  death 

1,181  (6.3) 

647  (6.9) 

534  (5.7) 

p<0.01 

0.8  {0.7-0.9) 

0.9  (0.8-10) 

Suicide  of  family  or  friend 

379  (2.0) 

217(2.3) 

162  (1,7) 

p<0.01 

0.7  (0,6-0,9) 

0.8  (0,7-10) 

Other  Life  Stressors 

Any  life  stressor 

9,743  (51.9) 

4,675  (49,7) 

5,068  (54.2) 

p<0.01 

1.2  (1.1-1. 3) 

1.1  (11-1,2) 

Recent  criminal  legal  problem 

1,588  (8.5) 

586  (6.2) 

1,002(10.7) 

p<0.01 

1.8{1.6-2.0) 

17(15-19) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

— 

1,0  (0.8-1. 1) 

1.0  (0.9-12) 

Physical  health  problem 

4,179  (22.3) 

2,012(21.4) 

2,167  (23.2) 

p<0.01 

1.1  (10-1.2) 

1.0  (10-1.1) 

Job/Financial  problem^^ 

2941  (16,2) 

1530(16,6) 

1411  (15.6) 

p<0.05 

0.9  (0,8-1 ,0) 

0.9  (0,8-10) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3,4) 

405  (4.3) 

p<0.01 

1.3  (1-1-15) 

1.4  (12-16) 

School  problems^ 

162(19.9) 

70(17.8) 

92  (21,9) 

— 

1.3  (0.9-18) 

13  (0.9-19) 

Recent  release  from  an  institutionif^ 

1,412(7.6) 

941  (10.2) 

471  (5.1) 

p<0.01 

05(0.4-0.5) 

0.5  (0.4-43.5) 

Jail/prison/detention  facility 

203(14.4) 

82  (8.7) 

121  (25.7) 

p<0.01 

3.6  (2.7-^.9) 

45(3.2-6.4) 

Hospital 

517(36.6) 

311  (33.0) 

206  (43.7) 

p<0.01 

1.6(13-2.0) 

13  (1.0-17) 

Psy c  h  iatric  hos  p  ital/i  nsti  tutio  n 

469  (33.2) 

439  (46.7) 

30  (6.4) 

p<0,01 

0.1  (0.1-G.1) 

0.1  (0.1-01) 

Other  (includes  alcohol/SA  treatment  facilities) 

223(15.8) 

109  (11,6) 

114  (24,2) 

p<0.01 

2.4  (18-3,3) 

2.5(18-3,3) 

Recent  or  Impending  Crisis 

Crisis  within  past  or  upcoming  2  weeks*** 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

p<0.01 

14  (13^15) 

1.4(13^15) 

Intimate  partner  problem  crisis 

1968  (35.6) 

854  (34.9) 

1114(36.2) 

1.1  (0.9-12) 

1.1  (0.9-12) 

Physical  health  problem  crisis 

739(13.4) 

315(12.9) 

424  (13.8) 

— 

1.1  (0.9-13) 

1.0  (0.8-12) 

Criminal  legal  problem  crisis 

621  (11.2) 

203  (8.3) 

418  (13.6) 

p<0.01 

1.7  (15-2,1) 

1.6(13-1,9) 

Family  relationship  problem  crisis 

430  (7,8) 

212(8.7) 

218(7,1) 

p<0.05 

0.8  (0,7-10) 

0.9  (0,7-11) 

Job  problem  crisis 

354  (6.4) 

191  (7.8) 

163  (5,3) 

p<0.01 

0.7  {0.5--0.8) 

0.7  (0.5-43,8) 

Suicide  Event/History 

Left  a  note 

6,468  (34.5) 

3,182  (33.8) 

3,286  (35.1) 

— 

1.1  {1.0-1. 1) 

1.2  (1. 1^1.2) 

Disclosed  suicide  intent 

4.405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

p<0.01 

0.9  {0.8-1 .0) 

0  9  {0.8-0.9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40,8) 

2,152  (23,0) 

p<0.01 

0,4  (0,4-0, 5) 

0,4  {0,4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29,4) 

962  (10,3) 

p<0.01 

0,3  {0.3-0,3) 

0,3  (0.3-0. 3) 

*  Alaska,  Arizona,  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New 
Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
t  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  problem  in  coroner/medical  examiner  or  law  enforcement  reports. 

5  Odds  ratio  reflects  the  risk  among  those  without  known  mental  health  problem  relative  to  those  with  known  mental  health  problem. 

'  Logistic  regression  was  used  to  estimate  adjusted  odds  ratio  with  95%  CIs  after  controlling  for  age,  sex,  race  and  ethnicity.  Known  mental  health  problem  was  the 
reference  group. 

**  includes  decedents  with  one  or  more  diagnosed  current  mental  health  problems,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  problems, 
tt  Denominator  is  decedents  aged  >18  years. 

Denominator  is  decedents  aged  10^18  years. 


^  Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

***  Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


TABLE  1.  Select  demogrephic  end  descriptive  characteristics  of  suicides  aged  >10  years  with  and  without  known  mental  health 
problems  —  National  Violent  Death  Reporting  System,  27  states,*  201 5 


Characteristics 

Total  (n  =  20,446) 

Known  mental 
health  problemt  (n 
=  9,407) 

No  known  mental 
health  problem  (n 
=  11,039) 

Chi-Square 

OR5  (95%  Cl) 

Adjusted  OR* 
(95%  Cl) 

LSex _ 1 

Male 

15,702  (76.8) 

6,469  (68.8) 

9,233  (83.6) 

p<0.01 

2.3  (2  2-2.5) 

Female 

4,744  (23.2) 

2,938  (31.2) 

1,806  16.4 

p<0.01 

0.4  (0.4-0.5) 

— 

1  Age  (yrs)**  I 

10-24 

2.804  (13.7) 

1,211  (12,9) 

1,593  (14,4) 

p<0.01 

1,1  (1, 1-1,2) 

— 

25-^4 

6,456  (31.6) 

3,036  (32.3) 

3,420(31,0) 

p<0.05 

0.9  (0.9-1 .0) 

— 

45^64 

7,718  (37.7) 

3,820  (40.6) 

3,898  (35.3) 

p<0.01 

0.8  (0.8-0.8) 

— 

>65 

3,468  17.0) 

1,340(14.2) 

2,128  (19.3) 

p<0.01 

1.4(1.3-1.5) 

— 

I  Race/ethnicity  I 

White,  non -Hispanic 

17,102  {83,6) 

8,165  (86,8) 

8,937  (81,0) 

p<0,01 

0,6  {0,6-0,7) 

— 

Black,  non-Hispanic 

1,228  (6.0) 

411  (4.4) 

817(7.4) 

p<0.01 

1,7(1,5-2.0) 

— 

American  Indian/Alaska  Native,  non- 
Hispanic 

378(1.8) 

112(1.2) 

266  (2.4) 

p<0.01 

2.0(1. 6-2.6) 

— 

Asian,  non-Hispanic 

576  (2.8) 

235  (2.5) 

341  (3,1) 

p<0,05 

1,2(1, 1-1.5) 

— 

Hispanic 

1,096  {5.4) 

463  (4.9) 

633  (5,7)  ! 

p<0,05 

1,2(1,0-1,3) 

_ 

Other 

66  (0.3) 

21  (0.2) 

45  (0.4) 

p<0.05 

1.8(1, 1-3.1) 

— 

I  Extended  demographics  I 

Ever  served  in  military^^ 

3,429  (17.8) 

1,354(15.3) 

2,075(20.1) 

p<0.01 

14(1.3-1.5) 

1.1  (1.0-11) 

Homeless 

240(1.2) 

104(1.1) 

136(1,3) 

1.1  {0.9-1.5) 

1,2  (0.9-1 ,5) 

I  Incident  Type  I 

Single  suicide 

20,063  (98.2) 

9,318(99.1) 

10,745  (97.4) 

p<0.01 

0.3  (0.3-0.4) 

0.4  (0.3-0.5) 

Homicide  followed  by  suicide 

319(1.6) 

64  (0.7) 

255  (2.3) 

p<0.01 

3.5  (2.6-^.5) 

2.9  (2  2-3.8) 

Multiple  suicides 

64  (0.3) 

25  (0.3) 

39  (0.4)  1 

— 

1.3  (0.8-2  2) 

16  (0  9-2.6) 

I  Method  I 

Firearm 

9,909  (48.5) 

3,821  (40.6) 

6,088  (55,3) 

p<0,01 

1.8{1,7-1.9) 

16(1.5^17) 

Ha  n  gi  n  g/S  tra  n  gu  I  ati  on  /Su  ffocation 

5,907  (28.9) 

2,940  (31.3) 

2,967  (26,9) 

p<0,01 

0.8  {0.8-0.9) 

0.8  (0.7-0.8) 

Poisoning 

3,003  (14.7) 

1,861  (19.8) 

1,142  (10.4) 

I  Substance  class  causing  death^^  I 

Other  {e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

p<0,01 

0.8  {0,7-0.9) 

0.9  {0,7-1.0) 

Opioids 

944  (31.4) 

608  (32.7) 

336  (29.4) 

— 

0.9(0.7-10) 

0.9(0.8^11) 

Antidepressants 

800  (26.6) 

644  (34.6) 

156  (13.7) 

p<0.01 

0.3  (0.2-0.4) 

0.3  (0.3-0.4) 

Benzodiazepines 

624  (20.8) 

468  (25.1) 

156(13.7) 

p<0.01 

0.5  (0.4-0.6) 

0.5  (0.4-0.6) 

Antipsyc  holies 

219  (7  3) 

195(10.5) 

24  (2.1) 

p<0.01 

0.2  (0.1-0.3) 

0.2  (0.1-0.3) 

Other 

1 ,595  (7,8) 

780  (8.3) 

815(7.4) 

p<0,05 

0,9  (0,8-1 ,0) 

0,9  (0,8-1 .0) 

I  Toxicology  Results  I 

Any  toxicology  testing 

13,317(65.1) 

6,658  (70.8) 

6,659  (60.3) 

p<0.01 

0.6  (0.6-0.7) 

0.7  (0.6^.7) 

Positive  for  >1  substance^ 

9,913  (74.4) 

5,192  (78.0) 

4,721  (70.9) 

p<0.01 

0.7  (0.6-0.7) 

0.8  {0.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950  (53,6) 

5,409  (57.5) 

5,541  (50.2) 

p<0,01 

0.7  (0.7--0,8) 

0.8  (0.7-0.8) 

Positive 

4,442  (40.6) 

2,115(39.1) 

2,327  (42.0) 

p<0.01 

1.1  (1.0-12) 

12(1.1-13) 

1  Opioids  1 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296  (38.9) 

p<0.01 

0.8  {0.7-0.8) 

0.8  (0.8-0.9) 

Positive 

2,279  (26.6) 

1,238  (29,1) 

1,041  (24,2) 

p<0,01 

0,8  {0,7-0.9) 

0,9  (0.8-10) 

1  Benzodiazepines  I 

Tested 

8,124  (39.7) 

4,226  (44.9) 

3,898  (35.3) 

p<0.01 

0.7  (0.6^.7) 

0.7  fO.7-0.8) 

Positive 

2,464  (30.3) 

1 ,639  (38.8) 

825(21.2) 

p<0.01 

0.4  (0.4-0.5 

0.5  (0.5-0.6) 

1  Cocaine  I 

Tested 

7,978  (39,0) 

3,866  (41,1) 

4,112(37,2) 

p<0.01 

0,9  {0,8-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

216(5.6) 

283  (6.9)  1 

p<0,05 

12(1.0-15) 

12(1.0-15) 

1  Amphetamines  I 

Tested 

7,615  (37.2) 

3,696  (39.3) 

3,919(35.5) 

p<0.01 

0.9  (0.8-0.9) 

0.9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10,2) 

360  (9,2)  i 

— 

0,9  (0,8-1 ,0) 

1,0  (O.S-I.I) 

1  Mariiuana  I 

Tested 

6,569  (32.1) 

1  3,127(33.2)  1 

1  3,442  (31.2) 

p<0,01 

1  0,9(0.9-10)  1 

1  0,9(0.9-10)  1 

Positive 

1,471  (22.4) 

■KEI^DIM 

■EERESm 

1  Antidepressants  | 

Tested 

5,425  (26,5) 

3,103  (33.0) 

2,322(21,0) 

p<0,01 

0,5  (0,5-0.6) 

0,6  {0,6-0.7) 

Positive 

2,214  (40.8) 

1,735  (55.9) 

479  (20,6) 

p<0,01 

0,2  (0.2-0.2) 

0,2  (0.2-0.3) 

Abbreviation:  Cl  =  confidence  interval. 


*  Alaska,  Arizona,  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New 
Hampshire,  New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  island,  South  Carolina,  Utah,  Vermont, 
Virginia,  and  Wisconsin. 


t  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  problem  in  coroner/medical  examiner  or  law  enforcement 
reports. 

^  Odds  ratio  reflects  the  risk  among  those  without  known  mental  health  problem  relative  to  those  with  known  mental  health  problem. 

^  Logistic  regression  was  used  to  estimate  adjusted  odds  ratio  with  95%  CIs  after  controlling  for  age,  sex,  race  and  ethnicity.  Known  mental 
health  problem  was  used  as  the  reference  group, 

**  Decedents  were  aged  ^10  years,  as  per  standard  in  the  suicide  prevention  literature. 

Denominator  is  decedents  aged  >18  years  with  reported  military  service  status. 

Denominator  is  decedents  who  died  by  poisoning,  including  overdose. 

^  Denominator  is  decedents  with  any  toxicofogy  tested. 

***  Denominator  for  each  positive  group  is  thenumber  tested  for  the  substance  in  that  group. 


J'able  1.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


state 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period) 

Modeled 
AAPC  + 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1990-2001 

2002  -  2004 

2005  -  2007 

2008 -2010 

2011-2013 

2014-2016 

u,s. 

Both 

12,3  (n/a) 

127  (+  0.4} 

12.9  (+  0.2) 

13,8  (+  0.9} 

14.5  (+  0.8) 

15,4  (+0,9} 

+  1.5%(p<,01) 

n/a 

+  3.1  (n/a) 

+  25.4  %  (n/a) 

Male 

20,9  (n/a) 

21 .2  (+  0.4} 

21.3  (+  0,0) 

22,5  (+1,3) 

23.5  (+  1.0) 

24,5  (+  1 .0} 

+  1,1  %  (p<,01) 

Female 

4.7 (n/a) 

5.0  (+0.3} 

5,3  (+  0,2) 

57  (+  0,4} 

6,2  (+  0,5) 

6,9  (+  07} 

+  2,6%(p<,01) 

AL 

Both 

14.3  (n/a) 

13.4  (-  0.9) 

14.1  (+  0.6) 

15.6  (+  1.6) 

1 6.4  (+  0.7) 

17.5  (+1.1) 

+  1.6%  (p<.05) 

25 

+  3.1  (31) 

+  21.9%  (33) 

Male 

25.1  (n/a) 

23.4  (-1.7) 

24.4  (+  1.0) 

26.4  {+  2,0) 

27.6  (+  1.1) 

29.1  (+1.5) 

+  1.3  %(p<.05) 

Female 

5.1  (n/a) 

4.8  (-  0.3) 

5.0  (+  0.2) 

6.1  (+1.1} 

6.4  (+  0.3) 

7.0  (+0.7) 

+  2.6  %  (p<.01) 

AK 

Both 

21 .0  (n/a) 

24.8  (+  3.8) 

24.2  (-  0.6) 

26.0  {+  1 .7} 

25.4  (-  0.5} 

28.8  (+  3.4) 

+  1.7%  {p<.05) 

2 

+  7.8(  4) 

+  37.4%  (13) 

Male 

33.2  (n/a) 

38.1  (+4.9) 

38.9  (+  0.8) 

40.1  (+  1.2) 

40.1  (-0.1) 

42.9  (+  2.8) 

+  1.4%  (p<.01) 

Female 

8.6 (n/a) 

11.4  (+  2.9) 

9.8  (-1.6) 

11.1  (+  1.2} 

9.9  {-  1.2} 

13.2  (+  3.4) 

+  1 .7  %  n/s 

AZ 

Both 

17.8  (n/a) 

18.5  (+  0.7) 

19.1  (+  0.5) 

19.t  ("  0.0) 

20.4  (+  1.3) 

20.9  (+  0.5) 

+  1 .0  %=  (p<.01 ) 

15 

+  3.1  (32) 

+  17.3%  (42) 

Male 

29.3  (n/a) 

30.2  {+  1.0) 

30.6  (+  0.4) 

30.2  (-  0.5) 

32.0  (+  1.9) 

32.4  (+  0.4) 

+  0.6  %  (p<.05) 

Female 

7.1  (n/a) 

7.5  (+0.4) 

8.2  (+  07) 

8.6  {+  0.5} 

9.2  (+  0.6) 

9.9  (+0.6) 

+  2.2%(p<.01) 

AR 

Both 

15.5  (n/a) 

15.8  (+  0.3} 

16.2  (+  0.5) 

17.6  (+1.4) 

19.2  (+  1.6) 

21.2  (+  2.0) 

+  2.2%(p<.01) 

12 

+  5.7  (14) 

+  36.8%  (15) 

Male 

26.7  (n/a) 

26.7  (+  0.0) 

27.2  (+  0.5) 

28.2  (+1.0) 

31.7  (+  3.5) 

33.5  (+1.9) 

+  1 .6  %  (p<.05) 

Female 

5.6 (n/a) 

5.9  (+  0.3} 

6.2  (+  0.4) 

7.9  (+  1 .7) 

7.5  (-  0.4) 

9.6  (+  2.1) 

+  3.6%(p<.01) 

CA 

Both 

10.6  (n/a) 

11.3  (+  0.7) 

1 1 .0  (-  0.3) 

12.0  (+1.0) 

11.8  (-  0.1) 

12.1  (+0.3) 

+  0.9  %  (p<.05) 

45 

+  1.6(46) 

+  14.8%  (46) 

Male 

17.9  (n/a) 

18.4  (+  0.5} 

17.7  (-  0.7} 

19.1  (+1.4) 

18.9  (-  0.2) 

19.2  (+0.3) 

+  0.5  %  n/s 

Female 

4.1  (n/a) 

5.0  (+  0.9} 

4.9  (-  0.1) 

5.4  (+  0.5} 

5.3  (-  0.1} 

5.6  (+  0.3) 

+  1 .7  %  (p<.05) 

CO 

Both 

17.3  (n/a) 

19.2  (+  1.9} 

19.0  (-  0.2} 

20.0  (+1.0) 

21.6  (+  1.5) 

23.2  (+  1.6) 

+  1.8  %  (p<.01) 

8 

+  5.9(12) 

+  34.1  %  (22) 

Male 

28.6  (n/a) 

30.9  (+  2.3) 

30.5  (-  0.4) 

31.5  (+1.0) 

33.4  (+  1.9) 

36.3  (+2.9) 

+  1 .4  %  (p<.01 ) 

Female 

7.0  (n/a) 

8.2  (+1.3) 

8.2  (+  0.0) 

9.1  (+0.9) 

10.1  (+  1.0) 

10.4  (+  0.3) 

+  2.6%(p<.01) 

CT 

Both 

9.6  (n/a) 

8.9  (-  0.7) 

9.1  (+  0.2) 

10.2  (+1.1) 

11.0  (+  0.8) 

1 1 .5  (+  0.5) 

+  1.6  %  (p<.05) 

46 

+  1.9  (43) 

+  19.2%  (34) 

Male 

16.4  (n/a) 

14.6  (-1.8) 

15.0  (+  0.4) 

16.6  (+1.6) 

17.6  (+  1.0) 

17.3  (-  0.3) 

+  0.9  %  n/s 

Female 

3.6  (n/a) 

3.8  (+  0.2) 

3.7  (-  0.2) 

4.4  (+  07} 

4.9  (+  0.5) 

6.2  (+1.3) 

+  3.5  %  (p<.05) 

Table  1.  Trends  in  Suicide  Rates  among  Persons  >  10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

Current 
State 
Rank  S 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 

Percent 

1999^2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

AAPCt 

Change 
(State  Rank)  ** 

DE 

Both 

13.6  (n/a) 

12.2  (- 1.4) 

11,9  (^  0.3) 

13.6  (+17) 

14.2  (+0.6) 

14,4  (+0.2) 

+  0.9%  n/s 

42 

+  0.8  (50) 

+  5,9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-  0.4) 

23.1  (+3.2) 

22.7  (-  0.4) 

23.5  (+  0.8) 

+  0.6%  n/s 

Female 

5.3  (n/a) 

5,0  (-  0.2) 

4.6  (-  0.4) 

4.9  (+  0.3) 

6.4  (+1.5) 

6,2  (-  0.2) 

+  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+0.5) 

6.4  (-  0.0) 

7.3  (+0.8) 

6.6  (-  0.7) 

6.9  (+  0.3) 

+  0.9  %  n/s 

51 

+  1 .0  (48) 

+  16.1  %(45) 

Male 

10,7  (n/a) 

11.1  (+0.4) 

10.3  (-  0.8) 

12.7  (+2.4) 

10.0  (-  2.6) 

11.7  (+1.7) 

+  0.3%  n/s 

Female 

1.7  (n/a)  11 

2.3  {+  0.6)  11 

3.3  (+1.0) 

2.6  (-  0.7) 

3.6  (+1.0) 

2.8  (-  0.8) 

+  3.5%  n/s 

FL 

Both 

14,8  (n/a) 

15.2  (+  0.4) 

14.9  (-  0.3) 

16.3  (+1.4) 

16.3  (-  0.0) 

16.4  (+0.1) 

+  0.8%(p<.05) 

29 

+  1 .6  (45) 

+  10.6%  (48) 

Male 

24.3  (n/a) 

24.4  (+0.1) 

23.6  (-  0.8) 

26.2  (+  2.6) 

25.6  (-  0.6) 

25.6  (-  0.1) 

+  0.5  %  n/s 

Female 

6,3  (n/a) 

6.8  (+0.5) 

6.8  (+0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+0.3) 

+  1.4%  (p<.01) 

GA 

Both 

12.9  (n/a) 

13.2  (+0.3) 

12.3  (-  0.9) 

13.2  (+0.9) 

13.7  (+0.5) 

15.0  (+1.3) 

+  0.9%  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a) 

23.1  (+1.0) 

21.3  (-  1.8) 

21.9  (+  0.6) 

22.6  (+0.7) 

24.4  (+  1 .7) 

+  0.5%  n/s 

Female 

5.0  (n/a) 

4.8  (-  0.2) 

4.6  (-  0.2) 

5.5  (+0.9) 

5.8  (+0.3) 

6.6  (+  0.8) 

+  2.1  %(p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-  1.8) 

10.3  (-  0.7) 

14.5  (+  4.1) 

14.4  (-0.1) 

15.2  (+0.8) 

+  2.0%  n/s 

35 

+  2.4  (35) 

+  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-  1.9) 

21 .9  (+  67) 

22.5  (+0.5) 

24.3  (+  1 .8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5,0  (-  0.4) 

5.5  (+0.5) 

7.1  {+  1 .5) 

6.2  (-  0.9) 

5.9  (-  0.3) 

+  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2,0) 

18.3  (-  0.9) 

21.6  (+3.3) 

21.9  (+0.3) 

24.7  (+2.8) 

+  2.3%(p<.01) 

6 

+  7.5(  6) 

+  43.2%  (  7) 

Male 

28,4  (n/a) 

33.1  (+4.7) 

31.1  (-2.0) 

34.9  (+3.8) 

34.7  (-  0.2) 

38.0  (+3.3) 

+  1 .6  %  (p<.05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+0.0) 

9.0  (+2.9) 

9.5  (+0.5) 

11.8  (+2.3) 

+  4.4%(p<.05) 

IL 

Both 

9.9  (n/a) 

9.8  (-  0.1) 

9.7  0.1) 

10.6  (+  0.8) 

11.2  (+0.6) 

12.2  (+1.0) 

+  1.5%  (p<.05) 

44 

+  2.3  (38) 

+  22.8  %  (32) 

Male 

17.1  (n/a) 

16.7  (-  0.4) 

16.2  (-0.4) 

17.6  (+1.4) 

18.5  (+0.9) 

19.8  (+1.3) 

+  1.1  %(p<.05) 

Female 

3,7  (n/a) 

3.6  (-  0.0) 

3.8  (+0.2) 

4.2  (+0.4) 

4.5  {+0,4} 

5.2  (+0.6) 

+  2.4%(p<.01) 

IN 

Both 

13.0  (n/a) 

13.7  (+0.7) 

14.4  (+0.7) 

14.9  (+0.5) 

16.4  (+1.4) 

17.1  (+0.7) 

+  1.9%(p<.01) 

26 

+  4.1  (23) 

+  31.9%  (25) 

Male 

22.4  (n/a) 

23.2  (+0.8) 

24.4  (+  1 .2) 

24.7  (+  0.4) 

26.7  (+2.0) 

28.3  (+  1 .6) 

+  1.5%  (p<.01) 

Female 

4.6  (n/a) 

5.0  (+0.4) 

5.3  (+0.2) 

5.9  (+0.6) 

6.8  (+0.9) 

6.6  (-0.2) 

+  2.7%(p<.01) 

Table  1.  Trends  in  Suicide  Rates  among  Persons  >  10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  Irom  Prior  Period) "" 

Modeled 

Current 
State 
Rank  S 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 

Percent 

1909^2001 

2002  ^  2004 

2005  --  2007 

2008^2010 

2011  ^2013 

2014-2016 

AAPCt 

Change 
(State  Rank)  ** 

lA 

Both 

11.8  (n/a) 

13.2  (+  1.4) 

12.8  (-0.4) 

14,2  (+  1.4) 

15,9  (+  1.7) 

16,0  (+  0.1) 

+  2.1  %(p<.01) 

31 

+  4.3  (20) 

+  36,2%  (18) 

Male 

20.6  (rVa) 

22.1  (+  1.5) 

20.8  (-1.4) 

23.3  (+  2.5) 

26.0  (+  2.7) 

25.7  (-0.3) 

+  1.6%(p<,05) 

Female 

3.7  (n/a) 

4.7  (+  1.0) 

5.3  (+  0.6) 

5.5  (+  0.2) 

6.1  (+  0.6) 

6.7  (+  0.6) 

+  3.8  %  (p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+  1.8) 

15,8  (+  0.7) 

15.3  (-0.5) 

17.7  (+  2.4) 

19.4  (+  1.6) 

+  2.2%  (p<,01) 

19 

+  6.0  (11) 

+  45.0%{  5) 

Male 

22.7  (n/a) 

25,0  (+  2.3) 

26.5  (+  1.5) 

25.6  (-0.9) 

29.1  (+  3.5) 

30,7  (+  1.6) 

+  1.9%(p<.01) 

Female 

4.6  (n/a) 

6.0  (+  1.4) 

5.7  (-0.3) 

5.4  (-  0,3) 

6,8  (+  1.4) 

8,4  (+  1.6) 

+  3.2  %  (p<,05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+  1.3) 

16.2  (-0.5) 

18.2  (+  2.0) 

19.3(+  1.1) 

+  1.9  %  {p<.01) 

20 

+  5.2  (16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+  1.9) 

28.3  (+  1.4) 

27.2  (-1,0) 

30.1  (+  2.9) 

31.7  (+  1.6) 

+  1.4%  (p<,01) 

Female 

4.8  (n/a) 

5,2  (+  0.4) 

6.1  (+  0.8) 

6,1  (+  0.1) 

7.1  (+  0.9) 

7,7  (+  0.6) 

+  3.2%  (p<.01) 

LA 

Both 

13.1  (rVa) 

12.9  (-0.2) 

13.4(+  0.4) 

13,6  (+  0.3) 

14,4(+  0.8) 

17.0  (+  2.5) 

+  1.6%(p<,05) 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+0.1) 

23.3  (+  0.8) 

23,7  (+  0.5) 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-0.1) 

5.2  (+  0.5) 

4.9  (-0.2) 

6.1  (+  1.2) 

7,5  (+  1.4) 

+  2.8  %  (p<,05) 

ME 

Both 

14.5  (n/a) 

13,6  (-0.9) 

14.4  (+  0.8) 

15,4  (+  1.0) 

18.9  (+  3.5) 

18.5  (-0.4) 

+  2.2  %  (p<.05) 

21 

+  4.0  (25) 

+  27.4  %  (29) 

Male 

25.0  (n/a) 

22.9  (-2.1) 

24,6  (+  1.7) 

25.7  (+  1.1) 

31.1  (+  5.4) 

29.8  (-1.3) 

+  1.8%(p<,05) 

Female 

5.3  (n/a) 

5.3  (-  0.0) 

5.2  (-0.1) 

6.0  (+  0.7) 

7.6  (+  1.6) 

7.9  (+  0.3) 

+  3.1  %  (p<.05) 

MD 

Both 

10,0  (n/a) 

10.3  (+0.3) 

10.1  (-0,2) 

10.2  (+  0.1) 

10.7  (+  0.5) 

10,8  (+  0.1) 

+  0.5  %  (p<,05) 

47  §6 

+  0.8  (49 

+  8.5  %  (49  S§) 

Male 

17.6  (n/a) 

17.8  (+  0.1) 

17.3  (-0.5) 

17.7  (+  0.4) 

18.2  (+  0.5) 

18.0  (-0.2) 

+  0.2  %  n/s 

Female 

3.5  (n/a) 

3.8  (+  0.4) 

3.9  (+  0.0) 

3,7  (-  0,2) 

4.1  (+  0.4) 

4.5  (+  0.4) 

+  1.3%(p<,05) 

MA 

Both 

7.4  (n/a) 

7.6  (+  0.2) 

8.4  (-F  0.8) 

9.3  (+  1.0) 

9.8  (+  0.4) 

10.0  (+  0.3) 

+  2.3  %  {p<.01) 

48 

+  2.6  (34  H'l) 

+  35.3  %  (20  «) 

Male 

12.1  (n/a) 

12.8  (+  0.7) 

13.3  (+  0.5) 

15.4  (+  2.1) 

15.2  (-0.2) 

16.0  (+  0.8) 

+  2.0%  (p<,01) 

Female 

3.3  (n/a) 

2.9  (-0.4) 

4.0  (+  1.0) 

3.8  (-0.1) 

4.8  (+  1.0) 

4.6  (-0.2) 

+  3.0  %  (p<.05) 

Ml 

Both 

11.8  (n/a) 

12.5  (+  0.7) 

12.9  (+  0.4) 

13.9  (+  1.0) 

14.5  (+  0.7) 

15,6(+  1.1) 

+  1.9%(p<,01) 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+  0.9) 

21,6  (+  0.7) 

22,8  (+  1.3) 

23,9  (+  1.0) 

25.0  (+  1.2) 

+  1.5  %  (p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5,0  (+  0.2) 

5.6  (+  0.6) 

5.9  (+  0.3) 

6.7  (+  0.9) 

+  2.8%  (p<,01) 

Table  1.  Trends  in  Suicide  Rates  among  Persons  >  10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  Irom  Prior  Period) "" 

Modeled 

Current 
State 
Rank  S 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 

Percent 

1909^2001 

2002  ^  2004 

2005  --  2007 

2008^2010 

2011  ^2013 

2014-2016 

AAPCt 

Change 
(State  Rank)  ** 

MN 

Both 

107  (n/a) 

11.5(+  0.9) 

12.4  (+  O.S) 

12,9  (+  0.5) 

14,2  (+  1,3) 

15,0  (+  0.9) 

+  2,3%(p<.01) 

38 

+  4,3  (19) 

+  40.6  %  {  8) 

Male 

18.3  (n/a) 

19.3  (+  1.1) 

20.4  (+  1.0) 

20.9  (+  0.6) 

22.9  (+  1.9) 

23.3  (+  0.4) 

+  1.7%  (p<.01) 

Female 

3.6  (n/a) 

4.2  (+  0.6) 

4.8  (+  0.6) 

5.1  (+  0.4) 

5.8  (+  0.6) 

6.9  (+  1.2) 

+  4.2  %  (p<.01) 

MS 

Both 

12.9  (n/a) 

14.1  (+  1.2) 

14.7  (+  0.6) 

15.5  (+  0.8) 

15.6  (+  0.1) 

15.2  (-  0,3) 

+  1.1  %  (p<,05) 

36 

+  2.3  (36) 

+  17.8%  (40) 

Male 

22.9  (n/a) 

24.6  (+  1.7) 

25,1  (+  0.6) 

26.8  (+  1.7) 

25.9  (-0.9) 

25.3  (-0.6) 

+  0.7  %  n/s 

Female 

4.3  (n/a) 

5.0  (+  0.7) 

5.5  (+  0.5) 

5.5  (-  0,0) 

6,4  (+  0.9) 

6.2  (-0.2) 

+  2.4%  (p<.01) 

MO 

Both 

147  (n/a) 

14.1  (-0.6) 

15.4  (+  1.3) 

16.0  (+  0.7) 

17.8  (+  1.7) 

20.0  (+  2.3) 

+  2.2  %  {p<.01) 

16 

+  5.3  (15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

237  (-1.6) 

25.6  (+  1.9) 

26.6  (+  1.0) 

28.9  (+  2.3) 

32.2  (+  3.3) 

+  1.8%  (p<,05) 

Female 

5.4  (n/a) 

5.4  (+  0.1) 

6.1  (+  0.7) 

6,3  (+  0.2) 

7.4  (+  1.1) 

8.6  (+  1.2) 

+  3.2%  (p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1.4) 

23.6  (+  1.0) 

24,7  (+  1.1) 

26,7  (+  2.0) 

29,2  (+  2.5) 

+  2.1  %(p<,01) 

1 

+  8.0  (  2) 

+  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+  2.5) 

39.7  (-0.1) 

41.0  (+  1.4) 

45.5  (+  4.4) 

+  1.3  %  (p<.01) 

Female 

6.7  (n/a) 

8.4  (+  1.8) 

8.4  (-0.1) 

10.0  (+  1.6) 

12.6  (+  2.6) 

13,1  (+  0.5) 

+  4.6%  (p<,01) 

NE 

Both 

12.7  (n/a) 

12.2  (-0.5) 

12.6  (+  0.4) 

117  (-0.8) 

13.5  (+  1.8) 

14.8  (+  1.3) 

+  1 .0  %  n/s 

40 

+  2.1  (42) 

+  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-1.5) 

20.3  (-0.4) 

19.8  (-  0,5) 

22.0  (+  2.2) 

23.9  (+  1.9) 

+  0.6  %  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+  0.9) 

4.0  (-1.1) 

5.5  (+  1.4) 

5.8  (+  0.3) 

+  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-0.6) 

22.1  (-0.5) 

22.6  (+  0.5) 

21 .4  (-1.2) 

23,1  (+  1.6) 

-  0.2%  n/s 

9 

-0.2  (51) 

-  1,0%  (51) 

Male 

38.3  (n/a) 

36.7  (-17) 

35.1  (-1.6) 

35.6  (+  0.5) 

32.5  (-  3,0) 

35.4  (+  2.8) 

-  0.7%  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+  0.1) 

10.0  (+  0.4) 

10.6  (+  0.6) 

11.2(+  0.6) 

+  1.5%  (p<.01) 

NH 

Both 

13.5  (n/a) 

12.5  (-1.0) 

13.3  (+  0.8) 

15.2  (+  1.9) 

15.8  (+  0.6) 

20.0  (+  4.2) 

+  2.7%  (p<.05) 

17 

+  6.5  (  8) 

+  48.3  %  {  3) 

Male 

22.5  (n/a) 

21.1  (-1.4) 

21.7  (+  0.6) 

24,8  (+  3.1) 

25.4  (+  0.6) 

30,6  (+  5.2) 

+  2.2  %  (p<,05) 

Female 

5.3  (n/a) 

4.8  (-0.5) 

5,9  (+  1.0) 

6.2  (+  0.4) 

6.6  (+  0.4) 

9,8  (+  3.2) 

+  3.9  %  (p<.05) 

NJ 

Both 

7.8  (n/a) 

7.7  (-0.1) 

7.5  (-  0.2) 

8.0  (+  0.5) 

8.9  (+  0.9) 

9.2  (+  0.4) 

+  1.3%(p<,05) 

50 

+  1.5(47) 

+  19.2%  (35) 

Male 

13.0  (n/a) 

13.1  (+  0.0) 

12.6  (-0.5) 

13,7  (+  1.1) 

14.5  (+  0.8) 

14,6  (+  0.1) 

+  0.9  %  (p<.05) 

Female 

3.2  (n/a) 

2.9  (-0.3) 

3.0  (+  0.0) 

2.9  (-0.1) 

3.8  (+  0.9) 

4.4  (+  0.6) 

+  2.3  %  n/s 

Table  1.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  Irom  Prior  Period) "" 

Modeled 

Current 
State 
Rank  S 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 

Percent 

1909^2001 

2002  ^  2004 

2005  --  2007 

2008^2010 

2011  ^2013 

2014-2016 

AAPCt 

Change 
(State  Rank)  ** 

NM 

Both 

22.0  (n/a) 

22.0  (-0.1) 

21 .8  (-  0.2} 

23,0  (+  1.2) 

24,1  (+  1.1) 

26,0  (+  1.9) 

+  1.1  %  (p<,05) 

4 

+  4,0  (24) 

+  18,3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2) 

35.8  (-  0,6) 

37.1  (+  1.3) 

40.7  (+  3.6) 

+  0.4  %  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+  0.7) 

10,7  (+  2.6) 

11.7(+  0.9) 

12.0  (+  0.3) 

+  3.3  %  (p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+  0.6) 

8.4  (+  0.8) 

9.5  (+  1.1) 

9.3  (-0.1) 

+  2.1  %  (p<,01) 

49 

+  2.1  (41) 

+  28.8  %  (27) 

Male 

12.5  (n/a) 

12.2  (-0.3} 

12.9  (+  0,7) 

13,9  (+  1.0) 

15,4  (+  1.4) 

14,5  (-0.9) 

+  1.4%  (p<,05) 

Female 

2.7  (n/a) 

2.6  (-0.1) 

3,0  (+  0,3) 

3,5  (+  0.5) 

4,2  (+  0.7) 

4,6  (+  0.5) 

+  4.2%{p<,01) 

NC 

Both 

13.6  (n/a) 

13.5  (-  0,1) 

13.7  (+  0.1) 

14.2  (+  0.5) 

14.5  (+  0.4) 

15.3  (+  0.8) 

+  0.8  %  (p<.01) 

34 

+  1.7  (44) 

+  12.7%  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-0.6) 

23.3  (+  1.1) 

23.3  (+  0.0) 

23.9  (+  0.6) 

+  0.4  %  n/s 

Female 

5.6  (n/a) 

5.5  (-0.2) 

6.2  (+  0.8) 

6.0  (-0.2) 

6.7  (+  0.7) 

7,6  (+  0.9) 

+  2.0%(p<.05) 

ND 

Both 

13.3  (rVa) 

14.6  (+  1.3) 

16,0  (+  1.4) 

16.6  (+  0.6) 

18.4  (+  1.9) 

20.9  (+  2.5) 

+  2.9%(p<,01) 

14 

+  7.6  (  5) 

+  57.6%{  1) 

Male 

21 .4  (n/a) 

24.6  (+  3.2) 

28.0  (+  3.4) 

27,1  (-0.9) 

29.6  (+  2.5) 

32.7  (+  3.0) 

+  2.5  %  (p<.01) 

Female 

5.6  (n/a) 

4.5  (- 1 .0) 

3.7  (-0.8) 

5.7  (+  2.0) 

6.7  (+  1.0) 

8.5  (+  1.8) 

+  3.9  %  n/s 

OH 

Both 

11.6  (n/a) 

12.3  (+  0.8) 

13.1  (+  0.8) 

13,4  (+  0.2) 

14.8  (+  1.4) 

15.8  (+  1.0) 

+  2.0%  (p<.01) 

32 

+  4.2  (21) 

+  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+  1.3) 

22.1  (-0,1) 

24.2  (+  2.1) 

25,5  (+  1.3) 

+  1.5%(p<,01) 

Female 

4.0  (n/a) 

4.7  (+  0.7) 

4.9  (+  0.1) 

5.3  (+  0.5) 

6.2  (+  0.9) 

6.7  (+  0.6) 

+  3.4%  (p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-0.6) 

17.2  (+  0.8) 

18.4  (+  1.1) 

20.7  (+  2.3) 

23.5  (+  2.8) 

+  2.3  %  (p<,05) 

7 

+  6.4  (10) 

+  37.6%  (12) 

Male 

28.5  (n/a) 

27,3  (-1,2) 

27.8  (+  0.5) 

30,3  (+  2.5) 

33.4  (+  3.1) 

37.3  (+  3.8) 

+  2.0%(p<.05) 

Female 

6.6  (n/a) 

6.4  (-0.2) 

7.5  (+  1.1) 

7,0  (-  0,5) 

8.5  (+  1.6) 

10.3  (+  1.8) 

+  2.9  %  (p<,05) 

OR 

Both 

16.4  (n/a) 

17.7  (+  1.3) 

17.7  (-0.0) 

18.6  (+  0.9) 

19.8  (+  1.2) 

21,1  (+  1.3) 

+  1.6  %  {p<.01) 

13 

+  4.6  (IS) 

+  28.2  %  (28) 

Male 

27.4  (n/a) 

29.5  (+  2.1) 

28.5  (-0.9) 

29.5  (+  1.0) 

31.4  (+  1.8) 

33.0  (+  1.6) 

+  1.1  %  (p<,01) 

Female 

6.5  (n/a) 

7.1  (+  0.6) 

7.7  (+  0.6) 

8,4  (+  0.7) 

8.8  (+  0.4) 

9.8  (+  0.9) 

+  2.7%(p<.01) 

PA 

Both 

12.1  (rVa) 

12.5  (+  0.4) 

12.8  (+  0.3) 

13.9(+  1.1) 

15,0(+  1.1) 

16.3  (+  1.2) 

+  2.0%(p<,01) 

30 

+  4.1(22) 

+  34.3%  (21) 

Male 

21 .0  (n/a) 

21.3  (+  0.3) 

21,9  (+  0.6) 

23.1  (+  1.2) 

24.7  (+  1.7) 

26,1  (+  1.3) 

+  1.5  %  (p<.01) 

Female 

4.2  (n/a) 

4.6  (+  0.3) 

4.6  (+  0.0) 

5.4  (+  0.9) 

6.0  (+  0.6) 

7.1  (+1.1) 

+  3.5%  (p<,01) 

Table  1.  Trends  in  Suicide  Rates  among  Persons  >  10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  Irom  Prior  Period) "" 

Modeled 

Current 
State 
Rank  S 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 

Percent 

1909^2001 

2002  ^  2004 

2005  --  2007 

2008^2010 

2011  ^2013 

2014-2016 

AAPCt 

Change 
(State  Rank)  ** 

Rl 

Both 

9.4  (n/a) 

9.0  (-0.3} 

9.0  (-0.0) 

12,8  (+  3,8) 

11,9  (-0.9) 

12,6  (+  0.7) 

+  2.6%(p<,05) 

43 

+  3.2  (30  «) 

+  34.1  %(23«) 

Male 

15.4  (n/a) 

15.2  (-0.2) 

14.8  (-0.3) 

21.2  (+  6.4) 

19.2  (-2.0) 

19.6  (+  0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-  0,7) 

3.8  (+  0.4) 

5,1  (+  1.3) 

5.1  (+  0.0) 

6,1  (+  1.0) 

+  3.7%  (p<.05) 

SC 

Both 

12.8  (n/a) 

13.0  (+  0.2) 

13.7  (+  0.7) 

14.9  (+  1.2) 

16.0(+  1.1) 

17.7  (+  1.7) 

+  2.3%  (p<,01) 

23 

+  4.9  (17) 

+  38.3  %  {1 0) 

Male 

21 .3  (n/a) 

22.5  (+  1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1.9) 

+  1.8%(p<.01) 

Female 

5.4  (n/a) 

4.7  (-0.7) 

6,0  (+  1.3) 

6.2  (+  0.2) 

7.0  (+  0.8) 

8,4  (+  1.4) 

+  3.4  %  (p<,05) 

SD 

Both 

15.7  (n/a) 

15.8  (+  0.1) 

17,1  (+  1.3) 

19.3  (+  2.2) 

19.7  (+  0.4) 

22.6  (+  2.9) 

+  2.5  %  (p<.01) 

10 

+  7.0  (  7) 

+  44.5  %  {  6) 

Male 

27.6  (n/a) 

26.3  (-1.3) 

27,9  (+  1,6) 

30,1  (+  2,2) 

32,0  (+  1,9) 

33,6  (+  1,6) 

+  1.6  %  (p<,01) 

Female 

4.2  (n/a) 

5.8  (+  1.6) 

6,4  (+  0,6) 

8,3  (+  2,0) 

7,3  (-1,0) 

11,3(+  4,0) 

+  5.S%(p<,01) 

TN 

Both 

14.6  (n/a) 

15.2  (+  0.6) 

16,1  (+  0.8) 

17.2(+  1.1) 

17.2  (+  0.0) 

18,2  (+  1.0) 

+  1.4%(p<,01) 

22 

+  3.5  (28) 

+  24.2%  (31) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+  1.3) 

28.0  (+1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2  %  (p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+  0.8) 

6.9  (-0,6) 

7,6  (+  0.7) 

+  1.9  %  (p<.05) 

TX 

Both 

12,2  (n/a) 

12.7  (+  0.6) 

12.3  (-0.4) 

13.2  (+  0.9) 

13.6  (+  0.3) 

14.5  (+  0.9) 

+  1.1  %  (p<.01) 

41 

+  2.3  (37) 

+  18.9  %  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0,6) 

22.0  (+  1.6) 

22,2  (+  0.3) 

23.1  (+  0.9) 

+  0.9  %  (p<,05) 

Female 

4.8  (n/a) 

5.4  (+  0.6) 

5.0  (-0.4) 

5.2  (+  0.2) 

5.6  (+  0.4) 

6.4  (+  0.8) 

+  1.6  %  (p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+  1.8) 

18.2  (-0.7) 

20.2  (+  2.0) 

24.0  (+  3.8) 

25.2  (+  1.2) 

+  2.7%  (p<,01) 

5 

+  8.0  (  3  «) 

+  46.5  %  (  4  «) 

Male 

28,2  (n/a) 

31.1  (+  2.9) 

29.4  (-1.7) 

32,1  (+  2.7) 

37.8  (+  5.7) 

38.0  (+  0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7,5  (+  0.1) 

8.5  (+  1.0) 

10.6  (+  2.1) 

12,6  (+  2.0) 

+  4.4  %  (p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+  3.0) 

14.9  (-1.3) 

16.6  (+  1.7) 

18.7  (+  2.1) 

19.7  (+  1.0) 

+  2.4%  (p<.01) 

18 

+  6.4(  9) 

+  48.6  %  {  2) 

Male 

23.6  (n/a) 

28.3  (+  4.6) 

24.3  (-4.0) 

27.3  (+  3.0) 

31.0  (+  3.7) 

32.5  (+  1.5) 

+  1.9  %  (p<.05) 

Female 

4.3  (n/a) 

5,2  (+  0.9) 

6.4  (+  1.3) 

6,6  (+  0.2) 

7.3  (+  0.7) 

7,6  (+  0.3) 

+  3.8%  (p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (-0.1) 

12.9  (+  0.3) 

13,6  (+  0.7) 

14.6  (+  0.9) 

15,0  (+  0.5) 

+  1.2%(p<,01) 

37 

+  2.2  (39) 

+  17.4%  (41) 

Male 

21 .6  (n/a) 

21 .3  (-  0,2) 

21 .0  (-0.4) 

22.5  (+  1.5) 

23,6  (+  1.2) 

23.9  (+  0.2) 

+  0.9  %  (p<.05) 

Female 

5.3  (n/a) 

5.2  (-0.1) 

5.9  (+  0.7) 

5.6  (-0.3) 

6.4  (+  0.8) 

6.9  (+  0.5) 

+  1.8%  (p<,05) 

Table  1.  Trends  in  Suicide  Rates  among  Persons  >  10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System,  1999  -  2016 


Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  Irom  Prior  Period) "" 

Modeled 

Current 
State 
Rank  S 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 

Percent 

1999^2001 

2002  ^  2004 

2005  --  2007 

2008^2010 

2011  ^2013 

2014-2016 

AAPCt 

Change 
(State  Rank)  ** 

Both 

14.8  (n/a) 

15,4  (+  0.5) 

14.8  (-0.6) 

15,7(-h  0.9) 

16,6  (-H  0.9) 

17,6  (-H  1.0) 

+  1.1  %  (p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

WA 

Male 

24.7  (n/a) 

25.2  (+  0.5) 

24.1  (-1.1) 

25,1  (+  1.0) 

26.0  (+  0.9) 

27.1  (+  1.1) 

-i-  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+  0.6) 

6.2  (-0.2) 

6.9  (+  0.7) 

7.7  (+  0.8) 

8.5  (+  0.8) 

+  2.5  %  (p<.01) 

Both 

15.6  (n/a) 

17.2  (-h  1.6) 

16.7  (-  0.5) 

16.0  (-0.7) 

19.2  (+  3.2) 

21.4  (+  2.2) 

-1- 1 .8  %  n/s 

11 

+  5.8  (13) 

+  37.1  %  (14) 

WV 

Male 

27.2  (n/a) 

30.1  (+  2.9) 

28.6  (-1.5) 

27.6  (- 1 .0) 

31.5  (-F  3.9) 

33.5  (+  2.0) 

-1-1.1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+  0.1) 

5.8  (+  0.3) 

5.3  (-  0,5) 

7.6  (+  2.3) 

9.8  (+  2.2) 

-i-  3.7  %  n/s 

Both 

13.1  (n/a) 

13.5  (+  0.4) 

14.0  (-h  0.5) 

15.0  (+  1.0) 

15.3  (+  0.3) 

16.5  (-F  1.2) 

+  1.5  %  (p<.01) 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Wl 

Male 

21 .7  (n/a) 

22.2  (+  0.5) 

22.7  (+  0.5) 

24.0  (+  1.2) 

24,4  (+  0.4) 

25.7  (+  1.3) 

-H  1.1  %  (P<,01) 

Female 

5.1  (n/a) 

5,3  (+  0.2) 

5,6  (+  0.4) 

6,4  (+  0.7) 

e.5(+  0.1) 

7.5  (+  1.0) 

-k2.5%(p<.01) 

Both 

20.7  (n/a) 

23.4  (+  2.7) 

22.5  (-0.9) 

25.4  (+  2.8) 

28.9  (+  3.5) 

28.8  (-0.1) 

+  2.3%(p<,01) 

3 

+  8.1(1) 

+  39.0%(  9) 

WY 

Male 

34.8  (n/a) 

39.3  (+  4.5) 

36.3  (-3.0) 

41.5  (+  5.2) 

47.1  (+  5.6) 

44.6  (-  2,4) 

+  1.8  %  (p<.05) 

Female 

7.7  (n/a) 

8.2  (-h  0.6) 

9.2  (+  0.9) 

9.4  (+  0.2) 

10.7  (+  1.4) 

12.6  (-F  1.9) 

+  3.2%  (p<,01) 

Rates  are  age-adjusted  to  the  U.S.  year  2000  standard. 

t  Model-estimated  average  annua!  percentage  change  (AAPC)  based  on  all  reporting  periods;  p-value  indicates  statistical  significance  of  trend;  n/s  indicates  trend  not  significant. 
^  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014-2016.  Ranks  are  from  highest  rate  (1)  to  lowest  rate  (51 }.  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 

^  Overall  rate  change  is  between  the  first  (1 999  -  2001 )  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  {51).  Differences 
between  ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  (1 999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  percentage  increase  (1 )  to  largest 
percentage  decrease  (51).  Differences  between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
f^  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^11  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 


TABLE  1.  Select  demogrephic  end  descriptive  characteristics  of  suicides  aged  >10  years  with  and  without  known  mental  health 
problems  —  National  Violent  Death  Reporting  System,  27  states,*  201 5 


Characteristics 

Total  (n  =  20,446) 

Known  mental 
health  problemt  (n 
=  9,407) 

No  known  mental 
health  problem  (n 
=  11,039) 

Chi-Square 

OR5  (95%  Cl) 

Adjusted  OR* 
(95%  Cl) 

LSex _ 1 

Male 

15,702  (76.8) 

6,469  (68.8) 

9,233  (83.6) 

p<0.01 

2.3  (2  2-2.5) 

Female 

4,744  (23.2) 

2,938  (31.2) 

1,806  16.4 

p<0.01 

0.4  (0.4-0.5) 

— 

1  Age  (yrs)**  I 

10-24 

2.804  (13.7) 

1,211  (12,9) 

1,593  (14,4) 

p<0.01 

1,1  (1, 1-1,2) 

— 

25-^4 

6,456  (31.6) 

3,036  (32.3) 

3,420(31,0) 

p<0.05 

0.9  (0.9-1 .0) 

— 

45^64 

7,718  (37.7) 

3,820  (40.6) 

3,898  (35.3) 

p<0.01 

0.8  (0.8-0.8) 

— 

>65 

3,468  17.0) 

1,340(14.2) 

2,128  (19.3) 

p<0.01 

1.4(1.3-1.5) 

— 

I  Race/ethnicity  I 

White,  non -Hispanic 

17,102  {83,6) 

8,165  (86,8) 

8,937  (81,0) 

p<0,01 

0,6  {0,6-0,7) 

— 

Black,  non-Hispanic 

1,228  (6.0) 

411  (4.4) 

817(7.4) 

p<0.01 

1,7(1,5-2.0) 

— 

American  Indian/Alaska  Native,  non- 
Hispanic 

378(1.8) 

112(1.2) 

266  (2.4) 

p<0.01 

2.0(1. 6-2.6) 

— 

Asian,  non-Hispanic 

576  (2.8) 

235  (2.5) 

341  (3,1) 

p<0,05 

1,2(1, 1-1.5) 

— 

Hispanic 

1,096  {5.4) 

463  (4.9) 

633  (5,7)  ! 

p<0,05 

1,2(1,0-1,3) 

_ 

Other 

66  (0.3) 

21  (0.2) 

45  (0.4) 

p<0.05 

1.8(1, 1-3.1) 

— 

I  Extended  demographics  I 

Ever  served  in  military^^ 

3,429  (17.8) 

1,354(15.3) 

2,075(20.1) 

p<0.01 

14(1.3-1.5) 

1.1  (1.0-11) 

Homeless 

240(1.2) 

104(1.1) 

136(1,3) 

1.1  {0.9-1.5) 

1,2  (0.9-1 ,5) 

I  Incident  Type  I 

Single  suicide 

20,063  (98.2) 

9,318(99.1) 

10,745  (97.4) 

p<0.01 

0.3  (0.3-0.4) 

0.4  (0.3-0.5) 

Homicide  followed  by  suicide 

319(1.6) 

64  (0.7) 

255  (2.3) 

p<0.01 

3.5  (2.6-^.5) 

2.9  (2  2-3.8) 

Multiple  suicides 

64  (0.3) 

25  (0.3) 

39  (0.4)  1 

— 

1.3  (0.8-2  2) 

16  (0  9-2.6) 

I  Method  I 

Firearm 

9,909  (48.5) 

3,821  (40.6) 

6,088  (55,3) 

p<0,01 

1.8{1,7-1.9) 

16(1.5^17) 

Ha  n  gi  n  g/S  tra  n  gu  I  ati  on  /Su  ffocation 

5,907  (28.9) 

2,940  (31.3) 

2,967  (26,9) 

p<0,01 

0.8  {0.8-0.9) 

0.8  (0.7-0.8) 

Poisoning 

3,003  (14.7) 

1,861  (19.8) 

1,142  (10.4) 

I  Substance  class  causing  death^^  I 

Other  {e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

p<0,01 

0.8  {0,7-0.9) 

0.9  {0,7-1.0) 

Opioids 

944  (31.4) 

608  (32.7) 

336  (29.4) 

— 

0.9(0.7-10) 

0.9(0.8^11) 

Antidepressants 

800  (26.6) 

644  (34.6) 

156  (13.7) 

p<0.01 

0.3  (0.2-0.4) 

0.3  (0.3-0.4) 

Benzodiazepines 

624  (20.8) 

468  (25.1) 

156(13.7) 

p<0.01 

0.5  (0.4-0.6) 

0.5  (0.4-0.6) 

Antipsyc  holies 

219  (7  3) 

195(10.5) 

24  (2.1) 

p<0.01 

0.2  (0.1-0.3) 

0.2  (0.1-0.3) 

Other 

1 ,595  (7,8) 

780  (8.3) 

815(7.4) 

p<0,05 

0,9  (0,8-1 ,0) 

0,9  (0,8-1 .0) 

I  Toxicology  Results  I 

Any  toxicology  testing 

13,317(65.1) 

6,658  (70.8) 

6,659  (60.3) 

p<0.01 

0.6  (0.6-0.7) 

0.7  (0.6^.7) 

Positive  for  >1  substance^ 

9,913  (74.4) 

5,192  (78.0) 

4,721  (70.9) 

p<0.01 

0.7  (0.6-0.7) 

0.8  {0.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950  (53,6) 

5,409  (57.5) 

5,541  (50.2) 

p<0,01 

0.7  (0.7--0,8) 

0.8  (0.7-0.8) 

Positive 

4,442  (40.6) 

2,115(39.1) 

2,327  (42.0) 

p<0.01 

1.1  (1.0-12) 

12(1.1-13) 

1  Opioids  1 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296  (38.9) 

p<0.01 

0.8  {0.7-0.8) 

0.8  (0.8-0.9) 

Positive 

2,279  (26.6) 

1,238  (29,1) 

1,041  (24,2) 

p<0,01 

0,8  {0,7-0.9) 

0,9  (0.8-10) 

1  Benzodiazepines  I 

Tested 

8,124  (39.7) 

4,226  (44.9) 

3,898  (35.3) 

p<0.01 

0.7  (0.6^.7) 

0.7  fO.7-0.8) 

Positive 

2,464  (30.3) 

1 ,639  (38.8) 

825(21.2) 

p<0.01 

0.4  (0.4-0.5 

0.5  (0.5-0.6) 

1  Cocaine  I 

Tested 

7,978  (39,0) 

3,866  (41,1) 

4,112(37,2) 

p<0.01 

0,9  {0,8-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

216(5.6) 

283  (6.9)  1 

p<0,05 

12(1.0-15) 

12(1.0-15) 

1  Amphetamines  I 

Tested 

7,615  (37.2) 

3,696  (39.3) 

3,919(35.5) 

p<0.01 

0.9  (0.8-0.9) 

0.9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10,2) 

360  (9,2)  i 

— 

0,9  (0,8-1 ,0) 

1,0  (O.S-I.I) 

1  Mariiuana  I 

Tested 

6,569  (32.1) 

1  3,127(33.2)  1 

1  3,442  (31.2) 

p<0,01 

1  0,9(0.9-10)  1 

1  0,9(0.9-10)  1 

Positive 

1,471  (22.4) 

■KEI^DIM 

■EERESm 

1  Antidepressants  | 

Tested 

5,425  (26,5) 

3,103  (33.0) 

2,322(21,0) 

p<0,01 

0,5  (0,5-0.6) 

0,6  {0,6-0.7) 

Positive 

2,214  (40.8) 

1,735  (55.9) 

479  (20,6) 

p<0,01 

0,2  (0.2-0.2) 

0,2  (0.2-0.3) 

Abbreviation:  Cl  =  confidence  interval. 


*  Alaska,  Arizona,  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New 
Hampshire,  New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  island,  South  Carolina,  Utah,  Vermont, 
Virginia,  and  Wisconsin. 


t  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  problem  in  coroner/medical  examiner  or  law  enforcement 
reports. 

^  Odds  ratio  reflects  the  risk  among  those  without  known  mental  health  problem  relative  to  those  with  known  mental  health  problem. 

^  Logistic  regression  was  used  to  estimate  adjusted  odds  ratio  with  95%  CIs  after  controlling  for  age,  sex,  race  and  ethnicity.  Known  mental 
health  problem  was  used  as  the  reference  group, 

**  Decedents  were  aged  ^10  years,  as  per  standard  in  the  suicide  prevention  literature. 

Denominator  is  decedents  aged  >18  years  with  reported  military  service  status. 

Denominator  is  decedents  who  died  by  poisoning,  including  overdose. 

^  Denominator  is  decedents  with  any  toxicofogy  tested. 

***  Denominator  for  each  positive  group  is  thenumber  tested  for  the  substance  in  that  group. 


From:  CDC  Washington  Office 

Sent:  16  Mar  2018  16:14:06  -0400 

To:  CDC  Washington  Office 

Subject:  Legislative  Report  for  CDC  and  AT5DR:  March  16,  2018 

Legislative  Report  for  CDC  and  ATSDR:  March  16,  2018 

FLOOR  ACTION 

March  14  The  House  passed  1LR.4909.  the  Student  Teachers,  and  Officers  Preventing  (STOP)  School 
Violence  Act  of  2018. 

COMMITTEE  AND  SUBCOMMITTEE  ACTION 

March  12  The  House  Oversight  and  Government  Refonn  Interior,  Energy,  and  Environment 

Subcommittee  held  a  liearine  on  the  20 1 7  hurricane  season,  to  examine  the  impacts  on 
the  U.S.  Virgin  Islands, 

The  House  Veterans’  Affairs  ( VA)  Health  Subcommittee  held  a  hearing  to  examine  VA 
healthcare  and  maximizing  resources  in  Puerto  Rico. 

March  14  The  Senate  Indian  Affairs  Committee  held  an  oversight  hearinjt  to  examine  the  opioid  crisis  in 
Indian  Countiy. 

The  House  Energy  and  Commerce  (E&C)  Health  Subcommittee  held  a  hearing  to 
examine  the  reauthorization  of  animal  ding  user  fees. 

The  House  Science,  Space,  and  Technology'  Committee  held  a  bearing  to  focus  on  world¬ 
leading  imiovation  in  science,  among  national  laboratories. 

The  Senate  Foreign  Relations  Multilateral  International  Development,  Multilateral 
Institutions,  and  International  Economic,  Energy,  and  Environmental  Policy 
Subcommittee  held  a  hearing  to  examine  food  security  matters. 

March  15  The  House  Appropriations  Labor,  Health  and  Human  Services,  Education,  and  Related 
Agencies  Subcommittee  held  a  hearing  on  HHS’  Fiscal  Year  (FY)  2019  Budget. 

Secretary  Alex  Azar  11  testified  on  behalf  of  HHS. 

The  Senate  Health,  Education,  Labor,  and  Pensions  (HELP)  Committee  held  a  hearing  to 
examine  the  340B  Drug  Pricing  Program. 

The  House  Homeland  Security  Committee  held  a  hearing  to  examine  lessons  learned 
from  the  2017  disasters. 

Upcoming  Committee  and  Subcommittee  Action 

March  20  The  Senate  Judiciary  Committee  will  hold  a  licarin|j  to  examine  the  reauthorization  of  the 
Violence  Against  Women  Act. 

The  House  Education  and  the  Workforce  HELP  Subcommittee  will  hold  a  hearing  to  examine  DOL’s 
proposed  aile  on  association  health  plans. 

The  E&C  Oversight  and  Investigations  Subcommittee  will  hold  a  hearing  to  examine  DEA’s  role  in 
combating  the  opioid  epidemic. 

The  Senate  Finance  Committee  will  hold  a  hearing  to  consider  the  nominations  of  John 
Bartmm  to  be  an  Assistant  Secretary  and  Lynn  Johnson  to  be  an  Assistant  Secretary  for 
Family  Support,  both  of  HHS. 

March  21  The  E&C  Health  Subcommittee  will  hold  a  hea^in^  to  examine  prevention  and  public  health 
solutions  to  combat  the  opioid  crisis.  Acting  Director  Dr.  Anne  Schuchat  will  testify  on 
behalf  of  CDC, 

The  Senate  Budget  Committee  will  hold  a  hearing  on  the  Economic  Report  of  the  President. 

The  Senate  Indian  Affairs  Committee  will  hold  a  hearing  on  the  President’s  FY19  Budget 
Request  for  Indian  programs. 


The  House  Oversight  and  Govemraent  Reform  National  Security  Subcommittee  will  hold 
a  hearing  to  examine  bureaucratic  challenges  to  hunicanc  recovery  in  Puerto  Rico. 

The  House  Ways  and  Means  Health  Subcomniittee  will  hold  a  hearinj^  to  examine  the  implementation  of 
the  Medicare  Access  and  CHIP  Reauthorization  Act’s  (MACRA)  physician  payment 
policies. 

March  22  The  E&C  Health  Subcomniittee  will  hold  a  hearing  to  examine  the  opioid  crisis  as  a 
continuation  of  the  previous  day’s  hearing. 

BILL  INTRODUCTIONS 

March  12  Sen.  Dick  Durbin  (D-IL)  introduced  S.2535  to  strengthen  DBA  discretion  in  setting  opioid 
quotas. 

Sen.  Tina  Smith  (D-MN)  introduced  S.2533  to  allow  National  Health  Service  Corps  members  to  provide 
obligated  service  as  behavioral  and  mental  health  professionals  at  schools,  other 
community-based  settings,  or  patient  homes. 

March  13  Rep.  Ted  Poe  (R-TX)  introduced  H.R.5252  to  authorize  a  grant  to  protect  young  athletes  from 
abuse. 

Rep.  Bill  Johnson  (R-OH)  introduced  H.R.5261  to  provide  for  regional  centers  of  excellence  in  substance 
use  disorder  education. 

Rep.  Peter  Welch  (D-VT)  introduced  H.R.5267  to  clarify  the  process  for  denying,  revoking,  or 

suspending  a  registration  to  manufacture,  distribute,  or  dispense  a  controlled  substance. 

Rep.  Ted  Budd  (R-NC)  introduced  H.R.5254  to  direct  the  HITS  Secretary  to  conduct  a  study  on  the 
feasibility  of  expanding  eligibility  for  enrollment  in  Medicare  Advantage  plans  to 
individuals  enrolled  under  the  Medicaid  program  or  enrolled  under  a  group  health  plan. 

March  14  Rep.  Steve  Stivers  (R-OH)  introduced  1LR.5272  to  ensure  that  programs  and  activities  that  arc 
funded  by  a  grant,  cooperative  agreement,  loan,  or  loan  guarantee  from  HHS,  and  whose 
purpo.se  is  to  prevent  or  treat  a  mental  health  or  substance  use  disorder,  are  evidence- 
based. 

Rep.  Stephen  Lynch  (D-MA)  introduced  H. Res. 7 83  to  designate  September  as  National  Brain  Aneurysm 
Awareness  Month. 

Sen.  Tina  Smith  (D-MN)  introduced  S.2545  to  authorize  a  special  behavioral  health 
program  for  Indians. 

March  15  Rep.  Marsha  Blackburn  (R-TN)  introduced  H.R.53 1 1  to  reauthorize  and  expand  the 
Comprehensive  Addiction  and  Recovery  Act  (CARA)  of  2016, 

Rep.  Eleanor  Holmes  Norton  (D-DC)  introduced  H.R.5322  to  provide  for  a  national  program  to  conduct 
and  support  activities  toward  the  goal  of  significantly  reducing  the  number  of  cases  of 
overweight  and  obesity  among  individuals  in  the  U.S. 

Rep.  David  Roe  (R-TN)  introduced  H.R.5298  to  deem  drugs  or  other  substances  that  act  as  opioid  mu 
receptor  agonists  to  be  in  schedule  1,  subject  to  exceptions  lor  substances  intended  for 
legitimate  medical  or  research  use. 

Sen.  Dianne  Feinstein  (D-CA)  introduced  S.2561  to  authorize  the  Attorney  General  to  suspend  a 

controlled  substances  registration  if  there  is  a  likelihood  of  a  threat  of  diversion  of  a 
controlled  substance. 

BRIEFINGS  AND  CONGRESSIONAL  MEETINGS 

March  9  Subject  Matter  Expert(SME)  from  the  National  Center  for  Chronic  Disease  Prevention  and 

Health  Promotion  briefed  by  phone  staff  to  Rep.  Michael  Burge.ss  (R-TX)  and  majority 
staff  to  the  E&C  Health  Subcommittee  on  maternal  mortality  surveillance. 


March  12  Acting  CDC  Director  Dr  Anne  Schuchat  and  SME  from  the  Center  for  Global  Health 
participated  in  an  event  on  Global  Health  Security  (GHS)  in  w^hich  bipartisan 
Congressional  staff  attended*  The  event  was  organized  by  the  Kaiser  Family  Foundation. 

March  13  Acting  Principal  Deputy  Director  Dr.  Stephen  Redd  participated  in  a  bipartisan  Congressional 
briefing  on  the  second  annual  inter-agency  GHS  Agenda  report.  The  briefing  was  co¬ 
sponsored  by  the  Global  Health  Security  Agenda  Consortium  and  PATH. 

SMEs  from  the  National  Institute  for  Occupational  Safety  and  Health  (NIOSH) 
participated  in  a  public  meeting  in  Cincinnati  on  NlOSH’s  consolidation  project.  Staff  to 
Sen.  Sherrod  Brown  (D-OH)  and  Rep.  Steve  Chabot  (R-OH)  attended. 

March  15  SME  from  the  National  Center  on  Birth  Defects  and  Development  Disabilities  briefed  staff  to 
Rep.  Kathy  Castor  (D-FL)  on  Zika  birth  defects  surveillance. 

March  16  CDCW  staff  and  the  Office  of  Appropriations  briefed  staff  to  Sen.  David  Perdue  (R- 
GA)  on  proposed  funding  for  a  new  High  Containment  Lab  at  CDC. 

CONGRESSIONAL  REQUESTS  FOR  INFORMATION 

March  12  Majority  staffs  to  the  HELP  Committeeinquired  about  appropriations  levels  of  two  sections  in 
the  Violence  Against  Women  Act. 

Staff  to  Reps.  Don  Beyer,  Jr.  (D-VA)  and  John  Katko  (R-N  Y)  inquired  about  the  histoi'y  of  CDC"s  budget 
as  it  relates  to  suicide  and  the  focus  of  CDC’s  work  in  suicide  prevention. 

Minority  staff  to  the  HELP  Committee  inquired  about  S.382,  the  Firefighter  Cancer 
Registry  Act  of  2017.^ 

March  13  CDCW  staff  shared  information  with  Senate  and  House  health  legislative  assistants  and  staff  to 
the  HELP  and  E&C  Contmittees  on  the  Vital  Signs  Town  Hall  Teleconference  and 
Clinician  OuLreacli  and  Communication  Activity  Call  on  opioid  overdoses  treated  in 
emergency  departments. 

CDCW  staff  shared  information  with  staff  to  the  Senate  Special  Aging  Committee,  House  Congressional 
Seniors  Task  Force,  and  the  HELP  Primary  FIcalth  and  Retiremcnl  Security 
Subcommittee  on  the  cost  of  falls  specific  to  senior  citizens. 

Staff  to  Rep.  Rob  Wittman  (R-VA)  inquired  about  the  process  to  obtain  birth  certificates  from  Puerto 
Rico. 

Staff  to  Rep.  Jim  Renacci  (R-OH)  inquired  about  a  constituent's  access  to  NIOSH 
publications. 

CDCW  staff  shared  information  on  upcoming  NIOSH  mobile  testing  unit  visits  to  Western  Kentucky 

with  Sens.  Joe  Donnelly  (D-IN),  Tammy  Duckworth  (D-IL),  Dick  DuiTiin  (D-IL),  Mitch 
McConnell  (R-KY),  Rand  Paul  (R-KY),  and  Todd  Young  (R-IN)  and  Reps.  Larry 
Bueshon  (R-fN),  James  Comer  (R-KY),  Brett  Guthrie  R-KY),  and  John  Shimkns  (R-IL). 
The  unit  offers  a  series  of  free,  confidential  health  screenings  lo  coal  miners  to  provide 
early  detection  of  coal  workers'  pneumoconiosis  (CWP),  also  known  as  black  lung. 

March  14  Minority  staff  to  the  Senate  Special  Aging  Committee  inquired  about  the  economte  impact  of 
diabetes. 

CDCW  staff  shared  infonnation  with  staff  to  Sen.  Bob  Casey  (D-PA)  and  Reps.  Jim 
Langevin  (D-Rl)  and  Gregg  Harper  (R-MS)  on  recently  published  CDC  disability  state 
profiles. 


Staff  to  the  Congressional  Budget  Office  inquired  about  CDC  activities  related  to 
pediatric  cancer. 

March  15  CDC  W  staff  shared  information  with  staff  to  Members  interested  in  tobacco  issues  and  staff  to 
the  HELP  and  E&C  Committees  on  CDC’s  Morbidity  and  Mortality  Weekly  Report  on  e- 
cigarettes  and  youth- 

Staff  to  Sen.  Tammy  Baldwin  (D-WI)  inquired  about  news  reports  on  HIV  and  syphilis  in  Milwaukee. 
Staff  to  Rep.  Jason  Smith  (R-MO)  inquired  about  CDC’s  work  in  Missouri  to  address  the  tick-borne 
infection.  Bourbon  virus. 

Staff  to  Rep.  Dan  Kildee  (D-MI)  inquired  about  the  Lead  Exposure  and  Prevailion 
Advisoiy  Committee. 

March  16  CDCW  staff  shared  infonnation  with  staff  to  the  Senate  Foreign  Relations  (SFRC)  and  HELP 
Committees,  the  House  Foreign  Affairs  (HFAC)  and  E&C  Committees,  and  staff  to 
Members  of  the  Florida  and  Texas  delegations  on  a  Ne\\'  England  Journal  of  Medicine 
article  on  the  global  threat  of  Zika  virus  infection  during  pregnancy. 

CDC  W  staff  shared  details  with  staff  to  the  SFRC  and  HELP  Committees,  the  HFAC  and 
E&C  Committees,  and  the  House  Foreign  Affairs  Western  Hemisphere  Subcommittee  for 
CDC’s  media  telebriefing  on  vaccine  recommendations  for  the  Yellow  Fever  outbreak  in 
Brazil. 

For  questions  about  this  report,  please  contact 
Almee  Schattner  at  aschattner(iilcdc.^e.oy  or  Marissa  Thomas  at  mthomas9{0cd€.^ov 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  15  May  2018  22:48:29 +0000 

To:  Simon,  Thomas  {CDC/ONDIEH/NCIPC);Holland,  Kristin 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Crosbv,  Alexander  (CDC/ONDIEH/NCIPC);lvev-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) 

Cc;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC};Kurnit,  Molly  Regina 

(CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD);Black,  Erin  (CDC/ONDIEH/NCIPC);Ballman,  Marie 
R.  (CDC/ONDIEH/NCIPC);Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC);Jack,  Shane  P.  Davis 
(CDC/ONDIEH/NCIPC) 

Subject:  Meeting  Notes  and  Action  Item  for  some 

Attachments:  Bio  Form  MMWR  JA2949  6,8.18, docx.  Suicide  VSWG  Meeting  Notes 

5.15.18,docx,  State-Level  Suicide  Trends  (Candidate  CE  Questions). docx 
Importance:  High 

Hi  Everyone, 

I'm  attaching  Kristin's  notes  from  our  meeting  today.  Thank  you,  Kristin  1 1 1  (I'm  racking  up  a  big  debt 
here  I ) 

Also,  per  our  meeting,  I'm  forwarding  the  CE  info  below.  Scott  already  developed  two  potential 
questions  for  us  (Attached  here.  Thank  you,  Scott!). 

We  need  two  more  questions  so  I  was  thinking  it  would  be  great  to  have  one  on  the  NVDR5  analyses  and 
one  on  the  technical  package.  I  will  work  on  these  unless  someone  has  a  strong  desire  to  take  this  on. 
Regardless  of  whether  you  create  a  question  or  not,  all  co-authors  have  been  asked  to  complete  the 
attached  bio  form.  I  wish  I  could  say  that  it  doesn't  took  time-consuming! 

Please  send  this  to  me  no  later  than  next  Wednesday  COB  (May  23'^'^). 

Thanks,  as  always  let  me  know  if  you  have  any  questions  or  if  you  have  a  good  question  in  mind  for 
nvdrs  or  tp! 

Deb 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  15,  2018  2:17  PM 
To:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Vital  Signs  -  Suicide  prevention  -  June  8,  2018 
Importance:  High 
Thanks  for  the  reminder... 

From:  Stallworth,  Barbara  (CDC/OPHSS/CSELS/DPHID) 

Sent;  Monday,  May  14,  2018  10:38  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc:  Stallworth,  Barbara  (CDC/OPHSS/CSELS/DPHID)  <bvs5(5)cdc.EQV> 

Subject:  Vital  Signs  -  Suicide  prevention  -  June  8,  2018 
Importance:  High 

Congratulations!  Your  MMWR  report  has  been  selected  for  the  development  of  a 
continuing  education  (CE)  activity. 

What  we  need  from  you.  Please  develop  3  CE  questions  and  have  all  authors 
listed  on  the  report  to  complete  the  attached  bio  form.  Each  question  will  need 
one  correct  answer,  three  incorrect  answers,  and  an  explanation.  Please  return  to 
Barbara  Stallworth  (bys5)  by  COB  on  Friday,  May  25,  2018. 


General  Principles: 

1)  Continuing  education  (CE)  is  an  opportunity  to  emphasize  the  key  points  of 
your  report  to  public  health  and  health  care  professionals.  Think  about  what  you 
want  professionals  to  do  or  know  after  they  read  your  report  and  use  those  key 
points  to  create  CE. 

2)  The  question,  correct  answer,  and  explanation  should  be  identical  or  nearly 
identical  to  report  text.  Readers  should  not  have  to  consult  other  information 
sources  to  answer  MMWR  CE  questions. 

Structure  of  a  CE  question  and  answers  (see  attached  guidance  for  examples): 
Question:  the  question  should  contain  only  enough  information  to  orient  the 
reader  to  the  question,  and  use  language  adapted  from  the  cleared  text. 

Correct  answer:  the  reader  should  be  able  to  correctly  answer  the  question  using 
only  information  contained  in  the  report. 

Wrong  answers  (3)  (distractors):  A  good  distractor  should  seem  like  a  reasonable 
answer  to  someone  who  didn't  read  the  report  carefully.  Please  do  not  use  "none 
of  the  above"  or  combinations  of  answer  "a  and  c"  as  distractors. 

Explanation:  The  explanation  should  be  adapted  from  cleared  text  in  the  report 
and  be  brief  (no  more  than  3  or  4  sentences). 
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MMWR  Weekly 

Activity  # 

JA2949 
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6.8.18 

Division  of  Scientific  Education  and  Professional  Development 
Center  for  Surveillance,  Epidemiology  and  Laboratory  Services 
Accreditation  and  Compliance  Team 
Continuing  Education  Proposal 

Bio/Disclosure  Form 

Information  will  be  kept  confidential.  Attach  additional  pages,  if  needed. 


Date  Submitted  {mm/dd/yyyy) 


Role  in  Educational  Activity  (Check  all  that  apply.) 

Planner  Faculty/Presenter/Content  Expert 


Section  1:  Demographic  Data 

Name,  credentials. 
Position/title 

Current  EmpioyGr/address 


Phone 


Section  2:  Bducation/EKpertise 


Describe  ed 

ucatron  specific  to  the  educational  activity  listed  above. 

Degree 

Year 

Institution 

Describe  expertise  specific  to  the  educational  activity  listed  above. 


Section  B:  ConfUct  of  interest 


Federal  employees:  For  the  past  12  months,  I  have  been  a  federal  employee  and  have  been 
ethics  rules,  including  the  bribery  and  illegal  gratuities  statute  (18  U.SX.  §  201),  the  criminal 
(IS  U.SX.  §§  202-209),  and  the  Standards  of  Ethical  Conduct  for  Employees  of  the  Executive 
Yes  No 


covered  by  all  of  the  federal 
conflict  of  interests  statutes 
Branch  (5  CF.R.  Part  2635), 


Non-federal  employees;  is  there  an  actual,  potential  or  perceived  conflict  of  interest  for  yourself  or  spouse/partner 
within  the  last  12  months? 
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Title 

MMWR  Weekly 

Activity  # 

JA2949 

Start  date 

6.8.18 

Yes 


No 


If  yes,  complete  the  table  below  for  all  actual,  potential,  or  perceived  conflicts  of  interest.  Check  all  that  apply. 

Category_ Description 


Salary 

Royalty 

Stock 

Speaker's  Bureau 

Consultant 

Other 

*lf  Planner,  Skip  sections  4,  5  and  6.  * 


Section  4:  Uniabeied  use 

Will  your  presentation (s|,  or  the  content  you  contributed,  include  any  discussion  of  unlabeled  use  of  commercial  products  or 


products  for  investigational  use? 


If  Yes,  please  explain  your  use  of  unlabeled  products  or  products  under  investigational  use.  Attach  additional  pages,  if  needed. 


Section  5:  Titie  of  Presentation  (Live)  OR  Content  Provided 


Section  6:  Best  Available  Knowledge 


Is  your  presentation,  or  the  content  you  contributed,  supported  by  the  best  available  knowledge  or  evidence? 

Yes  No 


□ 


Section  7:  Statement  of  Understanding 

Completion  of  the  line  below  serves  as  the  electronic  signature  of  the  individual  completing  this  form  and  attests  to  the 
accuracy  of  the  information  given  above. _ 

Typed  Signature:  Name  and  Credentials  (Required)  Date 

FOR  DEVELOPERS  ONLY: 

Indicate  mechanism  used  to  resolve  real  or  perceived  conflict  of  interest  to  be  documented  in  Disclosure  Worksheet 
I  I  Discussion  with  content  expert/presenter  |  |  Review  of  content/presentation 
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Suicide  Vital  Signs  Work  Group  Meeting 


May  15, 2018 


12  noon  - 1:00 
Note  taker:  Kristin 


lOA/877’324-1610,  (b)(6) 


Agenda 

>  Set  up  &  welcome 


{Deb;  5-10  mins) 


>  Monday's  curve  ball 

>  Change  from  "mental  health  problems"  to  "mental  health  conditions" 

>  Comms  products,  FS,  and  MMWR  have  all  been  updated  with  this  language 

■  Social  media,  telebriefing  script,  press  release 

■  Did  You  Know  items  will  be  pulled  from  the  FS 

>  Recap  from  last  week's  pre-brief  +  new  updates,  next  steps 

>  Pre-brief  debrief  (Attendees  &  Deb;  10  mins) 

>  Next  steps  (see  attached  table) 

■ 

>  MMWR  status  (Deb;  5  mins) 

>  Next  steps  (what's  on  the  horizon) 


■  Deb  rec'd  first  proof  on  Friday 

•  Revisions  were  due  Sam  on  Monday  -  complete 

■  Deb  rec'd  additional  reviewer  comments  from  first  proof  on  Monday 

•  Revisions  submitted  on  Monday -spoke  with  Theresa  on  the  phone 

■  Deb  rec'd  second  proofs  yesterday  late  in  the  day 

•  Revisions  due  by  1:00  today 


o  Will  review  the  tables  again  because  of  concern  over  double  set 
of  proofs 

■  A  few  changes  had  been  made  to  indentations  and 
bolding  of  overarching  categories 

•  E-g.,  mental  health  conditions  need  to  be 

indented 

■  Kristin  will  help  with  this  review 


■  Should  receive  third  set  of  proofs  tomorrow 
•  Tables  need  to  be  reviewed  by  Friday 


>  Fact  Sheet 

>  Next  steps 


(Deb;  5  mins) 


*  Changes  to  "everyone  can"  section 
“  Changes  to  page  3  consistent  with  best  practices  for  media 


■  Graphic  design  elements 

•  Crystal  will  coordinate  with  Molly 

■  Tom  will  take  first  pass  and  forward  to  Deb  and  Kristin 

>  Next  version  due  back  to  VS  team  5/16  COB 

>  Communfcation  products  {Crystal  &  Kristin  (Q&A);  5  mins) 

>  Next  steps 

■  Press  release  -  with  VS  team 

■  Critical  contacts,  dear  colleague  letter  “With  VS  team 

■  Social  media 

•  Pulled  directly  from  FS,  but  social  media  team  came  back  with  changes 

o  Substance  abuse  -  change  to  ''substance  use" 
o  Will  send  those  to  Tom 

■  Q&A”  with  Kristin;  will  send  to  Deb  to  review 

•  Needs  to  be  submitted  to  VS  team  by  COB  today 

■  Telebriefing  introduction  -  wording  is  "Suicide:  More  than  just  a  MH  condition" 

■  Script  -  talking  points  received  from  Surgeon  General  yesterday  afternoon 

•  Need  to  review  -  Crystal  will  send  to  the  group 

•  Crystal  will  put  these  TPs  into  the  overall  script  and  send  the  script  back 
out 

■  Outstanding  pieces;  Q&A,  script,  media  advisory 

>  Policy/Partnerships  (Erin;  5  mins) 

>  Next  steps 

■  Town  Hall  -  June  12 

•  Need  to  identify  state  examples 

o  Colorado  should  be  one 

o  Malia  can  reach  out  to  Ellie  at  SPRC  to  get  another  example 
o  Malia  will  formulate  email  for  Jarrod  and  Deb  will  send  it 
■  The  ask  will  be  to  do  a  presentation  -  need  to  pull 
together  talking  points  and  slides  -  we  need  them  by 
June  1 

o  Second  state  suggestions:  NC,  MA,  TX 

•  State  health  dept  seems  to  be  involved 

•  Who  does  this  involve? 

o  Deb  has  8  mins  to  present,  state  speakers 
o  We  can  all  call  in  at  2:00  on  this  day 

■  Malia  has  list  of  partners  on  board 

•  ASTHO  CEO  will  participate  in  Twitter  chat 

•  Will  take  part  in  NVDRS  call  to  give  them  a  heads  up 

•  Will  talk  to  DARPI  about  how  to  prime  CoreSVIPP  grantees 

•  Congressional  plan  -  hill  alerts  to  every  congressional  office 

o  Hill  visits  June  7  and  8  -  Deb  H.  and  Jim 
o  Will  do  some  other  Hill  visits  in  September 

•  AFSP  Policy  Summit -June  11 

o  Will  be  there  for  that  briefing  (Alex) 

•  Erin  working  with  NGA  -  webinar  for  policy  health  advisors  in  July 


•  Blog  post  for  national  Conference  of  State  Legislators 

•  Template  language  for  all  of  our  partners  -  newsletter  blurb, 
customized  emails  from  Jim  and  Deb  for  them  to  send  on  June  7^^- 
linking  VS  to  priorities 

>  June  7  -  press  briefing  -  Deb  will  be  there  with  Dr.  Schuchat 

>  Other  items  ( Deb/ every  one;  15-20  mins  ) 

>  Town  haii 

>  Continuing  education 

>  Science  ciips 

>  Next  steps/m eeting/Wrap-up  {Deb;  5  mins) 

Next  VS  Due  Dates: 

*  To  be  provided  in  updates  above 

What  we  need  to  get  moving  on  ASAPi 

•  Town  Mali  -  Need  to  nail  down  participant  list  by  end  of  the  week 


Continuing  education -candidate  questions  so  people  can  get  CEUs 


Comparing  just  the  first  and  last  reporting  periods  (1999-2001  and  2014-2016)  overall  suicide  rates  (both 
sexes  together)  were  seen  to  increase  in  nearly  every  state.  When  considering  all  six  reporting  periods,  what 
was  determined  more  generally  about  trends  in  overall  suicide  rates  at  the  state  level? 

Due  to  excessive  fluctuation  in  rates  from  one  period  to  the  next,  for  most  states  nothing  conclusive  could 
be  determined  about  general  trends. 

0  Most  states  saw  general  upward  trends  that  were  further  determined  to  be  statistically  significant. 

0  In  most  states,  rates  tended  to  increase  over  time,  but  these  trends  were  not  usually  found  to  be 
statistically  significant. 

m  Because  some  states  experienced  small  numbers  of  suicides,  it  was  not  possible  to  conduct  a 
comprehensive  state-level  evaluation  of  general  trends  using  statistical  models. 

Explanation:  Using  data  for  six  consecutive  reporting  periods  covering  the  years  1999  -  2016,  general  trends 
in  state-level  suicide  rates  were  evaluated  using  statistical  models.  For  overall  suicide  rates,  statistically 
significant  upward  trends  were  identified  for  44  states. 


Considering  the  entire  study  period,  most  states  saw  statistically  significant  upward  trends  in  overall  suicide 
rates  (both  sexes  together).  What  was  concluded  about  sex-specific  rate  trends  at  the  state  level? 

0  When  stratified  by  sex,  the  study  data  could  not  support  evaluation  of  rate  trends  at  the  state  level. 

0  For  both  males  and  females  considered  separately,  a  majority  of  states  saw  statistically  significant  upward 
trends  in  suicide  rates. 

0  The  upward  trends  in  overall  suicide  rates  were  due  mostly  to  increases  in  rates  among  males. 

0  In  most  states,  sex-specific  rates  tended  to  increase  over  time,  but  these  trends  were  not  usually  found  to 
be  statistically  significant. 

Explanation:  Using  sex-stratified  data  for  six  consecutive  reporting  periods  covering  the  years  1999  -  2016, 
trends  in  sex-specific  suicide  rates  at  the  state  level  were  evaluated  using  statistical  models.  For  males, 
statistically  significant  upward  trends  were  identified  for  34  states.  For  females,  statistically  significant  upward 
trends  were  identified  for  43  states. 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

4Jun2018  08:50:14  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

NVDRS  Talking  Points  -  Use  these  instead 
NVDRS  Call  June  S.docx 


Hi  Deb  -  Please  use  this  draft  instead  of  what  I  sent  Friday -there  was  a  typo  that  I  fixed. 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  4:55  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Question 

Deb  -Here  are  draft  talking  points  for  the  NVDRS  call  on  Tuesday.  They're  high-level  overview  of  the 
Vital  Signs  data  and  logistics. 

I  think  there  should  be  a  way  to  figure  out  how  to  share  with  them  verbally  the  map  in  the  fact  sheet  - 1 
don't  know  what  that  would  sound  like  but  maybe  you  do? 

Wanted  to  get  these  to  you  to  review  -  but  I  think  I  will  tweak  on  Monday  as  well. 

Malia 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  9:06  AM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Subject:  RE:  Question 
Sounds  good.  Thanks  so  much! 

Deb 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  June  1,  2018  9:05  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  Question 

I'll  pull  something  together  and  share  with  you  today.  It  will  basically  be:  overview  of  findings,  the 
timeline  for  release,  that  they  will  receive  the  embargoed  copies  and  when,  and  what  support  we  might 
be  able  give  them  to  help  answer  questions  from  their  SHOs,  media  etc. 

Let's  talk  in  person  on  Monday  about  what  else  we  might  be  able  to  share  on  the  phone. 

Malia 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  May  31,  2018  8:07  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Jack,  Shane  P.  Davis 
(CDC/ONDIEH/NCIPC)  <gdo4@cdc.gOv> 

Subject;  RE:  Question 
Hi  Malia, 

I'm  happy  to  join.  Would  be  helpful  to  have  a  general  outline  of  what  I  might  want  to  say.  I  can  then 
create  the  talking  points  from  there.  Is  that  possible? 

Thanks, 

Deb 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  May  31,  2018  7:38  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc,gov>:  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 
<gdo4@cdc.gov> 

Subject:  Re:  Question 


Hi  Deb  -  It  is  still  on,  it's  June  5  at2pm.  do  you  want  to  join?  since  we  won't  be  able  to  share 
findings  in  the  5th  I  was  treating  it  as  a  partner  call  to  prinne  them  for  the  release.  It  would  be 
great  if  you  have  tinne.  It  would  only  be  the  first  10-15  mind  of  the  call. 

Malia 


From:  "Stone,  Deborah  (CDC/ONDIEH/NCIPC)"  <zaf9(g)cdc.gov> 

Sent:  Thursday,  May  31,  2018  5:58  PM 

To:  "Jack,  Shane  P.  Davis  {CDC/ONDIEH/NCIPC}"  <gdo4@cdc.gov>."Richmond-Crum.  Malia 
(CDC/ONDIEH/NCIPC)"  <irv8@cdc.gov> 

Subject;  Question 

Hi  Shane  and  Malia, 

Is  the  NVDRS  call  with  states  still  on  to  discuss  Vital  Signs?  Do  you  need  me  to  do  this? 

Didn't  want  to  lose  track  of  this. 

Thanks! 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

Nations!  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Eider  Maltreatment  Team 

770,488.3942 

dstone3^cdc.gov 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


NVDRS  Call -June  5 


Talking  points 

CDC  will  release  a  Vital  Signs  on  June  7  that  examines  rising  suicide  rates  across  the  United  States. 


•  For  this  Vital  Signs  report,  CDC  researchers  examined  state-level  trends  in  suicide  rates  from 
1999-2016.  Additionally,  2015  data  from  CDC's  National  Violent  Death  Reporting  System. 
which  covered  27  states,  was  used  to  look  at  the  circumstances  of  suicide  among  people 
with  and  without  known  mental  health  problems 

•  Nearly  45,000  lives  lost  to  suicide  in  2016. 

•  Across  the  study  period,  rates  increased  in  all  states  except  for  one  (which  had  a  consistently 
high  rate  throughout).  Twenty-five  states  had  suicide  rate  increases  of  more  than  30 
percent. 


•  More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  condition. 

•  The  Vital  Signs  points  to  ways  that  states  take  a  comprehensive  public  health  approach  to 
suicide  prevention  and  address  the  range  of  factors  contributing  to  suicide. 

o  This  requires  coordination  and  cooperation  among  a  wide  variety  of  community 
partners. 

o  CDCs  technical  package  on  suicide  prevention  can  help  states  as  they  make  decisions 
about  prevention  activities  and  priorities. 

NVDRS  Directors  will  receive  an  embargoed  copy  of  the  Vital  Signs  at  9am  on  June  7.  State  Health 
Officers  will  receive  this  information  at  9am  as  well.  As  will  the  media 


Vital  Signs  will  be  released  publically  at  Noon  on  June  7  with  a  telebriefing  hosted  by  Dr.  Ann  Schuchat, 
CDC  Deputy  Director 


NCIPC  and  DVP  social  media  channels  will  be  disseminating  information  about  Vital  Signs  from  June  7- 
June  19  -  including  a  Twitter  Chat  on  June  11  at  2pm 


There  will  be  a  Vital  Signs  Town  Hall  on  June  12  from  2-3pm,  which  will  feature  both  CDC  and  state 
health  department  speakers 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  21  May  2018  18:01:04 +0000 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Holland,  Kristin 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC>;Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 

Cc:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Subject:  Reminder:  Bio  Form  from  all  co-authors  due  Wed  COB 

Attachments:  Vital  Signs  Candidate  CE  Questions_19May2018  ds.docx.  Bio  Form  MMWR 

JA2949  6.8.18.docx 
Importance;  High 

Please  complete  the  attached  form  by  Wed  COB  so  that  we  can  have  people  obtain  CE  credits  for  our 
Vital  Signs.  Also,  attaching  our  three  CE  questions.  Let  me  know  if  you  have  any  concerns  or  edits. 
Thanks! 

Deb 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  15,  2018  6:48  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ; 
Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 

Cc:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal 
(CDC/OPHPR/OD) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC) ;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Subject:  Meeting  Notes  and  Action  Item  for  some 
Importance:  High 
Hi  Everyone, 

I'm  attaching  Kristin's  notes  from  our  meeting  today.  Thank  you,  Kristin ! ! !  (I'm  racking  up  a  big  debt 
here!) 

Also,  per  our  meeting,  I'm  forwarding  the  CE  info  below.  Scott  already  developed  two  potential 
questions  for  us  (Attached  here.  Thank  you,  Scott!). 

We  need  two  more  questions  so  I  was  thinking  it  would  be  great  to  have  one  on  the  NVDRS  analyses  and 
one  on  the  technical  package.  I  will  work  on  these  unless  someone  has  a  strong  desire  to  take  this  on. 
Regardless  of  whether  you  create  a  question  or  not,  al!  co-authors  have  been  asked  to  complete  the 
attached  bio  form.  I  wish  I  could  say  that  it  doesn't  look  time-consuming! 

Please  send  this  to  me  no  later  than  next  Wednesday  COB  (May 

Thanks,  as  always  let  me  know  if  you  have  any  questions  or  if  you  have  a  good  question  in  mind  for 
nvdrs  ortp! 

Deb 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  15,  2018  2:17  PM 

To:  Kegler,  Scott  R,  (CDC/ONDIEH/NCIPC)  <5nk6@cdc.eov> 

Subject:  FW:  Vital  Signs  -  Suicide  prevention  -  June  8,  2018 
Importance;  High 
Thanks  for  the  reminder... 

From:  Stallworth,  Barbara  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Monday,  May  14,  2018  10:38  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 


Cc:  Stallworth,  Barbara  (CDC/OPHSS/CSELS/DPHID)  <bvs5fS)cdc.EQU> 

Subject:  Vital  Signs  -  Suicide  prevention  -  June  8,  2018 
Importance:  High 

Congratulations!  Your  MMWR  report  has  been  selected  for  the  development  of  a 
continuing  education  (CE)  activity. 

What  we  need  from  you.  Please  develop  3  CE  questions  and  have  all  authors 
listed  on  the  report  to  complete  the  attached  bio  form.  Each  question  will  need 
one  correct  answer,  three  incorrect  answers,  and  an  explanation.  Please  return  to 
Barbara  Stallworth  (bys5)  by  COB  on  Friday,  May  25,  2018. 

General  Principles: 

1)  Continuing  education  (CE)  is  an  opportunity  to  emphasize  the  key  points  of 
your  report  to  public  health  and  health  care  professionals.  Think  about  what  you 
want  professionals  to  do  or  know  after  they  read  your  report  and  use  those  key 
points  to  create  CE. 

2)  The  question,  correct  answer,  and  explanation  should  be  identical  or  nearly 
identical  to  report  text.  Readers  should  not  have  to  consult  other  information 
sources  to  answer  MMWR  CE  questions. 

Structure  of  a  CE  question  and  answers  (see  attached  guidance  for  examples): 
Question:  the  question  should  contain  only  enough  information  to  orient  the 
reader  to  the  question,  and  use  language  adapted  from  the  cleared  text. 

Correct  answer:  the  reader  should  be  able  to  correctly  answer  the  question  using 
only  information  contained  in  the  report. 

Wrong  answers  (3)  (distractors):  A  good  distractor  should  seem  like  a  reasonable 
answer  to  someone  who  didn't  read  the  report  carefully.  Please  do  not  use  "none 
of  the  above"  or  combinations  of  answer  "a  and  c"  as  distractors. 

Explanation:  The  explanation  should  be  adapted  from  cleared  text  in  the  report 
and  be  brief  (no  more  than  3  or  4  sentences). 


Trends  in  State  Suicide  Rates  —  United  States,  1999-2016  and  Circumstances  Contributing  to  Suicide  —  27 

States,  2015 


CE  Questions 

Question  1.  Comparing  just  the  first  and  last  reporting  periods  (1999-2001  and  2014-2016)  overall  suicide  rates 
(both  sexes  together)  were  seen  to  increase  in  nearly  every  state.  When  considering  all  six  reporting  periods, 
what  was  determined  more  generally  about  trends  in  overall  suicide  rates  at  the  state  level? 

a  Due  to  excessive  fluctuation  in  rates  from  one  period  to  the  next,  for  most  states  nothing  conclusive  could  be 
determined  about  general  trends. 

b  Most  states  saw  general  upward  trends  that  were  further  determined  to  be  statistically  significant. 

c  In  most  states,  rates  tended  to  increase  over  time,  but  these  trends  were  not  usually  found  to  be  statistically 
significant. 

d  Because  some  states  experienced  small  numbers  of  suicides,  it  was  not  possible  to  conduct  a 
comprehensive  state-level  evaluation  of  general  trends  using  statistical  models. 

Explanation:  Using  data  for  six  consecutive  reporting  periods  covering  the  years  1999  -  2016,  general  trends 
in  state-level  suicide  rates  were  evaluated  using  statistical  models.  For  overall  suicide  rates,  statistically 
significant  upward  trends  were  identified  for  44  states. 


Question  2.  What  proportion  of  suicide  decedents  (in  27  states)  in  2015  were  known  to  have  a  mental  health 
condition? 

a  54% 

b  25% 

c  46% 

d  75% 

Explanation:  According  to  the  National  Violent  Death  Reporting  System  that  covered  27  states  in  2015,  46% 
of  people  were  known  to  have  a  known  mental  health  condition  and  54%  were  not  known  to  have  such  a 
condition. 

Which  of  the  following  is  not  included  as  part  of  a  comprehensive  approach  to  suicide  prevention,  based 
on  the  best  available  evidence? 

a  strengthening  economic  supports. 

b  promoting  connectedness. 

c  creating  protective  environments. 

d  public  education  campaigns. 


Explanation:  The  Centers  for  Disease  Control  and  Prevention  (CDC)  published  “Preventing  Suicide:  A 
Technical  Package  of  Policy,  Programs,  and  Practices.  A  technical  package  is  a  collection  of  strategies  that 
represent  the  best  available  evidence  to  prevent  or  reduce  public  health  problems  like  suicide.  The  seven 
strategies  in  the  document  are  as  follows:  1 )  strengthen  economic  supports;  2)  strengthen  access  and  delivery 
of  suicide  care;  3)  create  protective  environments;  4)  promote  connectedness;  5)  teach  coping  and  problem¬ 
solving  skills;  6)  identify  and  support  people  at  risk;  and  7)  lessen  harms  and  prevent  future  risk.  At  this  time, 
public  education  campaigns  have  not  been  determined  to  be  effective  for  suicide  prevention. 
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From: 

Sent: 

To: 

Cc; 

Subject: 


Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

29  May  2018  15:09:37  -0400 

Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  QS  co-release 


Hi  Rich, 

Are  the  TP's  the  same  as  the  telebriefing  script  or  the  Q's  and  A's  or  something  different? 
-Tom 

From:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Tuesday,  May  29,  2018  12:08  PM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  Fwd:  QS  co-release 

As  you  see  below,  the  TPs  are  still  under  revision. 


R 


Rich  Schieber,  MD  MPH 
CAPT,  USPHS 

Director,  CDC  Vital  Signs  Program 
RBS4@cdc.gov 

404  697  9666 


From:  Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID)  <cgk3@cdc.gov> 

Date:  May  29,  2018  at  11:19:13  AM  EDT 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov> 

Subject:  RE:  QS  co-release 

Thanks.  I  talked  to  Dan  DeNoon  and  is  working  hard  on  TPs  for  AS  on  this. 

From:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Tuesday,  May  29,  2018  11:18  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdc,goy>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID)  <cEk3@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  QS  co-release 

Tom,  I  talked  again  w  Charlotte,  expressing  your  points.  She  and  I  agree  that  we  will  keep  the 
same  release  date  established  for  both  the  VS  and  this  QS. 

I  suggest  you  write  me  a  terse  paragraph  about  where  you  want  the  emphasis  to  be  in  the  press 
release  and  telebriefing  (TB),  I  also  suggest  you  ask  her  whether  she  would  like  to  see  any 
modification  in  either  the  TB  and/or  PR,  and  that  you  will  prepare  a  Q&A  about  it.  I  will  send 
that  note  up  to  her.  This  is  a  better  approach  than  surprising  her  on  the  day  of  the  TB. 

I  know  this  is  not  the  outcome  you  had  hoped  for,  and  I’m  sorry  for  that. 

Respectfully, 

Rich 

Rich  Schieber,  MD  MPH 
CAPT,  USPHS 


Director,  CDC  Vital  Signs  Program 
RJBS4(aicdc.<;ov 

404  697  9666 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Date:  May  29,  20 1 8  at  10: 1 8:54  AM  EDT 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>,  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@.cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@.cdc.gov> 

Subject:  FW: 

Hi  Rich, 

My  concern  with  this  QS  coming  out  in  the  same  issue  as  the  VS  is  that  it  will  put  the  focus  on  youth 
suicides  and  complicate  the  messaging.  The  MMWR  focuses  on  state  trends  and  the  range  of 
circumstances  that  contribute  to  suicide  risk  among  those  with  and  without  mental  health  conditions. 
This  QS  could  cause  the  media  to  focus  on  youth  suicide.  \Ne  know  that  the  bulk  of  suicides  are  among 
middle-aged  adults.  The  media  however  tends  to  be  very  interested  in  youth  suicide.  We  worked  with 
NCHS  last  year  on  a  QuickStat  on  youth  suicide  trends  and  it  ranked  number  7  in  the  2017  top  10 
MMWR  reports  as  measured  byAltmetric. 

Thank  you  for  considering  this. 

-Tom 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  29,  2018  9:44  AM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov> 

Subject: 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  18  Mar  2018  01:21:49 +0000 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Jerome 

That  sounds  encouraging  (based  on  Jim's  experience)  but  just  a  bit  confused  as  we  seemed  to  have  gone 
back  to  including  him  in  the  town  hall  vs  doing  the  telebriefing  (per  Erin's  email).  I  don't  mind  the 
change,  especially  If  it  increases  town  hall  meeting  turnout,  but  will  be  good  to  finalize  peoples' 
thoughts  on  this,  e.g,  pros  and  cons  of  both. 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Saturday,  March  17,  2018  11:54  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Jerome 
Hi  Deb, 

We  might  not  have  to  limit  the  SG's  comments  to  military  suicide. 

-Tom 

From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  15,  2018  3:54  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7(5)cdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tes9#cdc.gov> 

Subject:  RE:  Jerome 

Sounds  good,  although  Alex  and  1  saw  him  present  at  the  Action  Alliance  meeting  yesterday  and  he  was 
great,  by  the  way.  And  he  spoke  to  suicide  more  generally  then  just  vets.  He  didn't  dwell  on  that  and 
really  evoked  a  lot  of  our  Ideas  around  ACEs  and  community  work.  So  I  wouldn't  feel  the  need  to  have 
him  focus  too  much  on  vets  he  is  quite  willing  and  able  to  address  the  issue  from  a  broader  perspective. 
From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  15,  2018  3:24  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.EOv>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2g)cdc.Eov> 

Subject;  RE:  Jerome 

Yes,  as  I  had  mentioned  Jim,  we  are  planning  to  have  the  SG  participate  in  the  townhall.  From  what 
Leslie  shared  based  on  their  experience  this  would  give  us  the  most  bang  for  the  buck  versus  a  written 
commentary  from  him.  As  Tom  mentioned  below,  we  will  plan  to  include  some  vet/milltary  stats  in  his 
talking  points  given  his  interest  in  vet/military  suicides. 

I  talked  to  Leslie  about  the  opioid  Joint  COCA/Town  Hall  and  we  agree  Is  seems  to  have  gone  well.  It 
appeared  to  have  garnered  a  larger  audience  (1,197  webinar  lines  —  but  participation  was  likely  much 
higher  given  many  participate  via  group  format).  I  think  it  makes  sense  to  do  a  combined  one  to  save 
time  and  effort  on  coordination,  particularly  given  I  am  not  sure  a  separate  COCA  would  be  as  valuable 
given  we  are  also  doing  a  separate  Medscape  commentary  (similar  audience)  in  which  Alex  will  mention 
the  Vital  Signs  data  but  focus  on  what  the  physicians,  nurses,  pharmacists  and  other  healthcare 
professionals  can  do  specifically  to  prevent  suicide. 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  March  14,  2018  1:47  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2gicdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Subject:  RE:  Jerome 


Hi  Jim, 

The  VS  group  is  thinking  that  it  makes  the  most  sense  to  engage  him  in  the  telebriefing.  Deb  had 
suggested  that  we  work  through  the  policy  chain  to  engage  him  and  Erin  is  going  to  do  that.  We  met  last 
week  and  agreed  to  see  how  the  opioid  telebriefing  on  3/13  went.  We  know  that  he  has  a  particular 
interest  in  military  suicide.  We  do  provide  the  proportion  of  the  suicide  victims  (total  and  those  with  and 
without  known  mental  health  problems)  who  ever  served  in  the  military  but  we  don't  focus  on  this.  I'm 
concerned  this  might  not  be  enough  for  him  to  be  involved.  We  could  potentially  develop  some  points 
for  him  to  make  about  vulnerable  groups,  including  veterans. 

Erin  what  is  your  take  about  how  the  opioid  release  went  and  the  pros/cons  of  the  SG's  involvement? 
Have  you  heard  from  the  policy  staff  who  were  involved  in  making  this  happen? 

-Tom 

From;  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  March  14,  2018  1:27  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdcgpy> 

Subject:  Fwd:  Jerome 

See  below.  I  spoke  with  the  S6  and  a  couple  of  his  staff  today,  although  not  a  lot  about  this. 
Anything  to  report  yet  back  on  SG  communications?  I  don't  think  we  should  reach  out  about 
analysis  suggestions. 

From:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.Bov> 

Date:  March  14,  2018  at  11:27:54  AM  EDT 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.Hov> 

Subject;  RE:  Jerome 

Good!  I  like  him  and  this  is  why  I  thought  we  should  engage  him  in  Vital  Signs 

Has  Tom  followed  up  with  his  office  at  all  re  Jerome's  suggestions  on  analysis  or  messaging?  Didn't  know 
if  it  was  feasible  or  not 
From;  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  March  14,  2018  10:17  AM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz70cdc,gov> 

Subject:  Jerome 

The  SG  made  remarks  to  the  Action  Alliance  this  morning  .  I  was  very  impressed.  He  was  great  - 
clear  that  many  of  his  ideas  reflect  our  priorities  -  ACEs,  suicide.  Overdose  .  He  was  much 
appreciated  by  the  audience. 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  29  May  2018  11:52:29  -0400 

To:  Schieber,  Richard  A.  (CDC/OPH5S/CSELS/DPHID);Peaker,  Brandy 

(CDC/OPH5S/CSELS/DPHID);Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID) 

Cc;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  QS  co-release 

Hi  Rich, 

Ok,  thank  you  for  considering  postponing  the  QS. 

I  don't  think  we  want  to  work  the  QS  findings  into  the  PR  or  TB,  They  focus  on  overall  patterns  now  and 
we  would  like  to  keep  that  focus.  Are  you  suggesting  that  I  write  a  paragraph  explaining  that  the  QS  is 
coming  out  in  the  same  issue  and  make  the  point  about  most  suicides  being  among  the  middle-aged 
group  so  that  she  is  prepared  and  can  block  and  bridge  to  the  main  points  if  the  question  were  to  be 
asked? 

Thank  you,  Tom 

From;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent;  Tuesday,  May  29,  2018  11:18  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) ;  Kent,  Charlotte 
(CDC/OPHSS/CSELS/DPHID) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  QS  co-release 

Tom,  I  talked  again  w  Charlotte,  expressing  your  points.  She  and  I  agree  that  we  will  keep  the 
same  release  date  established  for  both  the  VS  and  this  QS. 

I  suggest  you  write  me  a  terse  paragraph  about  where  you  want  the  emphasis  to  be  in  the  press 
release  and  telebriefing  (TB).  I  also  suggest  you  ask  her  whether  she  would  like  to  see  any 
modification  in  either  the  TB  and/or  PR,  and  that  you  will  prepare  a  Q&A  about  it.  I  will  send 
that  note  up  to  her.  This  is  a  better  approach  than  surprising  her  on  the  day  of  the  TB. 

I  know  this  is  not  the  outcome  you  had  hoped  for,  and  I’m  sorry  for  that. 

Respectfully, 

Rich 

Rich  Schieber,  MD  MPH 
CAPT,  USPHS 

Director,  CDC  Vital  Signs  Program 
RBS4@cdc.gov 

404  697  9666 


From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Date:  May  29,  2018  at  10:18:54  AM  EDT 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>.  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@:cdc.gov> 

Subject:  FW: 

Hi  Rich, 


My  concern  with  this  QS  coming  out  in  the  same  issue  as  the  VS  is  that  it  will  put  the  focus  on  youth 
suicides  and  complicate  the  messaging.  The  MMWR  focuses  on  state  trends  and  the  range  of 
circumstances  that  contribute  to  suicide  risk  among  those  with  and  without  mental  health  conditions. 
This  QS  could  cause  the  media  to  focus  on  youth  suicide.  We  know  that  the  bulk  of  suicides  are  among 
middle-aged  adults.  The  media  however  tends  to  be  very  interested  in  youth  suicide.  We  worked  with 
NCHS  last  year  on  a  QuickStat  on  youth  suicide  trends  and  it  ranked  number  7  in  the  2017  top  10 
MMWR  reports  as  measured  by  Aitmetric. 

Thank  you  for  considering  this. 

-Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  29,  2018  9:44  AM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov> 

Subject: 


From: 

Sent: 

To; 

Cc; 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

7  Jun  2018  13:38:04  +0000 

Simon,  Thomas  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

RE:  Vital  Signs  Interview  Readout 


Thank  you!!  Very  appreciative. 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  9:36  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Interview  Readout 
Hi  Deb, 

Kristin  and  I  added  our  responses  to  what  Alex  sent.  We  also  added  some  text  on  social  media  to  his 
response  for  #5. 

I'm  encouraged  by  how  easy  it  is  to  go  from  our  Q's  and  A's  to  these  responses.  They  will  look  familiar  to 
you. 

See  you  soon. 

-Tom 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  9:25  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9iacdc.Eov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl(acdc.gov> 

Subject:  RE:  Vital  Signs  Interview  Readout 
Greetings: 

I  have  attached  some  draft  responses  to  #  5  &  18. 

Alex  C 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  7:20  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl.jS)cdc.fiov->;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tg59@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Subject;  RE:  Vital  Signs  Interview  Readout 
Hi  Guys, 

Please  see  attached  with  the  list  of  questions  below. 

Would  you  be  willing  to  divvy  up  the  6  questions  that  we  don't  really  address  in  the  Q&As? 

Alex,  if  you  could  take  questions  5Sl18 

Kristin  and  Tom  if  you  can  take  6,7,10,  and  17~these  questions  kind  of  go  together. 

Thanks  so  much  in  advance! 

Deb 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  6,  2018  10:59  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(S>cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl^cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7f5)cdc.Eov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7f5)cdc.Eov>:  Ballman,  Marie  R. 


(CDC/ONDIEH/NCIPC)  <dQf3facdc.RQv>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8facdc.eov> 

Subject:  Re:  Vital  Signs  Interview  Readout 

Greetings: 

Quite  an  interesting  list  of  questions. 

Alex  C 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <z vassal cdc . gov> 

Date:  June  6,  2018  at  6:59:53  PM  EDT 

To:  Stone,  Deborah  (CDC/ONDIEHyNCIPC)  <za f9/a;cdc . go v>,  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9@cdc.eov>.  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<accl@:cdc.gov>.  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imh  1  @.cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>.  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4rd)edc.gov>.  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epin7(S;cdc.gov>,  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dot3 fajcdc . gov>.  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC)  <gnhS@cdc.gov> 

Subject:  Fw:  Vital  Signs  Interview  Readout 
FYI 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3tacdc.QOv> 

Sent:  Wednesday,  June  6,  2018  6:48  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Sokler,  Lynn 
(CDC/OD/OADC);  Harden,  Kathy  (CDC/OD/OADC);  Omisore,  Shannon  L.  (CDC/OD/OADC);  Burden, 
Bernadette  (CDC/OD/OADC) 

Subject:  Vital  Signs  Interview  Readout 

Just  wanted  to  let  you  know  that  Dr,  Schuchat  did  phone  interviews  today  with  CNN,  TIME,  Washington 
Post,  AP  and  NBC  News  (online).  I  wanted  to  share  some  of  the  questions,  as  they  could  help  with  prep 
for  the  telebriefing. 

Overall  -  there  were  a  lot  of  questions  about  what  is  driving  the  increase  and  why  it's  worse  in  certain 
states/ regions,  or  rising  among  certain  groups  (women,  veterans,  etc.)  Several  asked  about  concerns  of 
copycat  incidents  following  the  Kate  Spade  news,  and  questioned  whether  today's  culture/environment 
play  a  role.  The  list  below  captures  a  lot  of  it,  but  let  me  know  if  you  have  any  questions. 

1}  What's  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

3)  What  is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

5)  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech,  social 

media,  anxiety)  driving  this  trend? 

6}  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known 
mental  health  conditions? 

7)  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does 
the  finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8}  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  increased 
rates  of  suicide? 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 
mental  health  practitioner? 


10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and 
help  them? 

11)  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)? 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

13)  Are  medically-assisted  suicides  included  in  this  report? 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental 
health  diagnosis? 

15)  Can  you  describe  what  "left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported 
before? 

16)  What  does  your  prevention  strategy  look  like? 

17)  What  are  the  main  steps  to  getting  people  help  early? 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 

Kate  Grusich 

Public  Affairs  Specialist 
CDC  News  Media  Branch 
(q1  770-488-3337 
<c)  4Q4-414-707Q 


From: 

Sent: 

To: 

Subject: 


Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
7Jun2018  09:36:24  -0400 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
RE:  Vital  Signs  Interview  Readout 


Greetings: 

You  are  welcome 
Alex  C 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  9:29  AM 
To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Interview  Readout 
Thanks,  Alexll 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  9:25  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.eov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs90cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl(acdc,eov> 

Subject:  RE:  Vital  Signs  Interview  Readout 
Greetings: 

I  have  attached  some  draft  responses  to  #  5  &  18. 

Alex  C 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  ' 

Sent;  Thursday,  June  7,  2018  7:20  AM  ' 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl(acdc.gQv>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc,Eov>  '  jVj 

Subject;  RE:  Vital  Signs  Interview  Readout 
Hi  Guys, 

Please  see  attached  with  the  list  of  questions  below. 

\A/ould  you  be  willing  to  divvy  up  the  6  questions  that  we  don't  really  address  in  the  Q&As? 

Alex,  if  you  could  take  questions  B&IS 

Kristin  and  Tom  if  you  can  take  6,7,10,  and  17— these  questions  kind  of  go  together. 

Thanks  so  much  in  advance! 

Deb 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  6,  2018  10:59  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(5)cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl^cdc,gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdcggy>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7g)cdc,gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3tScdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8cacdc.gov> 
Subject:  Re:  Vital  Signs  Interview  Readout 
Greetings: 

Quite  an  interesting  list  of  questions. 

Alex  C 


From:  Lenard,  Courtney  {CDC/ONDIEH/NCIPC)  <zvq5@cdc.gQv> 

Date:  June  6,  2018  at  6:59:53  PM  EDT 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.^ov>,  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>.  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

<aec  1  @cdc.gov>.  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imlil@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>.  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xIcp4@cdc.gov>.  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc>gov>.  Ballman,  Marie  R*  (CDC/ONDIEH/NCIPC)  <dot3 @cdc. gov>.  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC)  <giih8@cdc.gov> 

Subject:  Fw:  Vital  Signs  Interview  Readout 
FYI 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.qov> 

Sent:  Wednesday,  June  6,  2018  6:48  PM 

To;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Sokler,  Lynn 
(CDC/OD/OADC);  Harben,  Kathy  (CDC/OD/OADC);  Omisore,  Shannon  L.  (CDC/OD/OADC);  Burden, 
Bernadette  (CDC/OD/OADC) 

Subject;  Vital  Signs  Interview  Readout 

Just  wanted  to  let  you  know  that  Dr.  Schuchat  did  phone  interviews  today  with  CNN,  TIME,  Washington 
Post,  AP  and  NBC  News  (online).  I  wanted  to  share  some  of  the  questions,  as  they  could  help  with  prep 
for  the  telebriefing. 

Overall  -  there  were  a  lot  of  questions  about  what  is  driving  the  increase  and  why  it's  worse  in  certain 
states/regions,  or  rising  among  certain  groups  (women,  veterans,  etc.)  Several  asked  about  concerns  of 
copycat  incidents  following  the  Kate  Spade  news,  and  questioned  whether  today's  culture/environment 
play  a  role.  The  list  below  captures  a  lot  of  it,  but  let  me  know  if  you  have  any  questions. 

1}  Whaf  s  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

3}  What  is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

5}  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech,  social 
media,  anxiety)  driving  this  trend? 

6}  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known 
mental  health  conditions? 

7}  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does 
the  finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8}  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  Increased 
rates  of  suicide? 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 

mental  health  practitioner? 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and 
help  them? 

11)  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)? 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

13)  Are  medically-assisted  suicides  included  in  this  report? 


14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental 
health  diagnosis? 

15)  Can  you  describe  what  "left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported 
before? 

16)  What  does  your  prevention  strategy  look  like? 

17)  What  are  the  main  steps  to  getting  people  help  early? 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 

Kate  Grusich 

Public  Affairs  Specialist 
CDC  News  Media  Branch 
jo]  77Q-488-3337 
(c)  4Q4-414-707Q 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  09:35:33  -0400 

To;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Interview  Readout 

Attachments:  QA  part2+AC  KH  and  TS.docx 

Hi  Deb, 

Kristin  and  I  added  our  responses  to  what  Alex  sent.  We  also  added  some  text  on  social  media  to  his 
response  for  #5. 

I'm  encouraged  by  how  easy  it  is  to  go  from  our  Q's  and  A's  to  these  responses.  They  will  look  familiar  to 
you. 

See  you  soon. 

-Tom 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  9:25  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Interview  Readout 
Greetings: 

I  have  attached  some  draft  responses  to  #  5  &  18. 

Alex  C 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  7:20  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gQv>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Subject;  RE:  Vital  Signs  Interview  Readout 
Hi  Guys, 

Please  see  attached  with  the  list  of  questions  below. 

Would  you  be  willing  to  divvy  up  the  6  questions  that  we  don't  really  address  in  the  Q&As? 

Alex,  if  you  could  take  questions  B&18 

Kristin  and  Tom  if  you  can  take  6,7,10,  and  17— these  questions  kind  of  go  together. 

Thanks  so  much  in  advance! 

Deb 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  10:59  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tg59@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQV> 
Subject:  Re:  Vital  Signs  Interview  Readout 
Greetings: 

Quite  an  interesting  list  of  questions. 

AlexC 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov> 

Date:  June  6,  2018  at  6:59:53  PM  EDT 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(i^r;cdc.aov>,  Simon^  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>.  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>.  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>.  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<eDin7@cdc,gov>.  Ballman,  Marie  R*  (CDC/ONDIEH/NCIPC)  <do  13 (mcdc. go v>.  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC)  <gith8@cdc.gov> 

Subject:  Fw:  Vital  Signs  Interview  Readout 
FYI 

Sent  from  my  BlackBerry  10  smartphone* 

From;  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.QQV> 

Sent;  Wednesday,  June  6,  2018  6:48  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Sokler,  Lynn 
(CDC/OD/OADC);  Harben,  Kathy  (CDC/OD/OADC);  Omisore,  Shannon  L.  (CDC/OD/OADC);  Burden, 
Bernadette  (CDC/OD/OADC) 

Subject:  Vital  Signs  Interview  Readout 

Just  wanted  to  let  you  know  that  Dr*  Schuchat  did  phone  interviews  today  with  CNN,  TfME,  Washington 
Post,  AP  and  NBC  News  (online).  I  wanted  to  share  some  of  the  questions,  as  they  could  help  with  prep 
for  the  telebriefing. 

Overall  -  there  were  a  lot  of  questions  about  what  is  driving  the  increase  and  why  ifs  worse  in  certain 
states/regions,  or  rising  among  certain  groups  (women,  veterans,  etc.)  Several  asked  about  concerns  of 
copycat  incidents  following  the  Kate  Spade  news,  and  questioned  whether  today's  culture/environment 
play  a  role*  The  list  below  captures  a  lot  of  it,  but  let  me  know  if  you  have  any  questions. 

I)  What's  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

2}  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

3)  What  is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

4}  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

5)  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech,  social 
media,  anxiety)  driving  this  trend? 

6}  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known 
mental  health  conditions? 

7)  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does 

the  finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8)  Clinical  depression,  loneliness,  anxiety  are  all  up*  Are  these  factors  contributing  to  the  increased 

rates  of  suicide? 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 

mental  health  practitioner? 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and 
help  them? 

II)  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)? 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

13)  Are  medically-assisted  suicides  included  in  this  report? 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental 
health  diagnosis? 


15)  Can  you  describe  what  "left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  whaf  s  been  reported 
before? 

16)  What  does  your  prevention  strategy  look  like? 

17)  What  are  the  main  steps  to  getting  people  help  early? 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 

Kate  Grusich 

Public  Affairs  Specialist 
CDC  News  Media  Branch 


(o)  77Q-488-3337 
(c)  4Q4-414-707Q 


Q&A  Part  2 


1)  What's  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

This  study  examines  state  increases  in  suicide  rates  across  six  consecutive  3-year  periods  and  looks  at 
contributing  factors  and  circumstances  to  suicide  among  people  with  and  without  a  mental  health 
condition  in  order  to  understand  the  broad  range  of  factors  that  influence  suicide. 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

WeVe  known  for  several  years  now  that  suicide  rates  have  been  increasing.  The  current  study  adds  to 
our  understanding  by  demonstrating  that  suicide  rates  increased  in  nearly  all  states;  and  increases  of 
more  than  30%  were  observed  in  25  states. 

This  study  also  examined  the  circumstances  that  contributed  to  suicide  among  decedents  and  provides 
new  information  about  the  contributing  circumstances  among  those  with  and  without  known  mental 
health  conditions. 

3)  What  is  CDC  trying  to  achieve  by  iooking  more  closely  at  these  numbers? 

The  purpose  of  this  study  is  to  understand  state  suicide  rate  increases  between  1999  and  2016  and  to 
understand  the  range  of  contributing  factors  and  circumstances  of  suicide.  Ultimately  we  want  to  tell 
the  public  that  suicide  is  preventable  and  that  it  will  take  all  of  us  working  together  to  prevent  it. 

4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

In  Q3.A  doc— questions  on  opioids^  economy,  social  media,  firearms  and  their  rote  in  increasing  rates 

5)  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech,  social  media^ 
anxiety)  driving  this  trend? 

Suicidal  behavior  results  from  an  interaction  of  multiple  factors  so  there  isn't  any  single  reason.  There 
are  many  current  or  recent  influences  that  may  be  affecting  suicidal  behavior.  These  include  the  great 
recession  which  increased  financial  stressors  &  housing  problems,  increase  in  opioid  abuse,  stigma 
against  help  seeking  for  mental  illness,  among  other  changes. 

Changes  in  social  media  content  or  use  patterns  could  also  potentially  be  contributing  to  risk.  Social 
media  can  exacerbate  bullying,  romanticize  suicide,  and  provide  harmful  content  on  suicide  methods. 
Alternatively,  social  media  can  be  used  to  enhance  connections  between  people,  correct  myths  about 
suicide,  and  facilitate  access  to  help.  Research  is  needed  to  determine  how  to  reduce  risk  and  enhance 
the  protective  factors  associated  with  social  media. 


6)  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known  mental 
health  conditions? 

We  think  it  is  important  to  point  out  that  among  those  who  are  not  known  to  have  a  mental  health 
condition,  we  see  that  they  were  experiencing  a  range  of  other  circumstances,  including  substance 
misuse,  and  problems  with  relationships,  their  physical  health,  their  job,  or  financial  and  legal 
challenges.  Some  of  these  people  were  also  reported  to  be  experiencing  depressed  mood  at  the  time  of 
their  death.  This  could  be  related  to  situational  stressors  or  an  undiagnosed  mental  health  condition.  It 


is  possible  that  mental  health  conditions  could  have  been  present  and  not  known  or  reported.  The 
results  indicate  the  need  for  a  comprehensive  approach  to  suicide  prevention. 

7)  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does  the 
finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

Access  to  affordable  and  effective  mental  health  care  is  critically  important  and  these  results  do  not 
change  that.  Our  results  suggest  that  there  are  also  other  opportunities  to  intervene  to  address  the 
range  of  circumstances  that  contribute  to  suicide  risk.  These  are  described  in  CDC's  suicide  prevention 
technical  package. 

8)  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  increased  rates 
of  suicide? 

In  Q8iA  document 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 
mental  health  practitioner? 

In  Q3A  doc 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  idontify^  reach  and  help 
them? 

These  current  results  underscore  the  importance  of  additional  opportunities  for  prevention,  such  as 
o  teaching  coping  and  problem-solving  skills  to  help  people  manage  life  challenges; 
o  promoting  safe  and  supportive  environments,  including  safe  storage  of  medications  and 
firearms  to  reduce  access  among  people  at  risk  for  suicide; 
o  providing  temporary  help  for  people  struggling  to  make  ends  meet 
o  encouraging  connectedness  so  people  are  less  likely  to  feel  atone  or  isolated. 

Everyone  can  play  a  role  in  suicide  prevention. 

*  Physicians  and  other  professionals  who  work  with  vulnerable  populations  (e.g.  parole  officers, 
teachers,  etc.)  have  an  important  rote  to  play  in  recognizing  and  appropriately  responding  to  mental 
health  conditions  and  substance  use  disorders  but  also  referring  people  for  other  types  of  assistance 
related  to  relationship,  job,  or  other  stressors. 

*  Schools  can  implement  evidence-based  skill  building  and  other  suicide  prevention  programs 

*  Employee  assistance  programs  can  work  to  reduce  stigma  about  seeking  help  and  improving 
access  to  care. 

*  Media  can  follow  recommendations  to  avoid  increasing  suicide  risk  end  encourage  people  to 
seek  help 

*  Everyone  can  learn  the  suicide  warning  signs  and  the  steps  to  help  someone  at  risk. 

11}  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)?  In  Q&A  document 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

In  Q&A  doc 

13)  Are  medically-assisted  suicides  included  in  this  report? 

No.  Physician-assisted  suicide  is  not  included.  Only  a  few  states  have  legalized  this  and  the  deaths  are 
not  classified  as  suicides. 


14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental  health 
diagnosis? 

One  of  the  reasons  why  the  proportion  of  suicides  by  firearm  may  be  greater  among  people  without  a 
known  mental  health  diagnosis  may  be  because  people  without  a  diagnosis  were  more  likely  to  be  male 
and  males  are  known  to  use  firearms  more  often  in  suicide.  However,  even  when  controlling  for  sex,  the 
difference  in  use  of  firearms  still  remained  significant  among  people  without  a  mental  health  diagnosis 
which  suggests  there  may  be  other  reasons.  Differences  in  means  could  also  potentially  be  due  to 
differences  in  access  to  specific  medications  (specific  substances  are  listed  in  Table  1),  however  NVDRS 
does  not  collect  information  on  access  or  preference  of  means  so  it  is  not  possible  to  determine  how 
this  varied  across  groups. 

15)  Can  you  describe  what  'left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported  before? 

Yes  this  is  what  this  means  and  this  is  consistent. 

16)  What  does  your  prevention  strategy  look  like? 

In  Q&A  doc  re  technical  package/comprehensive  prevention/public  health  approach 

17)  What  are  the  main  steps  to  getting  people  help  early? 

In  addition  to  strategies  addressing  mental  health  conditions,  the  study  identified  the  need  for  attention 
to  the  broader  range  of  circumstances  contributing  to  suicide,  including  relationship,  substance  use, 
physical  health,  job,  financial,  and  legal  problems.  For  example,  we  can  implement  upstream  approaches 
to  prevention,  such  as  teaching  coping  and  problem-solving  skills  to  help  people  manage  life  challenges; 
help  people  stay  connected  to  others  for  emotional  and  other  types  of  support  and  know  that  other 
types  of  assistance  are  available.  For  example,  employee  assistance  programs  can  help  connect 
employees  with  appropriate  assistance  for  challenges  with  substance  misuse,  finances,  or  relationships. 
We  can  all  play  a  role  in  reducing  stigma  associated  with  getting  help  for  mental  and  other  challenges 
that  many  people  experience  throughout  their  lives. 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 

Research  has  shown  that  if  high  profile  suicides  are  inappropriately  covered  in  the  media  that  they  can 
lead  to  increases  in  imitation  of  suicidal  behavior  in  the  population.  Recent  examples  include  the  suicide 
of  Robin  Williams  which  afterward  led  to  a  large  increase  in  calls  to  the  national  suicide  crisis  hotline. 
Several  organizations  including  CDC  worked  together  to  write  some  recommendation  for  how  the  news 
media  could  responsively  report  on  suicides  and  lessen  the  possibility  of  imitation.  https://afsp.orR/wp- 
content/upload5/2016/Ql/recommendation5.pdf 


Other  questions  that  have  come  up:  Please  reytewi 
Stigma  question 

Stigma  is  a  real  concern.  We  all  could  do  better  to  support  friends,  family,  co-workers,  and  others  to  seek  help 
without  any  fear  of  shame  or  embarrassment. 

Suicide  is  preventable  and  help  is  available,  therefore  seeking  help  is  a  sign  of  strength. 


We  need  sufficient  jnvestnrtent  and  a  comprehensive  public  health  approach,  CDCs  technical  package  of 
comprehensive  prevention  strategies  wth  the  best  available  evidence  provides  a  range  of  prevention  strategies 
including  creating  protective  environments  so  that  people  are  encouraged  to  get  the  help  they  need. 

Would  you  say  that  suicide  is  an  epidemic? 

The  increase  in  suicide  rates  is  undoubtedly  a  concerning  trend  that  has  resulted  in  suicide  prevention  being  a 
named  priority  for  the  CDCs  National  Center  for  Injury  Prevention  and  Control.  Much  work  needs  to  be  done  to 
focus  strategies  that  have  been  shown  to  prevent  suicide  so  that  we  can  begin  to  make  an  impact  at  the 
population  level  in  order  to  help  meet  the  nation's  goal  to  reduce  the  annual  suicide  rate  20  percent  by  year 
2025. 


•  if  pushed  further  to  specificaliy  call  suicide  an  epidemic,  consider  stating: 

o  Many  aspects  of  the  definition  of  an  epidemic  are  considered  when  the  COC  identifies  a  health 
condition  or  outcome  as  an  epidemic,  including  the  magnitude  of  increases  observed,  the 
population  at  risk  and  the  timeframe  being  considered, 

o  We  also  know  that  when 'the  media  and  other  entities  use  language  that  dramatizes  suicide,  it 
can  put  vulnerable  people  at  risk  of  self-harm. 

f.'i  '  ■ 

Q  That  said,  we  should  not  downplay  the  importance  of  this  growing  problem,  which  is  why  the 
CDC  considers  suicide  prevention  a  priority. 

■  The  CDC  hopes  that  the  findings  from  this  study  will  help  states  to  understand  the 
magnitude  of  the  problem  in  their  own  states,  and  CDC  offers  a  technical  package  of 
policy,  programs,  and  practices  with  proven  effectiveness  for  preventing  suicide  as  a 
resource  that  can  help  states  and  communities  guide  their  prevention  efforts. 


From: 

Sent: 

To: 

Cc; 

Subject: 


Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

7Jun2018  09:26:38  -0400 

Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

RE:  Vital  Signs  Interview  Readout 


Kristin  and  I  will  merge  our  responses  in  what  Alex  just  sent. 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  9:25  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Interview  Readout 
Greetings: 

I  have  attached  some  draft  responses  to  #  5  &  18. 

Alex  C 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  7:20  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl#cdcgoy>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Subject:  RE:  Vital  Signs  Interview  Readout 
Hi  Guys, 

Please  see  attached  with  the  list  of  questions  below. 

Would  you  be  willing  to  divvy  up  the  6  questions  that  we  don't  reaiiy  address  in  the  Q&As? 

Alex,  if  you  could  take  questions  5Sl18 

Kristin  and  Tom  if  you  can  take  6,7,10,  and  17— these  questions  kind  of  go  together. 

Thanks  so  much  in  advance! 

Deb 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  6,  2018  10:59  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5(a)cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<?af9g)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgsg@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7^cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc-gQv>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3(g)cdc.Eov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(§)cdc.Eov> 
Subject:  Re;  Vital  Signs  Interview  Readout 
Greetings: 

Quite  an  interesting  list  of  questions. 

Alex  C 


From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov> 

Date:  June  6,  2018  at  6:59:53  PM  EDT 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQv>.  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>.  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cde.»Qv>.  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@,cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>.  Lane,  Gabraelle 


(CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>,  Black,  Erin  (CDC/ONDIEH/NCIPC) 

<epm7@cdc .  go  v>.  Ball  man,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(aicdc.^Qv>,  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC)  <^uh8@cdc,^;ov> 

Subject:  Fw:  Vital  Signs  Intei"view  Readout 
FYI 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.qov> 

Sent:  Wednesday,  June  6,  2018  6:48  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Sokler,  Lynn 
(CDC/OD/OADC);  Harben,  Kathy  (CDC/OD/OADC);  Omisore,  Shannon  L.  (CDC/OD/OADC);  Burden, 
Bernadette  (CDC/OD/OADC) 

Subject:  Vital  Signs  Interview  Readout 

Just  wanted  to  let  you  know  that  Dr.  Schuchat  did  phone  interviews  today  with  CNN,  TIME,  Washington 
Post,  AP  and  NBC  News  (online).  I  wanted  to  share  some  of  the  questions,  as  they  could  help  with  prep 
for  the  telebriefing. 

Overall  -there  were  a  lot  of  questions  about  what  is  driving  the  increase  and  why  if  s  worse  in  certain 
states/regions,  or  rising  among  certain  groups  (women,  veterans,  etc.)  Several  asked  about  concerns  of 
copycat  incidents  following  the  Kate  Spade  news,  and  questioned  whether  today's  culture/environment 
play  a  role.  The  list  below  captures  a  lot  of  it,  but  let  me  know  if  you  have  any  questions. 

1)  Whaf  s  new  here?  What  does  this  report  reveal  thaf  s  not  already  out  there? 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

3)  What  is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

5)  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech,  social 

media,  anxiety)  driving  this  trend? 

6)  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known 

mental  health  conditions? 

7)  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does 

the  finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8)  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  increased 

rates  of  suicide? 

9}  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 
mental  health  practitioner? 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and 
help  them? 

11)  Can  you  provide  more  insight  on  why  weYe  seeing  increases  among  (rural  areas/Western 
states/women)? 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

13)  Are  medically-assisted  suicides  included  in  this  report? 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental 
health  diagnosis? 

15)  Can  you  describe  what  "left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported 
before? 

16)  What  does  your  prevention  strategy  look  like? 

17)  What  are  the  main  steps  to  getting  people  help  early? 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 


Kate  Grusich 

Public  Affairs  Specialist 
CDC  News  Media  Branch 
{o)  770-488-3337 
(c)  404-414-7070 


From: 

Sent: 

To: 

Cc; 

Subject: 

Attachments: 

Greetings: 

I  have  attached  some  draft  responses  to  #  5  &  18. 

Alex  C 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC> 

Sent;  Thursday,  June  7,  2018  7;20  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC) 

Subject;  RE:  Vital  Signs  Interview  Readout 
Hi  Guys, 

Please  see  attached  with  the  list  of  questions  below. 

Would  you  be  willing  to  divvy  up  the  6  questions  that  we  don't  really  address  in  the  Q&As? 

Alex,  if  you  could  take  questions  5&1S 

Kristin  and  Tom  if  you  can  take  6,7,10,  and  17— these  questions  kind  of  go  together. 

Thanks  so  much  in  advance! 

Deb 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  6,  2018  10:59  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5iS)cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhlg)cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7iS)cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQv>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guhS(5)cdc.gov> 
Subject;  Re:  Vital  Signs  Interview  Readout 
Greetings: 

Quite  an  interesting  list  of  questions. 

AlexC 


Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

7Jun2018  09:24:55  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Simon,  Thomas  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
RE:  Vital  Signs  Interview  Readout 
QA  part2+AC.docx 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.r;ov> 

Date:  June  6,  2018  at  6:59:53  PM  EDT 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zat9@:cdc.gov>.  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aec  1  @cdc.gov>,  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imh  1  @.cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>.  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xlcp4@cdc.gov>.  Black,  Erin  (CDC/ONDIEH/NCIPC) 

<ei>m7 @cdc . go v>,  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <doO @cdc . gov>,  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQv> 

Subject;  Fw:  Vital  Signs  Interview  Readout 
FYl 


Sent  fronn  my  BlackBerry  10  smartphone* 

From:  Grusich^  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdcQOV> 

Sent:  Wednesday,  June  6,  2018  6:48  PM 

To;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Sokler,  Lynn 
(CDC/OD/OADC);  Harben,  Kathy  (CDC/OD/OADC);  Omisore,  Shannon  L.  (CDC/OD/OADC);  Burden, 
Bernadette  (CDC/OD/OADC) 

Subject:  Vital  Signs  Interview  Readout 

Just  wanted  to  let  you  know  that  Dr.  Schuchat  did  phone  interviews  today  with  CNN,  T(ME,  Washington 
Post,  AP  and  NBC  News  (online).  I  wanted  to  share  some  of  the  questions,  as  they  could  help  with  prep 
for  the  telebriefing. 

Overall  -  there  were  a  lot  of  questions  about  what  is  driving  the  increase  and  why  it's  worse  in  certain 
states/ regions,  or  rising  among  certain  groups  (women,  veterans,  etc.)  Several  asked  about  concerns  of 
copycat  incidents  following  the  Kate  Spade  news,  and  questioned  whether  today's  cuiture/environment 
play  a  role.  The  list  below  captures  a  lot  of  it,  but  let  me  know  if  you  have  any  questions. 

1)  What's  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

3)  What  is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

5)  Beyond  these  findings  ”  what  is  going  on  in  our  country?  Is  today's  culture  {hate  speech,  social 

media,  anxiety)  driving  this  trend? 

6)  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known 

mental  health  conditions? 

7)  increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does 

the  finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8}  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  increased 
rates  of  suicide? 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 

mental  health  practitioner? 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and 
help  them? 

11)  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)? 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

13)  Are  medically-assisted  suicides  included  in  this  report? 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental 
health  diagnosis? 

15)  Can  you  describe  what  "left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported 
before? 

16)  What  does  your  prevention  strategy  look  like? 

17)  What  are  the  main  steps  to  getting  people  help  early? 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 

Kate  Grusich 

Public  Affairs  Specialist 
CDC  News  Media  Branch 
{q]  770-488-3337 
(cl  4Q4-414-707Q 


Q&A  Part  1 


1)  What'5  new  here?  What  does  this  report  reveal  that^s  not  already  out  there? 

This  study  examines  state  increases  in  suicide  rates  across  six  consecutive  3-year  periods  and  looks  at 
contributing  factors  and  circumstances  to  suicide  among  people  with  and  without  a  mental  health 
condition  in  order  to  understand  the  broad  range  of  factors  that  influence  suicide. 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

WeVe  known  for  several  years  now  that  suicide  rates  have  been  increasing.  The  current  study  adds  to 
our  understanding  by  demonstrating  that  suicide  rates  increased  in  nearly  all  states;  and  increases  of 
more  than  30%  were  observed  in  25  states. 

This  study  also  examined  the  circumstances  that  contributed  to  suicide  among  decedents  and  provides 
new  information  about  the  contributing  circumstances  among  those  with  and  without  known  mental 
health  conditions. 

3)  What  Is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

The  purpose  of  this  study  is  to  understand  state  suicide  rate  increases  between  1999  and  2016  and  to 
understand  the  range  of  contributing  factors  and  circumstances  of  suicide.  Ultimately  we  want  to  tell 
the  public  that  suicide  is  preventable  and  that  it  will  take  all  of  us  working  together  to  prevent  it. 

4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

In  Q&A  doc— questions  on  opioids^  economy,  social  media,  firearms  and  their  rote  in  increasing  rotes 

5)  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  todays  culture  (hate  speech,  social  mediae 
anxiety)  driving  this  trend? 

Suicidal  behavior  results  from  an  interaction  of  multiple  factors  so  there  isn't  any  single  reason.  There 
are  many  current  or  recent  influences  that  may  be  affecting  suicidal  behavior.  These  include  the  great 
recession  which  increased  financial  stressors  &  housing  problems,  increase  in  opioid  abuse,  stigma 
against  help  seeking  for  mental  Illness,  among  other  changes. 

6)  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known  mental 
health  conditions? 

Kristin  and  Tom 

7)  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does  the 
finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8)  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  increased  rates 
of  suicide? 

in  Q&A  document 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 
mental  health  practitioner? 

In  doc 


10)  (f  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and  heip 
them? 

Kristin  and  Tom 

11}  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)?  In  Q&A  document 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

In  QEiA  doc 

13)  Are  medically-assisted  suicides  included  in  this  report? 

No.  Physician-assisted  suicide  is  not  included.  Only  a  few  states  have  legalized  this  and  the  deaths  are 
not  classified  as  suicides. 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental  health 
diagnosis? 

One  of  the  reasons  why  the  proportion  of  suicides  by  firearm  may  be  greater  among  people  without  a 
known  mental  health  diagnosis  may  be  because  people  without  a  diagnosis  were  more  likely  to  be  male 
and  males  are  known  to  use  firearms  more  often  in  suicide.  However,  even  when  controlling  for  sex,  the 
difference  in  use  of  firearms  still  remained  significant  among  people  without  a  mental  health  diagnosis 
which  suggests  there  may  be  other  reasons.  Differences  in  means  could  also  potentially  be  due  to 
differences  in  access  to  specific  medications  (specific  substances  are  listed  in  Table  1),  however  NVDRS 
does  not  collect  information  on  access  or  preference  of  means  so  it  is  not  possible  to  determine  how 
this  varied  across  groups. 

15)  Can  you  describe  what  "left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported  before? 

Yes  this  is  what  this  means  and  this  is  consistent. 

16)  What  does  your  prevention  strategy  look  like? 

In  Q&A  doc  re  technical  package/comprehensive  prevention/public  health  approach 

17)  What  are  the  main  steps  to  getting  people  help  early?  Kristin  and  Tom 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 

Research  has  shown  that  if  high  profile  suicides  are  inappropriately  covered  in  the  media  that  they  can 
lead  to  increases  in  imitation  of  suicidal  behavior  in  the  population.  Recent  examples  include  the  suicide 
of  Robin  Williams  which  afterward  led  to  a  large  increase  in  calls  to  the  national  suicide  crisis  hotline. 
Several  organizations  including  CDC  worked  together  to  write  some  recommendation  for  how  the  news 
media  could  responsively  report  on  suicides  and  lessen  the  possibility  of  imitation,  https://afsp.org/wp- 
CQntent/uplo3d5/2016/01/recommendation5mdf 


Other  questions  that  have  come  up;  Please  review 
Stigma  question 

Stigma  is  a  real  concern.  We  all  could  do  better  to  support  friends,  family,  co-workers,  and  others  to  seek  help 
without  any  fear  of  shame  or  embarrassment. 


Suicide  is  preventable  and  help  is  available,  therefore  seeking  help  is  a  sign  of  strength. 

We  need  sufficient  investment  and  a  comprehensive  public  health  approach.  CDCs  technical  package  of 
comprehensive  prevention  strategies  with  the  best  available  evidence  provides  a  range  of  prevention  strategies 
including  creating  protective  environments  so  that  people  are  encouraged  to  get  the  help  they  need. 

Would  you  say  that  suicide  is  an  epidemic? 

The  increase  in  suicide  rates  is  undoubtedly  a  concerning  trend  that  has  resulted  in  suicide  prevention  being  a 
named  priority  for  the  CDCs  National  Center  for  Injury  Prevention  and  Control.  Much  work  needs  to  be  done  to 
focus  strategies  that  have  been  shown  to  prevent  suicide  so  that  we  can  begin  to  make  an  impact  at  the 
population  level  in  order  to  help  meet  the  nation's  goal  to  reduce  the  annual  suicide  rate  20  percent  by  year 
2025. 


•  If  pushed  further  to  specificallv  call  suicide  an  epidemic,  consider  stating: 

o  Many  aspects  of  the  definition  of  an  epidemic  are  considered  when  the  CDC  identifies  a  health 
condition  or  outcome  as  an  epidemic,  including  the  magnitude  of  increases  observed,  the 
population  at  risk  and  the  timeframe  being  considered, 

o  We  also  know  that  when  the  media  and  other  entities  use  language  that  dramatizes  suicide,  it 
can  put  vulnerable  peopie  at  risk  of  self-harm. 

o  That  said,  we  should  not  downplay  the  importance  of  this  growing  problem,  which  is  why  the 
CDC  considers  suicide  prevention  a  priority. 

■  The  CDC  hopes  that  the  findings  from  this  study  will  help  states  to  understand  the 
magnitude  of  the  problem  in  their  own  states,  and  CDC  offers  a  technical  package  of 
policy,  programs,  and  practices  with  proven  effectiveness  for  preventing  suicide  as  a 
resource  that  can  help  states  and  communities  guide  their  prevention  efforts. 


From: 

Sent: 

To: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

7  Jun  2018  13:14:57  +0000 

Simon,  Thomas  {CDC/ONDIEH/NCIPC);Crosby,  Alexander 


(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 


Subject: 


RE:  Vital  Signs  Interview  Readout 


Thanks,  Tom! 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  8:56  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Interview  Readout 
Hi  Deb, 

No  worries.  I'm  looking  at  this  now. 

-Tom 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  7:20  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclf5)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdcgoy>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Subject:  RE:  Vital  Signs  Interview  Readout  .,,^.^,,1.;, 

Hi  Guys,  "  '  ’  ■  V 

Please  see  attached  with  the  list  of  questions  below. 

Would  you  be  willing  to  diwy  up  the  6  questions  that  we  don't  really  address  in  the  Q&As? 

Alex,  if  you  could  take  questions  5&18 

Kristin  and  Tom  if  you  can  take  6,7,10,  and  17— these  questions  kind  of  go  together. 

Thanks  so  much  in  advance! 

Deb 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  6,  2018  10:59  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.Eov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3(Scdc-Bov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guhSPcdc.eov> 
Subject;  Re:  Vital  Signs  Interview  Readout 
Greetings: 

Quite  an  interesting  list  of  questions. 


Alex  C 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5(a)cdc.^ov> 

Date:  June  6,  2018  at  6:59:53  PM  EDT 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc. gov>.  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>.  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aec  1  @;cdc.gov>,  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imh  1  @.cde.gov> 


Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>.  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xLp4@cdc,gov>.  Black,  Erin  (CDC/ONDIEH/NCIPC) 

<eniii 7 faicdc , eov>.  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <do t3 (a)cdc , ^ov>.  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC)  <gith8@cdc.gQV> 

Subject:  Fw:  Vital  Signs  Interview  Readout 
FYI  ' 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.qQV> 

Sent:  WednesdaVr  June  6,  2018  6:48  PM 

To:  Lenard,  CburtneiHCDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Sokler,  Lynn 
(CDC/OD/OADC);,  Harben,  Kathy  (CDC/OD/OADC);  Omisore,  Shannon  L.  (CDC/OD/OADC);  Burden, 
Bernadette  (CDC/OD/OADC) 

Subject;  Vital  5ign$.  Interview  Readout 

Just  wanted  to  let  you  know  that  Dr  Schuchat  did  phone  interviews  today  with  CNN,  TIME,  Washington 
Post,  AP  and  NBC  News  (online).  I  wanted  to  share  some  of  the  questions,  as  they  could  help  with  prep 
for  the  telebriefing. 

Overall  -  there  were  a  lot  of  questions  about  what  is  driving  the  increase  and  why  it's  worse  in  certain 
states/ regions,  or  rising  among  certain  groups  (women,  veterans,  etc.)  Several  asked  about  concerns  of 
copycat  incidents  following  the  Kate  Spade  news,  and  questioned  whether  today's  culture/environment 
play  a  role.  The  list  below  captures  a  lot  of  (t,  but  let  me  know  if  you  have  any  questions, 

1}  What's  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

3)  What  is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

5}  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech,  social 

media,  anxiety)  driving  this  trend? 

6}  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known 
mental  health  conditions? 

7}  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does 
the  finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8}  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  increased 
rates  of  suicide? 

9}  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 
mental  health  practitioner? 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and 
help  them? 

11)  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)? 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

13)  Are  medically-assisted  suicides  included  in  this  report? 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental 
health  diagnosis? 

15)  Can  you  describe  what  "left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported 
before? 

16)  What  does  your  prevention  strategy  look  like? 

17)  What  are  the  main  steps  to  getting  people  help  early? 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 


Kate  Grusich 

Public  Affairs  Specialist 
CDC  News  Media  Branch 
{o)  770-488-3337 
(c)  404-414-7070 


From: 

Sent: 

To: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

7  Jun  2018  11:19:53  +0000 

Crosby,  Alexander  {CDC/ONDIEH/NCIPC);Simon,  Thomas 


(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 


Subject: 

Attachments: 


RE:  Vital  Signs  Interview  Readout 
Q&A  part2.docx 


Hi  Guys, 

Please  see  attached  with  the  list  of  questions  below. 

\A/ould  you  be  willing  to  divvy  up  the  6  questions  that  we  don't  really  address  in  the  Q&As? 

Alex,  if  you  could  take  questions  5&18 

Kristin  and  Tom  if  you  can  take  6,7,10,  and  17— these  questions  kind  of  go  together. 

Thanks  so  much  in  advance! 

Deb 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  10:59  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC) 

Subject;  Re:  Vital  Signs  Interview  Readout 

Greetings: 

Quite  an  interesting  list  of  questions. 


Alex  C 


From;  Lenard,  Courtney  (CDC/ONDlEH/NClPC)  <zvq5('d:!cdc.gov> 

Date:  June  6,  2018  at  6:59:53  PM  EDT 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQv>.  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <t2s9@cdc.eov>.  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aec  1  @cdc.»ov>,  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imh  1  @cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>.  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>.  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc. gov>.  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <doO(5)cdc.gov>.  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQv> 

Subject:  Fw:  Vital  Signs  Interview  Readout 
FYI 


Sent  from  my  BlackBerry  10  smartphone. 

From:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc,qQV> 

Sent:  Wednesday,  June  6,  2018  6:48  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Sokler,  Lynn 
(CDC/OD/OADC);  Harben,  Kathy  (CDC/OD/OADC);  Omisore,  Shannon  L.  (CDC/OD/OADC);  Burden, 
Bernadette  (CDC/OD/OADC) 


Subject;  Vital  Signs  Interview  Readout 

Just  wanted  to  let  you  know  that  Dr.  Schuchat  did  phone  interviews  today  with  CNN,  TIME,  Washington 
Post,  AP  and  NBC  News  (online).  I  wanted  to  share  some  of  the  questions,  as  they  could  help  with  prep 
for  the  telebriefing. 

Overall  -  there  were  a  lot  of  questions  about  what  is  driving  the  increase  and  why  it's  worse  in  certain 
states/regions,  or  rising  among  certain  groups  (women,  veterans,  etc.)  Several  asked  about  concerns  of 
copycat  incidents  following  the  Kate  Spade  news,  and  questioned  whether  today's  culture/environment 
play  a  role.  The  list  below  captures  a  lot  of  it,  but  let  me  know  if  you  have  any  questions. 

1)  What's  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

3)  What  is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

5)  Beyond  these  findings  “  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech,  social 

media,  anxiety)  driving  this  trend? 

6}  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known 
mental  health  conditions? 

7)  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does 

the  finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8)  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  increased 

rates  of  suicide? 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 

mental  health  practitioner? 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and 
help  them? 

11)  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)? 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

13)  Are  medically-assisted  suicides  included  in  this  report? 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental 
health  diagnosis? 

15)  Can  you  describe  what  "left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported 
before? 

16)  What  does  your  prevention  strategy  look  like? 

17)  What  are  the  main  steps  to  getting  people  help  early? 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 

Kate  Grusich 

Public  Affairs  Specialist 
CDC  News  Media  Branch 
(o)  770-488-3337 
{c)  404-414-7070 


Q&A  Part  1 


1)  What's  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

This  Study  examines  state  increases  in  suicide  rates  across  six  consecutive  3-year  periods  and  looks  at 
contributing  factors  and  circumstances  to  suicide  among  people  with  and  without  a  mental  health 
condition  in  order  to  understand  the  broad  range  of  factors  that  influence  suicide. 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

WeVe  known  for  several  years  now  that  suicide  rates  have  been  increasing.  The  current  study  adds  to 
our  understanding  by  demonstrating  that  suicide  rates  increased  in  nearly  all  states;  and  increases  of 
more  than  30%  were  observed  in  25  states. 

This  study  also  examined  the  circumstances  that  contributed  to  suicide  among  decedents  and  provides 
new  information  about  the  contributing  circumstances  among  those  with  and  without  known  mental 
health  conditions. 

3)  What  Is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

The  purpose  of  this  study  is  to  understand  state  suicide  rate  increases  between  1999  and  2016  and  to 
understand  the  range  of  contributing  factors  and  circumstances  of  suicide.  Ultimately  we  want  to  tell 
the  public  that  suicide  is  preventable  and  that  it  will  take  all  of  us  working  together  to  prevent  it. 

4j  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

In  Q&A  doc— questions  on  opioids^  economy,  social  media,  firearms  and  their  role  in  increasing  rates 

5)  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech,  social  mediaj, 
anxiety)  driving  this  trend? 

Alex 

6)  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known  mental 
health  conditions? 

Kristin  and  Tom 

7)  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does  the 
finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8)  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  increased  rates 
of  suicide? 

In  Q&A  document 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 
mental  health  practitioner? 

In  Q&A  doc 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and  help 
them? 

Kristin  and  Tom 


11)  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)?  fn  Q&A  document 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

In  Q&A  doc 

13)  Are  medicaliy-assisted  suicides  inciuded  in  this  report? 

No.  Physician-assisted  suicide  is  not  included.  Only  a  few  states  have  legalized  this  and  the  deaths  are 
not  classified  as  suicides. 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mentai  health 
diagnosis? 

One  of  the  reasons  why  the  proportion  of  suicides  by  firearm  may  be  greater  among  people  without  a 
known  mental  health  diagnosis  may  be  because  people  without  a  diagnosis  were  more  likely  to  be  male 
and  males  are  known  to  use  firearms  more  often  in  suicide.  However,  even  when  controlling  for  sex^  the 
difference  in  use  of  firearms  still  remained  significant  among  people  without  a  mental  health  diagnosis 
which  suggests  there  may  be  other  reasons.  Differences  in  means  could  also  potentially  be  due  to 
differences  in  access  to  specific  medications  (specific  substances  are  listed  in  Table  1),  however  NVDRS 
does  not  collect  information  on  access  or  preference  of  means  so  it  is  not  possible  to  determine  how 
this  varied  across  groups. 

15)  Can  you  describe  what  ''left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported  before? 

Yes  this  is  what  this  means  and  this  is  consistent. 

16)  What  does  your  prevention  strategy  look  like? 

In  Q&A  doc  re  technical  package/comprehensive  prevention/public  health  approach 

17)  What  are  the  main  steps  to  getting  people  help  early?  Kristin  and  Tom 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats?  Alex 


Other  questions  that  have  come  up:  Please  review 
Stigma  question 

Stigma  is  a  real  concern.  We  all  could  do  better  to  support  friends,  family,  co-workers,  and  others  to  seek  help 
without  any  fear  of  shame  or  embarrassment. 

Suicide  is  preventable  and  help  is  available,  therefore  seeking  help  is  a  sign  of  strength. 

We  need  sufficient  investment  and  a  comprehensive  public  health  approach.  CDCs  technical  package  of 
comprehensive  prevention  strategies  with  the  best  available  evidence  provides  a  range  of  prevention  strategies 
including  creating  protective  environments  so  that  people  are  encouraged  to  get  the  help  they  need. 

Would  you  say  that  suicide  is  an  epidemic? 

The  increase  in  suicide  rates  is  undoubtedly  a  concerning  trend  that  has  resulted  in  suicide  prevention  being  a 
named  priorityfor  the  CDCs  National  Center  for  Injury  Prevention  and  Control.  Much  work  needs  to  be  done  to 
focus  strategies  that  have  been  shown  to  prevent  suicide  so  that  we  can  begin  to  make  an  impact  at  the 
population  level  in  order  to  help  meet  the  nation's  goal  to  reduce  the  annual  suicide  rate  20  percent  by  year 
2025. 


If  pushed  further  to  specifically  call  suicide  an  epidemic,  consider  stating: 

o  Many  aspects  of  the  definition  of  an  epidemic  are  considered  when  the  CDC  identifies  a  health 
condition  or  outcome  as  an  epidemic,  including  the  magnitude  of  increases  observed,  the 
population  at  risk  and  the  timeframe  being  considered. 

o  We  also  know  that  when  the  media  and  other  entities  use  language  that  dramatizes  suicide,  it 
can  put  vulnerable  people  at  risk  of  self-harm. 

o  That  said,  we  should  not  downplay  the  importance  of  this  growing  problem,  which  is  why  the 
CDC  considers  suicide  prevention  a  priority. 

■  The  CDC  hopes  that  the  findings  from  this  study  will  help  states  to  understand  the 
magnitude  of  the  problem  in  their  own  states,  and  CDC  offers  a  technical  package  of 
policy,  programs,  and  practices  with  proven  effectiveness  for  preventing  suicide  as  a 
resource  that  can  help  states  and  communities  guide  their  prevention  efforts. 


From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  6  Jun  2018  22:58:51 -0400 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);5tone,  Deborah 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Holland,  Kristin 
(CDC/ONDIEH/NCIPC) 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Bailman,  Marie  R, 
(CDC/ONDIEH/NCIPC);Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  Vital  Signs  Interview  Readout 

Greetings: 

Quite  an  interesting  list  of  questions, 

Alex  C 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Date:  June  6, 20 1 8  at  6:59:53  PM  EDT 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ,  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ,  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC) ,  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC) ,  Black,  Erin  (CDC/ONDIEH/NCIPC) ,  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC) ,  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Subject:  Fw:  Vital  Signs  Interview  Readout 

FYI 

Sent  from  my  BtackBerry  10  smartphone. 

From:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) 

Sent:  Wednesday,  June  6,  2018  6:48  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Sokler,  Lynn 
(CDC/OD/OADC);  Harden,  Kathy  (CDC/OD/OADC);  Omisore,  Shannon  L.  (CDC/OD/OADC); 
Burden,  Bernadette  (CDC/OD/OADC) 

Subject:  Vital  Signs  Interview  Readout _ 


Just  wanted  to  let  you  know  that  Dr.  Schuchat  did  phone  interviews  today  with  CNN,  TIME, 
Washington  Post,  AP  and  NBC  News  (online).  I  wanted  to  share  some  of  the  questions,  as  they 
could  help  with  prep  for  the  telebriefing. 

Overall  -  there  were  a  lot  of  questions  about  what  is  driving  the  increase  and  why  it's  worse  in 
certain  states/regions,  or  rising  among  certain  groups  (women,  veterans,  etc.)  Several  asked 
about  concerns  of  copycat  incidents  following  the  Kate  Spade  news,  and  questioned  whether 
today's  culture/environment  play  a  role.  The  list  below  captures  a  lot  of  it,  but  let  me  know  if 
you  have  any  questions. 

1)  What's  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

3)  What  is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 


4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent 

years? 

5)  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech, 

social  media,  anxiety)  driving  this  trend? 

6)  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have 

known  mental  health  conditions? 

7)  Increasing  access  to  mental  health  has  often  been  cited  as  key  to  suicide  prevention.  How 

does  the  finding  that  many  don't  have  a  mental  health  problem  complicate  this 
strategy? 

8)  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the 

increased  rates  of  suicide? 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be 

diagnosed  by  a  mental  health  practitioner? 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach 
and  help  them? 

11)  Can  you  provide  more  insight  on  why  weVe  seeing  increases  among  (rural 
areas/Western  states/women)? 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

13)  Are  medically-assisted  suicides  included  in  this  report? 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known 
mental  health  diagnosis? 

15)  Can  you  describe  what  "left  a  note"  means  in  the  (MMWR)  table.  Does  that  mean  one- 
third  of  all  people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's 
been  reported  before? 

16)  What  does  your  prevention  strategy  look  like? 

17)  What  are  the  main  steps  to  getting  people  help  early? 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 

Kate  Grusich 

Public  Affairs  Specialist 
CDC  News  Media  Branch 
(o)  770-488-3337 
(c)  404-414-7070 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  25  Apr  2018  21:09:46  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  3  more  comments-RE:  Comm  Review-Need  your  final  approval  to  a  few 

items  RE:  FOR  REVIEW:  Vital  Signs  Communications  Products 

Hi  Deb, 

I  generally  thinks  these  changes  are  heInfuL  Let's  see  what  Leslie  savs. _ 

(b)(5) 

-Tom 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  25,  2018  9:51  AM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  3  more  comments--RE:  Comm  Review-Need  your  final  approval  to  a  few  items  RE:  FOR 
REVIEW:  Vital  Signs  Communications  Products 
Hi  Tom, 

Tm  glad  you  liked  the  suggested  text  from  last  night's  email.  I  got  tired  and  didn't  include  these  three 
final  edits  that  are  also  in  the  materials  Leslie  is  reviewing.  Let  me  know  whether  you  are  ok  with  these. 
Thanks! 

1.  Re  your  comment  (Consider  adding  a  bullet  that  drives  home  the  point  in  the  MIVIWR  about 
how  suicide  prevention  is  often  oriented  towards  downstream  identification  of  suicidal  people, 
treatment  of  MHP  and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors, 
further  upstream,  is  important  for  a  public  health  approach  (10). 


(b)(5) 


2.  Re  recommendations  section:  I  suggest  connecting  the  dots  between  the  results  and  prevention 
messages  more  explicitly -like  you  do  in  the  discussion  of  the  MMWR.  Mental  health  is  clearly 
important  and  we  need..  Jhe  results  also  show  that  many  other  circumstances  contribute  to  risk 
among  those  with  and  without  mental  health  problems  and  we  need  upstream  approaches  to 
prevention... 


(bX?) 

rhV  I  the  study  identified  a  need  for  additional  safety  supports,  including  broader 

implementation  of  affordable  and  effective  treatment  modalities  such  as  doctor-patient 
collaborative  care  models  and  proven  cognitive-behavioral  therapies.  Additionally,  greater 
access  to  providers  in  underserved  areas  is  needed,  as  is  expansion  of  healthcare  systems 
needed  that  integrates  physical  and  behavioral  health  with  a  priority  on  suicide  prevention  and 

patient  safety,  especially  through  care  transitions.  _ 

In  addition  to  strategies  addressing  mental  health  problems,!  rhW^'i  I 

(bX5) 


Together  a  comprehensive  approach  to  suicide  includes:  [insert  7  strategies] 


B.  Re  comment  in  key  findings  section*-(lt  would  be  good  to  add  some  text  here  or  below  from 
the  MMWR  conclusion  that  connects  these  results  back  to  the  need  for  broader  prevention 
and  the  TP. ) 

More  than  half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  mental  health  problem. 

This  group  suffered  more  from  relationship  problems  and  other  life  stressors  such  as  criminal- 
legal  matters,  eviction/loss  of  home,  and  recent  or  impending  crises,  however  such 
circumstances  were  also  common  in  people  with  mental  health  problems.  To  address  the  full 
range  of  contributing  factors  to  suicide,  comprehensive  suicide  prevention  activities  are  needed. 
Such  strategies  include  both  upstream  prevention  to  prevent  risk  from  occurring  in  the  first 
place  as  well  as  more  downstream  activities  responsive  to  the  needs  of  people  at  increased  risk 
and  to  prevent  re-attempts.  The  CDCs  technical  package  to  prevent  suicide  provides  such  a 
broad  approach. 


Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  25,  2018  8:56  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.g;ov> 

Subject:  RE:  Comm  Review-Need  your  final  approval  to  a  few  items  RE:  EOR  REVIEW:  Vital  Signs 
Communications  Products 
Hi  Deb, 

I  like  these  changes.  Thank  you  for  being  so  thoughtful  about  these  documents. 

’Tom 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  April  24,  2018  8:38  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.RQV> 

Subject:  Comm  Review-Need  your  final  approval  to  a  few  items  RE:  FOR  REVIEW:  Vital  Signs 
Communications  Products  ■  , 

Importance:  High  ' '  >  ^ :/  i  ‘ ' 

Hi  Tom, 

Are  you  ok  with  these  edits  to  the  tGlebrie,fing  script  (changes  from  original  text  in  red)  and  the  press 
release  (4^^  item)?  The  second  one  highlighted  below  would  mean  a  change  to  the  factsheet  as  well. 

> Suggested  change:  People  who  died  by  suicide  and  who  did  not  have  a  known  mental  health 
problem,  were  more  likely  than  those  with  a  mental  health  problem  to  struggle  with 
relationship  problems  or  toss  (45%  vs  40%),  any  life  stressors  {54%  vs  50%),  and  recent  or 
impending  crises  (32.9%  vs  26.0%).  However,  and  importantly,  these  circumstances  were 
common  to  both  groups. 

Q  Original:  People  who  died  from  suicides  and  did  not  have  a  known  mental  health  problem, 
were  more  likely  to  struggle  with  relationship  problems  or  loss  (45.1%  vs  39.6%),  life 
stressors  (54.2%  vs  49.7%),  and  recent/impending  crises  (32.9%  vs  26.0%),  however, 
and  importantly,  these  circumstances  were  common  across  those  with  and  without 
known  mental  health  problems. 

■  Rationale:  Since  HI  be  giving  the  percentages  (x%  vs  y%),  it  seemed  better  to  let 
people  know  the  Y  group  is  sooner  rather  than  later,  especially  since  we  haven't 
referred  to  them  previously  at  this  point.  The  change  also  reduces  the  number 
of  words  which  should  make  interpretation  clearer. 


•  Su^^ested  change:  On  a  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide 

and  suicide  attempts  to  understand  trends  and  groups  at  greatest  risk.  They  are  developing, 
implementing  and  evaluating  suicide  prevention  strategies  in  communities  and  working  with 

I  I 

Q  Original:  On  a  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide  and 
suicide  attempts  to  understand  trends  and  groups  at  greatest  risk.  They  are  developing, 
implementing  and  evaluating  suicide  prevention  strategies  in  communities  and  working 
with  local,  state,  tribal  and  other  partners  to  prevent  suicide. 

■  Rationale:  The  new  version  gives  a  nod  to  the  National  Action  Alliance  and  it 
avoids  having  the  second  and  third  ideas  (dev,  impl,  eval  prevention,  and 
preventing  suicide)  be  so  closely  linked  in  meaning.  It  also  of  course  mentions 
the  national  strategy  which  is  good  I  think  (even  if  we  are  focused  on  state 
suicide  prevention). 

•  Suggested  change:  The  bottom  line  is  that  many  factors  contribute  to  suicide  so  it  will  take  a 

coordinated  and  comprehensive  response  to  prevent  it  And  everyone  has  a  role. 


o  Original:  The  bottom  line  is  that  it  will  take  a  coordinated  and  comprehensive  response  to 
prevent  suicide,  and  everyone  has  a  role. 

■  Rationale:  I  thought  we  should  weave  back  in  the  idea  of  multiple  factors  more 
directly, 

>  Suggested  change:  States  can  use  Preventing  Suicide:  A  Technlcai  Package  of  Policy,  Programs,  and 


Practices  tc 


fb)(5] 


o  Original:  States  can  use  Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and 
Practices  to  guide  actions  based  on  what  is  known  about  keeping  people  safe. 

■  Rationale:  I  think  there's  a  point  of  diminishing  returns  when  it  comes  to  plain 
language.  Also,  keeping  people  safe 


(b)(5) 


(b)(5) 


Press  Release:  Added  this  to  the  press  release  at  the  end  (the  part  that  you  said  was  too  fluffy.  Note 
that  I  changed  the  wording  a  little  related  to  the  sectors.  See  what  you  think.  It's  very  common  for  the 
field  to  refer  to  the  private  sector  and  this  way  we  can  easily  fold  in  the  media. 

•  "Close  communication  and  coordination  of  activities  between  the  public  health  sector  and  other 
sectors  such  as  health  care,  mental  health,  social  services,  law  enforcement,  education,  faith, 


(b)(5) 


is  critical.  To  inform  states  and  communities' 


decision-making  about  prevention  priorities,  the  CDC  released  a  technical  package  for  suicide 


prevention  that  describes  strategies  and  approaches  based  on  the  best  available  evidence." 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  April  24,  2018  5:23  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6f5)cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov> 

Cc:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov> 

Subject:  RE:  FOR  REVIEW:  Vital  Signs  Communications  Products 
Hi  Crystal, 


I  have  some  comments  in  each.  I  discussed  them  with  Deb  and  I'm  ccing  her  on  this  email  so  that  she 
can  start  working  on  them  so  that  you  can  meet  the  goal  of  sharing  these  with  Leslie  tomorrow.  I  told 
Deb  that  we  might  have  more  time  on  the  Q&A  but  she  is  going  to  start  to  answer  the  questions  I  added 
and  pull  in  some  more  examples  from  existing  Q&A.  This  way  we  will  have  them  if  we  need  to  send  on 
Friday  and  Leslie  can  see  them  too. 

Thank  you,  Tom 

From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Tuesday,  April  24,  2018  8:22  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.KOV> 

Cc:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof8@cdc.EQV> 

Subject:  FOR  REVIEW:  Vital  Signs  Communications  Products 
Importance:  High 
Hi  Tom, 

We  are  moving  right  along  with  clearance  of  the  VS  communication  products,  and  you  are  up  next!  You 
wilt  see  a  tracker  at  the  top,  so  when  you  have  completed  your  review,  please  note  it  there  and  return 
them  to  me  with  your  edits;  I'll  see  that  they  get  to  the  next  reviewer.  Each  reviewer  has  one  day. 
Thanks  in  advance! 

Respectfu!ly, 

Crystal  Bruce,  MPH 
Health  Communications  Specialist 

Detailed  to  National  Center  of  Injury  Prevention  and  Control 
Division  of  Violence  Prevention,  Health  Communications  Team 
Office:  770-'4S8-5651 
Mobile:  470-249-3616 
Cbruce2g)cdc.gov 

Off  alternate  Fridays 


From: 

Sent: 

To: 

Subject: 


Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

18  Jul  2018  16:17:02  -0400 

Holland,  Kristin  (CDC/ONDI EH/NCI PC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
RE:  A  few  more  to  approach  summaries  to  review 


Wonderful!  I'll  make  that  change  and  the  ones  suggested  by  Deb.  Thank  you  both  for  your  quick 
review  I! 

From:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  July  18,  2018  4:14  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  A  few  more  to  approach  summaries  to  review 

These  are  all  great.  I  reviewed  these  and  the  other  ones,  and  the  attached  is  the  only  one  I  had  a  small 
comment  on.  Nothing  major.  Everyone  did  a  great  job  on  these, 

Kristin 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  July  17,  2018  7:43  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <Hd0(acdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl^cdc.gov> 

Subject:  RE:  A  few  more  to  approach  summaries  to  review 
Here  you  gol  Thanks,  Linda!  These  all  looked  great! 

Deb 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  16,  2018  9:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(a)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl^cdc.gov> 

Subject:  A  few  more  to  approach  summaries  to  review 
Hello  - 

Here  are  two  more  summaries  to  review  over  the  next  few  days.  For  all  of  these,  no  need  to  do  a 
thorough  review -just  a  quick  scan  to  make  sure  there  are  no  glaring  mistakes  or  things  missing  that 
should  definitely  be  included. 

Let  me  know  if  you  have  any  questions.  Thanks  for  your  help! 

Linda 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  July  13,  2018  3:07  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdcgov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhlg)cdc.gov> 

Subject:  For  Review  by  COB  8/17:  suicide  approach  summaries  for  the  implementation  guidance 
Hello, 

We  are  in  the  home  stretch  of  completing  the  implementation  guidance  for  the  TP's.  One  component  of 
the  guidance  pertains  to  the  specific  approaches  in  the  technical  packages.  We  are  down  to  the  last  8 
summaries -7  of  them  are  specific  to  the  suicide  TP.  We  put  these  on  hold  until  after  the  Vital  Signs - 
for  obvious  reasons! 

Attached  are  3  short  ones  for  your  review. 

Lindsey  is  hoping  to  get  this  last  batch  into  clearance  ASAP  -  we  are  up  against  a  contract  deadline  with 
Banyan.  If  you  could  review  and  send  any  comments/suggestions  on  the  three  attached  by  Tuesday 
COB,  I'll  incorporate  your  changes  and  get  them  ready  for  clearance. 

The  other  ones  that  we  need  to  finalize  include: 


•  Postvention 

•  Safer  suicide  care  through  system  change 

•  Treatment  for  people  at  risk  of  suicide 

•  Treatment  for  victims/survivors  (which  includes  content  across  the  technical  packages) 
Please  let  me  know  if  you  have  any  questions. 

Thanks  in  advance  for  your  help! 

Linda 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

ISJul  2018  16:14:29  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Dahlberg,  Linda  L  {CDC/ONDIEH/NCIPC) 
RE:  A  few  more  to  approach  summaries  to  review 
SUI_Gatekeeper  Training  -  for  SME  review  ds  kh.docx 


These  are  all  great.  I  reviewed  these  and  the  other  ones,  and  the  attached  is  the  only  one  I  had  a  small 
comment  on.  Nothing  major.  Everyone  did  a  great  job  on  these. 

Kristin 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  July  17,  2018  7:43  PM 

To:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  A  few  more  to  approach  summaries  to  review 
Here  you  go!  Thanks,  Linda!  These  all  looked  great! 

Deb 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  16,  2018  9:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<tmhl{gcdc.gov> 

Subject:  A  few  more  to  approach  summaries  to  review 
Hello  - 

Here  are  two  more  summaries  to  review  over  the  next  few  days.  For  all  of  these,  no  need  to  do  a 
thorough  review  -  just  a  quick  scan  to  make  sure  there  are  no  glaring  mistakes  or  things  missing  that 
should  definitely  be  included. 

Let  me  know  if  you  have  any  questions.  Thanks  for  your  help! 

Linda 

From;  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  July  13,  2018  3:07  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9{g)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<tmhl@cdc.gov> 

Subject:  For  Review  by  COB  8/17:  suicide  approach  summaries  for  the  implementation  guidance 
Hello, 

We  are  in  the  home  stretch  of  completing  the  implementation  guidance  for  the  TP's.  One  component  of 
the  guidance  pertains  to  the  specific  approaches  in  the  technical  packages.  We  are  down  to  the  last  8 
summaries -7  of  them  are  specific  to  the  suicide  TP,  We  put  these  on  hold  until  after  the  Vital  Signs - 
for  obvious  reasons! 

Attached  are  3  short  ones  for  your  review. 

Lindsey  is  hoping  to  get  this  last  batch  into  clearance  ASAP  -  we  are  up  against  a  contract  deadline  with 
Banyan.  If  you  could  review  and  send  any  comments/suggestions  on  the  three  attached  by  Tuesday 
COB,  I'll  incorporate  your  changes  and  get  them  ready  for  clearance. 

The  other  ones  that  we  need  to  finalize  include: 

•  Postvention 

•  Safer  suicide  care  through  system  change 

•  Treatment  for  people  at  risk  of  suicide 

•  Treatment  for  victims/survivors  (which  includes  content  across  the  technical  packages) 

Please  let  me  know  if  you  have  any  questions. 

Thanks  in  advance  for  your  help! 


Linda 


Gatekeeper  Training 

This  approach  focuses  on  training  individuals  such  as  teachers,  coaches,  clergy,  ernergency  responders, 
primary  and  urgent  care  providers,  and  others  in  the  community  to  identify  and  respond  effectively  to 
people  who  may  be  at  risk  of  suicide.  By  Identifying  people  at  risk  of  suicide  and  linking  them  to 
appropriate  support  and  care,  gatekeeper  training  can  positively  impact  suicide  and  risk  factors  for 
suicide  such  as  depression  and  feelings  of  hopelessness. 

Strategy 

*  Identify  and  Support  People  at  Risk  (Suicide) 


Comment  |HK(]:  Could  add  'access  care' 
at  the  end  here  so  It's  clear  the  people 
identifying  arenT  the  ones  who  have  to 
,  provide  care. 


I  j|  Comment  |zat^J:  Could  drop  this  phrase. 
T  If  s  a  little  edrif using. 


j  I  ^Commentf^^^r^meT-  ifs  not  clear  ] 


i*r 

.C  r 


Key  Objectives 


fmplementatLon 

Considerations 


Seetdir 

Engagement 


Example  Outcomes 


Additional 

Resources 


Improve  ability  of  gatekeepers  to  identify  and  understand  the  warning  signs  of  suicide 

Learn  how  to  intervene  appropriately  and  help  people  at  risk  of  ^uicide]_  _ 

Increase  knowledge  of  available  resources  and  support 


Programs  may  be  implemented  in  a  variety  of  settings  (e.g.,  schools,  university /cam  pus, 
healthcare,  community,  military)  / 

Many  programs  include  specific  guidance^or  the  nature  and  sequencing  of  contentjto  / 
hefp  gatekeepers  feel  comfortable  with  recognizing  and  inquiring  about  risk  and 
facilitating  access  to  support  and  care 

Programs  are  often  delivered  in  groups  and  use  a  combination  of  methods  (e.g.,  group 
discussion,  audiovisual  learning  aids,  presentations.  fole-plavinE)  to  provide 
opportunities  to  engage  participants  and  practice  skills 

Training  requirements  vary  depending  on  specific  program  model,  ranging  from  a  few 

hours  to^-^day_s_^ _ _ _ _ _ _ _ 

Evidence  of  effectiveness  also  varies  for  different  programSj^  so  it  is  important  to  review 
the  evidence  supporting  a  specific  program  before  selecting  one  to  implement 


Public  health 
Healthcare 
Education 
Government 

Community  organizations 


Reductions  in 

o  suicide  deaths 

o  suicide  attempts 

o  depression 
o  fee  I  i  ngs  of  ho  pe  I  ess  ness 


Comparison  Table  of  Suicide  Prevention  Gatekeeper  Training  Programs  (Suicide 
Prevention  Resource  Center) 

httpL//www.sprc.Qrg/sit&s/defauit/file5/migrate/librarv/SPRC  Gatekeeper  matrix  Jul2Q 

iSuodate.pdf 


7  hours  to  1  or  more  days? 


Comment  |zalV]:  Maybe  say  from  a  few 


Exa  mple  Programs/ Practices /Pol  ides; 

■  Applied  Suicide  Intervention  Skills  Training  (Suicide) 

■  Garrett  Lee  Smith  Suicide  Prevention  Program  (Suicide) 


Example  Programs 


Applied  Suicide  intervention  Skills  Training  (ASIST)  (Suicide) 

Description:  ASIST  is  a  training  program  for  hotline  counselors,  emergency  workers,  clergy,  caregivers  and 
others  in  the  community.  The  ASIST  model  has  three  phases  of  caregiving:  connecting,  understanding  and 
assisting.  In  the  first  phase  (connecting),  participants  learn  how  to  identify  people  who  are  having  thoughts  of 
suicide.  In  the  second  phase  (understanding),  participants  fearn  how  to  recognize  the  caller's  invitation  for 
help  and  how  to  listen  to  the  caller's  reasons  for  dying  and  living.  In  the  third  phase  (assisting),  participants 
learn  how  to  conduct  a  safety  assessment,  develop  a  safety  plan  for  the  person  at  risk,  and  connect  the 
person  at  risk  to  community  resources.  The  ASIST  training  program  has  been  field  tested  in  a  variety  of 
settings. 


Specific  Populations/Settings 

Key  Partners 

Considerations 

■  Population(5l:  Persons  at  risk  of 
suicide 

•  Settinsfs):  School  community, 
military 

•  Community  organizations 

■  Healthcare  providers 

■  Emergency  medical  services 

■  Faith-based  organizations 

■  G  ov e  rn  m  e  nt  ( 1  oca  i,  state,  fed  era!) 

•  School  administrators  and  staff 

•  Public  health  agencies 

•  2-day  training  workshops  are 
required  to  deliver  the  ASIST 
program 

•  Materials  and  consultation  support 
are  available 

•  Proi^ram  cost  available  online 

Additional  Information 

•  ASIST  Program  Site  -  hitgs  ://w  ww.  irvinEworks ,  n  et/ proM  ram  s/as  ist/ 

•  Program  Summary  (SPRC)  -  http:// www.sp rc.or^/ resources- programs/a ppJ fod-suiddgH ntGrvontion-skiJ Is-tralni nig-asist 


Garrett  Lee  Smith  (GLS)  Suicide  Prevention  Program  (Suicide) 

Description:  Gatekeeper  training  is  a  core  component  of  the  Garrett  Lee  Smith  (GLS)  Suicide  Prevention 
Program  which  has  been  implemented  in  states,  territories,  tribal  communities,  and  college  campuses  across 
the  United  States.  The  program  is  funded  by  the  Substance  Abuse  and  Mental  Health  Services  Administration 
(SAMHSA).  Individuals  are  trained  to  better  recognize  the  risk  for  suicide,  inquire  about  risk,  intervene 
appropriately,  and  help  the  suicidal  individual  obtain  assistance.  Training  ranges  from  a  few  hours  to  a  few 
days. 


Popul  ations/Setti  ngs 

Key  Partners 

Considerations 

•  PoDulationfs):  Persons  at  risk  of 
suicide 

*  Settlng(s):  School/college  campuses, 
community 

■  Community  organizations 

•  Schoot/campus  administrators 
and  staff 

•  State  mental  health  agencies 

•  Government  (local  state,  federal) 

•  Tribal  communities 

•  Public  health  agencies 

To  find  the  state  or  local  GLS  grantees  in 
your  community  visit  this  website. 

Additional  Information 

•  SAMSHA “  Garrett  Lee  Smith  Suicide  Prevention  Program  “  htto://www.5am5ha,gov 


From: 

Sent: 

To: 

(CDC/ONDIEH/NCIPC) 

Subject: 


Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

17  Jul  2018  21:15:29-0400 

Stone,  Deborah  {CDC/ONDIEH/NCIPC);Holland,  Kristin 


RE:  A  few  more  to  approach  summaries  to  review 


Thank  you! 

Appreciate  your  quick  review! 


From:  "Stone,  Deborah  (CDC/ONDIEH/NCIPC)" 

Sent:  Tuesday,  July  17,  2018  7:43  PM 

To:  "Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)" , "Holland,  Kristin  (CDC/ONDIEH/NCIPC)" 
Subject:  RE:  A  few  more  to  approach  summaries  to  review 


Here  you  go!  Thanks,  Linda!  These  all  looked  great! 

Deb 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  16,  2018  9:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  A  few  more  to  approach  summaries  to  review 
Hello  - 

Here  are  two  more  summaries  to  review  over  the  next  few  days.  Eor  all  of  these,  no  need  to  do 
a  thorough  review  -  just  a  quick  scan  to  make  sure  there  are  no  glaring  mistakes  or  things 
missing  that  should  definitely  be  included. 

Let  me  know  if  you  have  any  questions.  Thanks  for  your  help! 

Linda 

From:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  13,  2018  3:07  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9gicdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <lmhl^cdc.gov> 

Subject:  For  Review  by  COB  8/17:  suicide  approach  summaries  for  the  implementation 

guidance 

Hello, 

We  are  in  the  home  stretch  of  completing  the  implementation  guidance  for  the  TP's.  One 
component  of  the  guidance  pertains  to  the  specific  approaches  in  the  technical  packages.  We 
are  down  to  the  last  8  summaries  -  7  of  them  are  specific  to  the  suicide  TP,  We  put  these  on 
hold  until  after  the  Vital  Signs  -  for  obvious  reasons! 

Attached  are  3  short  ones  for  your  review. 

Lindsey  is  hoping  to  get  this  last  batch  into  clearance  ASAP  -  we  are  up  against  a  contract 
deadline  with  Banyan.  If  you  could  review  and  send  any  comments/suggestions  on  the  three 
attached  by  Tuesday  COB,  I'll  incorporate  your  changes  and  get  them  ready  for  clearance. 

The  other  ones  that  we  need  to  finalize  include: 

•  Postvention 

•  Safer  suicide  care  through  system  change 


•  Treatment  for  people  at  risk  of  suicide 

•  Treatment  for  victims/survivors  (which  includes  content  across  the  technical  packages) 
Please  let  me  know  if  you  have  any  questions. 

Thanks  in  advance  for  your  help! 

Linda 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

17Jul  2018  23:43:25  +0000 

Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
RE:  A  few  more  to  approach  summaries  to  review 

SUI_Safe  Reporting  and  Messaging  About  Suicide  -  for  SME  review  ds.docx, 


SUI_Postvention  -  for  SME  review  ds.docx 

Here  you  gol  Thanks,  Linda  I  These  all  looked  great! 

Deb 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  16,  2018  9:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  A  few  more  to  approach  summaries  to  review 
Hello  - 

Here  are  two  more  summaries  to  review  over  the  next  few  days.  For  all  of  these,  no  need  to  do  a 
thorough  review  -  just  a  quick  scan  to  make  sure  there  are  no  glaring  mistakes  or  things  missing  that 
should  definitely  be  included. 

Let  me  know  if  you  have  any  questions.  Thanks  for  your  help! 

Linda 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  13,  2018  3:07  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.eov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl^cdc.gov> 

Subject:  For  Review  by  COB  8/17;  suicide  approach  summaries  for  the  implementation  guidance 
Hello, 

We  are  in  the  home  stretch  of  completing  the  implementation  guidance  for  the  TP's.  One  component  of 
the  guidance  pertains  to  the  specific  approaches  in  the  technical  packages.  We  are  down  to  the  last  8 
summaries -7  of  them  are  specific  to  the  suicide  TP.  We  put  these  on  hold  until  after  the  Vital  Signs - 
for  obvious  reasons! 

Attached  are  3  short  ones  for  your  review. 

Lindsey  is  hoping  to  get  this  last  batch  into  clearance  ASAP  -  we  are  up  against  a  contract  deadline  with 
Banyan.  If  you  could  review  and  send  any  comments/suggestions  on  the  three  attached  by  Tuesday 
COB,  I'll  incorporate  your  changes  and  get  them  ready  for  clearance. 

The  other  ones  that  we  need  to  finalize  include: 

•  Postvention 

•  Safer  suicide  care  through  system  change 

•  Treatment  for  people  at  risk  of  suicide 

•  Treatment  for  victims/survivors  (which  includes  content  across  the  technical  packages) 

Please  let  me  know  if  you  have  any  questions. 

Thanks  in  advance  for  your  help! 

Linda 


Safe  Reporting  and  Messaging  About  Suicide 

The  manner  m  which  information  on  a  recent  suicide  ts  communicated  to  the  public  can  heighten  the  risk 
of  suicide  among  vulnerable  individuals  and  can  inadvertently  contribute  to  suicide  contagion.  This 
approach  promotes  prevention  messaging  and  reporting  on  suicide  in  a  way  that  reduces  the  possibility 
of  suicide  contagion,  encourages  help-seeking,  and  promotes  evidence-based  actions  that  can  help 
prevent  suicide. 


Commcnl  |^af9|;  This  seems  a  little 
circular.  Isn't  what  this  whole  thing  is 
about  how  to  improve  reporting  to 
prevent  suicide? 


Strategy 

«  Lessen  Harms  and  Prevent  Future  Risk  [Suicide) 


Key  Objectives 

•  increase  awareness  and  adherence  to  guideiines  for  reporting  on  suicide  j 

•  Reduce  the  likelihood  of  suicide  contagion  j 

■  Promote  positive  prevention  messages  J 

implememation 

*  Present  accurate  information  about  suicide  rates  and  trends  i 

Co  ns  Id  G  rations 

•  Use  suicide  prevention  experts  to  provide  accurate  information  on  suicide  risk  factors,  warningj 

signs,  and  prevention  j 

•  Avoid  sensationalizing  suicide  or  referring  to  suicide  as  "successful"  or  "unsuccessful"  or  a  i 

"failed  attempt"  1 

•  Avoid  conveying  details  around  the  method  used  in  the  suicide  j 

•  Provide  information  in  a  way  that  avoids  attributing  suicide  to  a  single  cause  j 

•  incorporate  prevention  messages  and  actions  that  can  help  prevent  suicide  f 

•  Promote  evidence- based  solutions  and  prevention  success  stories  | 

•  Use  stories  of  hope  and  resilience 

•  Encourage  help-seeking  by  Incorporating  information  on  locai  resources  and  support  f 

Sector 

•  Public  health  1 

Engagement 

•  Media  j 

■  Education  j 

•  Government  | 

•  Community  organizations  ! 

Eitample 

•  Reductions  in  ' 

Outcomes 

o  rates  of  suicide  J 

o  contagion  effects  related  to  suicide  j 

*  increases  in  protective  factors  j 

■  improvements  in  reporting  following  suldd^  ? 

Additional 

•  Recommendations  for  Reporting  on  Suicide  -  httD^/yreportinKonsuicide.orB/ 

Resources 

•  Suicide  Prevention  Resource  Center  -  h tt p ://w ww ■  sp rc. o rg/ke ys-s u cce ss/saf e- m e ssa gi n g - 
reparlinc 

Postvention 

Postvention  approaches  are  implemented  after  a  suicide  has  taken  place  and  are  intended  to  provide 
bereavement  support  for  surviving  family  members,  friends,  and  other  close  contacts.  Postvention 
Includes  debriefing  sessions,  counseling,  support  groups,  and  other  activities  to  facilitate  heating.  People 
who  have  lost  a  friend/peer,  family  member,  co  worker  or  someone  else  close  to  them  to  suicide  are  at 
increased  risk  for  suicide.  Care  and  attention  to  the  bereaved  is  important  for  helping  redue^  this 

Strategy 

«  Lessen  Harms  and  Prevent  Future  Risk  (Suicide) 


Key  Objectives 


Implementatron 

Considerations 


Sector 

Engagement 


Example 

Outcomes 


Additional 

Restiurces 


Facilitate  healing  and  promote  healthy  recovery  of  individuals,  families,  and  communities 
bereaved  by  suicide 

Prevent  suicide  among  surviving  friends,  family,  and/or  community  members 


Postvention  may  be  delivered  in  a  variety  of  settings  (e.g  ,,  schools,  workplaces,  community) 
Procedures  for  responding  effectively  to  suicide  and  connecting  survivors  to  community 
services  and  resources  should  be  developed  and  in  place  prior  to  a  death  by  suicide 
A  multidisciplinary  team  comprised  of  mental  health  professionals,  people  who  have  previous 
experience  surviving  a  suicide  loss,  and  others  Involved  in  crisis  response  activities  can  help  [ 
ensure  resources  are  appropriately  identified  and  in  place  to  support  survivors  I 

Postvention  plans  should  be  flexible  to  address  a  variety  of  circumstances  and  take  into  j 
a cco u nt  bot h  s h orte r-  a n d  I o n ge r-term  needs  » 


Public  health 
Education 
Business  and  Labor 
Healthcare 
Government 

Community  organizations 


I 


Reductions  in 

o  survivors'  guilt,  feelings  of  depression,  and  distress 
o  contagion  effects  related  to  suicide 
o  suicide  attempts 
o  suicidal  ideation 


Postvention  (Suicide  Prevention  Resource  Center)  -  http://www.sprc.QrR/cQmprehen5ive-f 

ap  pro  ac  h  /p  o  st  ven  t  ion 

Postvention  for  College  Campuses  (Higher  Education  Mental  Health  Alliance)  - 
hLtp://hernha.Qrp:/pGsr\/enlior'i  auide.pdf 

Postvention  Guide- Alaska  Suicide  Prevention [pi a _ _ _ _ _ _ 

http  ://d  hss.alaska  .ROv/dbh/Doaiments/Prevention/docs/POSTVE  NTibN%26GU  I  DE%26v5.pdf 


Comnient  |z:af^h  ^hls  one  Inoks  ok,  but 
are  the  more  usual  suspects'  From  the  Action 

Alllartee-  Survivors  of  Suicide  Loss 
Task  Force.  (2015,  April). 
Responding  to  grief,  trauma,  and 
distress  after  a  suicide:  U.S. 
National  Guidelines  (p.  1). 
Washington,  DC:  National  Action 
Alliance  for  Suicide  Prevention. 
Retrieved  from 

fUtpi/Zaclionallianceforsuicideprev 

e  n  ti  0  n .  or g/site  s/action  a  1 1 1  a  ncefors 


ui... 


And 


ht t  p :  // w  ww.  5  p  rc  .0  ra/ com  p  re  he  ns  i  ve- 


a££roach^£osiv£ntio^ 


Example  Progra  ms/Practkes/PoUdes: 

•  Stand  By  Response  Service  (Suicide) 


Example  Programs 


StandBy  Response  Service  (Suicide} 

Description:  StandBy  Response  Service  is  a  suicide  bereavennent  support  service.  The  service  provides  clients 
with  face-to-face  outreach  and  telephone  support  provided  by  a  professional  crisis  response  team.  A  site 
coordinator  then  develops  a  customized  case  managenrient  plan,  referring  clients  to  other  existing 
community  services  matched  to  their  needs.  The  program  also  includes  community  education  and  activities 
with  local  community  groups,  businesses,  and  other  organizations. 


Specific  Populations/Settings 

Key  Partners 

Considerations 

■  PoDulation(sl:  Persons 
bereaved  by  a  recent  or  past 
suicide 

•  Settingisl:  Community 

•  Health  care 

•  Mental  health  providers 

•  Community  organizations 

•  Public  health  agencies 

•  Services  are  availabte  24/7  and  may 
be  delivered  in-person  or  by  phone 

•  Consultation  and  support  is 
available  to  coordinators  at  Standby 
Response  sites 

•  Program  cost  Information  is  not 
available 

Additional  Information 

•  StandBy  Support  After  Suicide  Program  Site  -  http://standbvsupport.CQm.Bu/ 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
9  Mar  2018  21:26:14+0000 
Bruce,  Crystal  (CDC/OPHPR/OD) 

RE:  Abstract  for  MHWG  Meeting 


Thanks,  Crystal.  This  looks  great!  I  added  a  few  more  goals  of  the  Vital  Signs  and  will  add  a  few  other 
talking  points  on  the  TP  summary  slide  but  I  can  manage  that. 

I  really  appreciate  your  support  on  everything!! 

Have  a  great  weekend! 

Deb 

From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Friday,  March  9,  2018  11:22  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Abstract  for  MHWG  Meeting 
Hi  Deb, 

Here's  a  first  draft  of  the  presentation  for  the  MHWG;  let  me  know  your  thoughts  and  I'm  happy  to 
revise.  © 

Crystal 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  8,  2018  4:45  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6@cdc.gov> 

Subject:  RE:  Abstract  for  MHWG  Meeting 

Thank  you  so  much.  I  really  appreciate  the  help.  Crystal.  I  will  try  not  to  bother  you  tomorrow  on  your 
flex  day!! 

Deb 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Thursday,  March  8,  2018  4:13  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject;  RE:  Abstract  for  MHWG  Meeting 
Hi  Deb, 

I've  tightened  up  the  presentation  to  17  slides;  that  gives  you  time  to  talk  about  VS.  I  don't  know  how 
much  detail  you  want  to  go  into.  I'll  pull  some  high  level  bullets  from  the  factsheet  and  let  you  pick  and 
choose.  Tomorrow  is  my  flex  day,  but  1  will  be  online  working  on  this  (and  some  other  critical  projects), 
so  feel  free  to  email  me  after  you  see  the  draft  (coming  tomorrow).  Thanks! 

Crystal 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  8,  2018  9:07  AM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(g)cdc.gQv> 

Subject;  RE:  Abstract  for  MHWG  Meeting 
Hi  Crystal, 

Here's  the  presentation  I  did  at  APHA.  It  wasn't  the  biennial  mh  surv  meeting  where  I  presented. 

I  wonder  if  it  would  be  good  to  put  a  slide  in  the  beginning  to  let  people  know  that  the  VS  stuff  is  part 
and  parcel  of  this  presentation. 

Maybe  even  change  the  title  to  reflect  that?  Not  sure  how  much  we  can  say  though  so  I'll  leave  that  up 
to  you. 

I  may  need  to  trim  this  whole  thing  down  but  I'll  figure  that  out  afterwards. 

Thanks  for  your  help! 


Deb 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Thursday,  March  8,  2018  7:06  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  Abstract  for  MHWG  Meeting 

Hi  Deb.  Thanks  for  sending  this!  The  Vital  Signs  would  fit  very  nicely  right  after  his  paragraph.  My  goal  is 
to  have  a  couple  of  slides  to  you  this  afternoon. 

Do  you  have  the  presentation  you  gave  to  the  surveillance  group? 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  March  7,  2018  6:03  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iex6@cdc.gov> 

Subject:  FW:  Abstract  for  MHWG  Meeting 
Hi  Crystal, 

Hope  you  are  doing  well  and  have  water!  Just  got  this.  Should  we  also  insert  the  vital  signs  piece  before 
or  after  the  technical  package? 

Deb 

From:  Khalil,  George  M.  (CDC/OID/NCHHSTP) 

Sent:  Wednesday,  March  7,  2018  8:15  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC),  <zaB.@p^c.gov> 

Cc:  Merrick,  Melissa  T.  (CDC/ONDIEH/NClPG).  <kcd;7@cdc.Eov>:  Holbrook,  Joseph 
(CDC/ONDIEH/NCBDDD)  <vzt4^cdc.goV>:  Lut'^,  Caitlyn  (CDC/OPHPR/DEO)  <vxa3@cdc.gov> 

Subject:  Abstract  for  MHWG  Meeting 
Hi  Deb, 

I'm  preparing  an  agenda  for  the  MH  workgroup  meeting  and  was  wondering  if  you  would  provide  an 
abstract  on  what  you  will  be  presenting  on  3/15.  By  searching  the  Intranet  and  looking  at  the  actual 
technical  package,  I  came  up  with  the  following: 

•  Suicide  Prevention:  Technical  Package 

Dr.  Deb  Stone,  ScD,  MSW,  MPH 
Behavioral  Scientist,  ONDIEH 

Abstract: 

To  improve  program  practice  across  the  U.S.,  a  group  of  scientists  ted  by  Dr.  Stone  from  the 
Division  of  Violence  Prevention  (DVP)  and  the  Division  of  Analysis,  Research  and  Practice 
Integration  (DARPI)  developed  a  technical  package  of  policies,  programs  and  practices  for  the 
prevention  of  suicide.  Published  in  2017,  the  technical  package  provides  a  core  set  of  strategies  to 
achieve  and  sustain  substantial  reductions  in  self-directed  violence  based  upon  the  best  available 
evidence. 

Please  make  revisions  as  you  see  fit,  I'd  like  to  send  this  out  to  the  workgroup  ASAP, 

Thanks! 

George 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Bruce,  Crystal  (CDC/OPHPR/OD) 

9  Mar  2018  11:22:11 -0500 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  Abstract  for  MHWG  Meeting 

MHWG  Suicide  Technical  Package_DRAFT.pptx 


Hi  Deb, 

Here's  a  first  draft  of  the  presentation  for  the  MHWG;  let  me  know  your  thoughts  and  I'm  happy  to 
revise.  © 

Crystal 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  8,  2018  4:45  PM 
To:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Subject:  RE:  Abstract  for  MHWG  Meeting 

Thank  you  so  much.  I  really  appreciate  the  help,  Crystal,  I  will  try  not  to  bother  you  tomorrow  on  your 
flex  day!! 

Deb 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Thursday,  March  8,  2018  4:13  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Abstract  for  MHWG  Meeting 
Hi  Deb, 

I've  tightened  up  the  presentation  to  17  slides;  that  gives  you  time  to  talk  about  VS,  I  don't  know  how 
much  detail  you  want  to  go  into.  I'll  pull  some  high  level  bullets  from  the  factsheet  and  let  you  pick  and 
choose.  Tomorrow  is  my  flex  day,  but  I  will  be  online  working  on  this  (and  some  other  critical  projects), 
so  feel  free  to  email  me  after  you  see  the  draft  (coming  tomorrow).  Thanks! 

Crystal 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  8,  2018  9:07  AM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(g)cdc.gov> 

Subject:  RE:  Abstract  for  MHWG  Meeting 
Hi  Crystal, 

Here's  the  presentation  I  did  at  APHA.  It  wasn't  the  biennial  mh  surv  meeting  where  I  presented. 

I  wonder  if  it  would  be  good  to  put  a  slide  in  the  beginning  to  let  people  know  that  the  VS  stuff  is  part 
and  parcel  of  this  presentation. 

Maybe  even  change  the  title  to  reflect  that?  Not  sure  how  much  we  can  say  though  so  I'll  leave  that  up 
to  you. 

I  may  need  to  trim  this  whole  thing  down  but  I'll  figure  that  out  afterwards. 

Thanks  for  your  help! 

Deb 

From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Thursday,  March  8,  2018  7:06  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov> 

Subject:  RE:  Abstract  for  MHWG  Meeting 

Hi  Deb.  Thanks  for  sending  this!  The  Vital  Signs  would  fit  very  nicely  right  after  his  paragraph.  My  goal  is 
to  have  a  couple  of  slides  to  you  this  afternoon. 

Do  you  have  the  presentation  you  gave  to  the  surveillance  group? 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  March  7,  2018  6:03  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.eov> 

Subject:  FW:  Abstract  for  MHWG  Meeting 
Hi  Crystal, 

Hope  you  are  doing  well  and  have  water!  Just  got  this.  Should  we  also  insert  the  vital  signs  piece  before 
or  after  the  technical  package? 

Deb 

From;  Khalil,  George  M.  (CDC/OID/NCHHSTP) 

Sent:  Wednesday,  March  7,  2018  8:15  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc:  Merrick,  Melissa  T.  (CDC/ONDIEH/NCIPC)  <kcq7@cdc.gov>:  Holbrook,  Joseph 
(CDC/ONDIEH/NCBDDD)  <vzt40cdc.gov>:  Lutfy,  Caitlyn  (CDC/OPHPR/DEO)  <vx33(Scdc.eov> 

Subject:  Abstract  for  MHWG  Meeting 
Hi  Deb, 

I'm  preparing  an  agenda  for  the  MH  workgroup  meeting  and  was  wondering  if  you  would  provide  an 
abstract  on  what  you  will  be  presenting  on  3/15.  By  searching  the  Intranet  and  looking  at  the  actual 
technical  package,  I  came  up  with  the  following: 

•  Suicide  Prevention:  Technical  Package 

Dr.  Deb  Stone,  ScD,  MSW,  MPH 
Behavioral  Scientist,  ONDIEH 

Abstract: 

To  improve  program  practice  across  the  U.S.,  a  group  of  scientists  led  by  Dr.  Stone  from  the 
Division  of  Violence  Prevention  (DVP)  and  the  Division  of  Analysis,  Research  and  Practice 
Integration  (DARPI)  developed  a  technical  package  of  policies,  programs  and  practices  for  the 
prevention  of  suicide.  Published  in  2017,  the  technical  package  provides  a  core  set  of  strategies  to 
achieve  and  sustain  substantial  reductions  in  self-directed  violence  based  upon  the  best  available 
evidence. 

Please  make  revisions  as  you  see  fit,  I'd  like  to  send  this  out  to  the  workgroup  ASAP, 

Thanks! 

George 


Suicide  Prevention:  Technical  Package  &  A/eiv  Vital 


Preventing  Suicide; 

A  Tfdinjcil  of  PoUcy, 
Pro9ram,  and  Practice s 


Vztfl/signs 


Division  of  Violence  PreventionNational  Center  for  Injury 
Prevention  and  ControlCenters  for  Disease  Control  and 
Prevention  Deb  Stone,  ScD,  MSW,  MPH 


Serious  Public  Health  Problem 


■  Suicide  accounts  for  more  than  44,000 
deaths  each  yearRates  of  suicide  are  risin 
in  the  U.S.  Leading  cause  of  death  across 
the  lifespanHigh  burden  in  multiple 
population  groupsMany  more  people 
hospitalized  or  treated  in  ambulatory 
settings  for  nonfatal  suicidal  behavior 
than  die 


Suicide  is  Preventable 


Connected  to  other  forms  of 
violenceShares  common  risk 
factors  Requires  a  comprehensive 
approach  targeting  multiple  risk  and 
protective  factors  across  the  social 
ecology 


Benefits  of  a  Technical  Package 


Technical  packages;  one  of  the  six  key  components  for  effective  public  health  program  implementation  Sharpen  and  focus  what  otherwise  might  be  vague  commitments  to  "action'’ 
Avoid  a  scattershot  approach  of  a  large  number  of  interventions,  many  of  which  have  only  a  small  impactAchieve  substantial  and  synergistic  improvement  in  outcomes 


Suicide  Technical  Package 


Preventing  Suicide 

A  Technical  Package  of  Policy 
Programs,  and  Practices 


Select  group  of  strategies  based  on  the  best 
available  evidence  to  help  communities  and 
states  sharpen  their  focus  on  priorities  with  the 
greatest  potential  to  prevent  suicide. 


Helping  States  and  Communities  Take  Advantage  of 

the  Best  Available  Evidence 


Preventing  Child  Abuse 
and  Neglect: 

ITedmil  brPMikr,  Horn, 
inl  Pro^rinniik  AciNitilM 


STOP  SV; 

ATcdinicil  Pickagcta 
Prtvfnl  Sexual  Wof*nc« 


A  Compreheniive  Ttchnkal 
forth«  Fifmtten  of  Youtfi  Vloiefict 
and  As&ooittd  Gohaviors 


Preventing  Suidd«: 

A  ledMicaf  radtiot  oT  NkfL 
fill  mm,  aiul  Fmtiwi 


Preventing  Int  i  mate  Partner 
Violence  Across  the  Lifespan: 

h  Teclifik*l  eidi*fe  of  Fro|irOfvtiy 
Polidct^  *na  PracUcw 


2016 


2016 


2016 


2017 


2017 


structure 


Three  components:Strategy  -  direction  or 
action  Approaches  -  specific  ways  to 
advance  the  strategy  (examples:  programs; 
policies;  practices)Evidence  -  for  each 
approach  in  preventing  violence  or 
impacting  risk  and  protective  factors 
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Preventing  Suicide; 

A  Technical  Package  of  Policy, 
Programs,  and  Practices 


Stone,  D.M.,  Holland,  K.M.,  Bartholow,  B.,  Crosby,  A.E.,  Davis,  S.,  &  Wilkins,  N.  (2017).  Preventing  Suicide:  A  Technical 
Package  of  Policy,  Programs,  and  Practices.  Atlanta,  GA:  National  Center  for  Injury  Prevention  and  Control,  Centers  for 
Disease  Control  and  Prevention. 


Considerations  for  Inclusion 


■  Example  programs,  policies,  and  practices  selected  based 
on  the  best  available  evidence:Meta-analyses,  systematic 
reviews,  rigorous  evaluation  studies  showing  impacts  on 
suicide/suicide  attempt  outcomes  or  risk/protective 
factorsBeneficial  effects  on  multiple  forms  of 
violenceSimilar  outcomes  with  different 
settings/populations  Feasibility  of  implementation  in  U.S.  if 
evaluated  in  another  countryNo  evidence  of  harmful 
effects  on  specific  outcomes  or  with  subgroups 


Strategy 


Strengthen  economic  supports 

Strengthen  access  and  delivery  of  suicide 
care 

Create  protective  environments 

Promote  connectedness 

Teach  coping  and  problem-solving  skills 

Identify  and  support  people  at  risk 

Lessen  harms  and  prevent  future  risk 
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strengthen  household  financial  securityHousing  stabilization 
policies 


Coverage  of  nnental  health  conditions  in  health  insurance 
policiesReduce  provider  shortages  in  underserved  areasSafer 
suicide  care  through  systems  change 


Reduce  access  to  lethal  means  among  persons  at  risk  of 
suicideOrganizational  policies  and  cultureCommunity-based 
policies  to  reduce  excessive  alcohol  use 


Peer  norm  programs  Community  engagement  activities 


Social-emotional  learning  programsParenting  skill  and  family 
relationship  programs 

Gatekeeper  trainingCrisis  interventionTreatment  for  people  at  risk 
of  suicideTreatment  to  prevent  re-attempts 


PostventionSafe  reporting  and  messaging  about  suicide 


Sector  Involvement 


Public 

health  EducationGovernment 
(local,  state,  federal)Social 
servicesBusiness/laborHealth 
servicesJusticeHousingMedia 
Military  and  Veteran 
organizationsFaith-base 
other  non-government 
organizations 


Monitoring  and  Evaluation 


■  Timely  and  reliable  dataMonitor 
extent  of  problem  &  evaluate  ,  ^  \  \ 
impact  of  prevention 
efforts  Prog  ram  planning, 
implementation  and 
assessment 


What’s  Next? 


Goals  of  the  Report 


Report  trends  in  rates  in  the  U.S.  and  by  state 
and  sex.  Summarize  suicide  circumstances 
using  the  2015  NVDRS.  Compare  suicide  risk 
factors  among  people  with  and  without  mental 
health  problems 


Activities 


■  Emails  from  leadershipGovDeliveryTelebriefing  -  CDC  Director  CDC 
Washington  -  emails  to  key  congressional  offices  promoting  Vital 
SignsOSTLTS  Town  HallOSTLTS  Did  You  Know  -  three  factoids  raising 
awareness  about  suicideNIH/NIMH  webinar  -  to  promote  Vital  Signs  to 
researchers  and  MH  practitioners  ASTHO  All  SHO  Call  -  to  promote  Vital 
Signs  and  technical  package  to  State  Health  OfficersMedscape  Video 
Commentary 


Summary 


Questions 


For  more  information 


Visit  CDCs  page  on  the  technical 
packageshttps://www.cclc.gov/violenceprevention/pu 
b/technical-packages.html  and  other  violence 
prevention  pageswww.cdc.gov/violenceprevention 


NCIPCOC  Clearance: 

DVP  ADS  Clearance: 

DVP  Policy  Review:  Malfa  Richmond'Crum,  Heather  Oennehy  7/26/18 
DVP  HCET  Review:  Erin  Black,  7/24/18 
DVP  SME  Review:  Deb  Stone  7/23/18 

ASTHO  Suicide  Podcast 

Questions  for  CDC  guest 

Your  Vital  Signs  report  tracks  suicide  rates  over  an  I8-vear  ten-year  ^eriocl  19996-2016,  and 
finds  that  suicide  is  on  the  rise.  What's  happening? 

•  Suicide  is  a  public  health  ^roblen^ 

o  Nearly  45,000  lives  were  lost  to  suicide  in  2016,  which  Is  approximately  one 
suicide  every  12  minutes. 

o  Suicide  and  nonfatal  self-harm  injuries  cost  more  than  $69  billion  annually  in 
direct  medical  and  work  loss  costs. 

o 

o  Rates  have  increased  by  nearly  30%  from  1999-2016  (28.1%)Suicide  is  one  of  lust 
three  leading  causes  of  death  that  are  on  the  rise. 

o  In  the  recent  Vital  Signs,  we  found  that  suicide  rates  increased  in  nearly  every 

state  across  the  nation. 
o  25  states  had  increases  greater  than  30%. 

Rates  have  increased  by  neafiy  30%  from  1999  2016  (28.1%) 


r 

I  Comment  |ST([;  I  don't  understand  why 
/  this  was  written  like  this.  The  period  of 
/  the  MMWR  was  1999-201G  and  this  is  18 
/  i  years  not  10. _ 

Comment  |ST(i:  Tm  requesting  edits 
here  to  provide  the  VS  results. 

Comment  [STf]:  I  would  keep  this 
simple  and  more  focused  on  what  is  In 
the  VS. 


o 

o  Suicide  rotes  vary  by  raco/othnicity,  ago,  and  other  population  charaet-eHsttes^ 

with  the  highest  rates  across  the  lifespan  occurring  among  non-Hispanic 

Amoricon  indian/Alasko  Native  (AI/AN)-effd-fK)n  Hisponic  White  popuiotion 

groups,  middle-aged  adults,  veterans  and  active  duty  personnel,  certain 

occupotionel  groups,  and  sexual  minority  youth.  \ 
o  More  than  half  of  suicide  deaths  occur  among  adults  in  the  prime  of  their  lives, 

ages  35-64. 

o  Suicide  rates  in  rural  areas  are  consistently  higher  than  rates  in  more  urban 

areas ^ 

o  Suicide  and  nonfatal  self-harm  injuries  cost  more  than  $69  billion  annually  In 
direct  medical  and  work  loss  costs. 


While  the  Vital  Statistics  data  are  great  for  describing  trends  they  don't  tell  us  about  the 
causal  factors  that  are  driving  the  increases. 


We  do  know  that  suicide  is  not  caused  by  any  one  factor,  but  instead,  it  is  typically 
caused  by  a  combination  of  individual,  relationship,  community,  and  societal  factors. 


To  better  understand  the  circumstances  that  contributed  to  suicide  we  looked  at  NVDRS 

data  from  17  states.  We  found  that  more  than  half  of  people  who  died  by  suicide  did 
not  have  a  known  mental  health  condition.  Mhiehtighted  in  our  past  Vital  Signs  many 
ethef^factors  thatcontribute  to  suicide  among  those  with  and  without  a  mental  health 
condition,  including  : 

o  42%  relationship  problems 
o  29%  crisis  in  the  past  or  upcoming  two  weeks 
o  28%  problematic  substance  abuse 
o  22%  physical  health  problem 
o  16%  job/financial  problem 
o  9%  legal  problem 
o  4%  loss  of  housing 


Several  factors  Several  such  faetors  could  be  contributing  to  the  increases: 

Economic  conditions 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges 
and  concerns  about  economic  instability  could  have  contributed  to  increases  in  suicide 
risk.  Past  research  on  the  association  between  business  cycles  and  U.S.  suicide  rates 
indicates  that  the  overall  suicide  rate  rises  and  falls  in  connection  with  the  economy, 
with  increases  during  economic  recessions.  We  know  that  suicides  increase  in  times  of 
economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle  down 
resulting  in  vulnerable  youth. 

Opioid  epidemic 

When  there  is  an  increased  availability  and  misuse  of  prescription  opioids,  we  may  see 
increases  in  suicide  rates.  Substance  misuse  itself  is  an  established  risk  factor  for  suicide 
and,  therefore,  opioid  misuse  associated  with  the  opioid  overdose  epidemic  could  be 
driving  the  suicide  rate  higher.  When  we  look  at  who  is  dying  from  suicide  and  who  is 
dying  from  unintentional  overdoses  involving  opioids,  we  see  that  there  is  overlap  in  the 
demographics  of  the  populations  most  highly  affected  by  suicide  and  unintended  opioid 
overdose  deaths. 

Social  media 

More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However, 
changes  in  social  media  content  or  use  patterns  could  potentially  be  contributing  to  risk. 
Social  media  can  exacerbate  bullying,  romanticize  suicide,  and  provide  harmful  content 
on  suicide  methods.  Alternatively,  social  media  can  be  used  to  enhance  connections 
between  people,  correct  myths  about  suicide,  and  facilitate  access  to  help.  Research  is 


needed  to  determine  how  to  reduce  risk  and  enhance  the  protective  factors  associated 
with  social  media. 

Rural 

While  there  have  been  increases  and  decreases  in  suicide  rates  over  time,  research 
shows  that  rates  across  cities  and  towns  in  the  United  States  have  been  rising,  with  rural 
areas  experiencing  the  most  increases.  The  Increased  rates  may  be  associated  with 
suicide  risk  factors  that  are  more  common  in  less  urban  areas,  such  as  limited  access  to 
mental  healthcare  as  well  as  greater  social  isolation. 


Cotnmenl  |ST(j:  I  don't  think  you  need 
,to  complrcate  the  li^  with  thb. _ 


Let^s  explore  the  factors  that  can  play  into  a  person's  decision  to  take  his  or  her  own  life. 
What  are  they? 


Many  people  think  that  suicide  Is  an  unexplainable  act,  when,  In  reality,  many  known  ; 
factors  Increase  risk  across  the  indfvidual,  relationship^  community,  and-secietai  jevel^^ 


These  include: 

■  History  of  previous  suicide  attempts 

•  Family  history  of  suicide 

•  History  of  child  abuse  and  neglect  or  other  adverse  childhood  experiences 

•  History  of  depression  or  other  mental  illness 

•  AJcohoi  or  drug  abuse 

•  Feelings  of  hopelessness  or  isolation 

•  Impulsive  or  aggressive  tendencies 

•  Stressful  life  event  or  loss  [e.g.  relationship,  job,  money,  criminaf/legal  problems) 

•  Easy  access  to  lethal  methods 

•  Exposure  to  the  suicidal  behavior  of  others 

•  Isolation,  lack  of  social  connectedness 


The  presence  of  any  one  of  these  factors  does  not  mean  someone  is  thinking  about 
suicide  or  will  attempt  suicide.  Researchers  agree  that  suicidal  behavior  results  from  an 
interaction  of  factors  and  is  rarely  due  to  a  single  cause. 

How  do  I  know  if  someone  is  at  high  risk  of  making  a  suicide  attempt? 

The  warning  signs  for  suicide  arer 

•  Expressing  hopelessness 

•  Increased  anger  or  rage 

•  Extreme  mood  swings 

•  Sleeping  too  little  or  too  much 

•  Making  plans  for  suicide 

•  Talking  and/or  posting  about  wanting  to  diesuielde 

•  Feeling  trapped  or  in  unbearable  pain 

•  Increased  anxiety 


•  Securing  lethal  means 

•  Increased  substance  use 

•  Feeling  like  a  burden 

•  Isolation 

If  you  notice  any  of  these  signs: 

•  Ask  the  question,  '"Are  you  thinking  about  suicide?''  Asking  the  question  won't  make  someone 
suicidal,  and  instead,  may  relieve  or  reduce  the  feeling, 

•  if  the  person  says  yes,  keep  them  safe.  Find  out  if  they  have  a  suicide  plan.  Remove  any  lethal 
means  in  the  environment,  if  possible,  and  do  not  leave  the  person  alone. 

•  Be  there  and  show  concern.  Don't  act  surprised  or  dismiss  their  feelings.  Take  the  person  seriously, 
and  do  not  assume  they  are  joking. 

•  Help  them  connect  to  resources,  for  example,  by  calling  the  National  Suicide  Prevention  Lifeline  (1- 
800-273-TALK  (8255))  or  by  connecting  the  person  to  someone  in  the  community  who  can  help,  e.g. 
emergency  department,  counselor,  pastor. 

•  Follow  up  after  the  person  is  safe,  follow  up  in  the  days  ahead  with  a  phone  call,  ask  them  how  they 
are  doing.  See  if  there  is  anything  else  that  you  can  do. 

You  can  learn  more  about  these  steps  to  help  by  going  to  www.bethelto.com. 


The  way  society  handles  suicide  seems  almost  contradictory.  When  a  celebrity  dies  this  way, 
it  is  all  over  the  news.  When  someone  in  the  neighborhood  or  at  work  dies  by  suicide,  it's  the 
subject  of  unconfirmed  rumor.  Certainly,  the  survivors  and  family  members  are  in  pain  and 
want  privacy,  but  does  suicide  risk  and  the  need  for  help  for  the  populous  at  large  carry  a 
stigma  that  impedes  life-saving  treatment?  In  other  words,  should  we,  as  a  society,  be  talking 
about  suicide  more  as  a  strategy  to  prevent  these  tragic  losses? 

Talking  about  suicide  does  not  cause  suicide  to  occur  or  put  the  thought  in  someone's  head. 

•  In  fact,  it  can  be  an  excellent  prevention  tool 

o  Talking  breaks  the  secrecy  and  shame  that  surrounds  suicidal  behavior  and  lets 
people  know  that  help  and  hope  are  available. 
m  By  not  talking  about  suicide,  we  increase  the  isolation  and  despair  of  individuals 
thinking  about  it  and  perpetuate  the  stigma  associated  with  suicidal  ideation  and 
seeking  heipbehavior. 


Everyone  can  play  a  role  in  suicide  prevention.  There  are  also  recommendations  for  the  media 
regarding  how  to  report  on  suicide  to  raise  awareness  without  increasing  the  risk  of  additional 
suicides  among  vulnerable  populations.  We  know  that  risk  can  increase  when  the  media 
provides  details  about  the  methods  used;  dramatic/graphic  headlines,  or  glamorize  a  death  (see 
reportingonsuicide.org). 


We've  talked  a  lot  about  risk  and  some  barriers  to  suicide  prevention  like  stigma^  so  let^s  turn 
the  focus  to  saving  lives,  How  can  the  CDC  help  public  health  professionals  help  their 
communities  reduce  the  potential  for  suicide  among  their  residents?  What  programs  should 
public  health  professionals  consider? 

CDC  put  together  specific  strategies  for  ways  that  the  federal  government,  state  and 
communities,  healthcare  systems,  employers  and  everyone  can  help  prevent  suicide: 


rhfi  Federal  government  Is 


Tracking  the  problem  to  describe  trends,  circumstances,  and  populations  at  greatest  risk  (for  example, 
see  www.cdc.Kov/viQlenceprevention/nvdrs]. 

Developing,  implementing,  and  evaluating  suicide  prevention  strategies. 

Working  with  local,  state,  tribal,  national,  and  other  partners  to  provide  guidance  and  distribute  suicide 
prevention  tools  (for  example^  see  https://go.usa.gov/xQBGcl 


Comment  |ST(|;  I  don't  think  this  long 
list  works  for  Deb  to  respond  to  this 
question.  The  question  is  framed  as  what 
programs  should  public  health 
professionals  consider?  i  suggest  making 
this  more  focused.  It  is  also  confusing  to 
say  CDC  put  together  these  specific 
strategies  but  then  talk  about  the 
technical  package  tater  and  list  the 
strategies  under  '^states  and  communities 
can"  again,  I  think  some  editing  is  needed 
here  and  below  to  these  points  about 
prevention.  This  is  critical  because  we 
want  Deb  Houry  to  feel  confident  about 
.this. _ 


States  and  communities  can 
Identify  and  support  people  at  risk  of  suicide. 

Teach  coping  and  problem-solving  skills  to  help  people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

Proniote  safe  and  supportive  environments.  This  includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk, 

Offer  activities  that  bring  people  together  so  they  feel  connected  and  not  alone. 

Connect  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare. 

Expand  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet. 

Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 

Health  care  systems  can 

Provide  high  quality,  ongoing  care  focused  on  patient  safety  and  suicide  prevention. 

Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live. 
Train  providers  in  adopting  proven  treatments  for  patients  at  risk  of  suicide. 


Employers  can 


•  Promote  employee  health  and  well-being,  support  employees  at  risk,  and  have  plans  in  place  to 
respond  to  people  showing  warning  signs. 

•  Encourage  employees  to  seek  help,  and  provide  referrals  to  mental  health,  substance  use  disorder, 
legal,  or  financial  counseling  services  as  needed 

Everyone  can 

•  Ask  someone  you  are  worried  about  If  they're  thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means  for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support  like  the  Lifeline  (l-SOO-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  how  this  can  save  a  life  by  visiting:  www.betheltoxom. 


And  for  members  of  the  public  who  are  listening,  what  can  they  do  to  protect  their  own 
famiiies  and  their  ioved  ones,  or  even  their  neighbors  or  colleagues? 

No  matter  what  problems  people  deal  with,  we  want  to  help  them  find  a  reason  to  keep  living. 
By  calling  1-800'273'TALK  (8255)  people  will  be  connected  to  a  skilled,  trained  counselor  at  a 
crisis  center  in  their  area,  anytime  24/7,  There  are  many  success  stories  and  stories  of  hope 
where  people  in  need  have  reached  out  and  family  or  friends  have  intervened  to  get  people 
help.  They  got  the  support  they  needed  and  were  able  to  get  through  a  crisis  and  go  on  to  live 
productive  and  fulfilling  lives. 


Given  the  wide  range  of  factors  that  contribute  to  suicide,  this  would  seem  to  be  a  problem 
not  easily  solved? 

•  While  it's  true  that  suicide  does  not  have  one  cause,  this  means  that  there  are 
muitiple  opportunities  for  prevention.  A  pubiic  health  approach  focuses  more  broadly  on  the 

opportunities  to  reduce  risk  tfie  research  tells  us4lwt4here  are  strategies  that  work  to 
prevent  it. 

•  The  most  cffectiye  strategies  are  comprehensive  and  use  a  public  health- approach  as  opposed 
to  focusing  exclusively  on  mental  health  conditions.  This  can  result  in ,  to  have  a  broader 
impact  and  reach  more  people  at  risk.  There  is  also  the  issues  of  stigma  around  suicide  and 
mental  health  care,  which  discourages  people  at  risk  for  self-harm  from  seeking  help.  Suicide  is 
preventable,  but  we  need  sufficient  investment  and  a  comprehensive  public  health  approach. 


Looking  at  this  report^  and  the  disturbing  trend  the  numbers  illustrate,  what  is  the  outtook?  Is 
there  any  reason  to  be  optimistic  about  the  future? 


y^es,  the  reason  to  be  optimistic  is  that  Suicide  is  preventable  and  we  have  strategies 


CDC  released  a  technical  package  of  policies,  programs,  and  practices  to  prevent 
suicide  to  help  communities  focus  on  a  core  set  of  strategies  that  have  the  best 
available  evidence  and  greatest  prevention  potential. 

The  technical  package  includes  examples  of  programs  that  local  implementers  might 
tailor  to  fit  the  needs  of  their  community.  The  technical  package  includes  7  strategies 
designed  to  work  together  to  achieve  the  greatest  impact  possible. 

I.  Strengthen  economic  supports 
ii.  Strengthen  access  and  delivery  of  suicide  care 
iti.  Create  protective  environments 
iv.  Promote  connectedness 
V.  Teach  coping  and  problem-solving  skills 

vi.  identify  and  support  people  at  risk 

vii.  Lessen  harms  and  prevent  future  risk 

For  example,  an  evidenced  based  suicide  prevention  program  called  Sources  of  Strength 
was  developed  with  rural  and  tribal  communities  in  North  Dakota  to  promote 
connectedness  between  youth  and  caring  adults.  The  program  works  to  understand  and 
respond  to  underlying  causes  of  suicidal  behavior  and  promote  protective  factors 
against  suicidal  behavior  before  the  causes  result  in  adverse ^utcQme4^ _ _ _ _ 


Commeni  |/af9|:  What's  the  reference 
for  this?  I'd  like  to  make  sure  I'm  more 
[  farrtiliar  with  this  success  story. 
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i  Comment  |V'Dl:  Comes  from  this  study 

|j  referenced  in  the  Suidde  Technical 
package: 

i;  https;./ / w n sb i , n Irn, n ih .gov/pntc /a rt id 
!fie5/PMC2gZ0^7S/  _ 


Comment  |ST((:  I  think  we  should  be 
strategic  about  the  examples  used,  \ 
suggest  that  you  carefully  consider  the 
options  from  the  technical  package  that 
will  resonate  the  most  with  this  audience. 
It  would  be  helpful  to  use  eKainples  with 
,  results  that  you  can  describe. 
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other  innovative  prevention  strategies,  such  as  telebehaviora!  or  telemental  health 
(telephone,  video  and  web-based  technologies},  are  promising  to  increase  access  to 
health  care  and  mental  health  care  in  rural  communities.  However,  some  rural 
communities  may  have  limited  access  to  the  internet  suggesting  a  need  to  increase 
broadband  access  and  to  identify  other  ways  to  deliver  promising  prevention  supports 
where  people  live. 


If  you  or  someone  you  know  is  thinking  about  suicide  or  needs  support,  help  Is  always 
available.  Call  the  National  Suicide  Prevention  Lifeline  at  l-SOO-273-TAiK  (8255)  or  visit 
http://suicidepreventionlifeline.org 


From: 

Sent: 

To: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

2  Aug  2018  03:09:36  +0000 

Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC);Simon,  Thomas 


(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 


Subject: 

Attachments: 


RE:  ADS  Review:  ASTHO  Podcast 
ASTHO  Suicide  Podcast  v3dsvd.docx 


I  don't  have  much  more  time  to  work  on  this  but  I  think  it  should  be  close  now. 

Thanks! 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  August  1,  2018  5:15  PM 

To:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 

Ok,  thank  you  both  for  clarifying  and  for  continuing  to  work  on  this.  It  is  already  much  better. 

From;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  August  1,  2018  12:32  PM 

To:  Stone,  Deborah"(CDC/ONDI  EH/NCI  PC)  <zaf90cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9i®cdc,£_qy>  - 

Cc:  Black,  Eriri  (CDC/ONDIEH/NCIPC)  <eDm7f5)cdc.eov> 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Deb  and  Tom, 

I  put  in  some  more  messaging  based  on  Deb's  last  version.  Deb  Stone,  not  Houry  will  be  speaking  on  the 
ASTHO  podcast.  Sorry  for  the  confusion.  Too  many  Deb's  ©.  As  for  the  wording  of  the  questions,  they 
were  provided  by  ASTHO  who  were  shocked  we  had  to  clear  Deb's  content  in  order  to  participate  (I 
guess  NCEZID  or  some  other  center  who  had  an  SME  participate  on  a  past  podcast  didn't  require  this 
clearance,  but  I  explained  every  Center  was  different)  so  they  put  together  some  questions  for  her  to 
answer.  1  think  it's  fine  to  provide  edits  back. 

Let  me  know  what  you  all  think  of  the  attached. 

Thanks, 

Valerie 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  July  31,  2018  10:56  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.gQv> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <Huh8g)cdc.gov> 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Hi  Tom, 

Thanks  for  your  review.  I'm  actually  doing  the  podcast  though  unless  something  has  changed  that  I  don't 
know  about  (which  would  be  fine)! 

Taking  your  comments,  I  went  ahead  and  added  some  stuff  and  moved  some  stuff  around.  It's  not  done 
yet  but  see  what  you  think  so  far. 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  July  31,  2018  6:13  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7g>cdc.gov> 


Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdcgov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gQV> 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Hi  Erin  and  Valerie, 

I  added  some  edits  in  the  version  attached.  Deb  Houry  has  not  spoken  much  publicly  about  suicide 
prevention  and  I  think  this  is  a  good  opportunity  to  help  her  "own"  this  content.  We  need  to  provide  her 
with  a  strong  document  and  there  are  a  couple  of  places  where  the  content  could  be  improved.  In 
particular,  the  results  from  the  VS  were  not  fully  described.  I  added  some  bullets  there  to  address  this.  I 
think  the  most  important  issue  that  still  needs  to  be  addressed  is  to  tighten  the  prevention  messages  for 
her.  I  don't  think  we  should  simply  use  the  lists  from  the  fact  sheet  and  TP.  I  think  this  needs  to  be  more 
conversational.  I'm  also  concerned  because  the  text  includes  the  7  strategies  from  the  TP  twice  (once 
under  "states  and  communities  can"  and  once  when  talking  about  the  TP)  and  doesn't  explain  them  in 
either  place.  I  like  the  inclusion  of  some  examples.  I'm  not  sure  the  two  selected  are  the  best  to  use 
though.  There  are  some  that  are  more  compelling  because  they  have  great  results  or  will  resonate  with 
this  audience.  For  example,  the  Air  Force  example  is  good  because  it  demonstrates  the  value  of  a 
comprehensive  approach  and  has  effects  that  go  beyond  suicide  prevention.  I'm  ccing  Deb  Stone 
because  she  likely  has  ideas  for  how  to  tighten  the  prevention  points. 

I  hope  this  is  helpful. 

"Tom 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:20  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc,ROV> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8g)cdc.gQV> 

Subject;  FW:  ADS  Review:  ASTHO  Podcast 
Meant  to  copy  Val! 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:19  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.ROv> 

Subject:  ADS  Review:  ASTHO  Podcast 

Tom  -  not  sure  if  I  should  send  this  to  you  or  Cory,  let  me  know.  Attached  is  the  ASTHO  podcast 
Question  Q&A.  Val  used  the  pre-cleared  Vital  Signs  Q&A  on  suicide  to  pull  from  when  preparing 
responses  to  the  questions.  This  has  been  reviewed  by  Deb,  me,  and  Malia/Heather  for  policy.  We  are 
trying  to  get  this  cleared  in  time  for  Deb's  recording  of  the  podcast  on  August  6^^  at  2pm. 

Thanks, 

Erin 


NCIPC  OC  Clearance: 

DVP  ADS  Clearance: 

DVP  Policy  Review:  Malia  Richmond-Crum,  Heather  Dennehy  7/26/18 
DVP  HCET  Review:  Erin  Black,  7/24/18 
DVP  SME  Review:  Deb  Stone  7/23/18 

ASTHO  Suicide  Podcast 

Questions  for  CDC  guest 

Your  Vital  Signs  report  tracks  suicide  rates  over  an  18-year  period,  1999-2016,  and  finds  that 
suicide  is  on  the  rise.  What's  happening? 

•  Suicide  is  a  public  health  problem. 

o  Nearly  45,000  lives  were  lost  to  suicide  in  2016,  which  is  approximately  one 
suicide  every  12  minutes. 

o  Suicide  and  nonfatal  self-harm  injuries  cost  more  than  $69  billion  annually  in 
direct  medical  and  work  loss  costs. 

o  Suicide  is  one  of  Just  three  leading  causes  of  death  that  are  on  the  rise, 
o  We  found  that  suicide  rates  increased  in  nearly  every  state  across  the  nation, 
o  25  states  had  increases  greater  than  30%. 


Do  we  know  what  is  contributing  to  these  increases? 

While  the  Vital  Statistics  data  are  great  for  describing  trends  they  don't  tell  us  about  the 
causal  factors  that  are  driving  the  increases. 

We  do  know  that  suicide  is  not  caused  by  any  one  factor,  but  instead,  it  is  typically 
caused  by  a  combination  of  individual,  relationship,  community,  and  societal  factors. 

Several  factors  could  be  contributing  to  the  increases: 

Economic  conditions 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges 
and  concerns  about  economic  instability  could  have  contributed  to  increases  in  suicide 
risk.  Past  research  on  the  association  between  business  cycles  and  U.S.  suicide  rates 
indicates  that  the  overall  suicide  rate  rises  and  falls  in  connection  with  the  economy, 
with  increases  during  economic  recessions.  We  know  that  suicides  increase  in  times  of 
economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle  down 
resulting  in  vulnerable  youth. 


Opioid  epidemic 


When  there  is  an  increased  availability  and  misuse  of  prescription  opioids,  we  may  see 
increases  in  suicide  rates.  Substance  misuse  itself  is  an  established  risk  factor  for  suicide 
and,  therefore,  opioid  misuse  associated  with  the  opioid  overdose  epidemic  could  be 
driving  the  suicide  rate  higher.  When  we  look  at  who  is  dying  from  suicide  and  who  is 
dying  from  unintentional  overdoses  involving  opioids,  we  see  that  there  is  overlap  in  the 
demographics  of  the  populations  most  highly  affected  by  suicide  and  unintended  opioid 
overdose  deaths. 

Social  media 

More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However, 
changes  in  social  media  content  or  use  patterns  could  potentially  be  contributing  to  risk. 
Social  media  can  exacerbate  bullying,  romanticize  suicide,  and  provide  harmful  content 
on  suicide  methods.  Alternatively,  social  media  can  be  used  to  enhance  connections 
between  people,  correct  myths  about  suicide,  and  facilitate  access  to  help.  Research  is 
needed  to  determine  how  to  reduce  risk  and  enhance  the  protective  factors  associated 
with  social  media. 

Rural 

While  there  have  been  increases  and  decreases  in  suicide  rates  over  time,  research 
shows  that  rates  across  cities  and  towns  in  the  United  States  have  been  rising,  with  rural 
areas  experiencing  the  most  increases.  The  increased  rates  may  be  associated  with 
suicide  risk  factors  that  are  more  common  in  less  urban  areas,  such  as  limited  access  to 
mental  healthcare  as  well  as  greater  social  isolation. 


Let's  explore  the  factors  that  can  play  into  a  person's  decision  to  take  his  or  her  own  life. 
What  are  they? 

Many  people  think  that  suicide  is  an  unexplainable  act,  when,  in  reality,  many  known 
factors  increase  risk. 

These  include: 

•  History  of  previous  suicide  attempts 

•  Family  history  of  suicide 

•  History  of  child  abuse  and  neglect  or  other  adverse  childhood  experiences 

•  History  of  depression  or  other  mental  illness 

•  Alcohol  or  drug  abuse 

•  Feelings  of  hopelessness  or  isolation 

•  Impulsive  or  aggressive  tendencies 

•  Stressful  life  event  or  loss  (e.g.  relationship,  job,  money,  criminal/legal  problems) 

•  Easy  access  to  lethal  methods 

•  Exposure  to  the  suicidal  behavior  of  others 

•  Isolation,  lack  of  social  connectedness 


To  better  understand  the  circumstances  that  contributed  to  suicide  in  our  vital  signs  we 
looked  at  NVDRS  data  from  27  states.  We  found  that  more  than  half  of  people  who  died 
by  suicide  did  not  have  a  known  mental  health  condition  and  that  many  factors 
contribute  to  suicide  among  those  with  and  without  a  mental  health  condition, 
including: 

o  42%  relationship  problems 
o  29%  crisis  in  the  past  or  upcoming  two  weeks 
o  28%  problematic  substance  abuse 
o  22%  physical  health  problem 
o  16%  job/financial  problem 
o  9%  legal  problem 
o  4%  loss  of  housing 


The  presence  of  any  one  of  these  factors  does  not  mean  someone  is  thinking  about 
suicide  or  will  attempt  suicide.  Researchers  agree  that  suicidal  behavior  results  from  an 
interaction  of  factors  and  is  rarely  due  to  a  single  cause. 

How  do  I  know  if  someone  is  at  high  risk  of  making  a  suicide  attempt? 

The  warning  signs  for  suicide  are: 

•  Expressing  hopelessness 

•  Increased  anger  or  rage 

•  Extreme  mood  swings 

•  Sleeping  too  little  or  too  much 

•  Making  plans  for  suicide 

•  Talking  and/or  posting  about  wanting  to  die 

•  Feeling  trapped  or  in  unbearable  pain 

•  Increased  anxiety 

•  Securing  lethal  means 

•  Increased  substance  use 

•  Feeling  like  a  burden 

•  Isolation 

If  you  notice  any  of  these  signs: 

•  Ask  the  question,  "Are  you  thinking  about  suicide?"  Asking  the  question  won't  make  someone 
suicidal,  and  instead,  may  relieve  or  reduce  the  feeling. 

•  If  the  person  says  yes,  keep  them  safe.  Find  out  if  they  have  a  suicide  plan.  Remove  any  lethal 
means  in  the  environment,  if  possible,  and  do  not  leave  the  person  alone. 

•  Be  there  and  show  concern.  Don't  act  surprised  or  dismiss  their  feelings.  Take  the  person  seriously, 
and  do  not  assume  they  are  joking. 

•  Help  them  connect  to  resources,  for  example,  by  calling  the  National  Suicide  Prevention  Lifeline  (1- 
800-273'TALK  (8255))  or  by  connecting  the  person  to  someone  in  the  community  who  can  help,  e.g. 
emergency  department,  counselor,  pastor. 


•  Follow  up  after  the  person  is  safe,  follow  up  in  the  days  ahead  with  a  phone  call,  ask  thenn  how  they 
are  doing.  See  if  there  is  anything  else  that  you  can  do. 

You  can  learn  more  about  these  steps  to  help  by  going  to  www.bethelto.com. 


The  wav  society  handles  suicide  seems  aimost  contradictory.  When  a  celebrity  dies  this  way, 
it  is  aii  over  the  news.  When  someone  in  the  neighborhood  or  at  work  dies  by  suicide,  it's  the 
subject  of  unconfirmed  rumor.  Certainly,  the  survivors  and  family  members  are  in  pain  and 
want  privacy,  but  does  suicide  risk  and  the  need  for  help  for  the  populous  at  large  carry  a 
stigma  that  impedes  life-saving  treatment?  In  other  words,  should  we,  as  a  society,  be  talking 
about  suicide  more  as  a  strategy  to  prevent  these  tragic  losses? 

Yes,  We  want  to  talk  to  people  who  may  be  at  risk  and  we  want  to  have  the  conversation  more  broadly. 
People  should  know  that  talking  about  suicide  does  not  cause  suicide  to  occur  or  put  the  thought  in 
someone's  head. 

•  In  fact,  it  can  be  an  excellent  prevention  tool. 

o  Talking  breaks  the  secrecy  and  shame  that  surrounds  suicidal  behavior  and  lets 
people  know  that  help  and  hope  are  available. 

•  By  not  talking  about  suicide,  we  increase  the  isolation  and  despair  of  individuals  thinking 
about  it  and  perpetuate  the  stigma  associated  with  suicidal  ideation  and  seeking  help. 

More  broadly  speaking,  conversation  about  suicide  prevention  is  good.  However,  safe 
messaging  about  suicide  is  imperative.  For  example,  we  should  be  sure  to  provide  messages 
of  hope  and  resilience  and  assure  people  that  help  is  available  and  that  suicide  is 
preventable. 

Upstream  prevention  is  Important  andean  be  used  in  messaging  about- preventing  risk  from 
occurring  the  first  place  by  communicating  and  being  aware  of  the  warning  signs  discussed 

previously  for  suicide  (expressing  hopelessness,  sleeping  too  little  or  too  much,  increased 

anxiety,  Isolation)  and  if  you  notice  someone  acting  these  ways,  taking  action  by  talking  to 

them,  validating  their  feelings  and  connecting  them  to  help.  Messaging  related  to  downstream 

activities  are  also  important.  How  to  speak  to  those  at  increased  risk  and  how  to  prevent 

further  re-attempts.  Be  there  for  the  person  at  risk,  follow  up  and  check  on  them  and  help 

connect  them  to  suicide  prevention  resources  or  counseling. 

There  are  also  recommendations  for  the  media  regarding  how  to  report  on  suicide  to  raise 
awareness  without  increasing  the  risk  of  additional  suicides  among  vulnerable  populations.  We 
know  that  risk  can  increase  when  the  media  provides  details  about  the  methods  used, 
dramatic/graphic  headlines,  or  glamorize  a  death  (see  reportingonsuicide.org). 


We've  talked  a  lot  about  risk  and  some  barriers  to  suicide  prevention  like  stigma,  so  let's  turn 
the  focus  to  saving  lives.  How  can  the  CDC  heip  public  health  professionals  help  their 


communities  reduce  the  potential  for  suicide  among  their  residents?  What  programs  should 
public  health  professionals  consider? 


To  address  the  full  range  of  conl- 

Qctivitios  arc  noodod. 


ptaceas  well-as  more; 

increased  risi 


i'esp'imsr.'r 


•  CPC  suggests  a  pubtSc  health  approach  to  suicide  prevention  that  focuses  more  broadly  on  the 

opportunities  to  reduce  risk  as  opposed  to  focusing  exclusively  on  mental  heaith  conditions. 

This  can  result  in  a  broader  impact  and  reach  more  people  at  risk.  There  is  also  the  issues  of 

stigma  around  suicide  and  mental  health  care,  which  discourages  people  at  risk  for  self-harm 

from  seeking  help.  Suicide  is  preventable,  but  we  need  sufficient  investment  and  a 

comprehensive  public  health  approach. 

o  Such  strategies  include  both  upstream  prevention  to  prevent  risk  from  occurring  in  the 

first  place,  such  as  promoting  connectedness,  as  well  as  more  downstream  activities 

responsive  to  the  needs  of  people  at  increased  risk  and  to  prevent  re-attempts  through 

treatment  interventions. 


In  2017  CPC  released.  Preventing  Suicide:  A  technical  package  of  policy^  programs^  and 

practices,  A  technical  package  is  a  core  set  of  strategies  that  have  the  best  aval  lab  le  evidence 

to  prevent  a  public  health  problem,  like  suicide.  They  can  help  improve  the  health  and  well¬ 

being  of  communities. 

•  The  technical  package  for  suicide  prevention  includes  7  strategies  designed  to 

work  together  to  achieve  the  greatest  impact  possible.  The  strategies  are 

presented  in  order  from  those  with  the  greatest  potential  to  produce  broad 

public  health  impact  on  suicide  followed  by  those  with  potential  to  impact 

subsets  of  the  population  (e,g,,  persons  who  have  already  made  a  suicide 

attempt]. 


•  The  seven  strategies  are: 


i, 

ii. 

StrenHthen  economic  supports 

Strengthen  access  and  delivery  of  suicide  care 

iii. 

Create  protective  environments 

iv. 

Promote  connectedness 

v. 

Teach  coping  and  problem-solving  skills 

vi. 

Identify  and  support  people  at  risk 

vii. 

Lessen  harms  and  prevent  future  risk 

Together  these  strategies  represent  a  comprehensive  approach  to  suicide  prevention. 


One  example  from  the  technical  package  of  a  successful  program  is  The  United 

States  Air  Force  Suicide  Prevention  Program.  This  program,  (which  includes  11 

policy  and  education  initiatives  designed  to  increase  social  support,  social  skills, 

and  help-seekinR)  shifted  the  culture  of  the  Air  Force  away  from  viewing  suicide 

as  an  individual-oriented  mental  health  concern  to  a  larger,  service-wide  problem 

impacting  the  whole  community.  After  the  program  was  begun,  the  Air  Force 

saw  a  33%  reduction  in  suicide  as  well  as  reductions  in  other  related  problems, 

such  as  severe  family  violence  {54%)  and  honnicide  {51%). 

And  for  members  of  the  public  who  are  listening,  what  can  they  do  to  protect  their  own 
families  and  their  loved  ones,  or  even  their  neighbors  or  colleagues? 

No  matter  what  problems  people  deal  with,  we  want  to  help  them  find  a  reason  to  keep  living. 
By  calling  1-800-273-TALK  (8255)  people  will  be  connected  to  a  skilled,  trained  counselor  at  a 
crisis  center  in  their  area,  anytime  24/7.  There  are  many  success  stories  and  stories  of  hope 
where  people  in  need  have  reached  out  and  family  or  friends  have  intervened  to  get  people 
help.  They  got  the  support  they  needed  and  were  able  to  get  through  a  crisis  and  go  on  to  live 
productive  and  fulfilling  lives. 


Given  the  wide  range  of  factors  that  contribute  to  suicide,  this  would  seem  to  be  a  problem 
not  easily  solved?  '!  ■ 

‘  '  i . .  I  '  .  I  t  V  T  '  1 
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•  While  it's  true  that  suicide  does  not  have  one  cause,  this  means  that  there  are  multiple 
opportunities  for  prevention  and  everyone  has  a  role. 

For  its  part  The  Federal  government  is 

Tracking  the  problem  to  describe  trends,  circumstances,  and  populations  at  greatest  risk  (for  example, 
see  wwwxdc.gov/violencepreventiQn/nvdrs). 

Developing,  implementing,  and  evaluating  suicide  prevention  strategies. 

Working  with  local,  state,  tribal,  national,  and  other  partners  to  provide  guidance  and  distribute  suicide 
prevention  tools  (for  example,  see  http5://go.usa.gov/xQBGcl. 


States  and  communities  can  implement  the  seven  strategies  from  the  technical  package. 


Identify  and  support  people  at  risk  of  suicide. 


•  Teach  coping  and  problem-solving  skills  to  help  people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Pronnote  safe  and  supportive  environments.  This  includes  safely  storing  medications  and  firearms  to 
reduce  access  among  peppl'eatinfekl^  ^ 

i,' 

•  Offer  activities  that  bring  people  together  so  they  feel  connected  and  not  alone. 

•  Connect  people  at  risk  to  effeptive  i^rid  coordinated  mental  and  physical  healthcare. 

•  Expand  options  for  ternporary  assistance  for  those  struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 

Health  care  systems  can 

•  Provide  high  quality,  ongoing  care  focused  on  patient  safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for  patients  at  risk  of  suicide. 

Employers  can 

•  Promote  employee  health  and  well-being,  support  employees  at  risk,  and  have  plans  in  place  to 
respond  to  people  showing  warning  signs. 

•  Encourage  employees  to  seek  help,  and  provide  referrals  to  mental  health,  substance  use  disorder, 
legal,  or  financial  counseling  services  as  needed 

Everyone  can 

•  Ask  someone  you  are  worried  about  if  they're  thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means  for  those  at  risk, 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support  like  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  theyTe  doing. 

•  Find  out  how  this  can  save  a  life  by  visiting:  www.bethelto.com. 


Looking  at  this  report^  and  the  disturbing  trend  the  numbers  illustrate,  what  is  the  outlook?  Is 
there  any  reason  to  be  optimistic  about  the  future? 


yes,  the  reason  to  be  optimistic  is  that  Suicide  is  preventable  and  we  have  strategies 
that  work.  Implementing  a  comprehensive  approach  to  suicide  prevention  as  laid  out  in 
our  technical  package  and  with  everyone  playing  a  role,  we  can  strive  to  reach  our 
national  goal  which  is  to  reduce  suicide  20%  by  2025. 


If  you  or  someone  you  know  is  thinking  about  suicide  or  needs  support,  help  is  always 
available.  Call  the  National  Suicide  Prevention  Lifeline  at  1-800-273-TALK  (8255)  or  visit 
http://suicidepreventionlifeline.org 


From:  /o-cdc/ou=exchange  administrative  group 

(fydibohf23spdlt)/cn=recipients/cn-f43dd520dl854120aa942ac284dc7713-discoverysearchmailb 

_ _ _  _ 


Sent: 

To: 

Subject: 

2  Aug  2018  02:32:21  +0000  ‘  : 

Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 
RE;  ADS  Review:  ASTHO  Podcast 

Hi  Vai, 

I'm  at  an  all  day  meeting  tomorrow  and  so  can't  work  on  this  again  until  tomorrow  night  probably. 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  August  1,  2018  5:15  PM 

To:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 

Ok,  thank  you  both  for  clarifying  and  for  continuing  to  work  on  this.  It  is  already  much  better. 

From;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  August  1,  2018  12:32  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(fflcdc.eov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(Scdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7fBcdc.gov> 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Deb  and  Tom, 

I  put  in  some  more  messaging  based  on  Deb's  last  version.  Deb  Stone,  not  Houry  will  be  speaking  on  the 
ASTHO  podcast.  Sorry  for  the  confusion.  Too  many  Deb's  ©.  As  for  the  wording  of  the  questions,  they 
were  provided  by  ASTHO  who  were  shocked  we  had  to  clear  Deb's  content  in  order  to  participate  (I 
guess  NCEZID  or  some  other  center  who  had  an  SME  participate  on  a  past  podcast  didn't  require  this 
clearance,  but  I  explained  every  Center  was  different)  so  they  put  together  some  questions  for  her  to 
answer.  I  think  it's  fine  to  provide  edits  back. 

Let  me  know  what  you  all  think  of  the  attached. 

Thanks, 

Valerie 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  July  31,  2018  10:56  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgsMcdcgpy>;  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(g)cdc.gov> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(acdc.E0v> 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Hi  Tom, 

Thanks  for  your  review.  I'm  actually  doing  the  podcast  though  unless  something  has  changed  that  I  don't 
know  about  (which  would  be  fine)! 

Taking  your  comments,  I  went  ahead  and  added  some  stuff  and  moved  some  stuff  around.  It's  not  done 
yet  but  see  what  you  think  so  far. 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  July  31,  2018  6:13  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(acdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


<zaf9@cdc.gov> 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Hi  Erin  and  Valerie, 

I  added  sonr^e  edits  in  the  version  attached.  Deb  Houry  has  not  spoken  much  publicly  about  suicide 
prevention  and  I  think  this  is  a  good  opportunity  to  help  her  "own''  this  content.  We  need  to  provide  her 
with  a  strong  document  and  there  are  a  couple  of  places  where  the  content  could  be  improved.  In 
particular,  the  results  from  the  VS  were  not  fully  described.  I  added  some  bullets  there  to  address  this.  I 
think  the  most  important  issue  that  still  needs  to  be  addressed  is  to  tighten  the  prevention  messages  for 
her,  I  don't  think  we  should  simply  use  the  lists  from  the  fact  sheet  and  TP.  I  think  this  needs  to  be  more 
conversational.  Tm  also  concerned  because  the  text  includes  the  7  strategies  from  the  TP  twice  (once 
under  "states  and  communities  can"  and  once  when  talking  about  the  TP)  and  doesn't  explain  them  in 
either  place,  I  like  the  inclusion  of  some  examples.  I'm  not  sure  the  two  selected  are  the  best  to  use 
though.  There  are  some  that  are  more  compelling  because  they  have  great  results  or  will  resonate  with 
this  audience.  For  example,  the  Air  Force  example  is  good  because  it  demonstrates  the  value  of  a 
comprehensive  approach  and  has  effects  that  go  beyond  suicide  prevention.  I'm  ccing  Deb  Stone 
because  she  likely  has  ideas  for  how  to  tighten  the  prevention  points. 

I  hope  this  is  helpful. 

-Tom 

Froin;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:20  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tR59^cdc.ROV> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guhS(acdc,gov> 

Subject:  FW:  ADS  Review:  ASTHO  Podcast 
Meant  to  copy  VaM 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:19  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.ROv> 

Subject:  ADS  Review:  ASTHO  Podcast 

Tom  -  not  sure  if  I  should  send  this  to  you  or  Cory,  let  me  know.  Attached  is  the  ASTHO  podcast 
Question  Q&A.  Val  used  the  pre-cleared  Vital  Signs  Q&A  on  suicide  to  pull  from  when  preparing 
responses  to  the  questions.  This  has  been  reviewed  by  Deb,  me,  and  Malia/Heather  for  policy.  We  are 

trying  to  get  this  cleared  in  time  for  Deb's  recording  of  the  podcast  on  August  6^^  at  2pm. 

Thanks, 

Erin 


From: 

Sent: 

To: 

Cc: 

Subject: 

Attachments: 


Daniel,  Valerie  M.  {CDC/ONDIEH/NCIPC) 

1  Aug  2018  12:32:28  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
Black,  Erin  (CDC/ONDIEH/NCIPC) 

RE:  ADS  Review:  ASTHO  Podcast 
ASTHO  Suicide  Podcast  v3  ds  vd.docx 


Deb  and  Tom, 

I  put  in  some  more  messaging  based  on  Deb's  last  version.  Deb  Stone,  not  Houry  will  be  speaking  on  the 
ASTHO  podcast.  Sorry  for  the  confusion.  Too  many  Deb's  ©.  As  for  the  wording  of  the  questions,  they 
were  provided  by  ASTHO  who  were  shocked  we  had  to  clear  Deb's  content  in  order  to  participate  (I 
guess  NCEZID  or  some  other  center  who  had  an  SME  participate  on  a  past  podcast  didn't  require  this 
clearance,  but  I  explained  every  Center  was  different)  so  they  put  together  some  questions  for  her  to 
answer.  1  think  it's  fine  to  provide  edits  back. 

Let  me  know  what  you  all  think  of  the  attached. 

Thanks, 

Valerie 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  July  31,  2018  10:56  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Daniel,  Valerie  M,  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Hi  Tom, 

Thanks  for  your  review.  I'm  actually  doing  the  podcast  though  unless  something  has  changed  that  I  don't 
know  about  {which  would  be  fine)! 

Taking  your  comments,  I  went  ahead  and  added  some  stuff  and  moved  some  stuff  around.  It's  not  done 
yet  but  see  what  you  think  so  far. 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  July  31,  2018  6:13  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(g>cdc.gov> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@)cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov> 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Hi  Erin  and  Valerie, 

I  added  some  edits  in  the  version  attached.  Deb  Houry  has  not  spoken  much  publicly  about  suicide 
prevention  and  I  think  this  is  a  good  opportunity  to  help  her  "own"  this  content.  We  need  to  provide  her 
with  a  strong  document  and  there  are  a  couple  of  places  where  the  content  could  be  improved.  In 
particular,  the  results  from  the  VS  were  not  fully  described.  I  added  some  bullets  there  to  address  this,  I 
think  the  most  important  issue  that  still  needs  to  be  addressed  is  to  tighten  the  prevention  messages  for 
her.  I  don't  think  we  should  simply  use  the  lists  from  the  fact  sheet  and  TP.  I  think  this  needs  to  be  more 
conversational,  I'm  also  concerned  because  the  text  includes  the  7  strategies  from  the  TP  twice  (once 
under  "states  and  communities  can"  and  once  when  talking  about  the  TP)  and  doesn't  explain  them  in 
either  place.  I  like  the  inclusion  of  some  examples.  I'm  not  sure  the  two  selected  are  the  best  to  use 
though.  There  are  some  that  are  more  compelling  because  they  have  great  results  or  will  resonate  with 
this  audience.  For  example,  the  Air  Force  example  is  good  because  it  demonstrates  the  value  of  a 
comprehensive  approach  and  has  effects  that  go  beyond  suicide  prevention.  I'm  ccing  Deb  Stone 
because  she  likely  has  ideas  for  how  to  tighten  the  prevention  points. 


I  hope  this  is  helpful. 

-Tom 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:20  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdcgoy> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.eov> 

Subject:  FW:  ADS  Review;  ASTHO  Podcast 
Meant  to  copy  Val! 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:19  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tg59^cdc.Eov> 

Subject:  ADS  Review:  ASTHO  Podcast 

Tom  -  not  sure  if  I  should  send  this  to  you  or  Cory,  let  me  know.  Attached  is  the  ASTHO  podcast 
Question  Q&A.  Val  used  the  pre-cleared  Vital  Signs  Q&A  on  suicide  to  pull  from  when  preparing 
responses  to  the  questions.  This  has  been  reviewed  by  Deb,  me,  and  Malia/Heather  for  policy.  We  are 

trying  to  get  this  cleared  in  time  for  Deb's  recording  of  the  podcast  on  August  6*^  at  2pm. 

Thanks, 

Erin 


NCIPC  OC  Clearance: 

DVP  ADS  Clearance: 

DVP  Policy  Review:  Malla  Richmond-Crum,  Heather  Oennehy  7/26/18 
DVP  HCET  Review:  Erin  Black,  7/24/18 
DVP  SME  Review:  Deb  Stone  7/23/18 

ASTHO  Suicide  Podcast 


Questions  for  CDC  guest 


Your  Vital  Signs  report  tracks  suicide  rates  over  an  IS-year  tjeri;g3^^ii^39^30l'6,  and  finds  that 
suicide  is  on  the  rise.  What's  happening? 

•  Suicide  is  a  public  health  (aroblen^  _ _ 


j^early  45,000  lives  were  lost  to  suicide  In  2016,  WhTcfi' is  approximately  one 
suicide  every  12  minutes. 

o  Suicide  and  nonfatal  self-harm  injuries  cost  more  than  $69  billion  annually  in 
direct  medical  and  work  loss  costs. 

o  Suicide  is  one  of  just  three  leading  causes  of  death  that  are  on  the  rise. 


o  We  found  that  suicide  rates  increased  in  nearly  every  state  across  the  nation, 
o  25  states  had  increases  greater  than  30%]^  __  __ 


Do  we  know  what  is  contributing  to  these  increases? 

While  the  Vital  Statistics  data  are  great  for  describing  trends  they  don't  tell  us  about  the 
causal  factors  that  are  driving  the  increases. 


r  > 

I  Commi^ni  |ST([;  I  don't  understand  why 
/  this  was  written  like  this.  The  period  of 
/  the  MMWR  was  1999-2016  and  this  is  18 
;  [years  not  10. 

/  / - ^ ' 

f‘  I  Comment  |VDh  Tom.  fine  to  provide 
I  /  edits  to  the  questions.  ASTHO  drafted 
i  /  [them. 

,/  - ^ ^ 

;  }  Comment  |ST(fi  tm  requesting  edits 

/  /  /  [  h  ere  to  pro vi  d  e  t  he  VS  res  u  Its . 

//  /  r  ^  h 

;;  /  j  Comment  jSD(j:  Mike  these J  think  I'd 
/  /  /j  say  something  like,  Whaf  s  happening 
'  ;  I  unfortunately  is  that  suicide  is  a  growing 
/  I  public  health  problem.  Our  Vital  Signs 
/  t  report  indicated  that  In  2016,  45000 
/  /  people  lost  their  lives  to  suicide  and  over 

/  the  period  1999-2016  suicide  increased  In 
I  nearly  every  state.  In  fact  rates  increased 
/  by  nr>ore  than  30%  in  half  of  all  US  states. 

f 

p 

I  We  know  that  suicide  is  just  the  tip  of  the 
/  iceberg.  JVlany  more  people  attempt 
'  suicide  or  think  about  suicide  than 
(  actually  die.  In  fact,  suicide  and  self-harm 

p  injuries  cost  the  nation  more  than  $69 
'  billion  in  2016. 

Then  I  might  wait  for  the  question  again 
about  increases  and  go  into  the  next 
section.  Can  we  ask  for  the  question  to  be 
Jnserted  here? _ ^ 


We  do  know  that  suicide  is  not  caused  by  any  one  factor,  but  instead,  it  is  typically 
caused  by  a  combination  of  individual,  relationship,  community,  and  societal  factors. 


Several  factors  could  be  contributing  to  the  increases: 


Economic  conditions 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges 
and  concerns  about  economic  instability  could  have  contributed  to  increases  in  suicide 
risk.  Past  research  on  the  association  between  business  cycles  and  U.S.  suicide  rates 
indicates  that  the  overall  suicide  rate  rises  and  falls  in  connection  with  the  economy, 
with  increases  during  economic  recessions.  We  know  that  suicides  increase  in  times  of 
economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle  down 
resulting  in  vulnerable  youth. 


Opioid  epidemic 


When  there  is  an  increased  availability  and  misuse  of  prescription  opioids,  we  may  see 
increases  in  suicide  rates.  Substance  misuse  itself  is  an  established  risk  factor  for  suicide 
and,  therefore,  opioid  misuse  associated  with  the  opioid  overdose  epidemic  could  be 
driving  the  suicide  rate  higher.  When  we  look  at  who  is  dying  from  suicide  and  who  is 
dying  from  unintentional  overdoses  involving  opioids,  we  see  that  there  is  overlap  in  the 
demographics  of  the  populations  most  highly  affected  by  suicide  and  unintended  opioid 
overdose  deaths. 

Social  media 

More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However, 
changes  in  social  media  content  or  use  patterns  could  potentially  be  contributing  to  risk. 
Social  media  can  exacerbate  bullying,  romanticize  suicide,  and  provide  harmful  content 
on  suicide  methods.  Alternatively,  social  media  can  be  used  to  enhance  connections 
between  people,  correct  myths  about  suicide,  and  facilitate  access  to  help.  Research  is 
needed  to  determine  how  to  reduce  risk  and  enhance  the  protective  factors  associated 
with  social  media. 

Rural 

While  there  have  been  increases  and  decreases  in  suicide  rates  over  time,  research 
shows  that  rates  across  cities  and  towns  in  the  United  States  have  been  rising,  with  rural 
areas  experiencing  the  most  increases.  The  increased  rates  may  be  associated  with 
suicide  risk  factors  that  are  more  common  in  less  urban  areas,  such  as  limited  access  to 
mental  healthcare  as  well  as  greater  social  isolation. 


Let's  explore  the  factors  that  can  play  into  a  person's  decision  to  take  his  or  her  own  life. 
What  are  they? 

Many  people  think  that  suicide  is  an  unexplainable  act,  when,  in  reality,  many  known 
factors  increase  risk. 

These  include: 

•  History  of  previous  suicide  attempts 

•  Family  history  of  suicide 

•  History  of  child  abuse  and  neglect  or  other  adverse  childhood  experiences 

•  History  of  depression  or  other  mental  illness 

•  Alcohol  or  drug  abuse 

•  Feelings  of  hopelessness  or  isolation 

•  Impulsive  or  aggressive  tendencies 

•  Stressful  life  event  or  loss  (e.g.  relationship,  job,  money,  criminal/legal  problems) 

•  Easy  access  to  lethal  methods 

•  Exposure  to  the  suicidal  behavior  of  others 

•  Isolation,  lack  of  social  connectedness 


To  better  understand  the  circunnstances  that  contributed  to  suicide  In  our  vital  signs  we 
looked  at  NVDRS  data  from  27  states.  We  found  that  more  than  half  of  people  who  died 
by  suicide  did  not  have  a  known  mental  health  condition  and  that  many  factors 
contribute  to  suicide  among  those  with  and  without  a  mental  health  condition^  including 


A2%  relationship  ^roblem^ 

29%  crisis  in  the  past  or  upcoming  two  weeks 

2S%  problematic  substance  abuse 

22%  physical  health  problem 

16%  job/financial  problem 

9%  legal  problem 

4%  loss  of  bousing 


/(comment  lSD(]i  Moved  this  here  ] 


The  presence  of  any  one  of  these  factors  does  not  mean  someone  is  thinking  about 
suicide  or  wilt  attempt  suicide.  Researchers  agree  that  suicidal  behavior  results  from  an 
interoctfon  of  factors  and  is  rarely  due  to  a  single  cause. 

How  do  1  know  tf  someone  is  at  high  risk  of  making  a  suicide  attempt? 

The  warning  signs  for  suicide  are: 

•  Expressing  hopelessness 

•  Increased  anger  or  rage 

•  Extreme  mood  swings 

•  Sleeping  too  little  or  too  much 

•  Making  plans  for  suicide 

•  Talking  and/or  posting  about  wanting  to  die 

•  Feeling  trapped  or  in  unbearable  pain 

•  Increased  anxiety 

•  Securing  lethal  means 

•  Increased  substance  use 

•  Feeling  like  a  burden 

•  Isolation 

If  you  notice  any  of  these  signs: 

•  Ask  the  question,  "Are  you  thinking  about  suicide?"  Asking  the  question  won't  make  someone 
suicidal,  and  instead^  may  relieve  or  reduce  the  feelir^g. 

•  If  the  person  says  yes,  keep  them  safe.  Find  out  if  they  have  a  suicide  plan.  Remove  any  lethal 
means  in  the  environment,  if  possible,  and  do  not  leave  the  person  alone. 

•  Be  there  and  show  concern.  Don't  act  surprised  or  dismiss  their  feelings.  Take  the  person  seriously, 
and  do  not  assume  they  are  joking. 

•  Help  them  connect  to  resources,  for  example,  by  calling  the  National  Suicide  Prevention  Lifeline  (1- 
8CJ0-273-TALK  (8255))  or  by  connecting  the  person  to  someone  in  the  community  who  can  help,  e.g. 
emergency  department,  counselor,  pastor, 


Comment  |SD(lj  [  think  this  question  Es 
asking  about  whether  in  general  as  a 
population  we  should  be  discussing 
suicide  prevention  more  and  raising 
awareness  etc.  t  can  make  the  point 
directly  below  hut  1  think  this  question  is 
also  about  messaging  about  suicide  and 
making  sure  we  are  doing  so  safeiy  in  the 
media  but  also  in  our  awareness  activities 
etc..  We  need  to  provide  messages  of 
hope,  talk  about  helping  resources,  and 
how  to  prevent  suicide. 

Comment  |VDl:  Deb.  I  built  in  some 
more  language  about  this.  Feel  free  to 
edit  or  tweak  as  needed. _ 

thought  in  someone's  head. 

*  In  fact,  it  can  be  an  excellent  prevention  tool. 

c  Tafking  breaks  the  secrecy  and  shame  that  surrounds  suicidal  behavior  and  lets 
people  know  that  help  and  hope  are  avaiiable. 

•  By  not  talking  about  suicide,  we  increase  the  isolation  and  despair  of  individuals  thinking 
about  it  and  perpetuate  the  stigma  associated  with  suicidal  ideation  and  seeking  help. 

More  broadly  speaking,  conversation  about  suicide  prevention  is  good.  However,  safe 
messaging  about  suicide  is  imperative.  For  example,  we  should  be  sure  to  provide  messages 
of  hope  and  assure  people  that  help  is  available  and  that  suicide  is  preventable. 

Uostreann  prevention  is  important  and  can  be  used  in  messaRing  about-  preventing  risk  from 

occurring  the  first  place  by  communicating  and  being  aware  of  the  warning  signs  discussed 

previously  for  suictde  (expressing  hopelessness,  sleeping  too  little  or  too  miich.  increased 

anxiety,  isolation)  and  if  you  notice  someone  acting  these  ways,  taking  action  by  talking  to 

them,  validatinR  their  feelings  and  connecting  thenn  to  help.  Messaging  related  to  downstream 

activities  are  also  Important.  How  to  speak  to  those  at  increased  risk  and  how  to  prevent 

further  re-attempts.  Be  there  for  the  person  at  risk,  follow  up  and  check  on  them  and  help 

connect  them  to  suicide  prevention  resources  or  counseling. 

There  are  also  recommendations  for  the  media  regarding  how  to  report  on  suicide  to  raise 
awareness  without  increasing  the  risk  of  additional  suicides  among  vulnerable  populations.  We 
know  that  risk  can  increase  when  the  media  provides  details  about  the  methods  used, 
dramatic/graphic  headlines,  or  glamorize  a  death  (see  reportingonsuicide.org). 


*  Follow  up  after  the  person  is  safe,  follow  up  in  the  days  ahead  with  a  phone  call,  ask  them  how  they 
are  doing.  See  if  there  Is  anything  else  that  you  can  do. 

You  can  learn  more  about  these  steps  to  help  by  going  to  www . b eth e Ito . c o m .  / 

/ 

/ 

The  way  society  handles  suicide  seems  almost  contradictory*  When  a  celebrity  dies  this  way,  / 
it  is  all  over  the  news.  When  someone  in  the  neighborhood  or  at  work  dies  by  suicide,  it's  the  j 
subject  of  unconfirmed  rumor,  Certainly,  the  survivors  and  family  members  are  in  pain  and  / 

want  privacy,  but  does  suicide  risk  and  the  need  for  help  for  the  populous  at  large  carry  a  / 

stigma  that  Impedes  life-saving  treatment?  ^n  other  words,  should  we,  as  a  society,  be  talking  ; 
about  suicide  more  as  a  strategy  to  prevent  these  tragic  losses^ 

Yes.  First  off  people  should  know  that  talking  about  suicide  does  not  cause  suicide  to  occur  or  put  the 


We've  talked  a  lot  about  risk  and  some  barriers  to  suicide  prevention  like  stigma,  so  let's  turn 
the  focus  to  saving  lives.  How  can  the  CDC  help  public  health  professionals  help  their 
communities  reduce  the  potential  for  suicide  among  their  residents?  What  programs  should 
public  health  professionals  consider? 


address  the  full  ran^e  of  contributinM  factors  lo  sufcide,  comprehensive  suicitfe  prevention 

activities  are  needed. 

o  Such  gtrategf&s  include  both  ups^eam  prevgntf^^^  tQjgrevent  risk  from  occur f^lng 
in  the  first  place  as  well  as  more  downstream  activities  responsive  to  the  needs 

of  people  at  increased  risk  and  to  prevent  re-attempts. 


Commeni  |VD|:  Might  be  good  to 
provide  some  examples  here  of  upstream 
and  downstream  or  we  may  be  fine  since 
you  discuss  this  previously  now. 


Comment  [SD(|^  Would  work  on  this  a 
bit  more.  Would  talk  about  upstream  and 
downstream  approaches  and 
comprehensive  prevention  then  transition 
to  technical  package. 


fcpC  released  a  technical  package  of  policies,  programs,  and  practices  to  prevent 

suicide  to  help  communities  focus  on  a  core  set  of  strategies  that  have  the  best 

available  evidence  and  greatest  prevention  potentiaL 

The  technical  package  includes  examples  of  programs  that  local  fmplementers  might 

tailor  to  fit  the  needs  of  their  community.  The  technical  package  includes  7  strategies 

designed  to  work  together  to  achieve  the  greatest  impact  possible. 


I 

it 

iv 

V 

vi 

vti 


Strengthen  economic  supports 
Strengthen  access  and  defivery  of  suicide  care 

Create  protective  environments 

Promote  connectedness 

Teach  coping  and  probiem-solving  skills 

Identify  and  support  people  at  risk 

Lessen  harms  and  prevent  future  n5k] 


^OC  suggests  a  public  health  aoproach  to  sulckte  prevent  ton  that  focuses  more  broadly  on  the 

opportunities  to  reduce  risk  as  opposed  to  focusinct  excfusiveh  on  mentai  health  conditions* 

This  can  resuft  in  a  broader  impact  and  reach  more  people  at  risk.  There  is  also  th  e  issues  of 

stigma  around  suicide  and  mental  health  care,  which  dfscourages  people  at  risk  for  setf-harm 

from  seeking  help.  Suicide  is  preventable,  but  vye  need  sufficient  investment  and  a 
comprehensive  public  health  approachj 


Comment  [SDfh  I  could  work  on  this  a 
bit 


Insert  Air  Force  example 


And  for  members  of  the  public  who  are  listening,  what  can  they  do  to  protect  their  own 
families  and  their  loved  ones,  or  even  their  neighbors  or  colleagues? 

No  matter  what  problenns  people  deal  with,  we  want  to  help  them  find  a  reason  to  keep  living. 
By  calling  1-800-273-TALK  (8255)  people  will  be  connected  to  a  skilled,  trained  counselor  at  a 
crisis  center  in  their  area,  anytime  24/7.  There  are  many  success  stories  and  stories  of  hope 
where  people  in  need  have  reached  out  and  family  or  friends  have  intervened  to  get  people 
help.  They  got  the  support  they  needed  and  were  able  to  get  through  a  crisis  and  go  on  to  live 
productive  and  fulfilling  lives. 


Given  the  wide  range  of  factors  that  contribute  to  suicide,  this  wouM  seem  to  be  a  problem 
not  easily  solved? 

*  While  it's  true  that  suicide  does  not  have  one  cause,  this  means  that  there  are  multipEe 
opportunities  for  prevention  and  everyone  has  a  role. 

For  its  part  The  Federal  government 

Tracking  the  problem  to  describe  trends,  circumstances,  and  populations  at  greatest  risk  (for  example, 
see  www.cdc.Rov/^/iolenceprevenUon/nvdrsl 

Developing,  implementing,  and  evaluating  suicide  prevention  strategies. 

Working  with  local,  state,  tnbai,  national,  and  other  partners  to  provide  guidance  and  distribute  suicide 
prevention  tools  (for  example,  see  https://go.usa.gQv/xQBGci 

States  and  communities  can  implement  the  seven  strategies  from  the  technical  package. 

Identify  and  support  people  at  risk  of  suldde. 

Teach  coping  and  probfem-solvlng  skills  to  help  people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

Promote  safe  and  supportive  environments.  This  includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

Offer  activities  that  bring  people  together  so  they  feel  connected  and  not  alone. 

Connect  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare. 

Expand  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet. 

Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 

Health  care  systems  can 

Provide  high  quality,  ongoing  care  focused  on  patient  safety  and  suicide  prever>tion. 

Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live. 

Train  providers  In  adopting  proven  treatments  for  patients  at  risk  of  suicide. 

Employers  can 

Promote  employee  health  and  well-being,  support  employees  at  risk,  and  have  plans  in  place  to 
respond  to  people  showing  warning  signs. 


•  Encourage  employees  to  seek  help,  and  provide  referrals  to  mental  health,  substance  use  disorder, 
legal,  or  financial  counseling  services  as  needed 

Everyone  can 

•  Ask  someone  you  are  worried  about  if  they're  thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means  for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support  like  the  Lifeline  (1-800-273-8255), 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  how  this  can  save  a  life  by  visiting:  www.bethelto.com. 


Looking  at  this  report,  and  the  disturbing  trend  the  numbers  illustrate,  what  is  the  outlook?  Is 
there  any  reason  to  be  optimistic  about  the  future? 

Yes,  the  reason  to  be  optimistic  is  that  Suicide  is  preventable  and  we  have  strategies 
that  work.  Implementing  a  comprehensive  approach  to  suicide  prevention  as  laid  out  in 
our  technical  package  and  with  everyone  playing  a  role,  we  can  strive  to  reach  our 
national  goal  which  is  to  reduce  suicide  20%  by  2025. 


If  you  or  someone  you  know  is  thinking  about  suicide  or  needs  support,  help  is  always 
available.  Call  the  National  Suicide  Prevention  Lifeline  at  1-800-273-TALK  (8255)  or  visit 
http://suicidepreventionlifeline.org 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  1  Aug  2018  02:56:27  +0000 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 

Attachments:  ASTHO  Suicide  Podcast_v3  ds.docx 

Hi  Tom, 

Thanks  for  your  review,  Pm  actually  doing  the  podcast  though  unless  something  has  changed  that  I  don't 
know  about  (which  would  be  fine)! 

Taking  your  comments,  I  went  ahead  and  added  some  stuff  and  moved  some  stuff  around.  It's  not  done 
yet  but  see  what  you  think  so  far. 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  July  31,  2018  6:13  PM 
To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Daniel,  Valerie  M,  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Hi  Erin  and  Valerie, 

I  added  some  edits  in  the  version  attached.  Deb  Houry  has  not  spoken  much  publicly  about  suicide 
prevention  and  I  think  this  is  a  good  opportunity  to  help  her  "own"  this  content.  We  need  to  provide  her 
with  a  strong  document  and  there  are  a  couple  of  places  where  the  content  could  be  improved.  In 
particular,  the  results  from  the  VS  were  not  fully  described.  \  added  some  bullets  there  to  address  this.  I 
think  the  most  important  issue  that  still  needs  to  be  addressed  is  to  tighten  the  prevention  messages  for 
her.  I  don't  think  we  should  simply  use  the  lists  from  the  fact  sheet  and  TP.  I  think  this  needs  to  be  more 
conversational.  I'm  also  concerned  because  the  text  includes  the  7  strategies  from  the  TP  twice  (once 
under  "states  and  communities  can"  and  once  when  talking  about  the  TP)  and  doesn't  explain  them  in 
either  place,  I  like  the  inclusion  of  some  examples.  Tm  not  sure  the  two  selected  are  the  best  to  use 
though.  There  are  some  that  are  more  compelling  because  they  have  great  results  or  will  resonate  with 
this  audience.  For  example,  the  Air  Force  example  is  good  because  it  demonstrates  the  value  of  a 
comprehensive  approach  and  has  effects  that  go  beyond  suicide  prevention.  I'm  ccing  Deb  Stone 
because  she  likely  has  ideas  for  how  to  tighten  the  prevention  points. 

I  hope  this  Is  helpful. 

“Tom 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:20  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(5)cdc.gov> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov> 

Subject:  FW:  ADS  Review:  ASTHO  Podcast 
Meant  to  copy  Val! 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:19  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tg59(g>cdc.gov> 

Subject:  ADS  Review:  ASTHO  Podcast 

Tom  -  not  sure  if  I  should  send  this  to  you  or  Cory,  let  me  know.  Attached  is  the  ASTHO  podcast 
Question  Q&A.  Val  used  the  pre^cleared  Vital  Signs  Q&A  on  suicide  to  pull  from  when  preparing 


responses  to  the  questions.  This  has  been  reviewed  by  Deb,  me,  and  Malia/Heather  for  policy.  We  are 
trying  to  get  this  cleared  in  tinne  for  Deb's  recording  of  the  podcast  on  August  6^^  at  2pnn. 

Thanks, 

Erin 


NCIPC  OC  Clearance: 

DVP  ADS  Clearance: 

DVP  Policy  Review:  Malta  Richmond'Cruni;  Heather  Oennehy  7/26/18 
DVP  HCET  Review:  Erin  Black,  7/24/18 
DVP  SME  Review:  Deb  Stone  7/23/18 

ASTHO  Suicide  Podcast 

Questions  for  CDC  guest 

Your  Vital  Signs  report  tracks  suicide  rates  over  an  18-vear  ten-year  ^eriocl  19996-2016,  and 
finds  that  suicide  is  on  the  rise.  What's  happening? 

•  Suicide  is  a  public  health  (aroblen^ _ _ _  _  _ _  _ 

o  l^early  45,000  lives  were  lost  to  suicide  in  2016,  which  is  approximately  one 
suicide  every  12  minutes. 

o  Suicide  and  nonfatal  self-harm  injuries  cost  more  than  $69  billion  annually  In 
direct  medical  and  work  loss  costs. 

o 

o  Suicide  is  one  of  lust  three  leading  causes  of  death  that  are  on  the  rise. 

o  v  y  :vwe  found  that  suicide  rates  increased  in  nearly  every 

state  across  the  nation. 
o  25  states  had  increases  greater  than  30%] 


Commcnl  |ST([:  !  don't  understand  why 
this  was  written  like  this.  The  period  of 
the  MMWR  was  1999-2016  and  this  Is  IS 
.years  not  IQ. _ 


Comment  |ST(|:  Tm  requesting  edits 
here  to  provide  the  VS  results. 


Comment  [SD(|:  I  tike  these,  i  think  I'd 
say  something  like,  WhaCs  happening 
unfortunately  Is  that  suicide  Is  a  growing 
public  health  problem.  Our  Vital  Signs 
report  indicated  that  In  2016,  45000 
people  tost  their  lives  to  suicide  and  over 
the  period  1999-2016  suicide  increased  in 
nearly  every  state.  In  fact  rates  increased 
by  more  than  30%  in  half  of  all  US  states. 

We  know  that  suicide  Is  just  the  tip  of  the 
iceberg.  Many  more  people  attempt 
suicide  or  think  about  suicide  than 
actually  die.  tn  fact,  suicide  and  self-harm 
injuries  cost  the  nation  more  than  $69 
billion  in  2016. 

Then  I  nnight  wait  for  the  question  again 
about  increases  and  go  into  the  next 
section.  Can  we  ask  for  the  question  to  be 
Jnserted  here? _ 


Dq  we  know  what  is  contributing  to  these  increases? 

While  the  Vital  Statistics  data  are  great  for  describing  trends  they  don't  tell  us  about  the 
causal  factors  that  are  driving  the  increases. 

We  do  know  that  suicide  is  not  caused  by  any  one  factor,  but  instead,  it  is  typically 
caused  by  a  combination  of  individual,  relationship,  community,  and  societal  factors. 


] S.  CrrcuRstances-tha-v  lo  sukid-G  lo^rkec!  a~ iJ-ViTH';- 

ri-did  froiv -1 V  W  SxrHdfGid-dHii 

i:Ot  have a-kmwn  mental  health  condiiiun.  iyihisliiidhUM  -  lwm  N-yns  n-K-ny 
other  factors  that  contribute  to  suicion- an  with  d^'id-vvithro^ht  a-ri-ient3!-[f3dlt'3 


42%  relationship  problems 


2-S%-pfoblefHatiE 


Several  factors  Several  such  factors  could  be  contributing  to  the  increases: 

Economic  conditions 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges 
and  concerns  about  economic  instability  could  have  contributed  to  increases  in  suicide 
risk.  Past  research  on  the  association  between  business  cycles  and  U.S.  suicide  rates 
indicates  that  the  overall  suicide  rate  rises  and  falls  in  connection  with  the  economy, 
with  increases  during  economic  recessions.  We  know  that  suicides  increase  in  times  of 
economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle  down 
resulting  in  vulnerable  youth. 


/  ConrmeEil  |SD(|i  This  might  he  better 
,  placed  under  the  ne^st  question  about  risk 
factors.  And  instead,  here,  I'd  go  into  the 
next  set  of  points  on  the  next  page 
,  related  to  increases. _ 


Opioid  epidemic 

When  there  is  an  increased  availability  and  misuse  of  prescription  opioids,  we  may  see 
increases  in  suicide  rates.  Substance  misuse  itself  is  an  established  risk  factor  for  suicide 
and,  therefore,  opioid  misuse  associated  with  the  opioid  overdose  epidemic  could  be 
driving  the  suicide  rate  higher.  When  we  look  at  who  is  dying  from  suicide  and  who  is 
dying  from  unintentional  overdoses  involving  opioids,  we  see  that  there  Is  overlap  In  the 
demographics  of  the  populations  most  highly  affected  by  suicide  and  unintended  opioid 
overdose  deaths. 


Social  media 

More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However, 
changes  in  social  media  content  or  use  patterns  could  potentially  be  contributing  to  risk. 
Social  media  can  exacerbate  bullying,  romanticize  suicide,  and  provide  harmful  content 
on  suicide  methods.  Alternatively,  social  media  can  be  used  to  enhance  connections 
between  people,  correct  myths  about  suicide,  and  facilitate  access  to  help.  Research  is 
needed  to  determine  how  to  reduce  risk  and  enhance  the  protective  factors  associated 
with  social  media. 

Rural 

While  there  have  been  increases  and  decreases  in  suicide  rates  overtime,  research 
shows  that  rates  across  cities  and  towns  In  the  United  States  have  been  rising,  with  rural 
areas  experiencing  the  most  increases.  The  increased  rates  may  be  associated  with 
suicide  risk  factors  that  are  more  common  in  less  urban  areas,  such  as  limited  access  to 
mental  healthcare  as  well  as  greater  social  isolation. 


Let's  explore  the  factors  that  can  play  into  a  person's  decision  to  take  his  or  her  own  life. 
What  are  they? 


Commi;nl  |ST([;  I  don't  think  you  need 
to  complicate  the  list  with  this. 


Many  people  think  that  suicide  Is  an  unexplainable  act,  when,  in  reality,  many  known  _ 

factors  Increase  risk-across  the  individual,  secfotol  |o¥oi4  /  fcommen  t  TSdQ  :  M  o  ved  t  h  i  s  he  re  1 

These  include: 

History  of  previous  suicide  attempts 
Family  history  of  suicide 

History  of  child  abuse  and  neglect  or  other  adverse  childhood  experiences 
History  of  depression  or  other  mental  Illness 
Alcohol  or  drug  abuse 
Feelings  of  hopelessness  or  isolation 
Impulsive  or  aggressive  tendencies 

Stressful  life  event  or  loss  [e.g.  relationship,  job,  money,  criminaf/legal  problems)  i 

Easy  access  to  lethal  methods  / 

Exposure  to  the  suicidal  behavior  of  others  1 

Isolation,  lack  of  social  connectedness  j 

To  better  understand  the  circumstances  that  contributed  to  suicide  In  our  vital  signs  we  j 

looked  at  EMVDR5  data  from  27  states.  We  found  that  more  than  half  of  people  who  died  1 

by  suicide  did  not  have  a  known  mental  health  condition  and  that  many  factors  f 

contribute  to  suicide  among  those  with  and  without  a  mental  health  condition,  IndudinR  / 


o  42%  relatioiiship^foblem|^ 
o  29%  crisis  in  the  past  or  upcoming  two  weeks 

o  2S%  problematic  substance  abuse 
o  Z2%  physical  health  oroblem 
o  16%  lob/financial  problem 
o  9%  legal  problem 
o  4%  loss  of  housing 


i 


The  presence  of  any  one  of  these  factors  does  not  mean  someone  is  thinking  about 
suicide  or  wilt  attempt  suicide.  Researchers  agree  that  suicidal  behavior  results  from  an 
interactfon  of  factors  and  is  rarely  due  to  a  single  cause. 

How  do  I  know  [f  someone  is  at  high  risk  of  making  a  suicide  attempt? 

The  warning  signs  for  suicide  are: 

•  Expressing  hopelessness 

•  Increased  anger  or  rage 

•  Extreme  mood  swings 

•  Sleeping  too  little  or  too  much 

•  Making  plans  for  suicide 

•  Talking  and/or  posting  about  wanting  to  diesoteide 

•  Feeling  trapped  or  In  unbearable  pain 


•  Increased  anxiety 

•  Securing  lethal  means 

•  Increased  substance  use 

•  Feeling  like  a  burden 

•  Isolation 

If  you  notice  any  of  these  signs: 

•  Ask  the  question,  "Are  you  thinking  about  suicide?"  Asking  the  question  won't  make  someone 
suicidal,  and  instead,  may  relieve  or  reduce  the  feeling. 

•  If  the  person  says  yes,  keep  them  safe.  Find  out  if  they  have  a  suicide  plan.  Remove  any  lethal 
means  in  the  environment,  if  possible,  and  do  not  leave  the  person  atone. 

•  Be  there  and  show  concern.  Don't  act  surprised  or  dismiss  their  feelings.  Take  the  person  seriously, 
and  do  not  assume  they  are  joking. 

•  Flelp  them  connect  to  resources,  for  example,  by  calling  the  National  Suicide  Prevention  Lifeline  (1- 
800-273-TALK  (8255)]  or  by  connecting  the  person  to  someone  in  the  community  who  can  help,  e,g, 
emergency  department,  counselor,  pastor. 

•  Follow  up  after  the  person  is  safe,  follow  up  in  the  days  ahead  with  a  phone  call,  ask  them  how  they 
are  doing.  See  if  there  is  anything  else  that  you  can  do. 


Commeni  |SD(lj  i  think  this  question  is 
j  asking  about  whether  in  general  as  a 
f  population  we  should  be  discussing 
;  suicide  prevention  more  and  raising 
!  awareness  etc.  t  can  make  the  point 
directly  below  hut  1  think  this  question  is 
also  about  messaging  about  suicide  and 
making  sure  we  are  doing  so  safely  In  the 
media  but  also  in  our  awareness  activities 
etc..  We  need  to  provide  messages  of 
hope,  talk  about  helping  resources,  and 
,how  to  prevent  suicide. _ 


You  can  learn  more  about  these  steps  to  help  by  going  to  www.betheltQ.com. 


The  way  society  handles  suicide  seems  almost  contradictory.  When  a  celebrity  dies  this  way,  i 
it  is  all  over  the  news.  When  someone  in  the  neighborhood  or  at  work  dies  by  suicide,  it's  the  f 
subject  of  unconfirmed  rumor.  Certainly,  the  survivors  and  family  members  are  in  pain  and  J 
want  privacy,  but  does  suicide  risk  and  the  need  for  help  for  the  populous  at  large  carry  a  I 

stigma  that  impedes  life-saving  treatment?  [in  other  words,  should  we,  as  a  society,  be  talking  f 
about  suicide  more  as  a  strategy  to  prevent  these  tragic  losses^  _ _ _ _ _ > 

Ves  First  off  people  should  know  that  tTalklng  about  suicide  does  not  cause  suicide  to  occur  or  put  the 
thought  in  someone's  head. 

•  In  fact,  St  can  be  an  excellent  prevention  tool. 

o  Talking  breaks  the  secrecy  and  shame  that  surrounds  suicidal  behavior  and  lets 
people  know  that  help  and  hope  are  available. 

•  By  not  talking  about  suicide,  we  increase  the  isolation  and  despair  of  individuals  thinking 
about  it  and  perpetuate  the  stigma  associated  with  suicidal  ideation  and  seeking 
helpbehavior. 


More  broadly  speaking,  conversation  about  suicide  pfeveotioh  is  good.  However,  safe 
messaging  about  suicide  ts  imperative.  For  example,  we  should  be  sure  to  provide  messages 

of  hope  and  assure  people  that  help  is  available  and  that  suicide  is  preventable, 

t-v;-,  ijr  -  There  are  ^s^a-lse-recommendations  for  the 

media  regarding  how  to  report  on  suicide  to  raise  awareness  without  increasing  the  risk  of 
additional  suicides  among  vulnerable  populations.  We  know  that  risk  can  increase  when  the 


media  provides  details  about  the  methods  used,  dramatic/graphic  headlines,  or  glamorize  a 
death  (see  reportingon5uicide.org). 


We've  talked  a  lot  about  risk  and  some  barriers  to  suicide  prevention  like  stigmap  so  let's  turn 
the  focus  to  saving  lives.  How  can  the  CDC  help  public  health  professionals  help  their 
communities  reduce  the  potential  for  suicide  among  their  residents?  What  programs  should 
public  health  professionals  consider? 

•  ^DC  suggests  a  public  health  approach  to  suicide  prevention  that  focuses  more  broadly  on  the 

opportunities  to  reduce  risk  as  opposed  to  focasinct  excfuslvelv  on  mentaf  hedith  conditions. 

This  can  result  in  a  broader  imjifact  and  reach  more  people  ot  risk.  There  Is  also  the, issues  of 

stigma  around  suicide  and  mental  health  c3re.  which  discourages  people  at  risk  for  self-harm 

■  rom  seeking  help.  Suicide  js  preventable,  but  we  need  sufficient  investment  and  a 

comprehensfye  publrc  health  approach! 

/  /_ - - - _•  f 

[CDC  released  a  technical  package  of  policieSp  programs^  and  practices  to  orevent  J 

suicide  to  help  communities  focus  on  a  core  set  of  strategies  that  have  the  best  ! 

avaitabie  evidence  and  greatest  prevention  potentlaL  j 

I 

I 

The  technical  package  includes  examples  of  programs  that  local  implementers  might  j 

taiior  to  fit  the  needs  of  their  community.  The  technical  packaRe  includes  7  strategies  J 

desired  to  work  together  to  achieve  the  greatest  impact  possible,  J 


1, 

Strengthen  economic  suooorts 

li. 

Strengthen  access  and  deliverv  of  suicide  care 

iii. 

Create  p  rote  cti  ve  env  i  ron  m  e  nts 

iv. 

Promote  connectedness 

V. 

Teach  coptng  and  problem-solvinR  skills 

vi. 

Identify  and  supDort  people  at  risk 

vli. 

Lessen  harms  and  prevent  future  nskl 

Insert  Air  Force  example 


Commcnl  |SD<|:  Would  work  on  this  a 
j  bit  more.  Would  talk  about  upstream  and 
I  downstream  approaches  and 
r  comprehensive  prevention  then  transition 

/  to  tech  n  rca  I  pa  ckage . 

' 

Comment  |SDd:  I  could  work  on  this  a 
■  .(bit: _ _ _ 
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I  I 
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And  for  members  of  the  public  who  are  listening,  what  can  they  do  to  protect  their  own 
families  and  their  loved  ones,  or  even  their  neighbors  or  colleagues? 

No  matter  what  problems  people  deal  with,  we  want  to  help  them  find  a  reason  to  keep  living. 
By  calling  1-S00-273-TALK  (8255)  people  wilt  be  connected  to  a  skitled,  trained  counselor  at  a 
crisis  center  in  their  area,  anytime  24/7.  There  are  many  success  stories  and  stories  of  hope 
where  people  in  need  have  reached  out  and  family  or  friends  have  intervened  to  get  people 
help.  They  got  the  support  they  needed  and  were  able  to  get  through  a  crisis  and  go  on  to  live 
productive  and  fulfilling  lives. 


Given  the  wide  range  of  factors  that  contribute  to  suicide,  this  would  seem  to  be  a  problem 
not  easily  solved? 

•  While  it's  true  that  suicide  does  not  have  one  cause,  this  means  that  there  are  multipie 

opportunities  for  prevention  :  I  rv  .•  v>  -  s  (ocLises  a'lOCi- 

oo  vho  v^r30rU  ;  v s  ■  :  :  >  :.l-  \ri'  xi--  tlv^re  r-r-e 

work  to  prevent  it. 

•  ^e  most  effective  strategies  arc  compr:  i  ^  6 ^  b :k -h ,7 g '--approach  ^ -  -opposed 

!-■%  u-iixjaii  j  nn  mnantnt  ^  i  <  f  '  t  rs  7  •  j  I ,  -  -far 

\ ‘j  jnrc^r|f  Vf  f  rrTCTTCWIr  •  >  •.  ,  ^  .  .  . — ■  > .  i  ■.  i  j.  -  l  .  •  >  -rcx 

ortd-reoch-nior^peop/e-ot  rfskrTi  V  :  .  :i  ■  :  :  ■  -  l  .  l  ■'  i  i  ;  ui  DUi^d  l  icide-and 

provontablo,  but  wo  need  suFficiont  invostmont  c;  ^  i-.  -  -v-- :7^E^i4k:  hool^ 

• ^  •  ach.CDC  put  togGthor  spocific  strotogios  for  wav  ■  '  ^  ihgovornmont,  store  and 

'  -lUfvftiesrHheai^cgre  systems,  employers  and-ev-^  i  v '  ^  r  event  sukide^ 

..: . . . 

Tracking  the  problenn  to  describe  trends,  circumstances,  and  populations  at  greatest  risk  (for  example, 
see  WWW  x  d  c  .g  ov/yi  o  I  e  n  c  e  p  re  ye  nt  ion J  n  vd  rs  ] . 

Developing,  implementing,  and  evaluating  suicide  prevention  strategies. 

Working  with  tocal,  state,  tribal,  national,  and  other  partners  to  provide  guidance  and  distribute  suicide 
prevention  tools  (for  example,  see  htt  p  s ://  go .  us  a  ■  gov/  xQBQ  c  1 . 

States  and  communities  can  implement  the  seven  strategies  from  the  technical  package. 

Identify  and  support  people  at  risk  of  suicide. 

Teach  coping  and  problem-solving  skills  to  help  people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

Promote  safe  and  supportive  environments.  This  includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

Offer  activities  that  bring  people  together  so  they  feel  connected  and  not  alone. 

Connect  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare. 

Expand  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet. 

Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 


Health  care  systems  can 


•  Provide  high  quality,  ongoing  care  focused  on  patient  safety  and  suicide  prevention- 

•  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live- 

•  Train  providers  in  adopting  proven  treatments  for  patients  at  risk  of  suicide. 

Employers  can 

•  Promote  employee  health  and  well-being,  support  employees  at  risk,  and  have  plans  in  place  to 
respond  to  people  showing  warning  signs. 

•  Encourage  employees  to  seek  help,  and  provide  referrals  to  mental  health,  substance  use  disorder, 
legal,  or  financial  counseling  services  as  needed 

Everyone  can 

•  Ask  someone  you  are  worried  about  if  they're  thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means  for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support  like  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  how  this  can  save  a  life  by  visiting:  www.bethelto.com. 


Looking  at  this  report,  and  the  disturbing  trend  the  numbers  illustrate,  what  is  the  outlook?  is 
there  any  reason  to  be  optimistic  about  the  future? 

yes,  the  reason  to  be  optimistic  is  that  Suicide  is  preventable  and  we  have  strategies 

that  know  what  works,  ImplementinR  a  comprehensive  approach  to  suicide  prevention 
as  laid  out  in  our  technical  package  and  with  everyone  playioR  a  role,  we  can  strive  to 

reach  our  national  goal  which  is  to  reduce  suicide  20%  by  2025. 


If  you  or  someone  you  know  is  thinking  about  suicide  or  needs  support,  help  is  always 
available.  Call  the  National  Suicide  Prevention  Lifeline  at  1-800-273-TALK  (8255)  or  visit 
http://suicidepreventionlifeline.org 


From:  /o=cdc/ou=exchange  administrative  group 

(fydibohf23spdlt)/cn=recipients/cn=f43dd520dl854120aa942ac284dc7713-discoverysearchmailb 
Sent:  1  Aug  2018  01:51:45  +0000 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 

Hi  Tom, 

Thanks  for  your  review,  I'm  actually  doing  the  podcast  though  unless  something  has  changed  that  I  don't 
know  about  (which  would  be  fine)! 

I  made  some  additional  comments  in  the  document.  I  didn't  have  time  to  add  as  much  as  I  wanted 
because  I  have  to  go  to  bed.  Mostly  I  just  moved  some  things  around, 

I  agree  that  the  air  force  program  is  good  to  highlight. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  July  31,  2018  6:13  PM 
To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Daniel,  Valerie  M,  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Hi  Erin  and  Valerie, 

I  added  some  edits  in  the  version  attached.  Deb  Houry  has  not  spoken  much  publicly  about  suicide 
prevention  and  I  think  this  is  a  good  opportunity  to  help  her  "own"  this  content.  We  need  to  provide  her 
with  a  strong  document  and  there  are  a  couple  of  places  where  the  content  could  be  improved.  In 
particular,  the  results  from  the  VS  were  not  fully  described,  f  added  some  bullets  there  to  address  this.  I 
think  the  most  important  issue  that  still  needs  to  be  addressed  is  to  tighten  the  prevention  messages  for 
her.  I  don't  think  we  should  simply  use  the  lists  from  the  fact  sheet  and  TP.  I  think  this  needs  to  be  more 
conversational.  I'm  also  concerned  because  the  text  includes  the  7  strategies  from  the  TP  twice  (once 
under  "states  and  communities  can"  and  once  when  talking  about  the  TP)  and  doesn't  explain  them  in 
either  place,  I  like  the  inclusion  of  some  examples.  I'm  not  sure  the  two  selected  are  the  best  to  use 
though.  There  are  some  that  are  more  compelling  because  they  have  great  results  or  will  resonate  with 
this  audience.  For  example,  the  Air  Force  example  is  good  because  it  demonstrates  the  value  of  a 
comprehensive  approach  and  has  effects  that  go  beyond  suicide  prevention.  I'm  ccing  Deb  Stone 
because  she  likely  has  ideas  for  how  to  tighten  the  prevention  points. 

I  hope  this  is  helpful. 

“Tom 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:20  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(5>cdc.gov> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov> 

Subject:  FW:  ADS  Review:  ASTHO  Podcast 
Meant  to  copy  Val! 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:19  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tg59(g>cdc.gov> 

Subject:  ADS  Review:  ASTHO  Podcast 

Tom  -  not  sure  if  I  should  send  this  to  you  or  Cory,  let  me  know.  Attached  is  the  ASTHO  podcast 
Question  Q&A.  Val  used  the  pre^cleared  Vital  Signs  Q&A  on  suicide  to  pull  from  when  preparing 


responses  to  the  questions.  This  has  been  reviewed  by  Deb,  me,  and  Malia/Heather  for  policy.  We  are 
trying  to  get  this  cleared  in  tinne  for  Deb's  recording  of  the  podcast  on  August  6^^  at  2pnn. 

Thanks, 

Erin 


From:  /o=cdc/ou=exchange  administrative  group 

(fydibohf23spdlt)/cn=recipients/cn=f43dd520dl854120aa942ac284dc7713-discoverysearchmailb 
Sent:  31  Jul  2018  23:37:20  +0000 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 

Hi  Tom, 

I'm  actually  doing  the  podcast,  not  Deb  Houry !  f  can  work  on  fixing  this  up  but 
From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  July  31,  2018  6:13  PM 
To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Daniel,  Valerie  M,  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  ADS  Review:  ASTHO  Podcast 
Hi  Erin  and  Valerie, 

I  added  some  edits  in  the  version  attached.  Deb  Houry  has  not  spoken  much  publicly  about  suicide 
prevention  and  I  think  this  is  a  good  opportunity  to  help  her  "own''  this  content.  We  need  to  provide  her 
with  a  strong  document  and  there  are  a  couple  of  places  where  the  content  could  be  improved.  In 
particular,  the  results  from  the  VS  were  not  fully  described.  [  added  some  bullets  there  to  address  this.  I 
think  the  most  important  issue  that  still  needs  to  be  addressed  is  to  tighten  the  prevention  messages  for 
her,  I  don't  think  we  should  simply  use  the  lists  from  the  fact  sheet  and  TP.  I  think  this  needs  to  be  more 
conversational.  I'm  also  concerned  because  the  text  includes  the  7  strategies  from  the  TP  twice  (once 
under  "states  and  communities  can"  and  once  when  talking  about  the  TP)  and  doesn't  explain  them  in 
either  place,  I  like  the  inclusion  of  some  examples.  I'm  not  sure  the  two  selected  are  the  best  to  use 
though.  There  are  some  that  are  more  compelling  because  they  have  great  results  or  will  resonate  with 
this  audience.  For  example,  the  Air  Force  example  is  good  because  it  demonstrates  the  value  of  a 
comprehensive  approach  and  has  effects  that  go  beyond  suicide  prevention.  I'm  ccing  Deb  Stone 
because  she  likely  has  ideas  for  how  to  tighten  the  prevention  points. 

I  hope  this  is  helpful. 

-Tom 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:20  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(5>cdc.gov> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov> 

Subject:  FW:  ADS  Review:  ASTHO  Podcast 
Meant  to  copy  Val! 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  27,  2018  9:19  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tg59(g>cdc.gov> 

Subject:  ADS  Review:  ASTHO  Podcast 

Tom  -  not  sure  if  I  should  send  this  to  you  or  Cory,  let  me  know.  Attached  is  the  ASTHO  podcast 
Question  Q&A.  Val  used  the  pre-cleared  Vital  Signs  Q8tA  on  suicide  to  pull  from  when  preparing 
responses  to  the  questions.  This  has  been  reviewed  by  Deb,  me,  and  Malia/Heather  for  policy.  We  are 

trying  to  get  this  cleared  in  time  for  Deb's  recording  of  the  podcast  on  August  6^^  at  2pm. 

Thanks, 

Erin 


From: 

stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent: 

4  Apr  2018  13:11:02  +0000 

To: 

Caine,  Eric 

Subject: 

RE:  AJPH  Opinion  Editorial 

Hi  Eric, 

Sorry  I  missed  your  call  yesterday.  I  had  a  half  day  meeting  and  then  somehow  missed  that  I  had  a  call 
when  I  finally  did  get  back  to  my  office. 

Ok,  I'm  glad  you  are  able  to  edit  it  down.  My  heartache  has  lessened.  Thanks  for  sending  when  you're 
done. 

Deb 

From;  Caine,  Eric 

Sent;  Tuesday,  April  3,  2018  8:09  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  AJPH  Opinion  Editorial 
Deb — Heartache?  What’s  happened? 

I  have  comments  back  and  have  begun  to  edit,  with  an  eye  to  ]  200  words.  [  will  send  to  Alex  and  to  you. 
I  left  a  phone  message  at  work  today... but  I  guess  you  are  not  in  the  office. 

Eric 

Eric  D.  Caine,  M.D. 

University  of  Rochester  Medical  Ctr. 

300  Crittenden  Blvd. 

Rochester,  NY,  USA  14642-8409 

[p]+I  585.746.3574 _ 

From;  Deborah  Stone  <zaf9g>cdc.Eov> 

Date:  Tuesday,  April  3,  2018  at  7:37  PM 

To:  "Caine,  Eric"  <Eric  Caine(5)URMC.Rochester.edu> 

Subject:  FW:  AJPH  Opinion  Editorial 
Hi  Eric, 

Thanks  for  sending  along  the  editorial.  I  have  some  comments  but  what's  giving  me  heartache  at  the 
moment  is  that  I  just  realized  this  is  not  in  the  1200  word  limit  (highlighted  below).  Did  you  think  it  was 
1800  words? 

Would  you  still  be  able  to  revise??  Also,  I'd  like  to  have  Alex  review.  Please  let  me  know  what  you  think. 
Deb 

From:  Caine,  Eric  <Eric  Caine(SiURMC.Rochester.edu> 

Sent:  Tuesday,  February  27,  2018  9:33  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.eov>:  iarrod.hindman Estate. co. us:  Reed,  Jerry 
<ireed(Sedc.org> 

Subject:  Re:  AJPH  Opinion  Editorial 
Glad  to,  too! 

Eric  D.  Caine,  M.D. 

University  of  Rochester  Medical  Ctr. 

300  Crittenden  Blvd. 

Rochester,  NY,  USA  14642-8409 

[p]+I  585.746.3574  _ 

From:  Deborah  Stone  <zaf9(g>cdc.gov> 

Date:  Monday,  February  26,  2018  at  5:34  PM 

To:  "Caine,  Eric"  <Eric  Caine@URMC.Roche5ter.edu>,  Jarrod  Hindnnan 


<iarrQd.hindnnan@state.cQ.U5>,  Jerry  Reed  <ireed@0dc.QrR> 

Subject:  AJPH  Opinion  Editorial 
Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June  5^*^.  This  is  a 
really  high  prpfile/hi'gh  impact  publication.  It  includes  a  website,  MMWR,  Fact  Sheet,  Social  Media 
messages,  press  release^^  telebriefing  by  Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already  have 
on  record  that  theSurgeon  General  may  participate  in  the  telebriefing).  Vital  Signs  sometimes  also 
include  an  accompanying  commentary  in  a  peer  reviewed  Journal.  What  does  this  have  to  do  with  you?  I 
know  you  are  probably  tired  of  being  singled  out  for  all  of  your  great  work  and  perspectives.. .(sorry!)  but 
would  the  three  of  you  or  some  combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial 
(1200  words,  7  references, )  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we 
can  refine  later  but  for  purposes  here,  this  is  the  topic]?  Tm  happy  to  set  up  a  call  to  discuss  but  in  the 
meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results  (Please  do  not  distribute 
or  otherwise  use  or  V\\  probably  be  fired).  Also  see  recent  Vital  Si^ns  (on  opioids)  and  the  companion 
commentary.  Also,  editorial  is  due  to  AJPH  April  So  ifs  coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  5c  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488.3942 

dstone3@cdc.gov 


From: 

stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent: 

28  Feb  2018  00:08:34  +0000 

To: 

Hindman  -  CDPHE,  Jarrod, Reed,  Jerry 

Cc: 

Caine,  Eric;Betz,  Marian 

Subject: 

RE:  AJPH  Opinion  Editorial 

Hi  Jarrod, 

Emmy  was  on  the  invite.  If  you  want  me  to  just  call  in  to  your  line,  I'm  happy  to  do  that  and  can  revise 
the  invite.  Is  this  the  number,  888.330.3581;  access  code  I 

Deb  '  - 

from:  Hindman  -  CDPHE,  Jarrod  [mailto;jarrod.hindman@state.co.us] 

Sent:  Tuesday,  February  27,  2018  7:05  PM 
To:  Reed,  Jerry 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Caine,  Eric ;  Betz,  Marian 
Subject:  Re:  AJPH  Opinion  Editorial 

Sorry.  Just  saw  Deb's  appointment.  Disregard  my  suggestion  on  the  call-in.  Deb  -  can  you  add 

Emmy  to  the  appointment  you  sent?  Thanks. 

jarrod 

On  Tue,  Feb  27,  2018  at  5:02  PM,  Hindman  -  CDPHE,  Jarrod  <iarrod.hindman@state.co.us> 
wrote: 

Adding  Emmy  to  the  conversation  in  case  she  is  available  after  our  already  scheduled  call. 
We  will  be  using  the  ICRC-S  call  for  our  1pm  EDT  call,  so  I'm  wondering  if  we  can  just  stay 
on  the  line  and  Deb  can  join  us  at  2pm  EDT?  Eric  -  does  that  work? 
jarrod 

On  Tue,  Feb  27,  20 1 8  at  3: 1 3  PM,  Reed,  Jerry  <i reed@.edc. org>  wrote: 

Do  we  have  a  call  in  #? 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  injury  Preveniion  Portfolio  Lead 

Nationai  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 


ireed@edc.org  1  202-572-3771  (0)  1  202-294-8132  (M)  1  202-223-4059  (F) 
Education  Development  Center,  Inc* 

EducaUon 

Development 

EDC 

Oenter 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:zaf9@cdc.Hov] 

Sent:  Tuesday,  February  27,  2018  4:27  PM 

To:  Reed,  Jerry  <ireed@edc.orE>;  Hindman  -  CDPHE,  Jarrod  <iarrod.hindman@state.co.us> 

Cc:  Caine,  Eric  <Eric  Caine@urmc.rochester.edu> 

Subject:  RE:  AJPH  Opinion  Editorial 

I  have  another  call  that  ends  at  2  so  may  be  a  min  or  two  late  if  that's  ok.  But  agree  with  hard 
stop  at  3. 

Deb 


From:  Reed^  Jerry  [mailto:ireedt5)edc.ora] 

Sent:  Tuesday,  February  27,  2018  3:13  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Hindman  -  CDPHE,  Jarrod 
<iarrQd.hindman  Estate. CO. us> 

Cc:  Caine,  Eric  <Eric  Caine@urmc.roche5ter.edu> 

Subject:  RE:  AJPH  Opinion  Editorial 

I  could  do  Friday  at  2PM.  Hard  stop  at  3.  And  Had  start  at  2. 

Best, 

Jerry 


Jerry  Reed,  PhD,  MSW 

Senfor  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  injury  Prevention  Portfolio  Lead 

Nationai  Action  Ailiance  for  Suicide  Prevention  Executive  Committee  iviember 


ireed@edc.org  |  202-572-3771  [O)  |  202-294-8132  (M)  |  202-223-4059  (F) 
Education  Development  Center.  Inc. 


EDC 


Education 

Development 

Center 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:zaf9@cdc.gov1 

Sent:  Tuesday,  February  27,  2018  2:53  PM 

To:  Hindman  -  CDPHE,  Jarrod  <iarrod.hindm3n@state.co.u5> 

Cc:  Caine,  Eric  <Eric  Caine@urmc.rochester.edu>;  Reed,  Jerry  <ireed@edc.org> 

Subject:  RE:  AJPH  Opinion  Editorial 

Great,  thanks  Jarrod!  I  can  do  Friday  at  2  if  everyone  else  is  free. 

Deb 

From:  Hindman  -  CDPHE,  Jarrod  fmailto:iarrod.hindman@5tate.co.us1 

Sent;  Tuesday,  February  27,  2018  2:35  PM 

To;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc;  Caine,  Eric  <Eric  Caine@urmc.rochester.edu>;  Reed,  Jerry  <ireed@edc.org> 

Subject;  Re:  AJPH  Opinion  Editorial 
I'm  in,  sorry  for  my  late  reply. 

Of  the  times  you  noted  for  a  call,  I  can  do: 

-Wed  3pm 

-  Thurs  at  1pm 

-  Friday  at  2pm 

Deb  -  Jerry,  Eric,  Emmy  and  1  already  have  a  call  on  the  books  for  Friday  at  1,  so  perhaps 
2pm  might  work  well?  Would  be  great  to  include  Emmy  as  well  if  possible. 

Jarrod 

On  Tue,  Feb  27,  2018  at  9:41  AM,  Stone,  Deborah  (CDC/ONDIEFI/NCIPC) 
<zaf9@cdc.gov>  wrote: 


Fabulous!  Assuming  Jarrod  is  on  board  as  well,  until  I  hear  differently! 

Do  any  of  these  times  work  (all  EST)  to  meet  this  week?  Also,  wanted  to  discuss  some 
CDC  Foundation  stuff  as  well.  1  had  a  follow-up  call  with  them  today  after  our  last 
CNC  meeting. 


Wed  3  pm 


•  Wed  4  pm 

•  Thurs  1 0  am 

•  Thurs  1  pm 

•  Friday  anylime  except  1-2  pm 
Deb 

From:  Caine,  Eric  fmailtoiEric  Caine@:URMC.Rochester.edu1 
Sent:  Tuesday,  February  27,  2018  9:33  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
jarrod.hindmanraistate.co.us;  Reed,  Jerry  <ireed@!edc.Qrg> 

Subject:  Re:  AJPH  Opinion  Editorial 
□  Glad  to,  too! 

Eric  D.  Caine,  M.D. 

University  of  Rochester  Medical  Ctr. 

300  Crittenden  Blvd. 

Rochester,  NY.  USA  14642-8409 
fpl  +1  585.746.3574 

From:  Deborah  Stone  <zaf9@cdc.gov> 

Date:  Monday,  February  26,  2018  at  5:34  PM 

To:  "Caine,  Eric"  <Eric_  Caine@URMC.Rochester.edu>,  Jarrod  Hindman 
<iarrod.hindman@state,co.us>,  Jerry  Reed  <ireed@edc.org> 

Subject:  AJPH  Opinion  Editorial 
Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on 
June  5^*^.  This  is  a  really  high  profile/high  impact  publication.  It  includes  a  website, 
MMWR,  Fact  Sheet,  Social  Media  messages,  press  release,  telebriefing  by  Acting  CDC 
Director  and  a  Town  Hall  Meeting  (We  already  have  on  record  that  the  Surgeon 
Genera]  may  participate  in  the  telebriefing).  Vital  Signs  sometimes  also  include  an 
accompanying  commentary  in  a  peer  reviewed  journal.  What  does  this  have  to  do  with 
you?  I  know  you  are  probably  tired  of  being  singled  out  for  all  of  your  great  work  and 
perspectives. .  .(sorry!)  but  would  the  three  of  you  or  some  combination  of  you  do  us  the 
honor  of  writing  an  opinion  editorial  ( 1 200  words,  7  references, )  for  us  in  AJPH  about 
comprehensive  suicide  prevention  and  CO  efforts  [we  can  refme  later  but  for  purposes 
here,  this  is  the  topic]?  Fm  happy  to  set  up  a  call  to  discuss  but  in  the  meantime,  please 
see  attached  Vital  Signs  description  with  preliminary  results  (Please  do  not  distribute  or 
otherwise  use  or  Til  probably  be  fired).  Also  see  recent  Vital  Signs  (on  opioids)  and  the 
companion  commentary.  Also,  editorial  is  due  to  AJPH  April  5^^!!  So  it’s  coming  right 
up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Dc«7  Stone,  ScD,  MSW.  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 
Centers  for  Disease  Control  and  Prevention 
National  Center  for  Injury  Prevention  and  Control 


Division  of  Violence  Prevention 
Research  &  Evaluation  Branch 
4770  Buford  Highway,  MS  F-64 
Atlanta,  GA  30341 
770488.3942 
dstone3@cdc,qQV 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South.  Denver  CO  80246 

jarrod ■hindman@state.co.u5  ! 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  I  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

jarrod. hindman@state.co. us  I 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention -Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

jarrod. hindman@state. CO. us  | 


From: 

Sent: 

To: 

Cc: 

Subject: 


Hindman  -  CDPHE,  Jarrod 
27  Feb  2018  17:04:37  -0700 
Reed,  Jerry 

Stone,  Deborah  (CDC/ONDIEH/NCIPC};Caine,  Eric;Betz,  Marian 
Re:  AJPH  Opinion  Editorial 


Sorry.  Just  saw  Deb's  appointment.  Disregard  my  suggestion  on  the  cail-in.  Deb  -  can  you 
add  Emmy  to  the  appointment  you  sent?  Thanks. 


jarrod 


On  Tue,  Feb  27,  2018  at  5:02  PM,  Hindman  -  CDPHE,  Jarrod 
<iaiTod.hindman@state.co.us>  wrote: 

Adding  Emmy  to  the  conversation  in  case  she  is  available  after  our  already  scheduled 
call.  We  will  be  using  the  ICRC-S  call  for  our  1pm  EDT  call,  so  I'm  wondering  if  we 
can  Just  stay  on  the  line  and  Deb  can  join  us  at  2pm  EDT?  Eric  -  does  that  work? 


jarrod 


On  Tue,  Feb  27, 2018  at  3:13  PM,  Reed,  Jerry  <jreed@edc.org>  wrote: 
Do  we  have  a  call  in  #? 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Saicide,  Violence  &  Itijiiry  Prevention  Poritbliu  Lead 

Naiionai  Action  Alliance  For  Suicide  Prevention  E?tecurive  Coniniitiee  Member 
iroecl(^edcA>r^  |  202-572-3771  (O)  |  202-294-8132  (M)  \  202-223-4059  (F) 

Education  Development  Cenlern  Inc. 


EducaUon 

Dovolopment 

Center 


Fnimi  Stone,  Deborah  (CDC/ONDIEH/NCTPC)  rmailto:zat9@icdc.£;Qv1 

Sent:  Tuesday,  February  27,  2018  4:27  PM 

To:  Reed,  Jerry  <ireed@edc.Qra>:  Hindman  -  CDPHE,  Jarrod 

<  i  ar  ro  d  Ji  i  n  dm  an  @  state  x  o ,  us> 


Cc:  Caine,  Eric  <Eric  Caine@iiriTiCTochestcr.edu> 

Subject:  RE:  AJPH  Opinion  Editorial 

I  have  another  call  that  ends  at  2  so  may  be  a  min  or  two  late  if  that’s  ok.  But  agree  with 
hard  stop  at  3. 

Deb 

From:  Reed,  Jerry  rmailto:ireed@ede.org1 
Sent:  Tuesday,  Febniary  27,  2018  3:13  PM 

To:  Stone,  Deborah  (CDC/ONDrEH/NClPC)  <zaf9@cdc.gov>:  Hindman  -  CDPHE, 
Jarrod  <iaiTod.hindman@statexo.us> 

Cc;  Caine,  Eric  <Eric  Caine@unncToche5terxdii> 

Subject:  RE:  AJPH  Opinion  Editorial 

I  could  do  Friday  at  2PM.  Hard  stop  at  3.  And  Had  start  at  2. 

Best, 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Pontblid  Lead 

National  Action  AJliance  for  Suicide  Prevention  Executive  Commirtee  Member 


ireedra'edc.oru:  |  202-^572^3771  (O)  |  202-294-8132  (M)  |  202-223-4059  (F) 

Education  Development  Center,  liif. 


EDC 


Education 

Oevteiopnvent 

Center 


From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:zaf9@cdc.ROv1 

Sent:  Tuesday,  February  27,  2018  2:53  PM 

To;  Hindman  -  CDPHE,  Jarrod  <iarrod.hindman@state.co.us> 

Cc:  Caine,  Eric  <Eric  Caine@ynnc;rochesterxdu>;  Reed,  Jerry  <i reed@edc ■org> 
Subject:  RE:  AJPH  Opinion  Editorial 

Great,  thanks  Jarrod!  I  can  do  Friday  at  2  if  everyone  else  is  free. 

Deb 

From:  Hindman  -  CDPHE,  Jarrod  rmailto:iarrod.hindman@statexQ.us1 

Sent:  Tuesday,  February  27,  2018  2:35  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 


Cc:  Caine,  Eric  <Eric_Caine@imnc.rochester.edu>:  Reed,  Jerry  <ireed@;edc.or£> 

Subject:  Re:  AJPH  Opinion  Editorial 

I'm  in,  sorry  for  my  late  reply. 

Of  the  times  you  noted  for  a  call,  I  can  do: 

-Wed  3pm 

-  Thurs  at  1pm 

-  Friday  at  2pm 

Deb  -  Jerry,  Eric,  Emmy  and  I  already  have  a  call  on  the  books  for  Friday  at  1,  so 
perhaps  2pm  might  work  well?  Would  be  great  to  include  Emmy  as  well  if  possible. 

Jarrod 

On  Tue,  Feb  27,  2018  at  9:41  AM,  Stone,  Deborah  (CDC/ONDlEH/NCrPC) 
<zaf9@cdc.gov>  wrote; 

Fabulous!  Assuming  JaiTod  is  on  Iroard  as  wetll.  until  I  hear  differently! 

Do  any  of  these  times  work  (all  EST)  to  meet  this  week?  Also,  wanted  to  discuss 
some  CDC  Foundation  stuff  as  well.  I  had  a  follow-up  call  with  them  today  after 
our  last  CNC  meeting. 

•  Wed  3  pm 

•  Wed  4  pm 

•  Thurs  10  am 

•  Thurs  1  pm 

•  Friday  anytime  except  1-2  pm 
Deb 

From:  Caine,  Eric  fmailto:Eric  Caine@URMC. Rochester. edul 
Sent:  Tuesday,  February  27,  2018  9:33  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
jarrod. hindman@state.co.us;  Reed,  Jerry  <jreed@edc.org> 

Subject:  Re:  AJPH  Opinion  Editorial 

□  Glad  to,  too! 


Eric  D.  Caine,  M.D. 


University  of  Rochester  Medical  Ctr. 


300  Crittenden  Blvd. 


Rochester.  NY.  USA  14642-8409 
[p1  +1  585,746.3574 


From:  Deborah  Stone  <zaf9@cdc.Rov> 

Date:  Monday,  February  26,  2018  at  5:34  PM 

To:  "Caine,  Eric"  <Eric  Caine@URMC.Rochester.edu>,  Jarrod  Hindman 
<iaiTod.hindman@state.co.us>.  .Jerry  Reed  <ireed@edc.orE> 

Subject:  AJPH  Opinion  Editorial 

Hi  Guys, 

As  you  may  have  heard  Iroin  me?  others?  CDC  is  releasing  a  Vital  Signs  on 
Suicide  on  June  5‘'\  This  is  a  really  high  profile/high  impact  publication.  It 
includes  a  website,  MMWR,  Fact  Sheet,  Social  Media  messages,  press  release, 
telebriefing  by  Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already  have 
on  record  that  the  Surgeon  General  may  participate  in  the  telebriefing).  Vital 
Signs  sometimes  also  include  an  accompanying  commentary  in  a  peer  reviewed 
journal.  Wliat  does  this  have  to  do  with  you?  I  know  you  are  probably  tired  of 
being  singled  out  for  all  of  your  great  work  and  perspectives...  (soiry!)  but  would 
the  three  of  you  or  some  combination  of  you  do  us  the  honor  of  writing  an 
opinion  editorial  (1200  words,  7  references, )  for  us  in  AJPH  about 
coniprehensive  suicide  prevention  and  CO  efforts  [we  can  refine  later  but  for 
purposes  here,  this  is  the  topic]?  I’m  happy  to  set  up  a  call  to  discuss  but  in  the 
meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results 
(Please  do  not  distribute  or  otherwise  use  or  I’ll  probably  be  fired).  Also  see 
recent  Vital  Signs  (on  opioidsl  and  the  companion  commentary.  Also,  editorial  is 
due  to  AJPH  April  5^*’!!  So  it’s  coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  .\IPH 

Behavioral  Scientist 

Suicide*  Youth  Violence,  and  Elder  Maiireatnient  Team 
Centers  for  Disease  Control  and  Prevention 
National  Center  for  Injury  Prevention  and  Control 
Di  vision  of  Violence  Prevention 


Research  &  Evaluation  Branch 


4770  Buford  Highway,  MS  F-64 


Atlanta,  G A  30341 
770.488,3942 


cis  tone3  fi:i:cdc ,  [iiov 


larrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  I  F  303.691.7901 

4300  Cherry  Creek  Drive  South.  Denver  CO  80246 

iarrQd.liindman@state.co.us  | 


Jarrod  Hindman,  MS 
Deputy'  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  I  F  303.691 .7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iarrod.hindman@state.co.us  | 


Jarrod  Hindman,  MS 
Deputy'  Chief 


Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  IF  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iarrod.hindman@state.co.us  | 


From: 

Sent: 

To: 

Cc: 

Subject: 


Betz,  Marian 

28  Feb  2018  00:04:06  +0000 

Reed,  Jerry;Hindman  -  CDPHE,  Jarrod 

Stone,  Deborah  (CDC/ONDIEH/NCIPC};Caine,  Eric 

Re:  AJPH  Opinion  Editorial 


Works  for  me,  but  with  hard  stop  245  for  me  (3pm  meeting  elsewhere) 
Get  Outlook  for  Android 


From;  Hindman  -  CDPHE,  Jarrod 
Sent;  Tuesday,  February  27,  5:02  PM 
Subject:  Re:  AJPH  Opinion  Editorial 
To:  Reed,  Jerry 

Cc;  Stone,  Deborah  (CDC/ONDIEH/NCIPC),  Caine,  Eric,  Betz,  Marian 


Adding  Emmy  to  the  conversation  in  case  she  is  available  after  our  already  scheduled 
call.  We  will  be  using  the  ICRC-S  call  for  our  1pm  EDT  call,  so  I’m  wondering  if  we  can 
just  stay  on  the  line  and  Deb  can  join  us  at  2pm  EDT?  Eric  -  does  that  work? 


jarrod 


On  Tue,  Feb  27,  2018  at  3:13  PM,  Reed,  Jerry  <ireed@edc.org>  wrote: 
Do  we  have  a  call  in  #? 


Jerry 


Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 

Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Committee 

Member 

ireed@edc.ora  |  202-572-3771  (O)  |  202-294-81 32  (M)  |  202-223-4059  (F) 

Education  Development  Center.  Inc. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  rmailto:zaf9@cdc.qov1 
Sent:  Tuesday,  February  27,  2018  4:27  PM 
To:  Reed,  Jerry  <ireed@edc.ora>:  Hindman  -  CDPHE,  Jarrod 
<  jarrod.  hind  m  a  n@state.co.us> 

Cc:  Caine,  Eric  <Eric  Caine@urmc.rochester.edu> 

Subject:  RE:  AJPH  Opinion  Editorial 


I  have  another  call  that  ends  at  2  so  may  be  a  min  or  two  late  if  that's  ok. 
But  agree  with  hard  stop  at  3. 

Deb 


From:  Reed,  Jerry  [mailto:ireed@edc.orgl 
Sent;  Tuesday,  February  27,  2018  3:13  PM 

To:  Stone,  Deborah  {CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Hindman  - 
CDPHE,  Jarrod  <iarrod.hindman@state.co.us> 

Cc:  Caine,  Eric  <Eric  Caine@urmc.rochester.edu> 

Subject:  RE:  AJPH  Opinion  Editorial 

I  could  do  Friday  at  2PM.  Hard  stop  at  3.  And  Had  start  at  2. 


Best, 


Jerry 


Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Portfolie  Lead 
National  Action  Alliance  for  Suicide  Prevention  Executive  Committee 
Member  'r  -  ^ 

ireed@edc.org  |  202-572-3771  (O)  |  202-2g'4-8T32  (M)  |  202-223-4059  (F) 

Education  Development  Center.  Inc. 


Education 

Development 

Center 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  rmailto:zaf9@cdc,gov1 

Sent:  Tuesday,  February  27,  2018  2:53  PM 

To:  Hindman  -  CDPHE,  Jarrod  <iarrod.hindman@.state.co.us> 

Cc:  Caine,  Eric  <Eric  Caine@urmc.rochester.edu>;  Reed,  Jerry 
<ireed@edc.orQ> 

Subject:  RE;  AJPH  Opinion  Editoriai 

Great,  thanks  Jarrod!  I  can  do  Friday  at  2  if  everyone  else  is  free. 

Deb 

From:  Hindman  -  CDPHE,  Jarrod  [mailto:iarrod.hindman@state.co.us1 

Sent:  Tuesday,  February  27.  2018  2:35  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <2af9@cdc.gov> 

Cc:  Caine,  Eric  <Eric  Caine@urmc.rochester.edu>:  Reed,  Jerry 
<ireed@edc.org> 

Subject:  Re:  AJPH  Opinion  Editorial 


I'm  in,  sorry  for  my  late  reply. 


Of  the  times  you  noted  for  a  call.  I  can  do: 

-  Wed  3  pm 
-Thurs  at  1pm 

-  Friday  at  2pm 

Deb  -  Jerry,  Eric,  Emmy  and  I  already  have  a  call  on  the  books  for  Friday  at 
1 ,  so  perhaps  2pm  might  work  well?  Would  be  great  to  include  Emmy  as 
well  if  possible. 

Jarrod 

On  Tue,  Feb  27,  2018  at  9:41  AM.  Stone.  Deborah  {CDC/ONDIEH/NCIPC) 
<zaf9@cdc.qov>  wrote: 

Fabulous!  Assuming  Jarrod  is  on  board  as  well,  until  I  hear 
differently! 

Do  any  of  these  times  work  (all  EST)  to  meet  this  week?  Also, 
wanted  to  discuss  some  CDC  Foundation  stuff  as  well.  I  had  a 
follow-up  call  with  them  today  after  our  last  CNC  meeting. 

■  Wed  3  pm 

■  Wed  4  pm 

■  Thurs  10  am 

■  Thurs  1  pm 

■  Friday  anytime  except  1-2  pm 
Deb 

From:  Caine,  Eric  [mailto:Eric  Caine@URMC,Rochester.edu1 
Sent:  Tuesday,  February  27,  2018  9:33  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
jarrod. hindman@state.co. us:  Reed,  Jerry  <ireed@edc.orq> 

Subject:  Re:  AJPH  Opinion  Editorial 

□  Glad  to,  too! 

Eric  D.  Caine,  M.D. 

University  of  Rochester  Medical  Ctr. 

300  Crittenden  Blvd. 

Rochester.  NY.  USA  14642-8409 
rp1  +1  585.746.3574 


From:  Deborah  Stone  <zaf9@cdc.gov> 

Date;  Monday,  February  26,  2018  at  5:34  PM 

To;  "Caine,  Eric"  <Eric  Caine@URMC.Rochester.edu>.  Jarrod 

Hindman  <iarrod.hindman@state.co.us>,  Jerry  Reed 

<ireed@edc.org> 

Subject:  AJPH  Opinion  Editorial 


Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a 
Vital  Signs  on  Suicide  on  June  5'*^,  This  is  a  really  high 
profile/high  impact  publication.  It  includes  a  website,  MMWR, 
Fact  Sheet,  Social  Media  messages,  press  release,  telebriefing 
by  Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already 
have  on  record  that  the  Surgeon  General  may  participate  in  the 
telebriefing).  Vital  Signs  sometimes  also  include  an 
accompanying  commentary  in  a  peer  reviewed  journal.  What 
does  this  have  to  do  with  you?  I  know  you  are  probably  tired  of 
being  singled  out  for  all  of  your  great  work  and 
perspectives... (sorry!)  but  would  the  three  of  you  or  some 
combination  of  you  do  us  the  honor  of  writing  an  opinion 
editorial  (1200  words,  7  references, )  for  us  in  AJPH  about 
comprehensive  suicide  prevention  and  CO  efforts  [we  can 
refine  later  but  for  purposes  here,  this  is  the  topic]?  I’m  happy  to 
set  up  a  call  to  discuss  but  in  the  meantime,  please  see 
attached  Vital  Signs  description  with  preliminary  results  (Please 
do  not  distribute  or  otherwise  use  or  I’ll  probably  be  fired).  Also 
see  recent  Vital  Signs  (on  opioids)  and  the  companion 
commentary.  Also,  editorial  is  due  to  AJPH  April  5fh!l  So  it’s 
coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488.3942 

dstone3@cdc.Qov 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  I  F  303.691 .7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iarrod.hindnnan@state. CO-US  | 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

jarrod. hindman@5tate.co.us  | 


From: 

Sent: 

To: 

Cc: 

Subject: 


Hindman  -  CDPHE,  Jarrod 
27  Feb  2018  17:02:14  -0700 
Reed,  Jerry 

Stone,  Deborah  (CDC/ONDIEH/NCIPC};Caine,  Eric;Betz,  Marian 
Re:  AJPH  Opinion  Editorial 


Adding  Emmy  to  the  conversation  in  case  she  is  available  after  our  already  scheduled 
call.  We  will  be  using  the  ICRC-S  call  for  our  1pm  EDT  call,  so  I’m  wondering  if  we  can 
just  stay  on  the  line  and  Deb  can  Join  us  at  2pm  EDT?  Eric  -  does  that  work? 

jarrod 

On  Tue,  Feb  27,  201 8  at  3: 13  PM,  Reed,  Jerry  <ireed@edc.org>  wrote: 

Do  we  have  a  call  in  #? 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Execnlive  Commitice  Member 
irE-ed(a'edc.orir  |  202-572^3771  (O)  |  202-294-8132  (M)  [  202-223-4059  (F) 

Fdueadon  Development  Center,  Inc. 


Ecfucatkxi 

Development 

Center 


From;  Stone,  Deborah  (CDC/ONDI  EH/NCI  PC)  [  irLailto:2af9@cdc,gov1 
Sent:  Tuesday,  February  27,  2018  4:27  PM 

To;  Reed,  Jerry  <i r c ed@e dc . or g>:  Hindman  -  CDPHE,  Jarrod  <iatTod.liindnian@statc.coAis> 


Cc:  Caine,  Eric  <Eric  Came@urmc.rQchester.edu> 

Subject:  RE:  AJPH  Opinion  Editorial 

I  have  another  call  that  ends  at  2  so  may  be  a  min  or  two  late  if  that's  ok.  But  agree  with  hard 
stop  at  3. 

Deb 


From:  Reed,  Jerry  rmailto:ireed@edc.org1 
Sent:  Tuesday,  February  27,  2018  3:13  PM 


To:  Stone,  Deborah  (CDC/ONDIEHyNCIPC)  <zaf9@cdc.gov>:  Hindman  -  CDPHE,  Jarrod 
<iarrod.hindman@state.co.us> 

Cc:  Caine,  Eric  <Eric  Caine@iiniicTOchesler.edu> 

Subject;  RE:  AJPH  Opinion  Editorial 

I  could  do  Friday  at  2PM.  Hard  slop  at  3.  And  Had  start  at  2. 

Best, 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  Si.  Injuiy  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 
het&wcdc.OTii  I  202-572^3771  (O)  |  202-294-8132  (M)  |  202-223-4059  (F 1 

Education  Pevelopincnt  Center,  Inc. 


EducaiiOft 

De¥elopmefit 

Center 


From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:2af9@cdc.gQv1 

Sent:  Tuesday,  February  27,  2018  2:53  PM 

To:  Hindman  -  CDPHE,  Jarrod  <iarrod.liindman@state.co.us> 

Cc;  Caine,  Eric  <Eric  Caiiie@uniic.rochestei'.edu>:  Reed,  Jerry  <ireed@edc . org> 
Subject;  RE:  AJPH  Opinion  Editorial 

Great,  thanks  Jarrod!  I  can  do  Friday  at  2  if  everyone  else  is  free. 


Deb 


From:  Hindman  -  CDPHE,  Jarrod  rmaiIto:iaiToddimdman@statexoAis1 

Sent:  Tuesday,  February  27,  2018  2:35  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <2af9@cdc.gov> 

Cc:  Caine,  Eric  <Eric  Cainc@urmc.rochester.edu>;  Reed,  Jerry  <ireed@edc.org> 
Subject:  Re:  AJPH  Opinion  Editorial 

I'm  in,  sorry  for  my  late  reply. 

Of  the  times  you  noted  for  a  call,  I  can  do: 

-  Wed  3pm 

-  Thurs  at  1pm 


-  Friday  at  2pm 


Deb  -  Jerry,  Eric,  Emmy  and  I  already  have  a  call  on  the  books  for  Friday  at  1,  so 
perhaps  2pm  might  work  well?  Would  be  great  to  include  Emmy  as  well  if  possible. 

Jarrod 

On  Tue,  Feb  27,  2018  at  9:41  AM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

<za  f9@cdc  ■  gov>  wrote: 

Fabulous!  Assuming  Jarrod  is  on  board  as  well,  until  I  hear  differently! 

Do  any  of  these  times  work  (all  EST)  to  meet  this  week?  Also,  wanted  to  discuss 
some  CDC  Foundation  stuff  as  well.  I  had  a  follow-up  call  with  them  today  after 
our  last  CNC  meeting. 

•  Wed  3  pm 

•  Wed  4  pm 

•  Thurs  1 0  am 

•  Thurs  1  pm 

•  Friday  anytime  exeepl  1-2  pm 
Deb 

From:  Caine,  Eric  rmailto:Eric  Caine@,URMC. Rochester. cdu1 
Sent:  Tuesday,  February  27,  2018  9:33  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
iaiTod.hindman@state.co.us;  Reed,  Jerry  <ireed@edc.org> 

Subject:  Re:  AJPH  Opinion  Editorial 

□  Glad  to,  too! 

Eric  D.  Caine,  M.D. 

University  of  Rochester  Medical  Ctr. 

300  Crittenden  Blvd. 


Rochester.  NY.  USA  14642-8409 
lol  +1  585.746.3574 


From:  Deborah  Stone  <zaf9@cdc.gov> 

Date:  Monday,  February  26,  2018  at  5:34  PM 

To:  "Caine,  Eric"  <Eric  Caine@URMC. Rochester.edu>.  Jarrod  Hindman 


<iarrod.hindman@state.co.us>.  Jerry  Reed  <ireed@edc.ore> 

Subject:  AJPH  Opinion  Editorial 

Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide 
on  June  This  is  a  really  high  profile/high  impact  publication.  It  includes  a 
website,  MMWR,  Fact  Sheet,  Social  Media  messages,  press  release,  telebriefing  by 
Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already  have  on  record  that  the 
Surgeon  General  may  participate  in  the  telebriefing).  Vital  Signs  sometimes  also 
include  an  accompanying  commentary  in  a  peer  reviewed  journal.  Wbat  does  this 
have  to  do  with  you?  I  know  you  are  probably  tired  of  being  singled  out  for  all  of 
your  great  work  and  perspectives. .  .(sorry!)  but  would  the  three  of  you  or  some 
combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial  (1200  words,  7 
references, )  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts 
[we  can  refine  later  but  for  purposes  here,  this  is  the  topic]?  I’m  happy  to  set  up  a 
call  to  discuss  but  in  the  meantime,  please  see  attached  Vital  Signs  description  with 
preliminary  results  (Please  do  not  distribute  or  otherwise  use  or  I’ll  probably  be 
fired).  Also  see  recent  Vital  Signs  (on  opioids)  and  the  companion  commentary. 
Also,  editorial  is  due  to  AJPH  April  5^^! !  So  it’s  coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Behavioral  Scientist 

Suicide.  Youth  Violeiict^  and  Elder  Maltreaitnent  Team 

Centers  for  Disease  t’onh'ol  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Hichwav.  MS  ¥-64 

Atlanta,  GA  30341 

770.4^83942 


dstone  3  (a  !C  dc .  gov 


Jarrod  Hindman,  MS 


Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  I  F  303.69 1.790 1 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

i arrod.hi ndman@state. co.us  | 


Jarrod  Hindman,  MS 
Deputy  Chief 

V^iolence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iarrQd.hjndman@state.co.us  | 


From:  Reed,  Jerry 

Sent:  27  Feb  2018  22:13:07  +0000 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Hindman  -  CDPHE,  Jarrod 

Cc:  Caine,  Eric 

Subject:  RE:  AJPH  Opinion  Editorial 


Do  we  have  a  call  in  #? 


Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Siticide  Prevention  Executive  Committee  Member 


ireed(rt  :edc.Drt£  1  202-572-3771  (O)  1  202-294-8132  (M)  1  202-223-4059  {Fj 
Education  Development  Center.  Inc. 

EDC 

Education 

De^lopment 

Center 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:zaf9@cdc.gov] 

Sent:  Tuesday,  February  21,  Jpl  8,  PM 
To:  Reed,  Jerry  ;  Hindmah  -i  CDPHE,  Jarrod 
Cc:  Caine,  Eric  |j'  '  '}!* 

Subject:  RE:  AJPH  Opinion  Editorial 

I  have  another  call  that  endside  2  s®  taay  be  a  min  or  two  late  if  that’s  ok.  But  agree  with  hard  stop  at  3. 
Deb 


From:  Reed,  Jerry  [mailto:irccd@cdc.org] 

Sent:  Tuesday,  February  27,  2018  3:13  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Hindman  -  CDPHE,  Jarrod 
<iarrod.hindrnan@state.co.us> 

Cc:  Caine,  Eric  <Eric  Caine@tirmc.rochester.edu> 

Subject:  RE:  AJPH  Opinion  Editorial 
I  could  do  Friday  at  2PM.  Hard  stop  at  3.  And  Had  start  at  2. 

Best, 

Jerry 

Jerry  Heed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 

202-572-3771  (O)  |  202-294-8132  (M)  |  202-223-4059  (F) 

?limefit  Center.  Inc. 


Education 
Development 
Center 

From:  Stone,  Deborah  (CDC/ONDIEH,^ClPC)  rmailtQ:zalP@cdc.gQv1 

Sent;  Tuesday,  February  27,  201 8  2:53  PM 

To:  Hindman  -  CDPHE,  Jarrod  <iarrod . hindman@state .co . us> 

Cc:  Caine,  Eric  <Eric  Caine@iirmc.rQchestenedii>;  Reed,  Jerry  <ireed@edc.Qrg> 
Subject:  RE:  AJPH  Opinion  Editorial 

Great,  thanks  Jarrod!  I  can  do  Friday  at  2  if  evety^one  else  is  free. 

Deb 


ireodfccedc.Qrg  | 

Edncalioii  Devek 


EDC 


From:  Hindman  -  CDPHE,  Jarrod  rnnailto:iarrod.hindman@state.co.us1 

Sent:  Tuesday,  February  27,  2018  2;  3  5  PM 

To:  Slone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@edc.e:ov> 

Cc:  Caine,  Eric  <Eric  Caine@urinc.rochester.edu>:  Reed,  Jeiry  <ireed(E)edc.org> 

Subject:  Re;  AJPH  Opinion  Editorial 
I'm  in,  sorry  for  my  late  reply. 

Of  the  times  you  noted  for  a  call,  I  can  do: 

-  Wed  3pm 

-Thursatlpm  i 

-  Friday  at  2pm  '  ■ 

Deb  -  Jerry,  Eric,  Emmy  and  I  already  have  a  call  on  the  books  for  Friday  at  11,  sb  pefhaps  2pm 
might  work  well?  Would  be  great  to  include  Emmy  as  well  if  possible.  ' 

Jarrod 

On  Tue,  Feb  27,  2018  at  9:41  AM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(a),cdc.gov> 
wrote: 

Fabulous!  Assuming  JaiTod  is  on  board  as  well,  until  I  hear  differently! 

Do  any  of  these  times  work  (all  EST)  to  meet  this  week?  Also,  wanted  to  discuss  some  CDC 
Foundation  stuff  as  well.  I  bad  a  follow-up  call  with  them  today  after  our  last  CNC  meeting. 

•  Wed  3  pm 

•  Wed  4  pm 

•  Thurs  1 0  am 

•  Thurs  1  pm 

•  Friday  anytime  except  1-2  pm 
Deb 

From:  Caine,  Eric  rmailto:Eric  Caine@URMC.Rochester.edu] 

Sent:  Tuesday,  February  27,  2018  9:33  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.eov>: 

iarrod.hindman@state.co.us:  Reed,  Jerry  <ireed@edc.org> 

Subject:  Re:  AJPH  Opinion  Editorial 
□  Glad  to,  too! 

Eric  D.  Caine,  M.D. 

University  of  Rochester  Medical  Ctr. 

300  Crittenden  Blvd. 

Rochester.  NY.  USA  14642-8409 

Ini  H  585.746.3574 _ 

From:  Deborah  Stone  <zaf9@cdc.gov> 

Date:  Monday,  February  26,  2018  at  5:34  PM 

To:  "Caine,  Eric"  <Eric  Caine@URMC.Rochester.edu>,  Jairod  Hindman 
<ian~od.hindman(d.;state.cQ.us>'  Jerry  Reed  <ireed@edc.org> 

Subject:  AJPH  Opinion  Editorial 
Fli  Guys, 


As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
5^*^.  This  is  a  really  high  profile/high  impact  publication.  It  includes  a  website,  MMWR,  Fact 
Sheet,  Social  Media  messages,  press  release,  telebriefing  by  Acting  CDC  Director  and  a 
Town  Hall  Meeting  (We  already  have  on  record  that  the  Surgeon  General  may  participate  in 
the  telebriefing).  Vital  Signs  sometimes  also  include  an  accompanying  commentary  in  a  peer 
reviewed  journal.  What  does  this  have  to  do  with  you?  I  know  you  are  probably  tired  of  being 
singled  out  for  all  of  your  great  work  and  perspectives. ,  .(sorry!)  but  would  the  tliree  of  you  or 
some  combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial  (1200  words,  7 
referencesf)foru&  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we  can 
refine  later  but  for  jtuiposes  here,  this  is  the  topic]?  Fra  happy  to  set  up  a  call  to  discuss  but  in 
the  meantime.'  plepse  see  attached  Vital  Signs  description  with  preliminary  results  (Please  do 
not  distribute pt ’(Otherwise  use  or  I’ll  probably  be  fired).  Also  see  recent  Vital  Sians  (on 

ill'*)  j . 

opioids)  and  the  companion  commentary.  Also,  editorial  is  due  to  AJPH  April  5  !!  So  it’s 
coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSVV,  MPH 

Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatmeul  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  Sl  Evaluation  Branch 

4770  Buford  Highway.  MS  F-64 

Atlanta,  GA  30341 

770,4883942 

dstone3(f<'cdc.gQV 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iarrod.hiiidman@state.co.us  ] 


From: 

Sent: 

To: 

Cc: 

Subject: 


Reed,  Jerry 

27  Feb  2018  20:12:46  +0000 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Hindman  -  CDPHE,  Jarrod 
Caine,  Eric 

RE:  AiPH  Opinion  Editorial 


T  could  do  Friday  at  2PM.  Hard  stop  at  3.  And  Had  start  at  2. 
Best, 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Vioieoce  &  Injury  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Comniittee  Member 
irccd(rL:cdc.org  1  202-572-3771  (O)  |  202-294^8132  (M)  |  202-223-4059  (F) 
Education  Oe%  elopmetil  Center.  I  tie. 


Ediication 

Development 

Center 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [niailto:zaf9@cdc.gov] 

Sent:  Tuesday,  February  27,  2018  2:53  PM 
To:  Hindman  -  CDPHE,  Jarrod 
Cc:  Caine,  Eric  ;  Reed,  Jerry 
Subject:  RE:  AJPH  Opinion  Editorial 

Great,  thanks  Jarrod!  I  can  do  Friday  at  2  if  everyone  else  is  free. 

Deb 

From:  Hindman  -  CDPHE,  Jarrod  i mailto: jarrod. hindman@state.co.usl 

Sent:  Tuesday,  February  27,  2018  2:35  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zal9@cdc.gov> 

Cc:  Caine,  Eric  <Eric  Caine@urmc.rochester.edu>;  Reed,  Jerry  <ireed@edc.org> 

Subject:  Re:  AJPH  Opinion  Editorial 
Titi  in,  sorry  for  my  late  reply. 

Of  the  times  you  noted  for  a  call,  I  can  do: 

-  Wed  3pm 

-  Thurs  at  1  pm 

-  Friday  at  2pm 

Deb  -  Jerry,  Eric,  Emmy  and  I  already  have  a  call  on  the  books  for  Friday  at  1 ,  so  perhaps  2pm 
might  work  well?  Would  be  great  to  include  Emmy  as  well  if  possible. 

Jarrod 

On  Tue,  Feb  27,  2018  at  9:41  AM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.eov> 


wrote: 


Fabulous!  Assuming  Jarrod  is  on  board  as  well,  until  I  hear  differently! 

Do  any  of  these  times  work  (all  EST)  to  meet  this  week?  Also,  wanted  to  discuss  some  CDC 
Foundation  stuff  as  well.  I  had  a  follow-up  call  with  them  today  after  our  last  CNC  meeting. 

•  Wed  3  pm 

•  Wed  4  pm 


•  Thiirs  10  am 


•  Tliurs  1  pm 

•  Friday  anytime  except  1-2  pm 
Deb 

From:  Caine,  Eric  rmailto:Eric  Caine@.UR-MC. Rochester. edul 
Sent:  Tuesday,  February  27,  2018  9:33  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>; 
iarrod.hindiTian@state.co.us:  Reed,  Jerry  <jreed@edc.org> 

Subject:  Re:  AJPH  Opinion  Editorial 
□  Glad  to,  too! 

Eric  D.  Caine,  M.D. 

University  of  Rochester  Medical  Ctr. 

300  Crittenden  Blvd. 

Rochester.  NY.  USA  14642-8409 

[p1+l  585.746.3574  _ 

From:  Deborah  Stone  <zaf9@cdc.gov> 

Date:  Monday,  February  26,  2018  at  5:34  PM 

To:  "Caine,  Eric"  <Erie  Caine@URMC.Roehester.edu>,  Jarrod  Hindman 
<j  arrod.  hindmanfajstate .  co .  us>.  Jerry  Reed  <jreed@edc.org> 

Subject:  AJPH  Opinion  Editorial 
Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
5^*^.  This  is  a  really  high  profile/high  impact  publication.  It  includes  a  website,  MMWR,  Fact 
Sheet,  Social  Media  messages,  press  release,  telebriefing  by  Acting  CDC  Director  and  a 
Town  Hall  Meeting  (We  already  have  on  record  that  the  Surgeon  General  may  participate  in 
the  telebriefmg).  Vital  Signs  sometimes  also  include  an  accompanying  commentary  in  a  peer 
reviewed  journal.  Wliat  does  this  have  to  do  with  you?  I  know  you  are  probably  tired  of  being 
singled  out  for  all  of  your  great  work  and  perspectives. .  .(soixy!)  but  would  the  three  of  you  or 
some  combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial  (1200  words,  7 
references, )  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we  can 
refine  later  but  for  purposes  here,  this  is  the  topic]?  I’m  happy  to  set  up  a  call  to  discuss  but  in 
the  meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results  (Please  do 
not  distribute  or  otherwise  use  or  ITl  probably  be  fired).  Also  see  recent  Vital  Signs  (on 
opioids)  and  the  companion  commentary.  Also,  editorial  is  due  to  AJPH  April  5*'*’!!  So  it’s 
coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

D  i  V  i  si  on  of  V  lol  cncc  P  re  ven  tion 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 


770.488.3942 

dstone3@cdc.^ov 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iatTod.hindTnan@state.co.us  | 


From: 

Sent: 

To: 

Cc; 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
27  Feb  2018  19:52:38  +0000 
Hindman  -  CDPHE,  Jarrod 
Caine,  Eric;Reed,  Jerry 
RE:  AJPH  Opinion  Editorial 


Great,  thanks  Jarrod!  I  can  do  Friday  at  2  if  everyone  else  is  free. 

Deb 

From:  Hindman  -  CDPHE,  Jarrod  [mailto;jarrod.hindman@state.co.us] 

Sent:  Tuesday,  February  27,  2018  2:35  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Caine,  Eric ;  Reed,  Jerry 
Subject:  Re:  AJPH  Opinion  Editorial 
I'm  in,  sorry  for  my  late  reply. 

Of  the  times  you  noted  for  a  call,  I  can  do: 

-  Wed  3pm 

-  Thurs  at  1  pm 

-  Friday  at  2pm 

Deb  -  Jerry,  Eric,  Emmy  and  I  already  have  a  call  on  the  books  for  Friday  at  1,  so  perhaps  2pm 
might  work  well?  Would  be  great  to  include  Emmy  as  well  if  possible. 

Jarrod 

On  Tue,  Feb  27.  2018  at  9:41  AM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 


wrote: 


Fabulous!  Assuming  Jarrod  is  on  board  as  well,  until  I  hear  differently! 

Do  any  of  these  times  work  (all  EST)  to  meet  this  week?  Also,  wanted  to  discuss  some  CDC 
Foundation  stuff  as  well.  I  had  a  follow-up  call  with  them  today  after  our  last  CNC  meeting, 

•  Wed  3  pm 

•  W  ed  4  pm 

•  Thurs  1 0  am 

•  Thurs  1  pm 

•  Friday  anytime  except  1-2  pm 
Deb 

From:  Caine,  Eric  rmailto:Eric  Caine@URMC.Rochester.edu1 
Sent:  Tuesday,  February  27,  2018  9:33  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
iaiTod.hindman@state.co.us;  Reed,  Jerry  <ireed(d),edc.org> 

Subject:  Re:  A.TPH  Opinion  Editorial 
□Glad  to,  too! 

Eric  D.  Caine,  M.D. 

University  of  Rochester  Medical  Ctr. 

300  Crittenden  Blvd. 


Rochester.  NY,  USA  14642- 8409 

[p]  +1  585.746.3574  _ 

From:  Deborah  Stone  <zaf9@c dc. gov> 

Date:  Monday,  February  26,  2018  at  5:34  PM 

To:  "Caine,  Erie"  <Eric  Caine@iURMC.Roehe‘iter.edu>.  Jarrod  Hindman 
<iarrod.hindman@state.co.us>.  Jerry  Reed  <irecd@edc.org> 

Subject:  AJPH  Opinion  Editorial 
Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
5^*^.  This  is  a  really  high  profile/high  impact  publication.  It  includes  a  website,  MMWR,  Fact 
Sheet,  Social  Media  messages,  press  release,  telebriefing  by  Acting  CDC  Director  and  a 
Town  Hall  Meeting  (We  already  have  on  record  that  the  Surgeon  General  may  participate  in 
the  telebriefing).  Vital  Signs  sometimes  also  include  an  accompanying  commentary  in  a  peer 
reviewed  journal.  What  does  this  have  to  do  with  you?  1  know  you  are  probably  tired  of  being 
singled  out  for  all  of  your  great  work  and  perspectives. 7.  (sorry!)  but  would  the  three  of  you  or 
some  combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial  (1200  words,  7 
references, )  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we  can 
refine  later  but  for  purposes  here,  this  is  the  topic]?  Em  happy  to  set  up  a  call  to  discuss  but  in 
the  meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results  (Please  do 
not  distribute  or  otherwise  use  or  ITl  probably  be  fired).  Also  see  recent  Vital  Signs  (on 

opioids)  and  the  companion  commentary.  Also,  editorial  is  due  to  AJPH  April  5*’V!  So  it’s 
coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Dth  Stone,  Sel>,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488.3942 

dstone3@cdc.QOv 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention -Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691 .7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iarrod.hindman@state.co.us  | 


From:  Hindman  -  CDPHE,  Jarrod 

Sent:  6  Mar  2018  12:18:39  -0700 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  AJPH  Opinion  Editorial 


Sounds  good.  Thanks  Deb, 

On  Tue,  Mar  6,  2018  at  12:01  PM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(ajcdc.gov>  wrote : 

No  worries.  We  can  just  discuss  tomorrow.  I’m  swamped  as  well! 

Deb 

From:  Hindman  -  CDPHE,  Jan'od  Imailloii aiTod .hmdman@statc .co .usi 

Sent:  Tuesday,  March  6,  2018  1:59  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc. gov> 

Cc:  Reed,  Jerry  <ireed@cdc.QrE>:  Betz,  Marian  <MARIAN.BETZ@ucdenvcr.edu>: 
Eric  Caine@URMC.Rochester.edu 


Subject:  Re:  AJPH  Opinion  Editorial 

Hey  Deb.  I'm  pretty  much  booked  the  rest  of  this  afternoon,  other  than  the  next  hour.  If 
we  can't  touch  base,  is  it  feasible  to  update  the  group  on  the  call  tomorrow  morning? 
Or,  do  we  need  to  save  the  conversation  /  update  for  later? 

JaiTod 

On  Mon,  Mar  5, 2018  at  1 1 :1 1  AM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>  wrote: 


Hi  Jarrod. 

Yeah  at  some  point  over  the  weekend  1  realized  that  too.  If  I  can  toueh  base  with  any 
combo  of  you  tor  like  10  mins  that  would  be  helpful. 

Deb 

From:  Elindman  -  CDPHE,  Jarrod  [mailto:iarrod.hindman@statc.co.usl 
Sent;  Monday,  March  5,  201 8  12:42  PM 
To:  Reed,  Jerry  <ireed@edc.org> 

Cc:  Betz,  Marian  <MARIAN.BETZ@ucdenver.edu>:  Eric  Caine @U RM C . Ro c he ste r. e du : 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc,goy> 

Subject:  Re:  AJPH  Opinion  Editorial 

Thanks  for  the  kind  words  Jerry.  Always  enjoy  working  with  this  team.  On 
reflection,  we  never  got  around  to  talking  about  the  CDC  Foundation  process  or  any 
follow-up  related  to  the  conversation  Deb  had  with  Rob.  Deb  -  I'm  going  to  include 


an  agenda  item  for  our  Wed  call,  but  definitely  let  me  know  if  there  is  anything  we 
need  to  discuss  and/or  agree  on  prior  to  Wed's  call.  Thanks. 


Jarrod 


On  Sat,  Mar  3,  2018  at  10:34  AM,  Reed,  Jerry  <ireed@edc.org>  wrote: 

Dear  Colleagues, 

As  I  catch  up  on  this  day,  just  want  to  say  that  1  really  value  our  open,  candid, 
(oftentimes  humorous)  discussions.  Truly,  I  love  working  with  people  1  really 
enjoy  to  be  around.  Thanks  for  what  turned  out  to  be  a  great  part  of  my  day. 

Best, 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  Piesident  for  Practice  Leadership 
Suicide,  Violence  &  Injury^  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Conimitiee  Member 
ireedfedc.org  |  202-572-3771  (O)  |  202-294-8132  (M)  |  202-223-4059  (F) 

Education  Development  Center,  tnc. 


Education 

Development 

Cental 


From:  Betz,  Marian  rmailto:MARIAN.BETZ@UCDENVER.EDU1 
Sent:  Friday,  March  02,  2018  5:02  PM 

To:  Eric  Caine@URMC.Rochester.edu:  iarrod.hindman@state.co.us:  Reed, 
Jerry  <ireed@ede.org>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov> 

Subject:  RE:  AJPH  Opinion  Editorial 
Hi  all. 

Just  switching  to  my  work  email  from  gmail  for  this  email  chain  -  please  use  this 
address  for  responses. 


Great  talking  to  you  all,  and  Eric  let  me  know  how/when  1  can  help  out  with  the 
paper. 

Emmy 

Marian  (Emmy)  Betz,  MD,  MPH 

Associate  Professorj  Department  of  Emergency  Medicine  |  University  of  Colorado  School  of 
Medicine 

Core  Facitlty  |  Program  for  Injury  Prevention,  Education  and  Research  (PIPER)  |  Colorado 
School  of  Public  Health 


Mail  Stop  B'215  |  Leprino  Office  Building,  7'*^  Floor,  12401  E.  17^^  Avenue  | Aurora,  CO  80045 


Phone:  720.848.6770  |  Marian. Betz@ uc den verxdu  |  Cell:  303.550.5669  |  Twitter:  @EnimyBetz 


Department  of  Emergency  Medicine 

UffVEI^SlTy  OF  COLOMDO  AMICH VIT  MlHCAL  CmM 


Confidentiality  Nolice:  This  email  message,  including  any  attachments,  is  for  the  sole  use  of  ihe  intended  recipicnt(s)  and  may 
contain  confidential  and  privileged  information.  Any  unauthorized  review,  use,  disclosure  or  distribution  is  prohibited.  If  you  are 
not  the  intended  recipient,  pkase  contact  the  sender  by  reply  email  and  destroy  all  copies  of  the  original  message. 


From:  Emmy  Betz  <mebetz@gmajl.com> 

Sent:  Friday,  March  02,  2018  3:00  PM 

To:  Betz,  Marian  <marian.betz@,ucdenver.edu> 

Subject:  Fwd:  AJPH  Opinion  Editorial 


- Forwarded  message - 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9rai:cdc.gov> 

Date:  Fri,  Mar  2,  20 1 8  at  1 :47  PM 

Subject:  RE:  AJPH  Opinion  Editorial 

To:  "Caine,  Eric  (Eric_Caine@URMC.Rochester.edu)" 

<Eric  Caine@urmc.rochester.edu>,  "iarrod.hindman@state.co.us" 
<jarrod.hmdman@state.co.us>.  "Reed,  Jerry"  <ireed@edc.org>.  Emmy  Betz 
<mebetz@gmail.com> 


Thank  you  for  a  productive  (and  entertaining  call).  But  seriously,  I  do  so 
appreciate  your  willingness  to  write  this  editorial  to  accompany  the  Vital  Signs. 

This  is  going  to  be  a  great  product  (collectively). 


Attaching  drafts  of  everything  so  far  so  you  can  get  the  full  effect  of  what  we’re 
going  for. 

Based  on  the  titles  and  watennarks  and  PDF  file  type  I  think  youTl  figure  out  not 
to  share.  ;) 


The  draft  of  the  MMWR  hasn’t  been  reviewed  yet  so  take  it  with  a  grain  of  salt, 
especially  the  discussion  which  needs  lots  o  work. 

Also,  please  do  review  these  two  links  to  see  an  example  of  how  the  vital  signs 
and  the  editorial  link  together.  Vital  Signs  ton  opioids)  and  the  companion 
commentary. 

Let  me  know  if  you  have  any  questions  about  anything. 

Dates  to  keep  in  mind: 

Week  of  March  12^^ — Outline  to  Deb 

March  23-  Copy  of  article  to  share  with  CDC  for  soft  edits 

April  5*'^- “Article  due  to  AJI^H 

Thankful  for  this  partnership! !  {now  but  in  general) ;) 

Happy  Friday. 

Deb 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  26,  2018  5:31  PM 

To:  Caine,  Eric  (Eric  Caine@URMC.Rochester.edu) 

<Eric  Caine@URMC.Rochester.edu>:  iarrod.hindman@state.co.us:  Reed, 

Jerry  <ireed@edc.org> 

Subject:  AJPH  Opinion  Editorial 

Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on 
Suicide  on  June  5*^.  This  is  a  really  high  protile/high  impact  publication.  It 
includes  a  website,  MMWR,  Fact  Sheet,  Social  Media  messages,  press  release, 
telebriefing  by  Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already  have 
on  record  that  the  Surgeon  General  may  participate  in  the  telebriefing).  Vital 
Signs  sometimes  also  include  an  accompanying  commentary  in  a  peer  reviewed 
journal.  What  does  this  have  to  do  with  you?  I  know  you  are  probably  tired  of 
being  singled  out  for  all  of  your  great  work  and  perspectives.  ..(sorry!)  but  would 
the  three  of  you  or  some  combination  of  you  do  us  the  honor  of  writing  an 
opinion  editorial  (1200  words,  7  references, )  for  us  in  AJPH  about 
comprehensive  suicide  prevention  and  CO  efforts  [we  can  refine  later  but  for 
purposes  here,  this  is  the  topic]?  I’m  happy  to  set  up  a  call  to  discuss  but  in  the 
meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results 
(Please  do  not  distribute  or  otherwise  use  or  I’ll  probably  be  fired).  Also  see 


recent  Vital  Signs  fon  opioids)  and  the  companion  commentary.  Also,  editorial  is 
due  to  AJPH  April  5*^!!  So  it’s  coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  .MSW,  MPH 

Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Hiji^hwav,  MS  F-64 

Atlanta.  GA  30341 

770.488.3942 

dstone3@cdc.gQV 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  I  F  303.691.7901 

4300  CheiTv  Creek  Drive  South,  Denver  CO  80246 


iarTod.hindmap@,state.co.us  | 


Jarrod  Hindman,  MS 


Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


I 


I 


P  303.692.2539  |  F  303.691 .7901 

4300  Cherry  Creek  Drive  South.  Denver  CO  80246 

iarrod.hindman@state.co.us  | 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691 .7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iarrod.hmdman(S;state.co.us  | 


From: 

Sent: 

To: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
27  Feb  2018  14:17:43  +0000 
Reed,  Jerry;Caine,  Eric 


(Eric_Caine@URMC.Rochester.edu);jarrod.hindman@state.co.us 


Subject: 


RE:  AJPH  Opinion  Editorial 


Thanks,  Jerry!!  © 

Deb 

From:  Reed,  Jerry  [mailto:jreed@edc.org] 

Sent:  Tuesday,  February  27,  2018  8:31  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Caine,  Eric  (Eric_Caine@URMC.Rochester.edu) ; 

jarrod.hindman@state.co.us 

Subject:  RE:  AJPH  Opinion  Editorial 

I  would  be  willing  to  join  with  Eric  and  Jarrod  if  they  are  up  for  it. 

Best, 

Jerry 

jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

National  Action  Alliance  for  Suidde  Prevention  Esiecutive  Committee  Member 
ireed^edcorg  |  202-572-3771  (0)  |  202-294  S132  (M)  |  202-223-4059  (F) 

Education  Development  Center.  Inc. 


Edticatfon 

Deve}of>ment 

Center 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:zaf9@cdc.fiQv1 
Sent:  Monday,  February  26,  2018  5:31  PM 

To:  Caine,  Eric  (Eric  Caine@URMC.Rochester.edu)  <Enc  Caine(g>U RMC.RQchester.edu>: 
jarrod .hindmanfgstate.co.usi  Reed,  Jerry  <ireed@edc.orR> 

Subject:  AJPH  Opinion  Editorial 
Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June  5^^.  This  is  a 
really  high  profile/high  impact  publication,  ft  includes  a  website,  MMWR,  Fact  Sheet,  Social  Media 
messages,  press  release,  telebriefing  by  Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already  have 
on  record  that  the  Surgeon  General  may  participate  rn  the  telebriefing).  Vital  Signs  sometimes  also 
include  an  accompanying  commentary  in  a  peer  reviewed  journal.  What  does  this  have  to  do  with  you?  I 
know  you  are  probably  tired  of  being  singled  out  for  all  of  your  great  work  and  perspectives. ..(sorry!)  but 
would  the  three  of  you  or  some  combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial 
{1200  words,  7  references, )  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we 
can  refine  later  but  for  purposes  here,  this  is  the  topic]?  Tm  happy  to  set  up  a  call  to  discuss  but  in  the 
meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results  (Please  do  not  distribute 
or  otherwise  use  or  Fll  probably  be  fired).  Also  see  recent  Vital  Signs  (on  opioids)  and  the  companion 
commentary.  Also,  editorial  is  due  to  AJPH  April  5*^1!  So  it's  coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  IV!S\V,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 


Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.438.3942 

dstone3@cdc.qov 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  6  Mar  2018  19:01:55 +0000 

To:  Hindman  -  CDPHE,  Jarrod 

Cc;  Reed,  Jerry;Betz,  Marian;Eric_Caine@URMC.Rochester.edu 

Subject:  RE:  AJPH  Opinion  Editorial 

No  worries.  We  can  just  discuss  tomorrow.  I'lm  swamped  as  well! 

Deb 

From:  Hindman  -  CDPHE,  Jarrod  [mailto:jarrod.hindman@state.co, us] 

Sent:  Tuesday,  March  6,  2018  1:59  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Reed,  Jerry  ;  Betz,  Marian  ;  Eric_Caine@URMC,Rochester.edu 
Subject:  Re:  AJPH  Opinion  Editorial 

Hey  Deb.  I'm  pretty  much  booked  the  rest  of  this  afternoon,  other  than  the  next  hour.  If  we  can't 
touch  base,  is  it  feasible  to  update  the  group  on  the  call  tomorrow  morning?  Or,  do  we  need  to 
save  the  conversation  /  update  for  later? 

Jarrod 

On  Mon,  Mar  5,  2018  at  1 1:1 1  AM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 
wrote: 

Hi  Jarrod, 

Yeah  at  some  point  over  the  weekend  I  realized  that  too.  If  I  can  touch  base  with  any  combo  of  you 
for  like  10  mins  that  would  be  helpful. 

Deb 

From:  Hindman  -  CDPHE,  Jarrod  I mailto:iarrod.hindman@5tate.co.us1 
Sent:  Monday,  March  5,  2018  12:42  PM 
To:  Reed,  Jerry  <ireed@edc.org> 

Cc:  Betz,  Marian  <MARIAN.BETZ@ucdenver.edu>:  Eric  Caine@URMC.Rochester.edu:  Stone, 

Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re;  AJPH  Opinion  Editorial 

Thanks  for  the  kind  words  Jerry.  Always  enjoy  working  with  this  team.  On  reflection,  we 
never  got  around  to  talking  about  the  CDC  Foundation  process  or  any  follow-up  related  to  the 
conversation  Deb  had  with  Rob.  Deb  -  I'm  going  to  include  an  agenda  item  for  our  Wed  call, 
but  definitely  let  me  know  if  there  is  anything  we  need  to  discuss  and/or  agree  on  prior  to 
Wed's  call.  Thanks. 

Jarrod 

On  Sat,  Mar  3,  2018  at  10:34  AM,  Reed,  Jerry  <ireed@ede.ore>  wrote: 

Dear  Colleagues, 

As  I  catch  up  on  this  day,  Just  want  to  say  that  I  really  value  our  open,  candid,  (oftentimes 
humorous)  discussions.  Truly,  1  love  working  with  people  1  really  enjoy  to  be  around. 
Thanks  for  what  turned  out  to  be  a  great  part  of  my  day. 

Best, 

Jerry 

Jerrj  Reed,  PhD,  MSW 

Senior  Vice  Presideni  for  Practice  Leiidership 
Suicide,  Violence  &  Injury  Preventiun  PortFolit)  Lead 

National  Action  Alliance  for  Suicide  Prevention  Executive  Coniiiiittee  Member 
irccd@cdc.org  \  202-572-3771  (O)  I  202-294-8132  (Mil  202-223-4059  (F) 

Educfltion  Dcvfloument  Center,  Inc. 


EDC 


Educatton 

Development 

Center 


From:  Betz,  Marian  rmai]to:MARIAN.BETZ@UCDENVER.EDUl 
Sent:  Friday,  March  02,  2018  5:02  PM 

To:  Eric  Caine(d),URMC. Rochester.edu;  iarrQd.hindmaii@state.co.us;  Reed,  Jerry 
<ireed@edc.Qrg>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.iJov> 


Subject:  RE:  AJPH  Opinion  Editorial 
Hi  all. 

Just  switching  to  my  work  email  from  gmail  for  this  email  chain  -  please  use  this  address 
for  responses. 


Great  talking  to  you  all,  and  Eric  let  me  know  how/when  I  can  help  out  with  the  paper, 
Emmy 

Marian  (Emmy)  Betz,  MD,  MPH 

Associate  Professor]  Department  of  Emergency  Medicine  j  University  of  Colorado  School  of  Medicine 
Core  Faculty  j  Program  for  Injury  Prevention,  Education  and  Research  (PIPER)  j  Colorado  School  of  Public 
Health 


Mail  Stop  B-215  j  Leprino  Office  Building,  7^  Floor,  12401  E.  17^  Avenue  j  Aurora,  CO  80045 
Phone:  720.848,6770  j  M ar i an . B etz @ ucd en ver . edu  |  Cell:  303.550,5669  j  Twitter;  @EinmyBetz 

Department  of  Emergency  Medicine 


sctoolofmedicim; 

UMVEFSTY  or  COrCAMX)  ANtUiVTI  MISKM  CAMKIS 

Confidentiality  Notice;  'Phis  email  message,  including  any  attachments,  is  for  the  sole  use  of  the  intended  recipient{s)  and  may  contain 
confidential  and  privileged  infoimation.  Any  unauthorized  review,  use,  disclosure  or  distributitin  is  prohibited.  If  you  are  not  the  intended 
recipient,  please  contact  the  sender  by  reply  email  and  destroy  all  copies  of  the  original  message. 


From:  Emmy  Betz  <mebetz@,gmail.com> 

Sent:  Friday,  March  02,  2018  3:00  PM 

To:  Betz,  Marian  <marian. betz@ucdenver.edu> 

Subject:  Fwd:  AJPH  Opinion  Editorial 
- Forwarded  message - 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Date:  Fri,  Mar  2,  2018  at  1:47  PM 

Subject:  RE:  AJPH  Opinion  Editorial 

To:  "Caine,  Eric  (Eric  Caine@.URMC. Rochester.edu)" 

<Eric  Caine@urmc.rochester.edu>.  "iarrod.hindman@state.co.us" 
<iarrod.hindman@state.co.us>,  "Reed,  Jerry"  <ireed@edc.org>,  Emmy  Betz 
<mebetz@gmail  ■Com> 


Thank  you  for  a  productive  (and  entertaining  call).  But  senously,  I  do  so  appreciate  your 
willingness  to  write  this  editorial  to  accompany  the  Vital  Signs. 

This  is  going  to  be  a  great  product  (collectively). 

Attaching  drafts  of  everything  so  far  so  you  can  get  the  full  effect  of  what  we’re  going  for. 
Based  on  the  titles  and  watermarks  and  PDF  file  type  1  think  you’ll  figure  out  not  to  share. 
;) 


The  draft  of  the  MMWR  hasn’t  been  reviewed  yet  so  take  it  with  a  grain  of  salt,  especially 
the  discussion  which  needs  lots  o  work. 

Also,  please  do  review  these  two  links  to  see  an  example  of  how  the  vital  signs  and  the 
editorial  link  together.  Vital  Siens  (on  opioids')  and  the  companion  commentary. 

Let  me  know  if  you  have  any  questions  about  anything. 

Dates  to  keep  in  mind: 

Week  of  March  12^^^ — Outline  to  Deb 

March  23-  Copy  of  article  to  share  with  CDC  for  soft  edits 

April  5^'’ — Article  due  to  A.fPH 

Thankfiil  for  this  partnership!!  (now  but  in  general) ;) 

Happy  Friday, 

Deb 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  26,  2018  5:31  PM 

To:  Caine,  Eric  ('Eric_Caine@,URMC. Roches ter.edu) 

<Eric  Caine@URMC.Rochester.edu>:  iarrod.hindman@state,co.us;  Reed,  Jerry 
<ireed@,6dc.org> 

Subject:  AJPH  Opinion  Editorial 
Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on 
June  5*.  This  is  a  really  high  profile/high  impact  publication.  It  includes  a  website, 
MMWR,  Fact  Sheet,  Social  Media  messages,  press  release,  telebrielmg  by  Acting  CDC 
Director  and  a  Town  Hall  Meeting  (We  already  have  on  record  that  the  Surgeon  General 
may  participate  in  the  telebriefmg).  Vital  Signs  sometimes  also  include  an  accompanying 
commentary  in  a  peer  reviewed  journal.  What  does  this  have  to  do  with  you?  1  know  you 
are  probably  tired  of  being  singled  out  for  all  of  your  great  work  and 
perspectives.  ..(sorry!)  but  would  the  three  of  you  or  some  combination  of  you  do  us  the 
honor  of  writing  an  opinion  editorial  (1200  words,  7  references, )  for  us  in  AJPH  about 
comprehensive  suicide  prevention  and  CO  efforts  [we  can  refine  later  but  for  purposes 
here,  this  is  the  topic]?  Tm  happy  to  set  up  a  call  to  discuss  but  in  the  meantime,  please  see 
attached  Vital  Signs  description  with  preliminary  results  (Please  do  not  distribute  or 
otherwise  use  or  Til  probably  be  fired).  Also  see  recent  Vital  Signs  (on  opioids)  and  the 

companion  commentai'v.  Also,  editorial  is  due  to  AJPH  April  5***! !  So  it’s  coming  right 
up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  St«ne,  SeD,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

77Q.488.3942 

dstone3@cdc.QOv 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  t  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

jarrod. hindman@state. CO. us  ) 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691 .7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

jarrod ■hindman@state.co. us  | 


From: 

Hindman  -  CDPHE,  Jarrod 

Sent: 

6  Mar  2018  11:59:18  -0700 

To: 

Stone,  Deborah  (CDC/ONDlEH/NClPC) 

Cc: 

Reed,  Jerry;Betz,  Marian;Eric_Caine@URMC. Rochester.edu 

Subject: 

Re:  AJPH  Opinion  Editorial 

Hey  Deb.  I'm  pretty  much  booked  the  rest  of  this  afternoon,  other  than  the  next  hour.  If 
we  can’t  touch  base,  is  it  feasible  to  update  the  group  on  the  call  tomorrow  morning?  Or, 
do  we  need  to  save  the  conversation  /  update  for  later? 

Jarrod 

On  Mon,  Mar  5,  201 8  at  11 :!  1  AM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaIP@cdc. gov>  wrote: 

Hi  Jarrod, 

Yeah  at  some  point  over  the  weekend  I  realized  that  too.  If  I  can  touch  base  with  any  combo  of 
you  for  like  10  mins  that  would  be  helpful. 

Deb 

From:  Hindman  -  CDPHE,  Jarrod  rmailto:iarrod.hindman@state.cQ.usl 
Sent:  Monday,  March  5,  2018  12:42  PM 
To:  Reed,  Jerry  <ireed@,edc.orH> 

Cc:  Betz.  Marian  <MARIAN.BETZ@ucdenver.edu>;  Eric  Caine@URMC.Roche5ter.edu; 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject;  Re:  AJPH  Opinion  Editorial 

Thanks  for  the  kind  words  Jerry.  Always  enjoy  working  with  this  team.  On  reflection, 
we  never  got  around  to  talking  about  the  CDC  Foundation  process  or  any  follow-up 
related  to  the  conversation  Deb  had  with  Rob.  Deb  -  I'm  going  to  include  an  agenda 
item  for  our  Wed  call,  but  definitely  let  me  know  if  there  is  anything  we  need  to 
discuss  and/or  agree  on  prior  to  Wed's  call.  Thanks. 

JaiTod 

On  Sat,  Mar  3,  2018  at  10:34  AM,  Reed,  Jerry  <i reed(fl),edc . or a>  wrote: 

Dear  Colleagues, 

As  1  catch  up  on  this  day,  just  want  to  say  that  1  really  value  our  open,  candid, 
(oftentimes  humorous)  discussions.  Truly,  1  love  working  with  people  1  really  enjoy 
to  be  around.  Thanks  for  what  turned  out  to  be  a  great  part  of  my  day. 

Best, 


Jerry 


Jern  Reed,  PhD,  MSW 


Senior  Vice  Presidcm  for  Praeiice  Leadership 


Suicide,  Violence  &  lnjur\'  Prcvenlion  Pori  folio  Lead 


National  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 


irccd@cdc,org  |  202-572-3771  (O)  |  202-294-S132  (M)  |  202-223-4059  (F) 


Educatinn  Dev  d  op  men  i  Center,  Inc. 


Education 

Development 

Center 


From:  Betz,  Marian  rmailto:MARTAN.BETZ@UCDENVER.EDU1 
Sent:  Friday,  March  02,  201 8  5:02  PM 

To:  Eric  Caine@URMC.Rochester.edu;  iarrod.hindman@state.co.us;  Reed,  Jerry 
<ireed@edc.org>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@,cdc.gov> 

Subject:  RE:  AJPH  Opinion  Editorial 
Hi  all, 

Just  switching  to  my  work  email  from  gmail  for  this  email  chain  -  please  use  this 
address  for  responses. 

Great  talking  to  you  all,  and  Eric  let  me  know  how/when  1  can  help  out  with  the 
paper. 

Emmy 

Marian  (Emmy)  Betz,  MD,  MPH 

Associate  Professor|  Department  of  Emergency  Medicine  |  University  of  Colorado  School  of 
Medicine 

Core  Faculty  |  Program  for  Injury  Prevention,  Education  and  Research  (PIPER)  |  Colorado  School  of 
Public  Health 

Mail  Stop  B-2 1 5  |  Leprino  Office  Building,  7*’’  Floor,  124Q1  E.  17^*'  Avenue  | Aurora,  CO  80045 
Phone:  720.848.6770  |  Marian. Betztaiucdenver.edu  [Cell;  303.550.5669  j  Twitter:  @EmmyBetz 


Department  of  Emergency  Medicine 


SOOOcOFICmONE 

tMvsteny  CF  coLOiwx)  AMtcttvTi  MUiCM.  cAMPut 


Confidentiality  Notice:  Tlris  email  message,  including  any  attachments,  is  for  the  sole  use  of  the  intended  iceipient(s)  and  may  contain 
confidential  and  privileged  information.  Any  unauthorized  review,  use,  disclosure  or  distribution  is  prohibited.  If  you  are  not  the 
intended  recipient,  please  contact  the  sender  by  reply  email  and  destroy  all  copies  of  the  original  message. 


From:  Emmy  Betz  <mebetz@amail.com> 

Sent:  Friday,  March  02,  2018  3:00  PM 

To:  Betz,  Marian  <marian.betz@ucdenver.edu> 

Subject:  Fwd:  AJPH  Opinion  Editorial 

- Forwarded  message - 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9 @cdc . aov> 

Date:  Fri,  Mar  2,  2018  at  1:47  PM 

Subject:  RE:  AJPH  Opinion  Editorial 

To:  "Caine,  Eric  lEric  Caine(a),URMC.Rochester.eduV' 

<Eric  Caine@urmc.rochester.edu>,  "iarrod.hindman@state.co.us" 

<j  arrod.h  indman@  state  .CO .  us>.  "Reed,  Jerry"  <ireed@:edc.  org>.  Emmy  Betz 
<mebetz@gmail.conni> 

Thank  you  for  a  productive  (and  entertaining  call).  But  seriously,  I  do  so  appreciate 
your  willingness  to  write  this  editorial  to  accompany  the  Vital  Signs. 

This  is  going  to  be  a  great  product  (collectively). 

Attaching  dra:fls  of  everything  so  far  so  you  can  get  the  full  effect  of  what  we’re 
going  for. 

Based  on  the  titles  and  watermarks  and  PDF  file  type  I  think  you’ll  figure  out  not  to 
share.  ;) 

The  draft  of  the  MMWR  hasn’t  been  reviewed  yet  so  take  it  with  a  grain  of  salt, 
especially  the  discussion  which  needs  lots  o  work. 

Also,  please  do  review  these  two  links  to  see  an  example  of  how  the  vital  signs  and 
the  editorial  link  together.  Vital  Signs  (on  opioids)  and  the  companion  commentary. 

Let  me  know  if  you  have  any  questions  about  anything. 

Dates  to  keep  in  mind: 

Week  of  March  12''^ — Outline  to  Deb 

March  23-  Copy  of  article  to  share  with  CDC  for  soft  edits 

April  5*®^ — Article  due  to  AJPH 

Thankful  for  this  partnership!  !  (now  but  in  general) ;) 

Happy  Friday. 


Deb 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  26,  2018  5:31  PM 

To:  Caine,  Eric  ('Eric  Caine(5)URMC. Rochester.edu') 

<Eric  Caine@URMC.Rochester.edu>:  iaiTod.hindman@state.co.us;  Reed,  Jerry 
<ireed@edc.org> 

Subject:  AJPH  Opinion  Editorial 

Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide 
on  June  5^*\  This  is  a  really  high  profile/high  impact  publication.  It  includes  a 
website,  MMWR,  Fact  Sheet,  Social  Media  messages,  press  release,  telebriefing  by 
Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already  have  on  record  that  the 
Surgeon  General  may  participate  in  the  telebriefing).  Vital  Signs  sometimes  also 
include  an  accompanying  commentary  in  a  peer  reviewed  journal.  What  does  this 
have  to  do  with  you?  I  know  you  are  probably  tired  of  being  singled  out  for  all  of 
your  great  work  and  perspectives. .  .(sorry!)  but  would  the  three  of  you  or  some 
combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial  (1200  words,  7 
references, )  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts 
[we  can  refine  later  but  for  purposes  here,  this  is  the  topic]?  I’m  happy  to  set  up  a 
call  to  discuss  but  in  the  meantime,  please  see  attached  Vital  Signs  description  with 
preliminary  results  (Please  do  not  distribute  or  otheiwise  use  or  I’ll  probably  be 
fired).  Also  see  recent  Vital  Signs  (on  opioids)  and  the  companion  commentary. 
Also,  editorial  is  due  to  AJPH  April  5*^! !  So  if  s  coming  right  up.  Oy. 

Look  forwai'd  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  MallreatinenL  Team 

Centers  for  Disease  Contiol  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  OA  3034 1 


770.48S3942 


dstoTic3@cdc.gov 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303,692.2539  I  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iarrod.hindman@state.co.us  | 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

jarrod. hindman@state.co.us  I 


From: 

Sent: 

To: 

Cc; 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

5  Mar  2018  18:11:14 +0000 
Hindman  -  CDPHE,  Jarrod;Reed,  Jerry 
Betz,  Marian;Eric_Caine@ URMC.Rochester.edu 
RE:  AJPH  Opinion  Editorial 


Hi  Jarrod, 

Yeah  at  some  point  over  the  weekend  I  realized  that  too.  If  I  can  touch  base  with  any  combo  of  you  for 
like  10  mins  that  would  be  helpful. 

Deb 

From:  Hindman  -  CDPHE,  Jarrod  [mailto:jarrod.hindman@state.co.us] 

Sent:  Monday,  March  5,  2018  12:42  PM 
To:  Reed,  Jerry 

Cc;  Betz,  Marian  ;  Eric_Caine@URMC.Rochester.edu;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  AJPH  Opinion  Editorial 

Thanks  for  the  kind  words  Jerry.  Always  enjoy  working  with  this  team.  On  reflection,  we  never 
got  around  to  talking  about  the  CDC  Foundation  process  or  any  follow-up  related  to  the 
conversation  Deb  had  with  Rob.  Deb  -  I'm  going  to  include  an  agenda  item  for  our  Wed  call,  but 
definitely  let  me  know  if  there  is  anything  we  need  to  discuss  and/or  agree  on  prior  to  Wed's  call. 
Thanks. 

Jarrod 

On  Sat,  Mar  3,  201 8  at  10:34  AM,  Reed,  Jerry  <jreed@edc.org>  wrote: 

Dear  Colleagues, 

As  I  catch  up  on  this  day.  Just  want  to  say  that  1  really  value  our  open,  candid,  (oftentimes 
humorous)  discussions.  Truly,  I  love  working  with  people  I  really  enjoy  to  be  around.  Thanks 
for  what  turned  out  to  be  a  great  part  of  my  day. 

Best, 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Poitfoiio  Lead 

National  Action  Alliance  for  Suicide  Prevention  Lxccutive  Conimittce  Member 
jreed@edc,ors  |  202-572-3771  (O)  |  202-294-8132  (M)  |  2Q2-223-4059  (F) 


Education  Develop  merit  Center,  Jne, 


Education 

Development 

Center 


From:  Betz,  Marian  rmailto :  MARI  AN.  BETZ@UC  DENVER.  EDU1 
Sent:  Friday,  March  02,  2018  5:02  PM 

To:  Eric  Caine@URMC.Rochester.edu;  i arrod. hindman@state.co.us :  Reed,  Jerry 
<ireed@edc.org>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQv> 

Subject:  RE:  AJPH  Opinion  Editorial 
Hi  all. 

Just  switching  to  my  work  email  from  gmail  for  this  email  chain  —  please  use  this  address  for 


responses. 


Great  talking  to  you  all^  and  Eric  let  me  know  how/when  I  can  help  out  with  the  paper, 
Emmy 

Marian  (Emmy)  Betz,  MD,  MPH 

Associate  Professor|  Department  of  Emergency  Medicine  |  University  of  Colorado  School  of  Medicine 
Core  Faculty  |  Program  for  Injury  Prevention,  Education  and  Research  (PIPER)  |  Colorado  School  of  Public 
Health 


Mail  Stop  B-215  |  Leprino  Office  Building,  Floor,  12401  E.  17^^  Avenue  |  Aurora,  CO  80045 


Phone:  720.848,6770  |  M a l  i a n . B ctz(h j u c dc n vcr . edu  |  Cell:  303.550.5669  |  Twitter:  @EmmyBetz 


Department  of  Emergency  Medicine 

SCHOOL  OF  (i«oics«e 

Ul«ve%m^  Of  COLORADO  A#ltCHUTZ  IHDtCAl.  CAMKI4 


Confidentiality  Notice;  This  email  message,  including  any  attachments^  is  tor  the  sole  use  of  the  intended  recipientis)  and  may  contain  confidential 
and  privileged  infonnation.  Any  unauthorized  review,  use,  disclosure  or  distribution  is  prohibited.  If  you  are  not  the  intended  recipient,  please  contact 
the  sender  by  reply  email  and  destroy  all  copies  of  the  original  message. 


From:  Emmy  Betz  <mebetz@gmail.com> 

Sent:  Friday,  March  02,  2018  3:00  PM 

To:  Betz,  Marian  <marian.betz@ucdenver.edu> 

Subject:  Fwd:  AJPH  Opinion  Editorial 
- Forwarded  message - 

From:  Stone,  Deborah  (C  DC/ON  DIE  H/NCI  PC)  <zaf9@:cdc.gov> 

Date:  Fri,  Mar  2,  2018  at  1;47  PM 
Subject;  RE;  AJPH  Opinion  Editorial 

To:  "Caine,  Eric  (Eric  Caine@URMC.Rochester.eduV'  <Eric  Caine@urmc.rochester.edu>. 
"jarrod.hindman@state.co.us"  <iarrod.hindman@;state.co.us>.  "Reed,  Jerry" 
<ireed@edc.ora>,  Emmy  Betz  <mebetz(a),amail.eom> 


Thank  you  for  a  productive  (and  entertaining  call).  But  seriously,  1  do  so  appreciate  your 
willingness  to  write  this  editorial  to  accompany  the  Vital  Signs. 

This  is  going  to  be  a  great  product  (collectively). 

Attaching  drafts  of  everything  so  far  so  you  can  get  the  full  effect  of  what  we’re  going  for. 
Based  on  the  titles  and  watermarks  and  PDF  file  type  I  think  you’ll  figure  out  not  to  share.  ;) 
The  draft  of  the  MMWR  hasn’t  been  reviewed  yet  so  take  it  with  a  grain  of  salt,  especially  the 
discussion  which  needs  lots  o  work. 

Also,  please  do  review  these  two  links  to  see  an  example  of  how  the  vital  signs  and  the 
editorial  link  together.  Vital  Sians  (on  opioids)  and  the  companion  commentary. 

Let  me  know  if  you  have  any  questions  about  anything. 

Dates  to  keep  in  mind: 

Week  of  March  12^®^ — Outline  to  Deb 

March  23-  Copy  of  article  to  share  with  CDC  for  soft  edits 

April  5* — Article  due  to  AJPH 

Thankful  for  this  partnership!!  (now  but  in  general) ;) 

Happy  Friday. 

Deb 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  26,  2018  5:31  PM 

To:  Caine,  Eric  (Eric  Caine@:URMC.Rochester.edu) 

<Eric  Caine(^URMC.Rochester.edLi>:  iarrod.hindman(alstate.co.iis;  Reed,  Jerry 


<ireed@;edc.org> 

Subject:  AJPH  Opinion  Editorial 
Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
5^^.  This  is  a  really  high  profiie/high  impact  publication.  It  includes  a  website,  MMWR,  Fact 
Sheet,  Social  Media  messages,  press  release,  telebriefing  by  Acting  CDC  Director  and  a 
Town  Hall  Meeting  (We  already  have  on  record  that  the  Surgeon  General  may  participate  in 
the  telebriefing).  Vital  Signs  sometimes  also  include  an  accompanying  commentary  in  a  peer 
reviewed  journal.  What  does  this  have  to  do  with  you?  I  know  you  are  probably  tired  of  being 
singled  out  for  all  of  your  great  w'ork  and  perspectives.  ..(sorry!)  but  would  the  three  of  you  or 
some  combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial  (1200  words,  7 
references, )  for  ns  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we  can 
refine  later  but  for  purposes  here,  this  is  the  topic]?  Em  happy  to  set  up  a  call  to  discuss  but  in 
the  meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results  (Please  do 
not  distribute  or  otherwise  use  or  I’ll  probably  be  fired).  Also  see  recent  Vital  Signs  (on 

opioids)  and  the  companion  commentary.  Also,  editorial  is  due  to  AJPH  April  S***!!  So  it’s 
coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488.3942 

dstQne3@cdc.aQv 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention -Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 


1arrod.hindman@state.co.us  | 


From: 

Sent: 

To: 

Cc: 

(CDC/ONDIEH/NCIPC) 

Subject: 


Hindman  -  CDPHE,  Jarrod 
5  Mar  2018  10:42:22  -0700 
Reed,  Jerry 

Betz,  Marian;Eric_Caine(a)URMC.Rochester.edu;Stone,  Deborah 


Re:  AJPH  Opinion  Editorial 


Thanks  for  the  kind  words  Jerry.  Always  enjoy  working  with  this  team.  On  reflection,  we 
never  got  around  to  talking  about  the  CDC  Foundation  process  or  any  follow-up  related 
to  the  conversation  Deb  had  with  Rob.  Deb  -  I'm  going  to  include  an  agenda  item  for  our 
Wed  call,  but  definitely  let  me  know  if  there  is  anything  we  need  to  discuss  and/or  agree 
on  prior  to  Wed's  call.  Thanks. 


Jarrod 


On  Sat,  Mar  3,  2018  at  10:34  AM,  Reed,  Jerry  <ireed@edc.ortr>  wrote: 

Dear  Colleagues, 

As  [  catch  up  on  this  day,  just  want  to  say  that  I  really  value  our  open,  candid, 
(oftentimes  humorous)  discussions.  Truly,  I  love  working  with  people  I  really  enjoy  to 
be  around.  Thanks  for  what  turned  out  to  be  a  great  part  of  my  day. 

Best, 

Jerry 

Jerry  Reed^  PhD,  MSW 

Senior  Vice  Presidcnl  for  Praclicc  Leadership 
Suicide,  Violence  &.  Injury'  Prevention  Portfolio  Lead 

Naiional  Action  Alliance  for  Suicide  Prevenliun  RjLociitive  Commiuee  Member 
ireed@edc-oriT  |  202-572-3771  (O)  |  202-294-8132  (M)  \  202-223-4059  (F> 

Education  Development  Center,  Inc. 


Educalioft 

Development 

Center 


From:  Betz,  Marian  rmailto:MARIAN.BETZ@UCDENVER.EDU1 
Sent:  Friday,  March  02,  2018  5:02  PM 

To:  Eric  Caine@URMC.Rochester.edu:  jarrod. hindman@state.co.us:  Reed,  Jerry 
<ireed@edc.org>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 


Subject:  RE:  AJPH  Opinion  Editorial 
Hi  all. 

Just  switching  to  my  work  email  from  gmail  for  this  email  chain  -  please  use  this 
address  for  responses. 


Great  talking  to  you  all,  and  Eric  let  me  know  how/when  I  can  help  out  with  the  paper. 
Emmy 

Marian  (Emmy)  Betz,  MD,  MPH 

Associate  Professorj  Department  of  Emergency  Medicine  |  University  of  Colorado  School  of  Medicine 
Core  Faculty  |  Program  for  Injury  Preventionj  Education  and  Research  (PIPER)  |  Colorado  School  of 
Public  Mcallh 

Mail  Stop  B-215  \  Lcprino  Ofiice  Building,  Floor,  124Q1  E.  17^^^  Avenue  | Aurora,  CO  80045 
Phone:  720.848.6770  |  Marian ■Bet2(^lucden ver.edu  |  Ceil:  303. 550.5669  |  Twitter:  @EmmyBetz 


ilNVe^rV  OF  COLORADO  AMtCNUTl  MUMCM  CAMPUt 

Con n (it’ll ti alt iy  Notice:  This  email  message,  incliiding  any  attachments,  is  for  ihe  sole  use  of  the  intended  recipient(s)  and  may  contain 
confidential  and  privileged  information.  Any  unauthorized  review,  use,  disclosure  or  distribution  is  prohibited.  If  you  are  not  the  intended 
recipient,  please  contact  the  sender  by  rqily  email  and  destroy  all  copies  of  the  original  message. 

From:  Emmy  Betz  <mebetz@gmai).com> 

Sent:  Friday,  March  02,  2018  3:00  PM 

To:  Betz,  Marian  <marian.betz@ucdenver.edu> 

Subject:  Fwd:  AJPH  Opinion  Editorial 

- Forwarded  message - 

From:  Stone,  Deborah  (C DC/ON DIEH/NCIPC)  <zaf9@cdc.gov> 

Date:  Fri,  Mar  2,  2018  at  1:47  PM 

Subject:  RE:  AJPH  Opinion  Editorial 

To:  "Caine,  Eric  (Eric  Caine@URMC.Rochester.edu)" 

<Eric  Caine@urmc.rochester.edu>,  "iarrod.hindman(a),state.co.us" 
<iaiTod.hindman@state.co.us>,  "Reed,  Jerry"  <i reed@,edc .or g>,  Emmy  Betz 
<mebetz@gmail.com> 

Thank  you  for  a  productive  (and  entertaining  call).  But  seriously,  1  do  so  appreciate 
your  willingness  to  write  this  editorial  to  accompany  the  Vital  Signs. 

This  is  going  to  be  a  great  product  (collectively). 


Department  of  Emergeocy  Medicine 


9CMXX0ft«>iC»»E 


Attaching  drafts  of  everything  so  far  so  you  can  get  the  full  effect  of  what  we’re  going 
for. 

Based  on  the  titles  and  watermarks  and  PDF  file  type  I  think  you  ’  1 1  figure  out  not  to 
share.  ;) 

The  draft  of  the  MMWR  hasn’t  been  reviewed  yet  so  take  it  with  a  grain  of  salt, 
especially  the  discussion  which  needs  lots  o  work. 

Also,  please  do  review  these  two  links  to  see  an  example  of  how  the  vital  signs  and  the 
editorial  link  together.  Vital  Signs  (on  opioids!  and  the  companion  eommentarv. 

Let  me  know  if  you  have  any  questions  about  anything. 

Dates  to  keep  in  mind: 

Week  of  March  12^'’ — Outline  to  Deb 

March  23-  Copy  of  article  to  share  with  CDC  for  soft  edits 

April  5^’^ — Article  due  to  AJPH 

Thankfi.il  for  this  partnership! !  (now  but  in  general) ;) 

Happy  Friday. 

Deb 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  26,  2018  5:31  PM 

To:  Caine,  Eric  (Eric_Caine@URMC.Rochester.edu) 

<Eric  Caine@URMC.Rochester.edu>;  iarrod.hindman@state.co.us;  Reed,  Jerry 
<ireed@edc.on;> 

Subject:  AJPH  Opinion  Editorial 

Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on 
June  5'*^.  This  is  a  really  high  profde/high  impact  publication.  It  includes  a  website, 
MMWR,  Fact  Sheet,  Social  Media  messages,  press  release,  telebriefing  by  Acting 
CDC  Director  and  a  Town  Hall  Meeting  (We  already  have  on  record  that  the  Surgeon 
General  may  participate  in  the  telebriefing).  Vital  Signs  sometimes  also  include  an 
accompanying  commentary  in  a  peer  reviewed  journal.  What  does  this  have  to  do  with 
you?  I  know  you  are  probably  tired  of  being  singled  out  for  all  of  your  great  work  and 
perspectives...  (sorry!)  but  would  the  three  of  you  or  some  combination  of  you  do  us 
the  honor  of  writing  an  opinion  editorial  (1200  words,  7  references, )  for  us  in  AJPH 
about  comprehensive  suicide  prevention  and  CO  efforts  [we  can  refine  later  but  for 


purposes  here,  this  is  the  topic]?  I’m  happy  to  set  up  a  call  to  discuss  but  in  the 
meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results  (Please 
do  not  distribute  or  othei’wise  use  or  I’ll  probably  be  fired).  Also  see  recent  Vital  Si^ns 
(on  opioids)  and  the  companion  commentary.  Also,  editorial  is  due  to  AJPH  April 
So  it’s  coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Behavioral  Sc  i  end  si 

Suicide,  Youth  Violence,  and  Elder  Maltreatmcni  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  lor  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  \  liahyvav,  MS  F-64 

Atlanta,  GA  30341 

770.488.3942 

d  ston  e3  @  ede .  gov 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

iarrod.hindman@state.co.us  | 


From: 

Sent: 

To: 


Reed,  Jerry 

3  Mar  2018  17:34:30  +0000 
Betz, 


Marian; Eric_Caine@URMC*Rochester.edu;jarrod. hi ndman@state. CO. us;Stone,  Deborah 
(CDC/ONDIEH/NCIPC) 


Subject: 


RE:  AJPH  Opinion  Editorial 


Dear  Colleagues, 

As  I  catch  up  on  this  day,  just  want  to  say  that  I  realty  value  our  open,  candid,  (oftentimes  humorous} 
discussions.  Truly,  I  love  working  with  people  I  really  enjoy  to  be  around.  Thanks  for  what  turned  out  to 
be  a  great  part  of  my  day. 

Best, 

Jerry 

Jerry  Reed,  PhD,  MSW 

Senbr  Vice  President  for  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

Uationaf  Action  Alliance  for  Suicide  Prevention  EKecutive  Committee  Member 
ireed@edc.ore  |  20Z’S72'3771  (0)  |  202’294-S132  (M)  |  202-223-4059  (F) 

Education  Development  Center.  Inc, 


Education 

Development 

Center 


From:  Betz,  Marian  [mailto:MARIAN.BET2@UCDENVER.EDU] 

Sent:  Friday,  March  02,  2018  5:02  PM 

To:  Eric_CainG@URMC.Rochester.edu;  jarrod.hindman@state.co.us;  Reed,  Jerry  ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  AJPH  Opinion  Editorial 
Hi  all, 

Just  switching  to  my  work  email  from  gmail  for  this  email  chain  -  please  use  this  address  for  responses. 

Great  talking  to  you  all,  and  Eric  let  me  know  how/when  I  can  help  out  with  the  paper 
Emmy 

Marian  (Emmy)  Betz^  MD,  MPH 

Associate  Professor|  Department  of  Emergency  Medicine  |  University  of  Colorado  School  of  Medicine 
Core  Faculty  [  Program  for  Injury  Prevention,  Education  and  Research  (PIPER)  |  Colorado  School  of  Public  Health 
Mail  Stop  B-215  |  Leprino  Office  Building,  7^^  Floor,  12401  E.  17^*^  Avenue  |  Aurora,  CO  80045 
Phone:  720.848.6770  |  Marian.Betz@ucdenver.edu  |  Cell:  303.550.5669  |  Twitter:  @EmmyBetz 


Department  of  Emergency  Medicine 


mwcRsrrv  of  Colorado  AMtoHi/n  utofeM.  cmtm 

Confidentiality  Notice:  This  email  message^  including  any  attachments,  is  for  the  sole  use  of  the  intended  recipient(s}  and  may  contain  confidential  and 
privileged  information.  Any  uriauthorized  review,  use,  disclosure  or  distribution  is  prohibited.  If  you  are  not  the  intended  recipient,  please  contact  the 
sender  by  reply  email  and  destroy  ail  copies  of  the  original  message. 


From:  Emmy  Betz  <mebetz@gmail.com> 

Sent:  Friday,  March  02,  2018  3:00  PM 

To:  Betz,  Marian  <marian.betz@ucdenver.edu> 

Subject:  Fwd:  AJPH  Opinion  Editorial 
. Forwarded  message . 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g>cdc.Eov> 


Date:  Fri,  Mar  2,  2018  at  1:47  PM 
Subject:  RE:  AJPH  Opinion  Editorial 

To:  "Caine,  Eric  (Eric  Caine@URMC.Rochester.edul''  <Eric  Caine@urmc.rochester.edu>, 
''iarrod.hindmanf^state.co^us"  <iarrod.hindman@statexQ.us>>  "Reed,  Jerry"  <ireed(Sedc.org>.  Emmy 
Betz  <mebetz@Email.com> 

Thank  you  for  a  productive  (and  entertaining  call).  But  seriously,  I  do  so  appreciate  your  willingness  to 
write  this  editorial  to  accompany  the  Vital  Signs* 

This  is  going  to  be  a  great  product  (collectively). 

Attaching  drafts  of  everything  so  far  so  you  can  get  the  full  effect  of  what  weVe  going  for. 

Based  on  the  titles  and  watermarks  and  PDF  file  type  I  think  you'll  figure  out  not  to  share. ;) 

The  draft  of  the  MMWR  hasn't  been  reviewed  yet  so  take  it  with  a  grain  of  salt,  especially  the  discussion 
which  needs  lots  o  work. 

Also,  please  do  review  these  two  links  to  see  an  example  of  how  the  vital  signs  and  the  editorial  link 
together.  Vital  Signs  (on  opioids)  and  the  companion  commentary. 

Let  me  know  if  you  have  any  questions  about  anything. 

Dates  to  keep  in  mind: 

Week  of  March  12^^— Outline  to  Deb 

March  23-  Copy  of  article  to  share  with  CDC  for  soft  edits 

April  5**^— Article  due  to  AJPH 

Thankful  for  this  partnership!!  [now  but  in  general) ;) 

Happy  Friday. 

Deb 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  26,  2018  5:31  PM 

To:  Caine,  Eric  (Eric  Caine(gURMC.Rochester.edu)  <Eric  Caine@URMC.Rochester.edu>: 
iarrod*hindman(5)state.co.u5:  Reed,  Jerry  <ireed@edc.orE> 

Subject:  AJPH  Opinion  Editorial 
Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June  5^^.  This  is  a 
really  high  profile/high  impact  publication,  ft  includes  a  website,  MMWR,  Fact  Sheet,  Social  Media 
messages,  press  release,  telebriefing  by  Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already  have 
on  record  that  the  Surgeon  General  may  participate  in  the  telebriefing).  Vital  Signs  sometimes  also 
include  an  accompanying  commentary  in  a  peer  reviewed  journal.  What  does  this  have  to  do  with  you?  I 
know  you  are  probably  tired  of  being  singled  out  for  all  of  your  great  work  and  perspectives. ..(sorry!)  but 
would  the  three  of  you  or  some  combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial 
{1200  words,  7  references,  )  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we 
can  refine  later  but  for  purposes  here,  this  is  the  topic]?  Tm  happy  to  set  up  a  call  to  discuss  but  in  the 
meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results  (Please  do  not  distribute 
or  otherwise  use  or  I'll  probably  be  fired).  Also  see  recent  Vital  Signs  fon  opioids)  and  the  companion 

commentary.  Also,  editorial  is  due  to  AJPH  April  5**^1!  So  it's  coming  right  up.  Oy, 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Behavioraf  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 
Centers  for  Disease  Control  and  Prevention 
National  Center  for  Injury  Prevention  and  Control 


Division  of  Violence  Prevention 
Research  &  Evaluation  Branch 
4770  Buford  Highway,  MS  F-64 
Atlanta,  GA  30341 
770.488.3942 
dstoneBtScdc.eov 


From:  Betz,  Marian 

Sent:  2  Mar  2018  22:02:06  +0000 

To:  Eric_Caine(@URMC.Rochester.edu;jarrod.hindman  (©state. co.us;  Reed, 

Jerry;Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  AJPH  Opinion  Editorial 


Mi  all, 

Just  switching  to  my  work  email  from  gmail  for  this  email  chain  “  please  use  this  address  for  responses. 


Great  talking  to  you  all,  and  Eric  let  me  know  how/when  I  can  help  out  with  the  paper, 

Emmy 

Marian  (Emmy)  Betz,  MD,  MPH 

Associate  Professor |  Department  of  Emergency  Medicine  |  University  of  Colorado  School  of  Medicine 

Core  Faculty  |  Program  for  Injury  Prevention,  Education  and  Research  (PIPER)  |  Colorado  School  of  Public  Health 


Mail  Stop  B-215  |  Leprino  Office  Building,  7^^  Floor,  12401  E.  17*^  Avenue  (Aurora,  CO  80045 


Phone:  720.848.6770  |  .Marian , Betz (g u cdeny e r,ed u  |  Ceil:  303.550.5669  j  Twitter:  {©Emmy Betz 


Department  of  Emergency  Medicine 

WtOlCJNC 

uMVERsrry  of  coLOf^ADO  Atitcnm  mwcal 


Confidentianty  Notice:  This  eimail  message^  includirug  any  attachments,  is  for  the  sole  use  of  the  intended  recipient{5)  and  imay  contain  confidential  and 
privileged  information.  Any  unauthorEzed  review,  use,  disclosure  or  distribution  is  prohibited.  If  you  are  not  the  intended  recipient,  please  contact  the 
sender  by  reply  email  and  destroy  all  copies  of  the  original  message. 


From:  Emmy  Betz 

Sent:  Friday,  March  02,  201S  3:00  PM 
To:  Betz,  Marian 

Subject:  Fwd:  AJPH  Opinion  Editorial 
— ”  Forwarded  message-™ 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <2af9@cdc.EOv> 

Date:  Fri,  Mar  2,  2018  at  1:47  PM 
Subject:  RE:  AJPH  Opinion  Editorial 

To:  "Caine,  Eric  (Eric  C3ine(g>URMC.Rochester.edu)"  <Eric  Ca[ne@urmc.rochester.edu>, 
^Jarrod.hindman@st3te.co.us"  <iarrod.hindman@state.co.us>,  "Reed,  Jerry"  <ireed(g>edc.org>,  Emmy 
Betz  <mebetz@gmail.com> 


Thank  you  for  a  productive  (and  entertaining  call).  But  seriously,  I  do  so  appreciate  your  willingness  to 
write  this  editorial  to  accompany  the  Vital  Signs* 

This  is  going  to  be  a  great  product  (collectively). 

Attaching  drafts  of  everything  so  far  so  you  can  get  the  full  effect  of  what  we're  going  for. 

Based  on  the  titles  and  watermarks  and  PDF  file  type  I  think  you'll  figure  out  not  to  share. ;) 

The  draft  of  the  MMWR  hasn't  been  reviewed  yet  so  take  it  with  a  grain  of  salt,  especially  the  discussion 
which  needs  lots  o  work. 

Also,  please  do  review  these  two  links  to  see  an  example  of  how  the  vital  signs  and  the  editorial  link 
together.  Vital  Signs  (on  opioids)  and  the  companion  commentary. 

Let  me  know  if  you  have  any  questions  about  anything. 

Dates  to  keep  in  mind: 

Week  of  March  12^*^— Outline  to  Deb 

March  23-  Copy  of  article  to  share  with  CDC  for  soft  edits 


April  5^*^— Article  due  to  AJPH 

Thankful  for  this  partnership!!  (now  but  in  general) ;) 

Happy  Friday. 

Deb 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  26,  2018  5:31  PM 

To:  Caine,  Eric  (Eric  Caine@URMC.Rochester.edu)  <Eric  CainePURMC.Rochesteredu>: 
iarrod.hindm3n@st3texo.us;  Reed,  Jerry  <ireed@edc.orfi> 

Subject:  AJPH  Opinion  Editorial 
Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June  5^^.  This  is  a 
really  high  profile/high  impact  publication.  It  includes  a  website,  MMWR,  Fact  Sheet,  Social  Media 
messages,  press  release,  telebriefing  by  Acting  CDC  Director  and  a  Town  Hall  Meeting  (We  already  have 
on  record  that  the  Surgeon  General  may  participate  in  the  telebriefing}.  Vital  Signs  sometimes  also 
include  an  accompanying  commentary  in  a  peer  reviewed  journal.  What  does  this  have  to  do  with  you?  I 
know  you  are  probably  tired  of  being  singled  out  for  all  of  your  great  work  and  perspectives. ..(sorryl)  but 
would  the  three  of  you  or  some  combination  of  you  do  us  the  honor  of  writing  an  opinion  editorial 
(1200  words,  7  references,  )  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we 
can  refine  later  but  for  purposes  here,  this  is  the  topic]?  I'm  happy  to  set  up  a  call  to  discuss  but  in  the 
meantime,  please  see  attached  Vital  Signs  description  with  preliminary  results  (Please  do  not  distribute 
or  otherwise  use  or  Ell  probably  be  fired).  Also  see  recent  Vital  Signs  (on  opioids)  and  the  companion 

commentary.  Also,  editorial  is  due  to  AJPH  April  5*^!!  So  it's  coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MPM 

Behavioraf  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

NationaJ  Center  for  Injury  Prevention  and  ControJ 

OEvision  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488.3942 

d5tone3^cdc.gov 


From: 

Hindman  -  CDPHE,  Jarrod 

Sent: 

27  Feb  2018  17:25:47  -0700 

To: 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc: 

Reed,  Jerry;Caine,  Eric;Betz,  Marian 

Subject: 

Re:  AJPH  Opinion  Editorial 

That's  it.  Thanks  Deb! 


.Ih 


On  Tue,  Feb  27,  2018  at  5:08  PM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaff@cdc.gQV>  wrote; 


Hi  Jarrod, 

Eininy  was  on  the  invite.  If  you  want  me  to  just  call  in  to  your  line.  I’m  happy  to  do  t! 
can  revise  the  invite.  Is  this  the  number,  888.33Q.358 1 :  access  code  -I  I 


Deb 


From:  Hindman  -  CDPHE,  Jarrod  1  mailto: i aiTod.hindjnan@state.co . usi 
Sent:  Tuesday,  Februai'y  27,  201 8  7:05  PM 
To:  Reed,  Jerry  <ireed@edc.org> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Caine,  Eric 
<Eric  Caine@unnc.rochester.edu>:  Betz,  Marian  <MARIAN,BETZ@ucdenver.edu> 


Subject:  Re:  AJPH  Opinion  Editorial 

Sorry,  Just  saw  Deb's  appointment.  Disregard  my  suggestion  on  the  call-in.  Deb  -  can 
you  add  Emmy  to  the  appointment  you  sent?  Thanks. 

jarrod 

On  Tue,  Feb  27, 2018  at  5:02  PM,  Hindman  -  CDPFIE,  Jarrod 
<iarrod.hindman@state.co.us>  wrote: 

Adding  Emmy  to  the  conversation  in  case  she  is  available  after  our  already 
scheduled  call.  We  will  be  using  the  ICRC-S  call  for  our  1pm  EDT  call,  so  I'm 
wondering  if  we  can  just  stay  on  the  line  and  Deb  can  join  us  at  2pm  EDT?  Eric  - 
does  that  work? 

Jarrod 

On  Tue,  Feb  27,  2018  at  3:13  PM,  Reed,  Jerry  <ireed@edc.ors>  wrote: 


Do  we  have  a  call  in  #? 


Jerry 

Jerr>  Reed,  PhD,  MSW 

Senior  Vice  President  For  Practice  Leadership 
Suicide,  Violence  &  Injury  Prevention  Portfolio  Lead 

Matioiial  Action  AJtiance  for  Suicide  Prevention  Executive  Committee  Member 
ireed@edc.on>  |  202-572-3 771  (O)  j  202-294-8132  (M)  |  202-223-4059  (F) 

Educalion  Development  Center,  lut% 


Education 

Development 

Center 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  rniailto:2af9@cde.^Qv1 

Sent;  Tuesday,  February  27,  2018  4:27  PM 

To:  Reed,  Jerry  <i reed@edc,org>;  Hindman  -  CDPHE,  Jarrod 

<jarrod,hindman@slate.cQ,us> 


Cc:  Caine,  Eric  <Eric  Cainc@unTic.rQchester.edii> 

Subject:  RE:  AJPH  Opinion  Editorial 

I  have  another  call  that  ends  at  2  so  may  be  a  min  or  two  late  if  that’s  ok.  But  agree  with 
hard  stop  at  3. 


Deb 


From:  Reed,  Jerry  [maitto:irccd@edc.org] 

Sent:  Tuesday,  February  27,  2018  3:13  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc,uov>;  Hindman  -  CDPHE, 
Jarrod  <iarrodJiindnian@statexo.us> 

Cc:  Caine,  Eric  <Eric  Caine@urinc.rQcheKter.edu> 

Subject:  RE:  AJPH  Opinion  Editorial 

1  could  do  Friday  at  2PM.  Hard  stop  at  3.  And  Had  start  at  2. 


Best, 


Jerry 


Jerry  Reed,  PhD,  MSW 


Senior  Vice  President  for  Practice  Leadership 


Suicide,  Violence  &  Injury  Prevention  Poitlblio  Lead 


National  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 


irccdfecdc.org  |  202-572-377 1  (O)  |  202-294-8132  (M)  |  2Q2-223-4059  (F) 


Education  Devdopiiient  Ccnttr,  Inc. 


Education 

Development 

Center 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  rniailto:zaf9@cdc.gov1 

Sent:  Tuesday,  February  27,  2018  2:53  PM 

To:  Hindman  -  CDPHE,  Jarrod  <iarrod. hindman(i7) state. co.us> 

Cc:  Caine,  Eric  <Eric  Cai ne(tf;urmc.rochester.edu>:  Reed,  Jerry  <ireed@edc.orE> 
Subject:  RE:  AJPH  Opinion  Editorial 

Great,  thanks  Jarrod!  I  can  do  Friday  at  2  if  everyone  else  is  free. 


Deb 


From;  Hindman  -  CDPHE,  Jarrod  f mai  1  to : j arro d . h i ndman fa!) state . co . u s  | 

Sent:  Tuesday,  February  27,  2018  2:35  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zatP@cdc,gov> 

Cc:  Caine,  Eric  <Eric  Came@urmc.rochester.edu>:  Reed,  Jerry  <ireed@edc .org> 
Subject:  Re:  AJPFI  Opinion  Editorial 

I'm  in,  sorry  for  my  late  reply. 

Of  the  times  you  noted  for  a  call,  I  can  do: 

-  Wed  3pm 

-  Thurs  at  I  pm 

-  Friday  at  2pm 

Deb  -  Jerry,  Eric,  Emmy  and  I  already  have  a  call  on  the  books  for  Friday  at  1, 
so  perhaps  2pm  might  work  well?  Would  be  great  to  include  Emmy  as  well  if 
possible. 


Jarrod 


On  Tue,  Feb  27,  2018  at  9:41  AM,  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(5)cdc.gov>  wrote: 

Fabulous!  Assuming  Jarrod  is  on  board  as  well,  until  1  hear  differently! 

Do  any  of  these  times  work  (all  EST)  to  meet  this  week?  Also,  wanted  to 
discuss  some  CDC  Foundation  stuff  as  well,  I  had  a  follow-up  call  with  them 
today  after  our  last  CNC  meeting. 


•  Wed  3  pm 

•  Wed  4  pm 

•  Thurs  1 0  am 

•  Thurs  I  pm 

•  Friday  anytime  except  i-2  pm 
Deb 

From:  Caine,  Eric  rmai]to:Eric_Caine@,URMC. Rocliester.edu  1 
Sent:  Tuesday,  February  27,  2018  9:33  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.aQv>: 
iarrod.hindman@;state.co.us:  Reed,  Jerry  <ireed@edc.org> 
Subject:  Re:  AJPH  Opinion  Editorial 

□  Glad  to,  too! 

Eric  D.  Caine,  M.D. 

University  of  Rochester  Medical  Ctr. 

300  Crittenden  Blvd. 


Rochester.  NY.  USA  14642-8409 
[p]  M  585.746.3574 

From:  Deborah  Stone  <zaf9@cdc.gov> 

Date:  Monday,  February  26,  2018  at  5:34  PM 

To:  "Caine,  Eric"  <Eric  Caine@URMC.Rochester.edu>,  Jarrod  Hindman 
<iarrod.hindman@state.co.us>,  Jeiny  Reed  <ireed@edc.org> 

Subject:  AJPH  Opinion  Editorial 

Hi  Guys, 

As  you  may  have  heard  from  me?  others?  CDC  is  releasing  a  Vital  Signs  on 
Suicide  on  June  5*’\  This  is  a  really  high  profile/high  impact  publication.  It 
includes  a  website,  MMWR,  Fact  Sheet,  Social  Media  messages,  press 
release,  telebriefing  by  Acting  CDC  Director  and  a  Town  Hall  Meeting  (We 
already  have  on  record  that  the  Surgeon  General  may  participate  in  the 
telebriefmg).  Vital  Signs  sometimes  also  include  an  accompanying 
commentary  in  a  peer  reviewed  journal.  What  does  this  have  to  do  w'ith  you? 

I  know  you  are  probably  tired  of  being  singled  out  for  all  of  your  great  work 
and  perspectives...  (sorry!)  but  would  the  three  of  you  or  some  combination  of 
you  do  us  the  honor  of  writing  an  opinion  editorial  (1200  words,  7  references, 

)  for  us  in  AJPH  about  comprehensive  suicide  prevention  and  CO  efforts  [we 


can  refine  later  but  for  purposes  here,  this  is  the  topic]?  I’m  happy  to  set  up  a 
call  to  discuss  but  in  the  meantime,  please  see  attached  Vital  Signs 
description  with  preliminary  results  (Please  do  not  distribute  or  otherwise  use 
or  ril  probably  be  fired).  Also  see  recent  Vital  Signs  ton  opioids)  and  the 
companion  commentary.  Also,  editorial  is  due  to  AJPH  April  S**’! !  So  it’s 
coming  right  up.  Oy. 

Look  forward  to  hearing  of  your  interest  and  thoughts. 

Deb 

Deb  Stone,  ScD,  MSW,  MFH 

Beliavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Ldiuhwav.  MS  F-64 

Atlanta,  G A  30341 

770.488,3942 


dstone3@cdc.iJov 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  I  F  303.691.7901 


4300  Cherry  Creek  Drive  South.  Denver  CO  80246 

iarrod.hindman@state.co.us  | 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 

P  303.692.2539  |  F  303.691.7901 

4300  Cherry  Creek  Drive  South.  Denver  CO  80246 

iarrod.hindman@state.co.us  | 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 

P  303.692.2539  |  F  303.691.7901 

4300  Cheny  Creek  Drive  South.  Denver  CO  80246 


iarrod.hindman@.state.co.us 


Jarrod  Hindman,  MS 
Deputy  Chief 

Violence  and  Injury  Prevention-Mental  Health  Promotion  Branch 


P  303.692.2539  I  F  303.691.7901 

4300  Cherry  Creek  Drive  South,  Denver  CO  80246 

ian'od.hindman@state.co.us  I 


From: 

Sent: 

To: 

Subject: 

Attachments: 

Importance: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

19  Apr  2018  20:41:24  +0000 

American  Journal  of  Public  Health  Editor 

RE:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

AJPH-S-lS-01098.pdf 

High 


Dear  Dr.  Morabia, 

Thank  you  for  your  support  of  our  CDC  Vital  Signs.  My  colleague.  Dr.  Eric  Caine  from  the  University  of 
Rochester,  NY  submitted  the  editorial  on  April  S’'*^  as  you  requested  but  to  date  he  has  not  heard 
anything  back  about  the  status  of  his  submission. 

I'm  attaching  the  submission  here  for  your  convenience.  Any  guidance  you  can  provide  to  keep  this  on 
track  for  a  June  7^^  release  would  be  so  appreciated. 

Sincerely, 

Deb  Stone 

From;  American  Journal  of  Public  Health  Editor 
Sent:  Monday,  February  19,  2018  2:56  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Deb  Stone, 

I  am  happy  to  offer  an  opinion  editorial  in  /UPH  to  accompany  the  Vital  Signs. 

If  I  get  it  by  April  5  it  could  appear  online  a  few  days  after  June  5  2018. 

Sincerely, 

Alfredo  Morabia,  MD,  PhD 
Editor-in-Chief,  AJPH 

Twitter  I  AJPH 


From:  Morabia,  Alfredo  <am52@cumc,columbia.edu> 

Sent:  Thursday,  February  15,  2018  11:41  PM 
To;  American  Journal  of  Public  Health  Editor 
Subject;  Fw:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g?cdc.gov> 

Sent:  Thursday,  February  15,  2018  5:57  PM 

To;  am52j5icolumbia.edu 

Cc:  Preventive.Medicine@ac.cunv.edu 

Subject:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Dr.  Morabia, 

My  name  is  Deb  Stone.  I'm  a  behavioral  scientist  at  CDC  in  the  Division  of  Violence  Prevention.  1 
am  leading  the  publication  of  a  CDC  Vital  Signs  focused  on  suicide  to  be  released  June  5,  2018. 
Vito!  Signs,  as  you  may  know,  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 
widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent 
them.  The  release  always  includes  a  web  page,  an  MMWR  article,  a  translation  piece  (i.e,  fact 
sheet),  science  clips,  and  a  telebriefing  by  the  CDC  Director  with  the  media.  It  also  often 
includes  a  companion  commentary  piece  in  a  top  tier  journal,  linked  on  our  CDC  Vital  Signs  web 
site  and  referenced  in  the  other  materials. 


/  am  writing  to  inquire  whether  AJPH  may  be  interested  in  collaborating  with  us  to  pubiish 
such  a  commentary.  The  commentary  intends  to  integrate  our  study  findings  and  the  work  of 
one  state  that  is  pioneering  the  first-ever  comprehensive  community-based  public  health 
approach  to  suicide  prevention. 

I  believe  that  both  the  Vital  Signs  article  and  the  journal  companion  piece  will  attract  a  great 
deal  of  attention.  This  is  the  debut  feature  on  suicide  in  a  Vital  Signs  and  the  results  are  highly 
compelling  and  relevant  to  a  wide  public  health  audience  (see  description  below)  including 
states,  prevention  practitioners,  and  providers.  In  addition,  the  U.S.  Surgeon  General  has  also 

expressed  interest  in  conducting  a  town  hall  meeting  as  part  of  the  wider  release. _ 

BRIEF  DESCRIPTION:  Suicide  rates  have  increased  nearly  30%  between  1999  and  2016.  To 
address  this  serious  and  growing  problem,  the  proposed  Vital  Signs  will  use  data  from  the 
National  Vital  Statistics  System  (NVSS,  1999-2016)  and  National  Violent  Death  Reporting 
System  (NVDRS,  2015).  The  trends  in  suicide  rates  in  the  U.S.  overall  and  by  state  and  sex,  will 
be  reported  for  the  first  time.  Changes  in  state  rankings  over  time  will  also  be  included.  To 
help  the  readerfully  understand  and  appreciate  the  multiple  factors  influencing  suicide  risk, 
the  report  will  also  compare  the  many  social  and  environmental  circumstances  preceding 
suicide  among  people  with  and  without  known  mental  health  problems.  Preventive  solutions 
will  be  offered  that  focus  on  a  comprehensive  population-based  approach  using  the  best 
available  evidence  as  described  in  the  CDC's  Suicide  Prevention  Technical  Package. 

We  have  selected  AJPH  as  our  Journal  of  choice  for  this  commentary  as  we  believe  its 
reputation  for  high  quality  science  and  public  health  prevention  most  closely  aligns  with  our 
message  and  our  target  audience.  We  hope  that  you  will  partner  with  us  as  we  forge  this 
exciting  territory. 

For  your  convenience,  here  is  an  example  of  a  relatively  recent  Vital  Signs  (on  opioids)  and  the 
companion  commentary. 

I  look  forward  to  your  reply  and  the  opportunity  to  provide  additional  information. 

Sincerely, 

Deb  Stone 

Deb  Stone,  ScD,  MSW,  MPH 

Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

Nationaf  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770,488.3942 

dstone3@cdc,qQV 
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Now  is  the  time  for...a  Public  Health,  Comprehensive.  Integrated  Approach  to  Preventing 

Suicide 


The  rapidly  rising  tide  of  suicides  and  risk-related  drug  overdose  deaths  (collectively,  “self- 
injury  nnortality;”  SIM)  has  contributed  substantially  to  decreasing  U.S.  life  expectancy. [1] 

This  national  crisis  reflects  fraying  social  fabric  as  well  as  individual  vulnerabilities:  Indeed, 
these  deaths  serve  simultaneously  as  measures  of  community  health  and  indicators  of 
individual  well-being.  [1]  They  potentially  signal  greater  trouble  ahead  for  our  nation  and  its 
states  and  communities. 

This  week’s  MMWR,  from  CDC’s  Division  of  Violence  Prevention,  underscores  the  extraordinary 
burden  of  lives  lost  to  suicides,  deaths  whose  effects  ramify  widely  throughout  families  and 
communities.  The  U.S.  crude  suicide  rate  in  2000  was  10.40  per  100,000  lives,  rising  by  2016 
to  13.92,  an  overall  increase  of  33.8%, [2]  with  an  uneven  impact  across  states.  Moreover,  this 
likely  is  an  under-estimate,  due  to  mounting  fatal  opioid  overdoses,  many  of  which  are 
codified  as  “accidents”  by  medical  examiners  and  coroners  in  the  absence  of  definitive 
evidence  of  intent  to  die.  [3]  Antecedent  psychological,  family,  and  social  factors  that 
contribute  to  suicides,  as  identified  in  the  MMWR  report,  also  are  common  to  deaths  from 
drug  overdoses. [1]  The  cumulative  national  burden  of  SIM  now  equals  or  exceeds  that  of 
diabetes-albeit,  rendering  many  more  years  of  life  lost  because  the  bulk  of  these  deaths 
occur  before  age  55.  [4] 

We  bring  to  this  discussion  perspectives  represented  by  the  Colorado  National  Collaborative 
(CNC).  This  collective  of  local,  state  and  national  partners  is  working  to  design,  implement 
and  rigorously  evaluate  a  coherent  set  of  initiatives  to  save  lives  by  preventing  suicides,  and 
SIM  more  generally,  reaching  persons  of  all  ages  living  in  urban  and  rural  communities  across 
Colorado. 

Efforts  to  roll  back  this  rising  tide  largely  have  depended  on  interceding  when  individuals  are 
in-crisis  or  have  survived  a  suicide  attempt.  While  these  are  essential  emergency 
interventions,  a  fundamental  reduction  in  rates  will  require  aggressively  addressing 
‘upstream’  factors  to  steer  individuals  away  from  lethal  life  trajectories  as  well  as 
downstream  access  to  needed  clinical  services.  In  an  analogous  fashion,  mortality  reductions 
from  cardiac-vascular  disorders  followed  promotion  of  positive  health  habits,  smoking 
cessation,  and  increasing  exercise;  screening  for  antecedent  indicators  of  future  clinical 
disorders;  and  fostering  cultural  transformation  among  health  care  providers  and  health 
systems  to  identify  treatable  “risk  factors”  rather  than  awaiting  later  adverse  events.  Lasting 
reductions  in  suicides  and  related  adverse  outcomes  will  depend  on  highly  integrated, 
comprehensive  public  health  programs-upstream  and  downstream  programs  as  well  as  crisis 
services-implemented  with  the  committed  Involvement  of  local  communities. 

It  is  best  that  we  define  what  we  mean  by  public  health,  comprehensive,  and  integrated. 

Each  term  connotes  implicates  that  may  not  be  considered  when  facing  the  complex  social, 
policy,  and  health  challenges  that  are  inherent  to  preventing  suicides. 

Public  health  must  embrace  the  challenge  of  reducing  stigma.  Suicide,  and  frequently  linked 
mental  health  and  substance  use  disorders  as  well  as  fraught  social,  economic,  and  family 
issues,  have  been  an  intensely  private,  closely-held  matters  shrouded  by  shame  and  silence. 
How  many  people  would  accept  such  issues  as  public  (health)  concerns? 


Comparable  silence  once  shrouded  issues  such  as  breast  cancer  and  HIV/AIDS.  However, 
champions  of  social  change  and  fighters  of  stigma  made  it  acceptable  to  seek  support, 
advocate  for  lasting  cultural  transformation,  and  make  demands  for  policy  change  and 
research  funding. [5]  Opioid  deaths  now  are  grabbing  national  attention  and  new  funding. 
Suicides  exceeded  all  overdose  fatalities  until  201 6, [2]  but  they  never  generated  a  sense  of 
public  urgency.  Some  clinicians,  researchers,  and  policy  makers  considered  suicide  as  a 
relatively  rare  outcome  specific  to  high-risk  persons  rather  than  a  result,  in  part,  of  societal 
forces.  Broadly  applied  prevention  efforts  will  not  be  effective  until  there  is  a  collective 
imperative  to  save  lives  otherwise  lost,  not  simply  focusing  on  uniquely  vulnerable 
individuals,  many  of  whom  were  viewed  previously  as  weak  or  defective  and  responsible  for 
their  own  fate. 

Comprehensive  requires  an  appreciation  of  where  in  communities  it  is  possible  to  engage 
potentially  vulnerable  populations  long  before  individual  members  become  suicidal.  It 
requires  an  understanding  of  those  social  factors  and  policies  that  promote  well-being,  while 
seeking  to  mitigate  those  that  degrade  families  and  communities,  however  inadvertent  or 
intentional  they  may  be.  Systemic,  strategic,  and  encompassing,  it  requires  the  development 
of  programs  based  on  data  about  overall  burden  as  well  as  death  rates.  It  means  binding 
together  community  organizations  and  committed  individuals  that  already  are  involved  while 
recruiting  new  ones,  as  well  as  reducing  structural  and  fiscal  barriers  between  health  systems 
and  communities. 

Comprehensive  also  requires  changing  values  in  the  general  population~to  bring  full  meaning 
to  public  health— by  building  and  reinforcing  a  shared  culture  of  safety  and  coring.  Firearms 
are  the  method  used  in  half  of  U.S.  suicides. [2]  A  recent  study  showed  that  only  one-third  of 
gun-owning  households  stored  firearms  unloaded  and  locked;  there  was  no  difference 
between  families  with  a  youth  who  had  risks  for  self-harm  versus  other  homes.  [6]  Broadly 
supported  discussions  to  promote  safe  homes— whether  involving  guns,  poisons  or 
medications,  or  slippery  rugs  that  are  hazards  for  elders-should  be  the  purview  of  a  society 
that  cares  about  its  citizens.  Working  with  firearm  retailers  and  owners,  pharmacies,  and 
poison  control  experts  will  be  essential  for  creating  an  atmosphere  of  culturally-attuned 
respect  and  common  purpose,  and  safer  homes. 

Similarly,  comprehensive  must  include  more  effective  use  of  social  media  to  promote  mental 
health  and  caring  communities,  especially  in  the  current  Wild  West  of  the  Internet.  The  latter 
too  often  serves  as  a  platform  for  sharing  of  suicide-tinged  themes,  bullying,  and  social 
discourse  promoting  shame  and  humiliation,  especially  among  teens  and  young  adults.  There 
remains  insufficient  understanding  of  how  to  instigate  the  type  of  exchanges  and  virtual 
communities  that  diminish  vulnerabilities,  promote  a  helping-society,  and  foster  public 
health. 

integrated  is  especially  challenging  in  our  country,  which  has  no  central  health  authority, 
unlike  countries  that  have  successfully  implemented  their  national  strategies.  There  has  been 
substantial  progress  uniting  national  level  activities  through  the  National  Action  Alliance  for 
Suicide  Prevention  (a  public-private  partnership),  together  with  CDC,  NIMH,  SAMH5A,  VA,  and 
DoD.  However,  it  has  been  challenging  to  forge  state  and  local  coalitions  that  have  the 
collective  moral  and  statutory  authority,  as  well  as  the  necessary  resources,  to  conduct 
effective,  persisting  efforts.  The  U.S.  is  too  large  and  too  diverse  to  launch  and  sustain  local 
actions  that  ‘reach  the  ground’  based  on  Federal  activities  alone. 


At  the  same  time,  national  Level  efforts  have  provided  many  of  the  tools  essential  to  building 
effective,  lasting  local  partnerships,  and  already  have  offered  inspiration,  guidance,  and 
support.  These  include  the  2012  National  Strategy  for  Suicide  Prevention  (NSSP; 
https://www.surgeongeneral.gov/librarv/reports/national-strategv-5uicide- 
prevention/ index.html)  and  the  consistent  record  of  funding  through  the  Garrett  Lee  Smith 
Memorial  Act  since  2005,  which  serves  youth  between  the  ages  of  10-24  years.  Recently, 
grants  from  NSSP,  S/VMHSA  (Zero  Suicide),  and  CDC  have  focused  on  adults.  This  past  year  the 
National  Action  Alliance  released  its  report,  Transforming  Communities 
(http://actionaUianceforsuicideprevention.0rg/5ite5/actionallianceforsuicideprevention.org/f 

iles/TransformingCommunitiesPaper.pdf),  helping  to  facilitate  the  development  of  effective 
local-state  partnerships.  CDC’s  Division  of  Violence  Prevention  of  CDC’s  published.  Preventing 
Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 

(https: //WWW, cdc.gov/violenceprevention/pdf/suicideTechnicalPackage. pdf).  The  latter 
offers  a  review  of  evidence -based  tools,  complementing  materials  from  the  SAMHSA-funded 
Suicide  Prevention  Resource  Center  (https:  / /www. sprc.org). 

These  tools  provide  valuable  assistance  for  building  evidence-based  programs  that  depend  on 
measuring  outcomes  and  defining  what  works  in  an  accountable  fashion.  Ultimately,  the 
development  of  an  effective,  sustained,  comprehensive  set  of  integrated  public  health 
programs  will  depend  on  the  commitment— the  political  and  social  will— of  states,  cities,  and 
diverse  communities  (both  geographically  defined  and  reflecting  common  interests)  to  build 
structures  that  reach  far  and  wide.  Federal  leadership  and  scientific  knowledge  are  necessary 
but  not  sufficient.  Local  determination  can  make  the  difference. 
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From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  29  Mar  2018  23:08:43  +0000 

To:  American  Journal  of  Public  Health  Editor 

Subject:  RE:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Dr.  Morabia, 

Per  the  email  correspondence  below,  Dr.  Eric  Caine  will  be  submitting  an  opinion  editorial  to  you  by 
April  5**^.  Is  there  is  a  special  way  to  submit  this  so  that  it  can  be  flagged  for  publication  a  few  days  after 
June  5**^  or  does  it  get  submitted  in  the  typical  way  via  the  editorial  manager? 

Also,  I  wanted  to  ask  if  there's  any  way  the  op-ed  can  come  out  on  June  S^'^  in  line  with  our  vital  signs 

release?  If  not,  as  you  indicate  a  few  days  after  June  S'^^  will  be  fine. 

Thank  you  so  much. 

Sincerely, 

Deb  Stone 

From:  American  Journal  of  Public  Health  Editor 
Sent:  Monday,  February  19,  2018  2:56  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Deb  Stone, 

I  am  happy  to  offer  an  opinion  editorial  in  AJPH  to  accompany  the  Vital  Signs. 

If  I  get  it  by  April  5  it  could  appear  online  a  few  days  after  June  5  2018. 

Sincerely, 

Alfredo  Morabia,  MD,  PhD 
Editor-in-Chief,  AJPH 

Twitter  I  WPH 


From:  Morabia,  Alfredo  <am52@cumc.columbia.edu> 

Sent:  Thursday,  February  15,  2018  11:41  PM 
To;  American  Journal  of  Public  Health  Editor 
Subject:  Fw:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <2af9@cdc.gov> 

Sent:  Thursday,  February  15,  2018  5:57  PM 

To;  am52@columbia.edu 

Cc:  Preventive-Medicine@qc.cunv.edu 

Subject:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Dr.  Morabia, 

My  name  is  Deb  Stone.  I'm  a  behavioral  scientist  at  CDC  in  the  Division  of  Violence  Prevention.  I 
am  leading  the  publication  of  a  CDC  Vital  Signs  focused  on  suicide  to  be  released  June  5,  2018. 
Vital  Signs,  as  you  may  know,  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 
widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent 
them.  The  release  always  includes  a  web  page,  an  MMWR  article,  a  translation  piece  (i.e.  fact 
sheet),  science  clips,  and  a  telebriefing  by  the  CDC  Director  with  the  media.  It  also  often 
includes  a  companion  commentary  piece  in  a  top  tier  Journal,  linked  on  our  CDC  Vital  Signs  web 
site  and  referenced  in  the  other  materials. 


/  am  writing  to  inquire  whether  AJPH  may  be  interested  in  collaborating  with  us  to  pubiish 
such  a  commentary.  The  commentary  intends  to  integrate  our  study  findings  and  the  work  of 
one  state  that  is  pioneering  the  first-ever  comprehensive  community-based  public  health 
approach  to  suicide  prevention. 

I  believe  that  both  the  Vital  Signs  article  and  the  journal  companion  piece  will  attract  a  great 
deal  of  attention.  This  is  the  debut  feature  on  suicide  in  a  Vital  Signs  and  the  results  are  highly 
compelling  and  relevant  to  a  wide  public  health  audience  (see  description  below)  including 
states,  prevention  practitioners,  and  providers.  In  addition,  the  U.S.  Surgeon  General  has  also 

expressed  interest  in  conducting  a  town  hall  meeting  as  part  of  the  wider  release. _ 

BRIEF  DESCRIPTION:  Suicide  rates  have  increased  nearly  30%  between  1999  and  2016.  To 
address  this  serious  and  growing  problem,  the  proposed  Vital  Signs  will  use  data  from  the 
National  Vital  Statistics  System  (NVSS,  1999-2016)  and  National  Violent  Death  Reporting 
System  (NVDRS,  2015).  The  trends  in  suicide  rates  in  the  U.S.  overall  and  by  state  and  sex,  will 
be  reported  for  the  first  time.  Changes  in  state  rankings  over  time  will  also  be  included.  To 
help  the  readerfully  understand  and  appreciate  the  multiple  factors  influencing  suicide  risk, 
the  report  will  also  compare  the  many  social  and  environmental  circumstances  preceding 
suicide  among  people  with  and  without  known  mental  health  problems.  Preventive  solutions 
will  be  offered  that  focus  on  a  comprehensive  population-based  approach  using  the  best 
available  evidence  as  described  in  the  CDC's  Suicide  Prevention  Technical  Package. 

We  have  selected  AJPH  as  our  Journal  of  choice  for  this  commentary  as  we  believe  its 
reputation  for  high  quality  science  and  public  health  prevention  most  closely  aligns  with  our 
message  and  our  target  audience.  We  hope  that  you  will  partner  with  us  as  we  forge  this 
exciting  territory. 

For  your  convenience,  here  is  an  example  of  a  relatively  recent  Vital  Signs  (on  opioids)  and  the 
companion  commentary. 

I  look  forward  to  your  reply  and  the  opportunity  to  provide  additional  information. 

Sincerely, 

Deb  Stone 

Deb  Stone,  ScD,  MSW,  MPH 

Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

Nationaf  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770,488.3942 

dstone3@cdc,qQV 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

20  Feb  2018  16:55:50  +0000 

Simon,  Thomas  (CDC/ONDIEH/NCIPC);Mercy,  James  (CDC/ONDIEH/NCIPC) 
RE:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 


Thanks  Tom  and  Jim, 

I'll  reach  out  to  CO  and  thank  you  for  clarifying  that  the  MMWR  doesn't  need  to  be  cleared  {or  cross- 
cleared)  to  make  the  editorial  happen. 

That's  a  relief! 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  20,  2018  10:23  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 
Hi  Deb, 

I'm  so  glad  that  AJPH  is  open  to  this.  1  think  we  should  start  reaching  out  to  colleagues  in  CO  who  might 
be  interested  in  writing  this.  I  think  they  could  simply  use  the  increasing  rates  in  the  MMWR  as  a  starting 
point  for  the  broader  discussion  about  what  comprehensive  suicide  prevention  looks  like  in  a  state,  the 
role  of  CDC's  technical  package,  how  they  are  making  prevention  happen,  how  they  will  monitor  and 
sustain  it  etc. 

Our  MMWR  does  not  need  to  be  cleared  first.  We  could  provide  our  colleagues  who  are  writing  this 
commentary  with  a  brief  description  of  the  key  findings  and  that  should  be  sufficient  to  get  them 
started. 

I  don't  think  cross-clearance  will  be  needed  if  we  keep  the  focus  described  above.  We  won't  need  to 
cross-clear  with  NCHS  since  we  are  not  presenting  new  data  from  Vital  Stats  in  the  commentary. 

-Tom 

From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  20,  2018  6:41  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQv>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov> 

Subject:  RE:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

This  is  great  Deb.  I  think  this  could  be  worked  out.  As  I  understand  it  this  "editorial"  would  have  to 
parallel  and  not  duplicate  the  VS  MMWR,  although  you  clearly  will  have  to  link  the  two.  So  need  to  think 
of  an  interesting  and  captivating  way  to  sort  of  simultaneously  link  to  the  MMWR,  but  elevate  the  issue 
in  a  different  way.  Maybe  use  the  editorial  to  talk  about  comprehensive  suicide  prevention  or  primary 
directions  we  should  be  heading  (e.g.,  comprehensive,  social  media,  etc.). 

I  don't  see  why  the  MMWR  has  to  necessarily  be  cleared  first.  Why  would  we  need  cross  clearance  on 
the  "editorial?" 

Let  me  know  if  there  is  anything  I  can  do  to  help. 

Thanks, 

Jim 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  19,  2018  4:45  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(g>cdc.gov> 

Cc:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov> 

Subject:  FW:  CDC  Commentary  fora  June  Vital  Signs  on  Suicide 
Hi  Tom, 


The  good  news  is  that  we  got  the  green  light  to  submit  an  Opinion  Editorial  to  AJPH  (similar  format  to 
JAMA  Viewpoint).  The  bad  news  is  that  we  need  to  do  so  by  April 

I  think  we  should  go  forward  with  this  but  wouldn't  we  need  a  cleared  MMWR  first?  !  think  we  could 
manage  Center  clearance  but  cross-clearance?? 

Will  need  to  talk  this  through... 

Deb 

Opinion  Editorials  may  be  commissioned  or  reformatted  as  editorials  from  submitted  papers. 
They  are  1200  words  of  text  with  subheadings,  1  small  table  or  figure,  and  no  more  than  7 
references. 

From;  American  Journal  of  Public  Health  Editor  [mailto:editoraiphi5)ac.cunv.edul 

Sent:  Monday,  February  19,  2018  2:56  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.eov> 

Subject;  Re:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Deb  Stone, 

I  am  happy  to  offer  an  opinion  editorial  in  AJPH  to  accompany  the  Vital  Signs. 

If  I  get  it  by  April  5  it  could  appear  online  a  few  days  after  June  5  2018. 

Sincerely, 

Alfredo  Morabia,  MD,  PhD 
Editor-in-Chief,  AJPH 

Twitter  I  AJPH 


From:  Morabia,  Alfredo  <am52@cumc.columbia.edu> 

Sent:  Thursday,  February  15,  2018  11:41  PM 
To:  American  Journal  of  Public  Health  Editor 
Subject:  Fw:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Sent:  Thursday,  February  15,  2018  5:57  PM 

To:  am52@columbia.edu 

Cc:  Preventive.Medidne@qc.cunv.edu 

Subject:  CDC  Commentary  for  a  June  Vital  Signs  on  Suicide 

Dear  Dr.  Morabia, 

My  name  is  Deb  Stone.  I'm  a  behavioral  scientist  at  CDC  in  the  Division  of  Violence  Prevention.  I 
am  leading  the  publication  of  a  CDC  Vital  Signs  focused  on  suicide  to  be  released  June  5^  2018. 
Vital  Signs,  as  you  may  know,  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 
widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent 
them.  The  release  always  includes  a  web  page,  an  MMWR  article,  a  translation  piece  (i.e.  fact 
sheet),  science  clips,  and  a  telebriefing  by  the  CDC  Director  with  the  media.  It  also  often 
includes  a  companion  commentary  piece  in  a  top  tier  journal,  linked  on  our  CDC  Vital  Signs  web 
site  and  referenced  in  the  other  materials. 

/  am  writing  to  inquire  whether  AJPH  may  be  interested  in  coHaborating  with  us  to  publish 
such  a  commentary.  The  commentary  intends  to  integrate  our  study  findings  and  the  work  of 
one  state  that  is  pioneering  the  first-ever  comprehensive  community-based  public  health 
approach  to  suicide  prevention. 

I  believe  that  both  the  Wfo/S/gns  article  and  the  journal  companion  piece  will  attract  a  great 
deal  of  attention.  This  is  the  debut  feature  on  suicide  in  a  Vital  Signs  and  the  results  are  highly 


compelling  and  relevant  to  a  vwide  public  health  audience  (see  description  below)  including 
states,  prevention  practitioners,  and  providers.  In  addition,  the  U.S.  Surgeon  General  has  also 

expressed  interest  in  conducting  a  town  hall  meeting  as  part  of  the  wider  release. _ 

BRIEF  DESCRIPTION:  Suicide  rates  have  increased  nearly  30%  between  1999  and  2016.  To 
address  this  serious  and  growing  problem,  the  proposed  Vital  Signs  will  use  data  from  the 
National  Vital  Statistics  System  (NVSS,  1999-2016)  and  National  Violent  Death  Reporting 
System  (NVDRS,  2015).  The  trends  in  suicide  rates  in  the  U.S.  overall  and  by  state  and  sex,  will 
be  reported  for  the  first  time.  Changes  in  state  rankings  over  time  will  also  be  included.  To 
help  the  reader  fully  understand  and  appreciate  the  multiple  factors  influencing  suicide  risk, 
the  report  will  also  compare  the  many  social  and  environmental  circumstances  preceding 
suicide  among  people  with  and  without  known  mental  health  problems.  Preventive  solutions 
will  be  offered  that  focus  on  a  comprehensive  population-based  approach  using  the  best 
available  evidence  as  described  in  the  CDC's  Suicide  Prevention  Technical  Package. 

We  have  selected  AJPH  as  our  journal  of  choice  for  this  commentary  as  we  believe  its 
reputation  for  high  quality  science  and  public  health  prevention  most  closely  aligns  with  our 
message  and  our  target  audience.  We  hope  that  you  will  partner  with  us  as  we  forge  this 
exciting  territory. 

For  your  convenience,  here  is  an  example  of  a  relatively  recent  Vital  Signs  (on  opioids)  and  the 
companion  commentary. 

I  look  forward  to  your  reply  and  the  opportunity  to  provide  additional  information. 

Sincerely, 

Deb  Stone 

Deb  Stone,  ScD,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488.3942 

dstone3@cdc.gov 


From:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  15  May  2018  14:30:24  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  CDC  Data  Release  -  County-Level  Trends  in  Suicide  Rates  &  Upcoming 

MMWG  Call  (5/31) 

Attachments:  Suicide  VSWG  Meeting  Notes  5.15.18.docx 

Ack  -  I'm  sorry  I  missed  this. )  went  straight  to  2  other  meetings  after  our  VS  meeting.  Here's  the  most 
recent  verison. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  15,  2018  1:19  PM 
To:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  CDC  Data  Release  -  County-Level  Trends  in  Suicide  Rates  &  Upcoming  MMWG  Call  (5/31) 
Can  you  send  me  the  most  recent  Q&As? 

I  have  until  2:00  to  review  them.  Ugh. 

Deb 

From:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  15,  2018  11:59  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  CDC  Data  Release  -  County-Level  Trends  in  Suicide  Rates  &  Upcoming  MMWG  Call  (5/31) 
Added  this  to  the  "recent  CDC  research"  section  of  the  QA  doc: 

o  In  mid-May,  the  National  Center  for  Health  Statistics  released  a  study  describing  county-level 
trends  in  U.S,  suicide  rates  from  2005-2015. 

■  This  study,  published  in  the  American  Journal  of  Preventive  Medicine,  documents  that 

county-level  suicide  rates  increased  by  more  than  10%  from  2005  to  2015  in  99%  of 
counties  in  the  U.S. 

■  87%  of  counties  showed  an  increase  of  greater  than  20% 

■  States  and  communities  can  use  these  data  in  combination  with  the  results  from  the 

present  study  to  obtain  more  granular  level  detail  about  suicide  rates  within  their 
states  and  to  help  focus  prevention  efforts. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  15,  2018  9:54  AM 

To:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  CDC  Data  Release  -  County-Level  Trends  in  Suicide  Rates  &  Upcoming  MMWG  Call  (5/31) 

Hi  Kristin, 

Yes,  they  had  mentioned  this  a  while  ago  and  that  it  was  in  the  pipeline  with  AJPM,  We  asked  and  they 
confirmed  that  there  were  no  state-specific  rates  and  there  would  not  be  a  press  release.  We  were  not 
so  concerned  given  that. 

Tom 

From;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  15,  2018  9:37  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.gov> 


Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  FW:  CDC  Data  Release  -  County-Level  Trends  in  Suicide  Rates  &  Upcoming  MMWG  Call  (5/31) 
Importance:  High 
Hi  Tom, 

I'm  not  sure  if  you  received  the  email  below.  Deb  and  I  were  both  surprised  to  see  that  this  analysis  of 
county-level  trends  in  suicide  rates  was  released  online  yesterday.  The  first  author  is  someone  from 
NCHS,  who  I  don't  believe  any  of  us  has  worked  with,  but  Holly  and  Margy  are  also  coauthors,  so  I  would 
have  expected  to  hear  about  this  in  our  meetings  with  NCHS.  I  don't  recall  them  mentioning  it  in  any  of 
our  recent  meetings,  as  I  think  we  would  have  expressed  concern  over  the  timing  of  the  release  with 
respect  to  the  VS. 

Kristin 

P.S.  We  have  a  media  messaging  meeting  with  this  WG  scheduled  for  Thursday  where  we  can  let  them 
know  the  social  media  post  they  proposed  below  is  not  accurate:  Data  released  by  @CDCInjury  featured 
in  @AmJPrevlVIed  shows  county-level  trends  in  suicide  rates  in  the  US  http://bit.lv/2IHQ6hk 
■  CDC  Injury  is  not  the  group  that  released  this  data  -  it's  NCHS. 

From;  Torguson,  Kimberly  <KTorguson@edc.orR> 

Sent:  Monday,  May  14,  2018  6:55  PM 

Subject:  CDC  Data  Release  -  County-Level  Trends  in  Suicide  Rates  &  Upcoming  MMWG  Call  (5/31) 
Importance:  High 

Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  the  American  Journal  of 
Preventive  Medicine  that  looks  at  county-specific  estimates  of  suicide  rates.  The  paper  titled  "County- 
level  Trends  in  Suicide  Rates  in  the  U.5..  2005-2015"  was  written  by  our  Partner,  CDC  (authors  include: 
Lauren  M.  Rossen,  Holly  Hedegaard,  Diba  Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

•  Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015  for  99% 

of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 

•  Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the  western 

and  northwestern  U.S.,  with  the  exception  of  southern  California  and  parts  of  Washington. 

•  Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide  rates 

from  2005  to  2015,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and 
need  for  more  coordinated  and  comprehensive  community-based  suicide  prevention  efforts  in  the  U.S. 
While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  collective  statement  (written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  rural  areas.  You'll  notice  much  of  the 
information  is  very  relevant  and  timely  as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 

•  Data  released  by  @CDCInjury  featured  in  (©AmJPrevMed  shows  county-level  trends  in  suicide 

rates  in  the  US  http://bit.lv/2IHQ6hk 

•  New  article  featured  in  (5>AmJPrevMed  underscores  need  for  coordinated  and  comprehensive 

community^based  suicide  prevention  efforts  http://bit.lv/2IHo6hk 

•  Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  community-based 

#suicideprevention  strategies  http://bit.fv/2lHo6hk  so  we  can  reduce  annual  suicide  rate  20%  by 
2025 

•  Rural  counties  in  the  U.S.  had  the  highest  estimated  suicide  rates  from  2005-2015  according  to 

just-released  (gAmJPrevMed  http://bit.lv/2IHo6hk 


•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide  rates 

over  time  and  develop  more  targeted  suicide  prevention  efforts  http://bit.lv/21Ho6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 

research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  @CDCinjury 
http://bit.lv/2IHQ6hk 

When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 

•  ^Action  Alliance 

•  (^AASuicEdology 

•  (5)afspnatiQnal 

•  t5}CDCIniurv 

•  (gCDCIVlMWR 

•  @Deptof  Defense 

•  {^DeptVet  Affairs 

•  (jSEDCTweets 

•  {S)NIH 

•  @NIMHgQV 

•  (SRejngoldlnc 

•  (@samhsagov 

•  PSAVEvoicesofedu 

•  @SPRCtweets 

•  (gTrevorProject 

•  eg  80027 3TALK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

•  Action  Alliance's  TransforminQ  Communities:  KevEfements  for  the  implementation  of 

Comprehensive  Community-Based  Suicide  Prevention  -  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  level. 

•  CPC's  PreventinQ  Suicide:  A  Technkai  Package  of  Pofky,  Programs^  and  Practices  -  A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  GDC  is  also  expected  to  release  additional  relevant  data  to 

inform  suicide  prevention  efforts  on  or  around  June  5^^.  The  Action  Alliance  Secretariat  does  plan  to 
convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation 
for  this  larger  data  release,  we'll  be  convening  the  MMWG  for  a  call  in  late  May  to  discuss  the  data  and 
our  collective  statement. 

REQUEST:  Please  join  us  for  a  planning  call  on  Thursday,  May  31  at  2:00  p.m,  ET  to  plan  ahead  for 
co//ecffVe  statement  about  CPC  data. 

We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly.  If  you  are  unable  to 
participate  on  this  call,  you'll  have  the  opportunity  to  weigh  in  on  the  statement  electronically. 

Lastly,  we  wanted  to  thank  GDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 

Kimberly  Torguson 

Associate  Director  for  Gommunications 
National  Action  Alliance  for  Suicide  Prevention 

Email:  ktorEUSon@edc.org  |  Phone:  202-572-3737 
Follow  us:  Twitter  1  Facebook 


NATIONAL 


ACTION  0 
ALLIANCE 

FOR  SUICIDE  PREVENTION 


Suicide  Vital  Signs  Work  Group  Meeting 


May  15, 2018 


lOA/877-324-1610,  (b)(6) 


12  noon  - 1:00 
Note  taker:  Kristin 


Agenda 

>  Set  up  &  welcome 


{Deb;  5-10  mins) 


>  Monday's  curve  ball 

>  Change  from  "mental  health  problems"  to  "mental  health  conditions" 

>  Comms  products^  FS^  and  MMWR  have  all  been  updated  with  this  language 

■  Social  media^  telebriefing  script,  press  release 

■  Did  You  Know  items  will  be  pulled  from  the  FS 

>  Recap  from  last  week's  pre-brief  +  new  updates,  next  steps 

>  Pre-brief  debrief  (Attendees  &  Deb;  10  mins) 

>  Next  steps  (see  attached  table) 

■ 

>  MMWR  status  (Deb;  5  mins) 

>  Next  steps  (what's  on  the  horizon) 


■  Deb  rec'd  first  proof  on  Friday 

•  Revisions  were  due  Sam  on  Monday  -  complete 

■  Deb  rec'd  additional  reviewer  comments  from  first  proof  on  Monday 

•  Revisions  submitted  on  Monday -spoke  with  Theresa  on  the  phone 

■  Deb  rec'd  second  proofs  yesterday  late  in  the  day 

•  Revisions  due  by  1:00  today 


o  Will  review  the  tables  again  because  of  concern  over  double  set 
of  proofs 

■  A  few  changes  had  been  made  to  indentations  and 
bolding  of  overarching  categories 

•  E,g.,  mental  health  conditions  need  to  be 

indented 

■  Kristin  will  help  with  this  review 


■  Should  receive  third  set  of  proofs  tomorrow 
•  Tables  need  to  be  reviewed  by  Friday 


>  Fact  Sheet 

>  Next  steps 


(Deb;  5  mins) 


*  Changes  to  "everyone  can"  section 
“  Changes  to  page  3  consistent  with  best  practices  for  media 


■  Graphic  design  elements 

•  Crystal  will  coordinate  with  Molly 

■  Tom  will  take  first  pass  and  forward  to  Deb  and  Kristin 

>  Next  version  due  back  to  VS  team  5/16  COB 

>  Communfcation  products  {Crystal  &  Kristin  (Q&A);  5  mins) 

>  Next  steps 

■  Press  release  -  with  VS  team 

■  Critical  contacts,  dear  colleague  letter  “With  VS  team 

■  Social  media 

•  Pulled  directly  from  FS,  but  social  media  team  came  back  with  changes 

o  Substance  abuse  -  change  to  ''substance  use" 
o  Will  send  those  to  Tom 

■  Q&A”  with  Kristin;  will  send  to  Deb  to  review 

•  Needs  to  be  submitted  to  VS  team  by  COB  today 

■  Telebriefing  introduction  -  wording  is  "Suicide:  More  than  just  a  MH  condition" 

■  Script  -  talking  points  received  from  Surgeon  General  yesterday  afternoon 

•  Need  to  review  -  Crystal  will  send  to  the  group 

•  Crystal  will  put  these  TPs  into  the  overall  script  and  send  the  script  back 
out 

■  Outstanding  pieces;  Q&A,  script,  media  advisory 

>  Policy/Partnerships  (Erin;  5  mins) 

>  Next  steps 

■  Town  Hall  -  June  12 

•  Need  to  identify  state  examples 

o  Colorado  should  be  one 

o  Malia  can  reach  out  to  Ellie  at  SPRC  to  get  another  example 
o  Malia  will  formulate  email  for  Jarrod  and  Deb  will  send  it 
■  The  ask  will  be  to  do  a  presentation  -  need  to  pull 
together  talking  points  and  slides  -  we  need  them  by 
June  1 

o  Second  state  suggestions:  NC,  MA,  TX 

•  State  health  dept  seems  to  be  involved 

•  Who  does  this  involve? 

o  Deb  has  8  mins  to  present,  state  speakers 
o  We  can  all  call  in  at  2:00  on  this  day 

■  Malia  has  list  of  partners  on  board 

•  ASTHO  CEO  will  participate  in  Twitter  chat 

•  Will  take  part  in  NVDRS  call  to  give  them  a  heads  up 

•  Will  talk  to  DARPI  about  how  to  prime  CoreSVIPP  grantees 

•  Congressional  plan  -  hill  alerts  to  every  congressional  office 

o  Hill  visits  June  7  and  8  -  Deb  H.  and  Jim 
o  Will  do  some  other  Hill  visits  in  September 

•  AFSP  Policy  Summit -June  11 

o  Will  be  there  for  that  briefing  (Alex) 

•  Erin  working  with  NGA  -  webinar  for  policy  health  advisors  in  July 


•  Blog  post  for  national  Conference  of  State  Legislators 

•  Template  language  for  all  of  our  partners  -  newsletter  blurb, 
customized  emails  from  Jim  and  Deb  for  them  to  send  on  June  7^^- 
linking  VS  to  priorities 

>  June  7  -  press  briefing  -  Deb  will  be  there  with  Dr.  Schuchat 

>  Other  items  ( Deb/ every  one;  15-20  mins  ) 

>  Town  haii 

>  Continuing  education 

>  Science  ciips 

>  Next  steps/m eeting/Wrap-up  {Deb;  5  mins) 

Next  VS  Due  Dates: 

*  To  be  provided  in  updates  above 

What  we  need  to  get  moving  on  ASAPi 

•  Town  Mali  -  Need  to  nail  down  participant  list  by  end  of  the  week 


Continuing  education -candidate  questions  so  people  can  get  CEUs 


From: 

Sent: 

To: 

Cc: 

Subject: 


Chris  Maxwell 
7Jun  2018  13:38:43  +0000 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Re:  CDC  Report 


Hi  Malia, 


I  greatly  appreciate  you  sending  these  over  and  I  totally  understand  about  the  strict  limits 
put  on  sensitive  infonnation. 

Thanks  again  and  I  hope  you  have  a  wonderful  rest  of  the  week. 

Take  care, 

Chris  Maxwell 
Communications  Coordinator 
American  Association  of  Suicidology 
5221  Wisconsin  Ave,  NW 
Washington,  DC  20015 
Office:  202-237-2280  ext.  306 
Cell:  913-775-2293 

A  AS  is  a  membership  orgatiization  foraff  those  involved  in  suicide  prevention  and  intervention,  or  touched 
by  suicide.  AAS  is  a  leader  in  the  advancement  of  scientific  and  programmatic  efforts  in  suicide  prevention 
through  research,  education  and  training,  the  development  of  standards  and  resources,  and  survivor  support 
services. 


On  Jun  7,  2018,  at  8:36  AM,  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.^iov>  wrote: 

Chris, 

Thank  you  very  much  for  reaching  out.  Deb  shared  your  email  with  me  as  Pm 
helping  with  outreach  related  to  the  Vital  Signs  launch.  Embargoed  copies  of  the 
report  and  associated  materials  are  attached.  Please  do  not  share  this  information 
with  your  networks  until  the  embargo  lifts  at  1pm  today*  Some  additional 
information  is  below  on  events -telebriefing  for  media,  social  media  toots  and 
Town  Hall  teleconference  next  week. 

Pm  so  sorry  we  weren't  able  to  share  these  materials  with  you  sooner  so  that  it 
would  have  helped  with  media  inquiries.  We  were  under  a  strict  embargo  and  are 
only  allowed  to  share  even  embargoed  copies  beginning  at  this  morning.  Please  let 
me  know  if  I  can  answer  any  questions  or  help  in  anyway  moving  forward. 

Best, 

Malia 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important 
public  health  topic  each  month.  This  month's  edition  presents  trends  in 
suicide  rates  across  all  states  and  D,C,,  examines  contributing  factors  to 
suicide  in  27  states,  and  highlights  strategies  for  comprehensive  suicide 


prevention.  We  also  highlight  strategies  for  state  public  health  departments 
and  others  working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials, 
including  the  Morbidity  and  Mortality  Weekly  Report  (MMWR)  article, 
“Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing 
Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet. 

This  latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a  media 
telebriefing  at  noon;  all  attached  materials  are  EMBARGOED 
until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10 

years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25 

states  experiencing  increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death 

Reporting  System  in  2015  indicate  that  more  than  half  of  people 
who  died  by  suicide  did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health 

conditions  alone,  including  relationship,  substance  use,  physical 
health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the 
CDC  Vital  Signs  information  broadly  with  your  colleagues  and 
partners.  Visit  the  Vital  Signs  Web  page  to  find  the  MMWR  article, 
fact  sheet,  and  other  materials.  Take  advantage  of  CDC's  social 
media  tools,  such  as  the  Vital  Signs  buttons  and  email  updates.  Visit 
CDC’s  Public  Health  Media  Library  at  www.cdc.qov/svndlcation  and 
search  on  the  term  Vital  Signs.  We  also  invite  you  to  join  us  for  the 
Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm  (EST). 
Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look 
forward  to  continuing  our  work  together  to  prevent  suicides  and 
promoting  healthier  communities. 

Malia  Richmond-Crum,  MPH 

Team  Lead,  Policy  and  Partnerships 

Division  of  Violence  Prevention 

National  Center  for  Injury  Control  and  Prevention 

Centers  for  Disease  Control  and  Prevention 

Office:  770-488-0526  [Cell:  404-307-6135 

mrichmondcrumi^cdc.gov 

From;  Chris  Maxwell  <cmaxwell@suicidologv.orfi> 

Sent:  Thursday,  June  7,  2018  9:27  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject;  CDC  Report 

Hi  Deb  -  hope  you're  doing  well  I 


We've  been  contacted  by  some  members  of  the  press  over  the  past  couple 
of  days  due  to  the  recent  and  unfortunate  celebrity  suicide  and  a  few  of 
them  have  been  referencing  the  yet-to-be-released  report  coming  out 
today  regarding  suicide  and  NVDRS  data. 

Would  it  be  possible  for  our  Executive  Director  and  President  to  receive 
drafts  or  embargoed  advance  copies  of  these  types  of  reports  so  they  can 
be  better  prepared  to  answer  the  questions  from  the  media?  This  could  go 
a  long  way  in  helping  both  our  membership  and  the  general  public  be  more 
prepared  to  handle  inquiries  from  the  media,  especially  when  the  media 
has  been  provided  advance  notice  or  data. 

If  we  need  to  contact  someone  else  over  there,  please  let  us  know  who  we 
should  get  in  touch  with. 

Thanks  and  looking  forward  to  hearing  from  you  I 

Chris  Maxwell 

Communications  Coordinator 

American  Association  of  Suicidology 

5221  Wisconsin  Ave,  NW 

Washington,  DC  20015 

Office:  202-237-2280  ext.  306 

Cell:  913-775-2293 

AAS  is  a  membership  organization  for  all  those  involved  in  suicide  prevention  and 
intervention,  or  touched  by  suicide.  AAS  is  a  leader  in  the  advancement  of  scientific  and 
programmatic  efforts  in  suicide  prevention  through  research,  education  and  training,  the 
deveiopment  of  standards  and  resources,  and  survivor  support  services. 


From:  Hindman  -  CDPHE,  Jarrod 

Sent:  4  Jun  2018  14:52:58  -0600 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Cc:  Stone,  Deborah  (CDC/ONDI EH/NCI PC};Bruce,  Crystal  (CDC/OPHPR/OD) 

Subject:  Re:  CDC  Suicide  Vital  Signs  Town  Hall:  Request  for  bio,  photo  and  PPT 

slides 

Attachments:  2018-06-12-CDC-Hindman.pptx 


See  attached.  Happy  to  update  the  data,  but  am  not  totally  sure  what  the  Vital  Signs  will 
have  us  ranked  at.  I'm  tine  changing  the  talking  point  to  something  like,  "2014-2016  -  ? 
highest  rate  in  nation  according  to  Vital  Signs  report". 

I  deleted  slide  #2  rather  than  combining  1 1  and  12. 

JH 

On  Mon,  Jun  4,  201 8  at  2:22  PM,  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>  wrote: 

Thairks  Jarrod.  A  couple  of  edits: 

Slide  3 

•  The  L  in  Laws  should  be  capitalized  to  be  consistent  with  the  rest  of  the  table 

•  Data  point  about  Colorado  rate  being  5*^  in  the  nation  is  inconsistent  with  the  state  data 
which  will  be  reported  through  Vital  Signs  because  that  combines  multiple  years  (2014-2016) 
and  results  in  a  slightly  different  ranking.  You  could  keep  as  is,  but  I  ju.st  want  you  to  be  aware 
b/c  it  may  look  a  little  off  so  you  may  have  to  address  in  talking  points. 

Slide  8:  typo  in  home-base 

Slide  1 1  and  12  -  is  it  possible  to  combine  these?  We’re  kept  to  a  strict  slide  limit  of  12  and 
your  last  slide  should  include  your  contact  info  so  we’ll  need  a  new  Slide  12  that  has  that  info. 

Malia 

From:  Hindman  -  CDPHE,  Jarrod  < j a i  rod . h in d m a n (h/ stat e . c o . u.s > 

Sent:  Monday,  June  4,  201 8  2:57  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH./NCIPC)  <zafV@cdc . gov>:  Bruce.  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 


Subject:  Re:  CDC  Suicide  Vital  Signs  Town  Hall:  Request  for  bio,  photo  and  PPT 
slides 


Sorry  for  the  delay.  Please  let  me  know  what  edits  you'd  like  to  the  attached.  On 
Friday,  I'm  open  anytime  after  Noon  EDT  as  well. 

Jarrod 

On  Mon,  Jun  4,  201 8  at  10:58  AM,  Hindman  -  CDPHE,  Jarrod 
<iarrod.hindnnan@state.co.us>  wrote: 

Sorry,  I  just  noted  your  email.  I  will  be  in  meetings  until  12:30pm  my  time,  so  can't 
get  you  slides  until  after  that.  I  did  not  note  the  "Monday  morning"  part  of  your 
request.  I  will  have  them  to  you  by  COB  today. 

I  have  time  for  a  call  this  Friday.  Let  me  know  some  possible  times.  Thanks. 

J  arrod 

On  Mon,  Jun  4,  2018  at  8:05  AM,  Richmond-Crum,  Malta  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>  wrote: 

Hi  Jarrod 

I  hope  your  conference  went  well  last  week.  We're  looking  for  to  receiving  your  slides 
this  morning.  Please  let  me  know  if  you  have  any  questions  or  need  anything  today. 

Also  we  would  like  to  schedule  a  run  through  with  you  and  Neetha  on  the  phone  on 
Friday  -  we’re  free  anytime  after  Noon  ET  on  Friday  works  for  us.  Please  let  me  know 
your  availability  that  day  and  I  will  send  a  meeting  invite. 

Best, 

Malia 

From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  3:16  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@.cde.gov>:  Hindman  -  CDPHE, 
Jarrod  <i  a ito d .h  i  n d m a n (rr; .s ta te ,  c o .us> 

Cc:  Bmcc,  Crystal  (CDC/OPHPR/OD)  <igx6@,cdc.gov> 

Subject:  RE:  CDC  Suicide  Vital  Signs  Town  Hall:  Request  for  bio,  photo  and  PPT 
slides 

Jarrod 

1  hope  your  eonferenee  went  well.  I  just  wanted  to  share  the  attached  FAQs  for  Town 
Hall  speakers  in  case  this  is  helpftd  as  you  finalize  your  slides  and  send  to  us  on 
Monday  morning. 

Have  a  good  weekend. 


Malia 


From:  Stone,  Deborali  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  30,  2018  12:57  PM 

To:  Hindman  -  CDPHE,  Jarrod  <iaLTod.hindman(2j:state.co.us>;  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC)  <irv8@,cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <i gx6@cdc.gov> 

Subject:  RE:  CDC  Suicide  Vital  Signs  Town  Hall:  Request  for  bio,  photo  and  PPT 
slides 

Hi  Jarrod, 

I  think  what  you  mention  is  great.  If  you  want  me  to  check  out  the  slides  first  to  verily, 
happy  to  do  so! 

Deb 

From;  Hindman  -  CDPHE,  Jarrod  <iari'odJiindman@state.co.us> 

Sent:  Wednesday,  May  30,  2018  9:02  AM 

To:  Richmond-Crum,  Malia  (C DC/ON DlEH/NCl PC)  <irv8@cdc.gov> 

Cc;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>:  Stone,  Deborah 
(CDC/ONDlEH/NClPC)  <zaf9@cdc.gov> 

Subject:  Re:  CDC  Suicide  Vital  Signs  Town  Hall;  Request  for  bio,  photo  and  PPT 
slides 

Yes,  I  cati  meet  that  timeline.  Thank  you.  So  I'm  clear,  do  you  want  me  to  focus 
on  our  strategies. priorities  related  to  the  CO-Nat'l  Collaborative  and  our 
comprehensive  approach?  If  so,  it  should  be  relatively  simple  to  get  you  draft 
slides  no  later  than  Monday  morning.  Thank  you. 

l'.' 

•larrod 

On  Tue,  May  29,  201 8  at  1 :55  PM,  Richmond-Cnim,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8(hjcdc.gov>  wrote: 

Hi  Jarrod  —  Would  you  be  able  to  send  your  slides  to  us  no  later  than  Monday 
morning  (June  4)?  We  really  can’t  push  it  back  any  more  than  that  I’m  afraid. 

I’m  hoping  this  is  not  too  big  an  ask  and  that  you  might  already  have  slides  from 
previous  presentations  that  cover’s  Colorado’s  comprehensive  approach  to  suicide 
prevention  -  though  I  totally  understand  when  your  travel,  presenting  at  conferences 
etc.  it  can  be  hard  to  get  other  work  done. 

Malia 

From:  Hindman  -  CDPHE,  JaiTod  <iarrod,hmdman@state.co.us> 

Sent:  Friday,  May  25,  2018  5:39  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Mony,  Neetha  E  (DOH)  <neetha.monv@:doh.wa.Eov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  Re:  CDC  Suicide  Vital  Signs  Town  Hall:  Request  for  bio,  photo  and  PPT 
slides 


Hi  Malia  - 


Photo  and  bio  attached.  Unfortunately,  I  am  completely  booked  on  Tuesday, 
which  is  my  only  day  in  the  office  next  week.  I'll  be  at  a  conference  Wed 
through  Fri,  which  also  means  it  will  be  very  difficult  for  me  to  get  you  slides 
by  next  Wed.  Is  there  any  fiexibility?  Sorry  for  the  wrench  and  certainly  let 
me  know  if  that  impacts  my  participation. 

Jarrod 

On  Thu,  May  24,  2018  at  3:44  PM,  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@.cdc.gov>  wrote: 

Neetha  and  Jarrod, 

Thank  you  again  for  agree  to  participate  in  the  June  12  Vital  Signs  Town 
Hall  -  Suicide  Rates  Rising  Across  the  US.  We’re  very  excited  to  have  you 
participate  and  showcase  the  wonderful  prevention  work  you’re  doing  in 
Washington  and  Colorado  respectively. 

tl  have  a  couple  of  requests: 

i.  Would  you  please  send  a  short  (1-2  paragraph)  bio  and  photo  to 

me  by  COB  Friday? 

a.  This  info  will  be  posted  on  CDC’s  website  (see 
https://wwwdev.cdc.gov/stltnublichealth/townhall/201S/5- 

mav.html) 

2. 1  would  like  to  schedule  a  30  minute  conference  call  with  you 
both  to  discuss  the  Town  Hall  logistics.  Here  are  some  dates/tinies, 
please  let  me  know  your  availability. 

o  Friday  May  24  (tomorrow):  12-4:30pm  ET 

o Tuesday  May  29:  t2:00-4:30pm  ET 

o  Wednesday,  May  30:  12:00-4:30pm  ET 

1.  Lastly,  I  would  like  to  request  your  Powerpoint  slides  be  sent  me  no 
later  than  Wednesday,  May  30. 1  apologize  for  the  tight  timeline  and 
asking  for  them  so  far  in  advance  of  the  Town  Hall.  Please  let  me  know  if 
the  May  30  deadline  is  a  problem. 

a.  You’ll  be  speaking  for  10  minutes  and  your  Pow^erPoint 
presentation  should  be  no  more  than  8  to  12  slides(slide 
limits  are  strictly  enforced). 


•  First  slide  should  be  a  title  slide  with  the  name  of 
presentation,  presenter  name,  credentials,  organization, 
and  position. 

•  Last  slide  should  include  presenter  contact  information 

•  All  of  acronyms  are  spelled  out  at  the  first  instance. 

•  Slides  should  be  material  that  is  ready  to  be  public 
facing 


Thank  you  again! 

Best, 

Malia 


Matia  Richniond-Ci  iim,  \1I*H 
Team  Lead,  Policy  and  Partnerships 
Division  ofMolence  Prevention 
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COLORADO  NATIONAL  COLLABORATIVE  FOR  SUICIDE  PREVENTION 


COLLABORATIVE,  DATA-DRIVEN,  PUBLIC 
HEALTH  APPROACH  TO  REDUCE  COLORADO 
SUICIDE  DEATHS  20  PERCENT  BY  2025 


Jarrod  Hindman,  MS:  Violence  and  Injury  Prevention  -  Mental  Health 
Promotion,  Colorado  Dept  of  Public  Health  &  Environment 


Identifying  the  Starting  Point:  State  Readiness 


Factors 

Evidence 

Significant 

Burden 

•  High  enough  burden  to  demonstrate  effectiveness  of  successful 

intervention2016  -  1,156  deaths;  20.87  per  100,000  residents2016  -  5th  in 
the  nation 

Poiiticai  Wiii 

•  Senior  political  support  (e.g.  governor  &  state  legislature)Recently  passed 
legislation  in  support  of  suicide  prevention 

Key 

Infrastructure 

•  Senior  Executive  &  State  InfrastructureSuicide  Prevention 

CommissionSupport  across  federal,  county,  &  community  behavioral  health 
centers 

Firearm  Laws 

•  Preferred  state  with  less  restricted  rural/urban  firearm  ownership  laws 

Agreement 
on  Approach 

•  Respect  for  both  Upstream  &  Downstream  Approaches  (Public  Health  & 
Mental  Health) 
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Establishing  Priorities:  An 
Interactive  Data  Dashboard 

https://cohealthviz. dphe. State. CO. us/t/HSEB 
Public/views/CoVDRS_12_l_17/Storyl?:em 
becl=y&:showAppBanner=false&:showShare 
Options=true&:display_count=no&:showVi2 
Honne=no#8 
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Establishing  Priorities:  Health  Care 


Zero  Suicide 


Priority  Systems:Mentai  Heaith  /  Behaviorai 
Heaithintegrated  CareEmergency 
DepartmentsHospitaisPrimary  Care  (#1  priority  for 
oider  aduits)  VA  /  DoDDepartment  of  Corrections 


Establishing  Priorities:  Youth 


Primary  PreventionShared  Risk  and 
Protective  Factors 


Priority  Populations  and  Systems:Schoois 
(inciuding  parents)Community  programs  and 
resources  serving  youthDepartment  of  Youth 
CorrectionsCourts,  foster  care,  child 
weifareMiiitary  famiiiesEariy  childhood  programs 
and  systemsHispanic/Latino  youthLGBTQ 
youthPaith  communities 


Establishing  Priorities:  Adults 


Means  SafetyPubiic  Awareness  / 
Social  Norms  ChangePolicy 


Priority  Popuiations  and  Systems:Veterans,  particuiariy  non- 
VHA  veteransHigh  risk  industriesCourts  and  criminai  Justice 
systemsFinanciai  services  systems  (unempioyment, 
bankruptcy,  etc.) 


Establishing  Priorities:  Older  Adults 

Primary  Care  (Zero  Suicide)Existing 
Community  ServicesConnectedness 


Priority  Systems  and  Services:Sociai  services  agenciesSeniors 
centersAssisted  living  facilitiesActive  living  servicesDeath  and  dying 
servicesFaith  communityVietnam  era  veteransPublic  service  providers 
(transportation,  meals  on  wheels,  store  clerks,  etc.)Falls  preventionHome- 
based  care  and  servicesPain  management 


Environmental  Scan 


A  mapping  of  existing  efforts  to  prevent  self-injury  mortality.  Participants  include 
health  systems,  prison  systems,  government  agencies,  community-based 

organizations  engaged  in  prevention  efforts. 

Which  Suicide-related  Activities  Are  Happening? 


Who  do  you  serve?  In  what  setting? 


How  are  your  prevention  efforts  funded?  How  long  do  you 
expect  your  funding  to  continue? 


Do  you  coiiaborate  with  other  prevention  agencies?  Who  are 
your  important  collaborators? 
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Evaluation 


Intervention  Packages  /  ProgramsProcess  and  outcome  designs  to  measure 
baseline  and  impact  of  all  intervention  strategies,  programs,  and/or 
policiesAction  Research  /  Systems  LevelTracking  and  measuring  the 
processEnsuring  that  successes  can  be  accounted  for  and  replicated  in 
additional  communitiesNational  partners  -  Ensure  that  strategy  can  be 
replicated  in  other  statesConstant  Evolutioniterative  Design 


Local  Partners  & 
Priorities 


1)  Environmental  Scan  of  Counties  w/  Highest 
BurdenEnhance  /  Build  Local  PartnershipsTarget 
Focal  Populations:  Youth,  Adults,  Older  Adults: 
Criminal  Justice,  Veterans  outside  of  VA,  High-risk 
Industries 


state  and  National  Partners 


1)  Steering  teamlmplementation 

teamEvaluation  teamExpert  guidance  and 
capital 


Colorado:Office  of  Suicide  PreventionSuicide 
Prevention  CommissionGovernor's  OfficeDenver 
VAUniversity  of  Coiorado  Colorado  Behavioral 
Healthcare  CouncilOther  state 
agenciesNational:Suicide  Prevention  Resource 
Centerinjury  Control  Research  Center  for  Suicide 
Prev.Centers  for  Disease  Control  and 
PreventionAmerican  Foundation  for  Suicide 
PreventionNationai  Action  AllianceSubstance 
Abuse  and  Mental  Health  Services  Administration 
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From: 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent: 

31  May  2018  17:46:05  +0000 

To: 

Bruce,  Crystal  (CDC/OPHPR/OD) 

Subject: 

RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Hi  Crystal, 

Sorry  for  delay.  Yes,  that's  the  last  one  I  have  too.  Will  respond  to  your  other  email  shortly. 

Deb 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent;  Thursday,  May  31,  2018  11:31  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  CDC  Vital  Signs  Telebriefing  June  7th 
Deb, 

I  think  you  were  the  last  person  working  on  the  telebriefing  script  {correct  me  if  I'm  wrong).  I  don't  want 
to  send  the  wrong  version  to  Dr.  Schuchat  office.  Here's  what  I'm  sending,  unless  you  have  a  later 
version... 

Crystal 

From;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  31,  2018  11:02  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(Scdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<eDm7@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE;  CDC  Vital  Signs  Telebriefing  June  7th 

FYI,  just  heard  from  Lynn  that  we  need  the  revised  telebriefing  script  by  10AM  tomorrow  to  send  to  Dr. 
Schuchat.  Let  me  know  status  of  SG  as  soon  as  you're  able. 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  30,  2018  6:40  PM 

To;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(g>cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdC-gov> 

Cc;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  Re:  CDC  Vital  Signs  Telebriefing  June  7th 

Dr.  Schuchat's  preference  is  to  do  the  telebriefing  solo  but  to  give  the  SG's  office  some  content  (TPs, 
etc.)  to  promote  via  social  media  or  other  messaging  of  their  choice  on  their  own  schedule. 

If  this  is  ok  with  you  all,  I  think  we're  ok  to  communicate  this  back  to  the  SG's  office. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Sent;  Wednesday,  May  30,  2018  5:20  PM 
Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3^cdc.gov>.  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gQV>,  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>.  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<eom7f5)cdc.gov>.  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Thanks  for  looping  in  Deb  H,  Leslie.  Will  wait  to  hear  back.  If  the  SG  doesn't  work  out,  Lynn  suggested  he 
could  put  out  a  written  statement,  just  FYI. 

Deb 


From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  May  30,  2018  4:12  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <za|9i®cdcgoy>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7facdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3facdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 
Got  it.  Will  keep  you  postedi 
From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  May  30,  2018  4:11  PM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3(5)cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6fScdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7f5)cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(5)cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

I  share  that  concern  about  the  ASH,  There  could  be  a  risk  in  bringing  that  office  in  at  this  point. 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  30,  2018  4:09  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdcgpy>;  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5>cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7(acdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Chatted  with  Deb.  She's  open  to  the  SG  doing  a  statement  or  even  the  ASH  doing  a  brief  call  topper. 
We're  both  a  little  worried  about  the  ASH  focusing  more  on  the  HHS  priority  angle  of  severe  mental 
illness  vs.  our  'more  than  mental  illness'  approach  though.  She's  going  to  email  Dr.  Schuchat  this  evening 
and  see  if  she  wants  to  weigh  in. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  30,  2018  4:00  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(5>cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7ta)cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(acdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 
Hi  Leslie, 

Thank  you  for  sharing  your  perspective  -  this  is  very  helpful.  I  welcome  Deb  H's  thoughts  on  this.  I  think 
a  supportive  message  from  the  SG  about  the  urgency  of  the  issue  and  the  need  for  a  public  health 
approach  will  be  very  helpful  -  even  if  it  is  recorded  or  a  media  statement.  Him  making  the  time  to  do 
this  sends  a  message  too.  If  that  won't  work  then  I  agree  just  Dr.  Schuchat  at  the  briefing. 

'Tom 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent;  Wednesday,  May  30,  2018  3:54  PM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gQV>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(S)cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc,gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3g)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 


Got  it!  Thanks  for  your  guidance!! 

From:  Dorigo,  Leslie  (CDC/ONDI  EH/NCI  PC) 

Sent:  Wednesday,  May  30,  2018  3:52  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iex6fS)cdc.Eov>:  Stone,  Deborah  (CDC/ONDI  EH/NCI  PC) 
<zaf9@cdc.gQV>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(Scdc.Eov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3f5icdc.eQV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(5)cdc.Eov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject;  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Adding  Tom  back  in  because  I  accidentally  deleted  him,  I  checked  in  with  Lynn  on  how  to  come  to  a 
decision  on  this.  She  recommended  we  make  a  rec  and  then  loop  in  Dr.  Schuchat  since  HHS  leadership  is 
involved.  (I  can  get  Deb's  thoughts  too  on  this...)  Lynn  recommended  Deb  email  Schuchat  with  our  rec. 
From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Wednesday,  May  30,  2018  3:51  PM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3(S)cdc.Eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3f5?cdc.EOv> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Thanks  Leslie,  these  are  very  good  points!  At  what  point  to  we  say  to  the  SG's  office  "Thanks  but,  we've 
got  this,"  I  know  they  are  trying  to  find  a  way  for  him  to  participate,  but  logistically  it's  Just  not  working 
out.  When  do  we  make  the  call  and  who  does  that? 

Crystal 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  May  30,  2018  3:45  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6Ocdc.E0v>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3fBcdc,Eov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject;  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

I'm  just  including  NCIPC  folks  on  this  email  (deleting  VS  folks). 

My  two  cents  is  that  if  the  SG  cannot  do  it,  then  perhaps  we  could  suggest  he  could  put  out  a  supportive 
media  statement  or  something?  I  think  journalists  would  find  a  recorded  message  on  a  live  telebriefing 
quite  atypical.  I  also  think  involving  the  ASH  at  this  point  will  be  probably  difficult.  Deb,  Schuchat,  and 
OPP  have  been  working  closely  with  him  on  the  opioid  issue  and  he  has  high  demands  for  information, 
quick  turnaround  asks,  is  very  exacting  in  his  questions/comments— all  completely  within  his  purview— 
but  I  just  think  it  would  be  hard  to  manage  this  in  the  final  stretch  of  a  VS  and  I  worry  that  he  would  shift 
our  messaging  potentially.  (Plus,  media  visibility-wise,  the  SG  has  more  pull  than  the  ASH,  so  I  don't 
know  that  swapping  them  out  is  really  as  appealing  for  a  journalist.) 

If  we  keep  it  to  Dr.  Schuchat,  I  think  it's  easier  for  us  to  stay  on  message  and  have  better  control  over 
the  'quote-worthy'  points. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  30,  2018  3:02  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0g>cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <iex6g)cdc.gov>; 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Schieber,  Richard  A. 

(CDC/OPHSS/CSELS/DPHID)  <rbs4(5>cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.gov>: 
Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.fiov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvlS@cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 


<fus3(a*cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

One  thing  to  consider  is  that  the  SG  has  spoken  on  suicide  and  does  a  great  job.  Reporters  might 
appreciate  having  some  quotes  from  him  that  they  can  use  -  even  from  a  recorded  message.  It  could 
help  raise  the  profile  of  the  release. 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  May  30,  2018  11:31  AM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igy.6#cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQV>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4f5)cdc.EQV>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(a)cdc.gov>: 
Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dqf3iScdcgqy> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0^cdcgqy>;  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5(^cdc.Eov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

We've  never  done  that  with  a  speaker.  Since  this  is  an  audio  telebriefing,  it  might  not  sound  real,  since 
Anne  will  be  "live".  We  also  pre-brief  20-mins  before,  which  he  would  miss.  Is  there  a  conflict? 

From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Wednesday,  May  30,  2018  11:21  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9t5>cdc.eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4^cdc.Rov>:  Sokler,  Lynn 
(CDC/OD/OADC)  <zsz0(acdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(Scdc.Eov>:  Ballman,  Marie 
R.  (CDC/ONDIEH/NCIPC)  <dof30cdc.eov> 

Subject:  FW:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 
Any  thoughts?  I'm  headed  to  a  meeting;  happy  to  discuss 
Crystal 

From;  Migliaccio-Grabill,  Kate  (HHS/OASH) 

Sent:  Wednesday,  May  30,  2018  11:17  AM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6@cdc,Eov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Hi, 

Is  it  possible  to  tape  the  SG’s  remarks? 

Kate  Migliaccio  Grabill,  MPH 
CDR„  USPHS 

Press  Secretary  _ 

From:  Bruce,  Crystal  (CDC/OPHPR/OD)  rmailto:1ax6@cdc.qQv1 
Sent:  Tuesday,  May  29,  2018  11:01  AM 
To:  Migliaccio-Grabill,  Kate  (HHS/OASH) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Black,  Erin  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID);  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 
Hi  Kate, 

We  are  so  glad  to  hear  thatl  Having  Dr.  Adams  on  the  call  will  be  an^  important  part  of  the  telebreifing. 
Crystal 

From;  Migliaccio-Grabill,  Kate  (HHS/OASH) 

Sent:  Tuesday,  May  29,  2018  10:57  AM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6@cdc.Eov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 


Hi  Crystal, 

Actually,  I  think  we  can  make  this  work. 

Kate  Migliaccio  Grabill,  MPH 
CDR,  USPHS 
Press  Secretary 

From:  Migliaccio-Grabill,  Kate  (HHS/OASH) 

Sent:  Tuesday,  May  29,  2018  10:12  AM 
To:  Bruce,  Cystal  (CDC/OPHPR/OD) 

Subject:  Re:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Hi, 

We  have  a  quick  question  for  you. 

Is  it  possible  to  change  the  date?  If  not,  would  you  be  up  for  having  the  ASH  stand  in? 

It’s  going  to  be  really  hard  to  have  the  SG  take  this  from  the  airport.  He’s  flying  back  that  day 
from  Dallas. 


On:  24  May  2018  15:39, 

"Bruce,  Crystal  (CDC/OPHPR/OD)"  <jgx6@cdc.gov>  wrote: 

Hi  Kate, 

Thanks  for  the  update  on  the  talking  points!  Our  Vital  Signs  office  says  the  airport  call  will  be  fine.  We 
will  look  for  comments  on  the  talking  points  from  Dr.  Adams  as  soon  as  he  can  get  to  them.  We 
appreciate  you  working  with  us  on  this!!! 

Respectfully, 

Crystal  Bruce,  MPH 
Health  Communications  Specialist 

Detailed  to  National  Center  of  Injury  Prevention  and  Control 
Division  of  Violence  Prevention,  Health  Communications  Team 
Office;  770-488-5651 
Mobile:  470-249-3616 
Cbruce2@cdc.gov 

Off  alternate  Fridays 


From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  31  May  2018  11:18:12 -0400 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
Subject:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Thanks,  yeah,  we  need  a  final  decision  today.  More  than  happy  to  provide  them  with  content  so  he 
could  support  via  a  media  statement  or  social  media  promo. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  31,  2018  11:15  AM 
To:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC) ;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) ;  Stone, 

Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

I  just  talked  to  Leslie  and  she  asked  that  you  please  follow-up  with  the  SG's  office  and  let  them  know  we 
are  unable  to  reschedule  or  tape  Dr.  Adam's  comments  and  thus  Anne  will  proceed  with  hosting  the 
vital  signs  release. 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Thursday,  May  31,  2018  11:07  AM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3(acdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7fa)cdc.gQv>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dQf3@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Leslie...Do  you  recommend  I  reach  back  out  to  Kate  at  the  SG's  office?  The  fast  word  I  had  was  that  she 
would  circle  back  to  me  today  when  she  had  more  details.  How  pushy  should  I  be? 

From;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  May  31,  2018  11:02  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(acdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dQf3(5Jcdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

FYI,Just  heard  from  Lynn  that  we  need  the  revised  telebriefing  script  by  10AM  tomorrow  to  send  to  Dr. 
Schuchat.  Let  me  know  status  of  SG  as  soon  as  you're  able. 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  \A/ednesday,  May  30,  2018  6:40  PM 

To;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <|gx6@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(acdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov> 

Cc;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  Re:  CDC  Vital  Signs  Telebriefing  June  7th 

Dr.  Schuchat's  preference  is  to  do  the  telebriefing  solo  but  to  give  the  SG's  office  some  content  (TPs, 
etc.)  to  promote  via  social  media  or  other  messaging  of  their  choice  on  their  own  schedule. 

If  this  is  ok  with  you  all,  I  think  we're  ok  to  communicate  this  back  to  the  SG's  office. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.Eov> 

Sent:  Wednesday,  May  30,  2018  5:20  PM 
Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>.  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>.  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>.  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.gov>.  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5^cdc.Eov> 

Thanks  for  looping  in  Deb  H,  Leslie,  Will  wait  to  hear  back.  If  the  SG  doesn't  work  out,  Lynn  suggested  he 
could  put  out  a  written  statement.  Just  FYI. 

Deb 

From;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  May  30,  2018  4:12  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(gcdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6@cdc,gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.Eov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Ballman,  Marie  R,  (CDC/ONDIEH/NCIPC)  <dof3f5)cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 
Got  it.  Will  keep  you  postedi 
From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  30,  2018  4:11  PM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3t5)cdc,Eov>:  Bruce,  Crystal  (CDC/OPHPR/OD) 
<iEx6@cdc,gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7t5)cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3f5)cdc.Eov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

I  share  that  concern  about  the  ASH.  There  could  be  a  risk  in  bringing  that  office  in  at  this  point. 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  May  30,  2018  4:09  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9g>cdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g>cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gQV> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject;  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Chatted  with  Deb.  She's  open  to  the  SG  doing  a  statement  or  even  the  ASH  doing  a  brief  call  topper. 
We're  both  a  little  worried  about  the  ASH  focusing  more  on  the  HHS  priority  angle  of  severe  mental 
illness  vs.  our  'more  than  mental  illness'  approach  though.  She's  going  to  email  Dr.  Schuchat  this  evening 
and  see  if  she  wants  to  weigh  in. 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  May  30,  2018  4:00  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7g0cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3^cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 
Hi  Leslie, 


Thank  you  for  sharing  your  perspective  -  this  is  very  helpful.  I  welcome  Deb  H's  thoughts  on  this.  I  think 
a  supportive  message  from  the  SG  about  the  urgency  of  the  issue  and  the  need  for  a  public  health 
approach  will  be  very  helpful  -  even  if  it  is  recorded  or  a  media  statement.  Him  making  the  time  to  do 
this  sends  a  message  too.  If  that  won't  work  then  I  agree  just  Dr.  Schuchat  at  the  briefing. 

-Tom 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Wednesday,  May  30,  2018  3:54  PM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3(S)cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gQV>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3f5)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(a)cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject;  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 
Got  iti  Thanks  for  your  guidance!! 

From;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  May  30,  2018  3:52  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(acdc-eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3(Scdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(5)cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject:  RE;  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Adding  Tom  back  in  because  I  accidentally  deleted  him.  I  checked  in  with  Lynn  on  how  to  come  to  a 
decision  on  this.  She  recommended  we  make  a  rec  and  then  loop  in  Dr.  Schuchat  since  HHS  leadership  is 
involved,  (I  can  get  Deb's  thoughts  too  on  this,.,)  Lynn  recommended  Deb  email  Schuchat  with  our  rec. 
From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent;  Wednesday,  May  30,  2018  3:51  PM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus30cdc.eov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7^cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3(acdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5(g)cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Thanks  Leslie,  these  are  very  good  points!  At  what  point  to  we  say  to  the  SG's  office  "Thanks  but,  we've 
got  this."  I  know  they  are  trying  to  find  a  way  for  him  to  participate,  but  logistically  it's  Just  not  working 
out.  When  do  we  make  the  call  and  who  does  that? 

Crystal 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  30,  2018  3:45  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc-gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3@cdc-gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov> 

Subject;  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

I'm  just  including  NCIPC  folks  on  this  email  (deleting  VS  folks). 

My  two  cents  is  that  if  the  SG  cannot  do  it,  then  perhaps  we  could  suggest  he  could  put  out  a  supportive 
media  statement  or  something?  I  think  journalists  would  find  a  recorded  message  on  a  live  telebriefing 
quite  atypical.  I  also  think  involving  the  ASH  at  this  point  will  be  probably  difficult.  Deb,  Schuchat,  and 
OPP  have  been  working  closely  with  him  on  the  opioid  issue  and  he  has  high  demands  for  information, 
quick  turnaround  asks,  is  very  exacting  in  his  questions/comments— all  completely  within  his  purview— 


but  I  just  think  it  would  be  hard  to  manage  this  in  the  final  stretch  of  a  VS  and  I  worry  that  he  would  shift 
our  messaging  potentially.  (Plus,  media  visibility-wise,  the  SG  has  more  pull  than  the  ASH,  so  I  don't 
know  that  swapping  them  out  is  really  as  appealing  for  a  journalist.) 

If  we  keep  it  to  Dr.  Schuchat,  I  think  it's  easier  for  us  to  stay  on  message  and  have  better  control  over 
the  'quote-worthy'  points. 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  30,  2018  3;02  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0t5)cdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6^cdc.Eov>: 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(®cdcgpy>;  Schieber,  Richard  A. 

(CDC/OPHSS/CSELS/DPHID)  <rbs4f5?cdc.Eov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(a)cdc.eov>: 
Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3[5)cdc.eov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.Eov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.fiov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

One  thing  to  consider  is  that  the  SG  has  spoken  on  suicide  and  does  a  great  job.  Reporters  might 
appreciate  having  some  quotes  from  him  that  they  can  use -even  from  a  recorded  message.  It  could 
help  raise  the  profile  of  the  release. 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  May  30,  2018  11:31  AM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <jgx6(®cdcgoy>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tEs9@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4(S)cdc.sov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.sov>: 
Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3f5icdc.Eov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zO(Scdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc.Eov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov> 

Subject;  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

We've  never  done  that  with  a  speaker.  Since  this  is  an  audio  telebriefing,  it  might  not  sound  real,  since 
Anne  will  be  "live".  We  also  pre-brief  20-mins  before,  which  he  would  miss.  Is  there  a  conflict? 

From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Wednesday,  May  30,  2018  11:21  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdcgpy>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@)cdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rb54@cdc.gov>;  Sokler,  Lynn 
(CDC/OD/OADC)  <Z5zO@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc-gov>;  Ballman,  Marie 
R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.EOV> 

Subject:  FW:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 
Any  thoughts?  I'm  headed  to  a  meeting;  happy  to  discuss 
Crystal 

From;  Migliaccio-Grabill,  Kate  (HHS/OASH) 

Sent:  Wednesday,  May  30,  2018  11:17  AM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  < iEx6@cdc.gov> 

Subject;  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Hi, 

Is  it  possible  to  tape  the  SG’s  remarks? 

Kate  Migliaccio  Grabill,  MPH 
CDR,  USPHS 

Press  Secretary  _ 

From:  Bruce,  Crystal  (CDC/OPHPR/OD)  f mailto:iqx6@cdc.qQv1 
Sent:  Tuesday,  May  29,  2018  11:01  AM 


To:  Migliacdo-Grabiil,  Kate  (HHS/OASH) 

Cc:  Stone,  Deborah  (CDC/ONDI  EH/NCI  PC);  Black,  Erin  (CDC/ONDI  EH/NCI  PC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID);  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefmg  June  7th 
Hi  Kate, 

We  are  so  glad  to  bear  that!  Having  Dr,  Adams  on  the  call  will  be  an  important  part  of  the  telebreifing. 
Crystal 

From:  Migliaccio-Grabill,  Kate  (HHS/OASH) 

Sent:  Tuesday,  May  29,  2018  10:57  AM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iex6@cdc.gov> 

Subject:  RE:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 
Hi  Ciystal, 

Actually,  I  think  we  can  make  this  work. 

Kate  Migliaccio  Grabill,  MPH 
CDR,  USPHS 

Press  Secretary  _ 

From:  Migliaccio-Grabill,  Kate  (HHS/OASH) 

Sent:  Tuesday,  May  29,  2018  10:12  AM 
To:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Subject:  Re:  RE:  CDC  Vital  Signs  Telebriefing  June  7th 

Hi, 

We  have  a  quick  question  for  you. 

Is  it  possible  to  change  the  date?  If  not,  would  you  be  up  for  having  the  ASH  stand  in? 

It’s  going  to  be  really  hard  to  have  the  SG  take  this  from  the  airport.  He’s  flying  back  that  day 
from  Dallas. 


On:  24  May  20 1 8  15:39, 

"Bruce,  Crystal  (CDC/OPHPR/OD)"  <igx6@cdc.gQv>  wrote: 

Hi  Kate, 

Thanks  for  the  update  on  the  talking  points!  Our  Vital  Signs  office  says  the  airport  call  will  be  fine.  We 
will  look  for  comments  on  the  talking  points  from  Dr.  Adams  as  soon  as  he  can  get  to  them.  We 
appreciate  you  working  with  us  on  this!!! 

Respectfully, 

Crystal  Bruce,  MPH 
Health  Communications  Specialist 

Detailed  to  National  Center  of  Injury  Prevention  and  Control 
Division  of  Violence  Prevention,  Health  Communications  Team 
Office:  770-488-5651 
Mobile:  470-249-3616 
Cbruce2@cdc.Eov 

Off  alternate  Fridays 


From: 

Sent: 

To: 

Cc: 

(CDC/ONDIEH/NCIPC) 

Subject: 


Peaker,  Brandy  {CDC/OPHSS/CSELS/DPHID) 

27Jun  2018  10:32:58  -0400 
Rebecca  Ray 

Walt  Hadikin;Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone,  Deborah 


RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 


Hi  Rebecca  ^ 

1)  ^'between''  is  fine  for  first  bullet 

2)  We're  ok  with  following  your  style  guide  re:  abbreviations. 

Looking  forward  to  the  posting.  As  always  we  are  so  appreciative  of  your  help  in  spreading  VS  important 
messages. 

In  partnership. 

Brandy 

From:  Rebecca  Ray 

Sent;  Tuesday,  June  26,  2018  7:04  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Cc:  Walt  Hadikin  ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Hi  Brandy, 

Thank  you  for  checking  with  the  subject  matter  experts.  We  are  happy  to  use  the  phrase  "Data  from  27 
states"  to  make  the  sentence  more  accurate,  as  well  as  a  shortened  version  of  the  first  bullet.  However, 
in  the  first  bullet,  we  think  it  would  be  better  to  say  "transitions...  between  providers/settings,"  vs. 
"transitions,,,  in  providers/settings,"  since  people  generally  say  that  transitions  occur  between  two 
different  entities, 

I  understand  your  concern  about  the  abbreviations— especially  since  I'm  not  a  clinician  myself,  \f  we 
change  "incr"  to  "increase,"  we  can  still  stick  to  the  900-character  limit.  However,  we  have  to  preserve 
the  rest  of  the  abbreviations,  since  spelling  them  out  would  put  us  over  the  limit.  Also,  the  abbreviations 
have  been  part  of  our  company's  unique  style  since  its  inception,  and  we  use  them  throughout  our  Rx 
content,  as  well  as  in  every  DocAlert  message  that  would  otherwise  run  too  long,  so  most  of  our  readers 
are  familiar  with  them. 

We  will  send  you  the  screenshots  of  the  message  once  it  is  published. 

Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 
San  Jose,  C'A 
61 7.32  J. 0734 


>Vathenahealth 


CliHid-btised  services  for  medical  groups  and  liealih  syniems. 


From;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Sent:  Tuesday,  June  26,  2018  1:47  PM 
To:  Rebecca  Ray  <rrav@athenahea!th,com> 

Cc:  Walt  Hadikin  <wh3dikin@athenahealth.c0nn>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.ROV>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <2af9@cdc.EOV> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 


Hi  Rebecca  and  Walt-  Our  SME's  felt  like  the  revision  made  it  sound  like  the  result  was  only  true  for  the 
27  states.  They  also  thought  some  of  the  abbreviations  looked  more  like  misspellings  than 
abbreviations. 

We  propose  the  following: 

1)  Remove  the  word  ''instead'’  in  the  paragraph 

2)  Shorten  the  first  bullet  to:  "Provide  high-quality^  ongoing  care  focused  on  pt  safety  & 

suicide  prevention,  esp  during  transitions  -  eg;  in  providers/settings 
f  http  ://zerosui  ci  de.  sprc.  org) : 

3)  Change  the  paragraph  to: 

Suicide  rates  have  risen  in  nearly  every  state  from  1999  to  2016,  w/  half  of  states  seeing  at  least  a 
30%  increase,  according  to  a  GDC  Vital  Signs  report.  Data  from  27  states  also  showed  that  more 
than  half  of  people  who  died  by  suicide  didn't  have  a  known  mental  health  condition;  a  range  of 
other  contributing  factors  included  relationship,  substance  use,  physical  health,  job,  financial,  & 
legal  problems.  The  report  urges  health  care  systems  to: 

From;  Rebecca  Ray  <rrav@athenahealthxom> 

Sent:  Monday,  June  25,  2018  5:01  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6g)cdc.RQv> 

Cc:  Walt  Hadikin  <wh3dikin@athenaheaith.com> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
No  problem.  Thanks! 

Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 

San  Jose,  CA 

617.32L0734 

'f^athenahealth 


Cloud-based  services  for  medical  groups  and  health  systems. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.^Qv> 

Sent:  Monday,  June  25,  2018  1:59  PM 
To:  Rebecca  Ray  <rrav(^athenahealthxom> 

Cc:  Walt  Hadikin  <whadikin@athenahealth.com> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Rebecca  -  I  did  receive  it  and  forgot  to  follow-up,  so  thank  you  for  the  ping.  Please  always  feel  free  to 
ping  me  if  I  am  not  responsive  in  a  timely  manner.  I  welcome  pings!  ©  I  think  OK,  but  let  me  just  double 
check  with  my  SME.  Will  have  an  answer  by  tomm. 

From;  Rebecca  Ray  <rrav(gathenahealthxom> 

Sent:  Monday,  June  25,  2018  4:44  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6tg)cdc.gQV> 

Cc:  Walt  Hadikin  <whadikin@athenahealth.com> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Hi  Brandy, 

Just  wanted  to  make  sure  you  got  this  message.  © 


Rcbccca  Ray 

Senior  Associate 

Content  Editor,  Medical  InfoiTnation 

San  Jose,  CA 

617.321.0734 

'iVathenahealth 


Cii)ud-bas€d  services  for  medicaJ  groups  and  hcalili  systems. 

From:  Rebecca  Ray 

Sent:  Thursday,  June  21,  2018  4:42  PM 

To:  'Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)‘  <vha6@cdc,gQV> 

Cc:  Walt  Hadikin  <whadiking)athenahealth.cQnn> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Thanks,  Brandy.  We  liked  all  of  the  revisions.  Unfortunately,  they  did  nnake  it  run  a  little  long—but  we 
were  able  to  trim  it  back  down  to  <900  characters  by  using  abbreviations. 

Also,  instead  of  beginning  the  second  sentence  with  ''In  an  analysis  of  27  states,"  would  it  be  OK  if  we 
shortened  it  to  "In  27  states"?  When  I  first  read  it,  I  thought  it  meant  the  entire  study  covered  27  states. 
But  if  we  eliminate  "analysis,"  I  think  it's  clear.  Here's  how  it  would  read: 

{CDC  Vital  Signs)“Sulcide  rates  have  risen  in  nearly  every  state  from  1999  to  2016,  w/  half  of  states 
seeing  at  least  a  30%  incr,  according  to  a  CDC  Vital  Signs  report.  In  27  states,  more  than  half  of  people 
who  died  by  suicide  didn't  have  a  known  mental  health  condition;  a  range  of  other  contributing  factors 
instead  included  relationship,  substance  use,  physical  health,  job,  financial,  &  legal  problems.  The  report 
urges  health  care  systems  to: 

•  Provide  high-quality,  ongoing  care  focused  on  pt  safety  &  suicide  prevention,  esp  during  care 
transitions— eg,  between  health  care  providers/settings  (http://zerQsuicide.sprc.orE): 

•  Ensure  access  to  affordable  St  effective  mental  St  physical  health  care; 

•  Train  providers  in  proven  treatments  for  pts  at  risk  of  suicide. 

See  CDC  Vital  Signs  for  links  to  the  graphic  fact  sheet  &  other  communication  tools. 

More  info  is  available  in  the  MMWR  article  PDF. 

Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 

San  Jose,  CA 

617.321.0734 

'iVathenahealth 


Cloud-based  j^ervices  for  medical  groups  and  heaUh  iiyiiiems. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6Pcdc.gov> 

Sent:  Tuesday,  June  19,  2018  11:45  AM 
To:  Rebecca  Ray  <rr3v^athenahealth.com> 

Cc:  Walt  Hadikin  <whadikin@athenahealth.com>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Rebecca  and  Walt  -  please  see  revisions  from  our  SMEs,  This  was  a  big  one  for  us  as  you  can  imagine. 
Made  front  page  of  NYT,  WSJ,  and  USA  Today.  Let  us  know  if  revisions  make  Doc  Alert  too  long.  Also 
picture  is  OK  for  us. 

Thanks, 


Brandy 

From:  Rebecca  Ray  <rrav@athenahealth.cQm> 

Sent:  Tuesday,  June  12,  2018  7:51  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6(5)cdc.gov> 

Cc:  Walt  Hadikin  <whadikin@athenahealth.cQni> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Hi  Brandy, 

Thank  you  for  sending  us  the  latest  Vital  Signs  report.  We  have  attached  the  draft  of  our  DocAlert 
message  for  your  expert  review.  In  keeping  with  our  new  practice  of  more  image-rich  DocAlert 
messages,  we  have  included  an  image  from  our  stock-photo  account;  however,  if  you  object  to  it  for  any 
reason,  don't  hesitate  to  let  us  knowl 

Thank  you  in  advance  for  reviewing  this.  Please  let  us  know  if  you  have  any  questions.  © 

Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Infomiation 

San  Jose,  CA 

617.321,0734 

''Vathenahealth 


Cloud -based  services  for  medical  groups  and  healdi  systems. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Sent:  Thursday,  June  07,  2018  7:12  AM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.EOV> 

Subject:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Embargoed  until  today,  June  7,  2018  at  1:00  pm  EDT 
Dear  Healthcare  Partner: 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic  each 
month.  This  month's  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C.,  examines 
contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive  suicide 
prevention. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  'Vital  Signs:  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,"  and  a  four-page  consumer  fact  sheet.  This  latest  edition  of 
CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EDT)  following  a  media 
telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1:00  pm  EDT. 

CDC  Telebriefing  -  New  Vital  Signs  Report  -  Suicide 

Preventionfhttps://www.cdc.gov/media/releases/2018/a0607-vs-suicide- 

prevention.html) 

Thursday,  June  7,  at  12:00  p.m.  ET 
Diai-In 

Media:  888-795-0855 
Non-Media:  800-369-1605 


INTERNATIONAL:  1-630-395-0331 


PASSCODE 


(h0) 


Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  annong  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 
increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 
indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health 
condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

Healthcare  systems  can: 

•  Provide  high-quality,  ongoing  care  focused  on  patient  safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live. 

•  Train  providers  in  adopting  proven  treatments  for  patients  at  risk  of  suicide. 

Helpful  tools; 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
http5://gQ. usa.gov/xQ6Gc 
National  Suicide  Prevention  Lifeline 
Talk:  1-800-273-TALK  (8255) 

Chat:  www.suicidepreventionlifeline.Qrg 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information  broadly 
with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpageto  find  the  MMWR  article,  fact  sheet, 
and  other  materials.  Take  advantage  of  CDC's  social  media  tools,  such  as  the  Vital  Signs  buttons  and 
email  updates.  Visit  CDQs  Public  Health  Media  Library  at  www.cdc.gov/svndication  and  search  on  the 
term  Vital  Signs.  We  also  invite  you  to  join  us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at 
2:00  pm  (EDT). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work  together 
to  prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  support. 

Brandy  L.  Peaker,  MD,  MPH 
LCDR,  U.S.  Public  Health  Service 
Deputy  Director,  CDC  Vital  Signs 

Center  for  Surveillance,  Epidemiology,  and  Laboratory  Services 
Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Rd.  MS  E-90,  Atlanta,  GA  30333 

E:  bpeakerlpcdc.gov;  O:  [404)498-6705;  BB:  (678)641-7037;  F:  (404)  498-6055 


WWW.  cdc.qo\//vitQlsiQns 


From: 

Sent: 

To: 

Cc: 

Subject: 


Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

27  Jun  2018  09:27:32  -0400 

Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 


Hi  Brandy, 

I  am  ok  with  this  approach.  Thank  you  for  your  helpl 
-Tom 

From:  Rebecca  Ray 

Sent:  Tuesday,  June  26,  2018  7:04  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Cc:  Walt  Hadikin  ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Hi  Brandy, 

Thank  you  for  checking  with  the  subject  matter  experts.  We  are  happy  to  use  the  phrase  ''Data  from  27 
states"  to  make  the  sentence  more  accurate,  as  well  as  a  shortened  version  of  the  first  bullet.  However, 
in  the  first  bullet,  we  think  it  would  be  better  to  say  "transitions...  between  providers/settings,"  vs. 
"transitions.,,  in  providers/settings/'  since  people  generally  say  that  transitions  occur  between  two 
different  entities. 

I  understand  your  concern  about  the  abbreviations— especially  since  I'm  not  a  clinician  myself.  If  we 
change  "incr"  to  "increase,"  we  can  still  stick  to  the  900-character  limit.  However,  we  have  to  preserve 
the  rest  of  the  abbreviations,  since  spelling  them  out  would  put  us  over  the  limit.  Also,  the  abbreviations 
have  been  part  of  our  company's  unique  style  since  its  inception,  and  we  use  them  throughout  our  Rx 
content,  as  well  as  in  every  DocAlert  message  that  would  otherwise  run  too  long,  so  most  of  our  readers 
are  familiar  with  them. 

We  will  send  you  the  screenshots  of  the  message  once  it  is  published. 

Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 


San  Jose,  CA 
617.32L0734 


>Vathenahealth 


C' loud-based  services  for  medical  groups  and  health  systems. 


From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Sent:  Tuesday,  June  26,  2018  1:47  PM 
To:  Rebecca  Ray  <rrav^athenahealth.com> 

Cc:  Walt  Hadikin  <whadikin@athenahealth.com>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tR59g)cdc.gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <2af9^cdc.EOv> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Hi  Rebecca  and  Walt-  Our  SME's  felt  like  the  revision  made  it  sound  like  the  result  was  only  true  for  the 
27  states.  They  also  thought  some  of  the  abbreviations  looked  more  like  misspellings  than 
abbreviations. 

We  propose  the  following: 


1)  Remove  the  word  “instead”  in  the  paragraph 


2)  Shorten  the  first  bullet  to:  “Provide  high-quality,  ongoing  care  focused  on  pt  safety  & 

suicide  prevention,  esp  during  transitions  -  eg.  in  providers/settings 
(http://zerosuicide.sprc, org); 

3)  Change  the  paragraph  to: 

Suicide  rates  have  risen  in  nearly  every  state  from  1999  to  2016,  w/  half  of  states  seeing  at  least  a 
30%  increase,  according  to  a  CDC  Vital  Signs  report*  Data  from  27  states  also  showed  that  more 
than  half  of  people  who  died  by  suicide  didn't  have  a  known  nnental  health  condition;  a  range  of 
other  contributing  factors  included  relationship,  substance  use,  physical  health,  job,  financial,  & 
legal  problems.  The  report  urges  health  care  systems  to: 

From;  Rebecca  Ray  <rravf@athenahea!thxQm> 

Sent:  Monday,  June  25,  2018  5:01  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Cc:  Walt  Hadikin  <wh3dikinf^athenahealth.cQm> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
No  problem.  ThanksI 
Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 

San  Jose,  CA 

617.321.0734 

Vi^athenahealth 


Cloud-based  services  for  medical  groups  and  health  systems. 

From;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6#cdc.gov> 

Sent;  Monday,  June  25,  2018  1:59  PM 
To:  Rebecca  Ray  <rrav@athenahealth.com> 

Cc:  Walt  Hadikin  <whadikin@athenahealth.com> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Rebecca  “  I  did  receive  it  and  forgot  to  follow-up,  so  thank  you  for  the  ping*  Please  always  feel  free  to 
ping  me  if  I  am  not  responsive  in  a  timely  manner*  I  welcome  pings!  ©  I  think  OK,  but  let  me  just  double 
check  with  my  SME.  Will  have  an  answer  by  tomm* 

From;  Rebecca  Ray  <rrav@athenahealth*CQm> 

Sent:  Monday,  June  25,  2018  4:44  PM 

To;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6g>cdc.gov> 

Cc:  Walt  Hadikin  <whadikinf@athenahealth.cQm> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Hi  Brandy, 

Just  wanted  to  make  sure  you  got  this  message.  © 

Rebecca  Ray 
Senior  AssociaLc 

Content  Editor,  Medieal  Infomiation 
San  Jose,  CA 
61  7.321,0734 

'Vathenahealth 


CloLid-bEijiivd  for  mt^diciil  gioups  and  htjaJili  i^yiilernSr 

From:  Rebecca  Ray 

Sent:  Thursday,  June  21,  2018  4:42  PM 

To:  'Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)'  <vha6g)cdc.fiov> 

Cc:  Walt  Hadikin  <whadikin(g^athenahealth.com> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Thanks,  Brandy.  We  liked  all  of  the  revisions.  Unfortunately,  they  did  nnake  it  run  a  little  long— -but  we 
were  able  to  trim  it  back  down  to  <900  characters  by  using  abbreviations. 

Also,  instead  of  beginning  the  second  sentence  with  "In  an  analysis  of  27  states/'  would  it  be  OK  if  we 
shortened  it  to  "In  27  states"?  When  I  first  read  it,  I  thought  it  meant  the  entire  study  covered  27  states. 
But  if  we  elinninate  "analysis,"  I  think  it's  clear.  Here's  how  it  would  read: 

(CDC  Vital  Signs)— Suicide  rates  have  risen  in  nearly  every  state  from  1999  to  2016,  w/  half  of  states 
seeing  at  least  a  30%  incr,  according  to  a  CDC  Vital  Signs  report.  In  27  states,  more  than  half  of  people 
who  died  by  suicide  didn't  have  a  known  mental  health  condition;  a  range  of  other  contributing  factors 
instead  included  relationship,  substance  use,  physical  health,  job,  financial,  &  legal  problems.  The  report 
urges  health  care  systems  to: 

•  Provide  high-quality,  ongoing  care  focused  on  pt  safety  St  suicide  prevention,  esp  during  care 
transitions — eg,  between  health  care  providers/settings  (http://zerQ5uicide.sprc.org); 

•  Ensure  access  to  affordable  &  effective  mental  &  physical  health  care; 

•  Train  providers  in  proven  treatments  for  pts  at  risk  of  suicide. 

See  CDC  Vital  Signs  for  links  to  the  graphic  fact  sheet  &  other  communication  tools. 

More  info  is  available  in  the  MMWR  article  PDF. 

Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Infomiation 

San  Jose,  CA 

617.32t.0734 

'Vathenahealth 


Cloud-based  services  for  medical  groups  and  health  systems. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6Pcdc,gov> 

Sent:  Tuesday,  June  19,  2018  11:45  AM 
To:  Rebecca  Ray  <rr3V(@athenaheaithxom> 

Cc:  Walt  Hadikin  <whadikin Vathenahealth, com>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6Vcdc,gov> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Rebecca  and  Walt  -  please  see  revisions  from  our  SMEs.  This  was  a  big  one  for  us  as  you  can  imagine. 
Made  front  page  of  NYT,  WSJ,  and  USA  Today.  Let  us  know  if  revisions  make  Doc  Alert  too  long.  Also 
picture  is  OK  for  us. 

Thanks, 

Brandy 

From;  Rebecca  Ray  <rravVathenahealthxom> 

Sent:  Tuesday,  June  12,  2018  7:51  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6Vcdc.gav> 

Cc:  Walt  Hadikin  <w  had  i  ki  n  @  athen  a  health,  com  > 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Hi  Brandy, 


Thank  you  for  sending  us  the  latest  Vital  Signs  report.  We  have  attached  the  draft  of  our  DocAlert 
message  for  your  expert  review.  In  keeping  with  our  new  practice  of  more  image-rich  DocAlert 
messages,  we  have  included  an  image  from  our  stock-photo  account;  however,  if  you  object  to  it  for  any 
reason,  don't  hesitate  to  let  us  know! 

Thank  you  in  advance  for  reviewing  this.  Please  let  us  know  if  you  have  any  questions.  © 

Rebi^cca  Ray 
Senior  Associate 

Content  Editor,  Medical  InfoiTnation 

San  Jose,  CA 

617.321,0734 

^Vathenahealth 


Cloud -based  services  for  uicdical  groups  and  health  systems. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.EOV> 

Sent:  Thursday,  June  07,  2018  7:12  AM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6Pcdc.E0V> 

Subject:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Embargoed  until  today,  June  7,  2018  at  1:00  pm  EDT 
Dear  Healthcare  Partner: 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic  each 
month.  This  month's  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C.,  examines 
contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive  suicide 
prevention. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  "Vital  Signs:  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,"  and  a  four-page  consumer  fact  sheet.  This  latest  edition  of 
CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EDT)  following  a  media 
telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1:00  pm  EDT, 

CDC  Telebriefing  -  New  V!t»tal  Signs  Report  -  Suicide 

Preventionlhttps://www.cdc.gov/media/releases/2018/a0607-vs-suicide- 

prevention.htmll 


Thursday,  June  7,  at  12:00  p.m.  ET 


Dia[-ln 


Media;  888-795-0855 
Non-Media:  800-369-1605 


INTERNATIONAL;  1-630-395-0331 
PASSCODE 


(b)(6) 


Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  alder 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each  ,  ^  n  * 


•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 
indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health 
condition 

•  A  range  of  factors  contributes  to  suicide  beyond  menta  l  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

Healthcare  systems  can: 

•  Provide  high-quality,  ongoing  care  focused  on  patient  safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live. 

•  Train  providers  in  adopting  proven  treatments  for  patients  at  risk  of  suicide. 

Helpful  tools: 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
https  //RQ.usa.gov/xQBGc 
National  Suicide  Prevention  Lifeline 
Talk:  1-800-273-TALK  (8255) 

Chat:  www.suicidepreventionlifeline.Qrg 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information  broadly 
with  your  colleagues  and  partners*  Visit  the  Vital  Signs  Webpageto  find  the  MMWR  article,  fact  sheet, 
and  other  materials.  Take  advantage  of  CDC's  social  media  tools,  such  as  the  Vital  Signs  buttons  and 
email  updates*  Visit  CDCs  Public  Health  Media  Library  at  www.cdc.gov/svndication  and  search  on  the 
term  Vital  Signs*  We  also  invite  you  to  join  us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at 
2:00  pm  (EDT). 

Vital  Signs  is  about  more  than  data,  it  is  about  action*  We  look  forward  to  continuing  our  work  together 
to  prevent  suicides  and  promoting  healthier  communities* 

Thank  you  for  your  support. 

Brandy  L.  Peaker,  MD,  MPH 
LCDR,  U.S.  Public  Health  Service 
Deputy  Director,  CDC  Vital  Signs 

Center  for  Surveillance,  Epidemiology,  and  Laboratory  Services 
Centers  for  Disease  Control  and  Prevention 
1600  Ciifton  Rd*  MS  E-90,  Atlanta,  GA  30333 

E:  bpeakerlpcdc.gov;  O:  (404)498-6705;  BB:  (678)641-7037;  F:  (404)  498-6055 


WWW.  cdc.aov/\/italsians 


from: 

Sent: 

To: 

Cc: 

(CDC/ONDIEH/NCIPC) 

Subject: 


Rebecca  Ray 

26  Jun  2018  23:03:41  +0000 

Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Walt  Hadikin;Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone,  Deborah 


RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 


Hi  Brandy, 

Thank  you  for  checking  with  the  subject  matter  experts.  We  are  happy  to  use  the  phrase  "Data  from  27 
states"  to  make  the  sentence  more  accurate,  as  well  as  a  shortened  version  of  the  first  bullet.  However, 
in  the  first  bullet,  we  think  it  would  be  better  to  say  "transitions...  between  providers/settings,"  vs. 
"transitions.,,  in  providers/settings,"  since  people  generally  say  that  transitions  occur  between  two 
different  entities. 

I  understand  your  concern  about  the  abbreviations— especially  since  Pm  not  a  clinician  myself.  If  we 
change  "incr"  to  "increase,"  we  can  still  stick  to  the  900-character  limit.  However,  we  have  to  preserve 
the  rest  of  the  abbreviations,  since  spelling  them  out  would  put  us  over  the  limit.  Also,  the  abbreviations 
have  been  part  of  our  company's  unique  style  since  its  inception,  and  we  use  them  throughout  our  Rx 
content,  as  well  as  in  every  DocAlert  message  that  would  otherwise  run  too  long,  so  most  of  our  readers 
are  familiar  with  them. 

We  will  send  you  the  screenshots  of  the  message  once  it  is  published. 

Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 

San  Jose,  CA 

617.321.0734 


'^i^athenahealth 


Cloud-based  services  for  medical  groups  and  health  systems. 


From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Tuesday,  June  26,  2018  1:47  PM 
To:  Rebecca  Ray 

Cc:  Walt  Hadikin  ;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ; 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Hi  Rebecca  and  Walt-  Our  SME's  felt  like  the  revision  made  it  sound  like  the  result  was  only  true  for  the 
27  states.  They  also  thought  some  of  the  abbreviations  looked  more  like  misspellings  than 
abbreviations. 

We  propose  the  following: 

1 .  Remove  the  word  “instead”  in  the  paragraph 

2.  Shorten  the  first  bullet  to:  “Provide  high-quality,  ongoing  care  focused  on  pt  safety  & 
suicide  prevention,  esp  during  transitions  -  eg,  in  providers/settings 
(http://zerosiiicide.sprc.org); 

3.  Change  the  paragraph  to: 

Suicide  rates  have  risen  in  neariy  every  state  from  1999  to  2016,  w/  haif  of  states  seeing  at  ieast  a 
30%  increase,  according  to  a  CDC  Vital  Signs  report.  Data  from  27  states  also  showed  that  more 
than  half  of  people  who  died  by  suicide  didn't  have  a  known  mental  health  condition;  a  range  of 


other  contributing  factors  included  relationship,  substance  use,  physical  health,  job,  financial,  & 
legal  problems.  The  report  urges  health  care  systems  to: 

From:  Rebecca  Ray  <rrav@athenahealth.com> 

Sent:  Monday,  June  25,  2018  5:01  PM 

To:  Peaker,  Brandy  (CDC/OPHS5/CSELS/DPHID)  <vha6@cdc.gov> 

Cc:  Walt  Hadikin  <whadikin(@athenahealth.cQm> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
No  problem.  ThanksI 
Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 

San  Jose,  CA 
617,321  0734 

>Vathenahealth 


Cloud'based  services  for  medical  groups  and  health  systems. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.go\/> 

Sent:  Monday,  June  25,  2018  1:59  PM 
To:  Rebecca  Ray  <rrav@athenahealthxQm> 

Cc:  Walt  Hadikin  <whadikin@athenaheaith.com> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Rebecca  “  I  did  receive  it  and  forgot  to  follow-up,  so  thank  you  for  the  ping.  Please  always  feel  free  to 
ping  me  if  I  am  not  responsive  in  a  timely  manner.  I  welcome  pings!  ©  f  think  OK,  but  let  me  just  double 
check  with  my  SME.  Will  have  an  answer  by  tomm. 

From;  Rebecca  Ray  <rrav@athenahealth.cQm> 

Sent:  Monday,  June  25,  2018  4:44  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Cc:  Walt  Hadikin  <whadikin@athenahealth.cQm> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Hi  Brandy, 

Just  wanted  to  make  sure  you  got  this  message.  E 
Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 

San  Jose,  CA 

617.321.0734 

V^athenahealth 

Cloud-based  services  for  medical  groups  and  health  systems. 

From:  Rebecca  Ray 

Sent:  Thursday,  June  21,  2018  4:42  PM 

To:  'Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)'  <vha6@cdc.gQV> 

Cc:  Walt  Hadikin  <whadikin@athenahealth.com> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Thanks,  Brandy.  We  liked  all  of  the  revisions.  Unfortunately,  they  did  make  it  run  a  little  long“but  we 
were  able  to  trim  it  back  down  to  <900  characters  by  using  abbreviations. 


Also,  instead  of  beginning  the  second  sentence  with  '^In  an  analysis  of  27  states/'  would  it  be  OK  if  we 
shortened  it  to  *'\n  27  states"?  When  I  first  read  it,  I  thought  it  meant  the  entire  study  covered  27  states. 
But  if  we  eliminate  "analysis,"  f  think  it's  clear.  Here's  how  it  would  read: 

(CDC  Vital  Signs)— Suicide  rates  have  risen  in  nearly  every  state  from  1999  to  2016,  w/  half  of  states 
seeing  at  least  a  30%  incr,  according  to  a  CDC  Vital  Signs  report.  In  27  states,  more  than  half  of  people 
who  died  by  suicide  didn't  have  a  known  mental  health  condition;  a  range  of  other  contributing  factors 
instead  included  relationship,  substance  use,  physical  health,  job,  financial,  St  legal  problems.  The  report 
urges  health  care  systems  to: 

•  Provide  high-quality,  ongoing  care  focused  on  pt  safety  St  suicide  prevention,  esp  during  care 
transitions— eg,  between  health  care  providers/settings  fhttpV/zerQsuicide.sprc.orE): 

•  Ensure  access  to  affordable  St  effective  mental  St  physical  health  care; 

•  Train  providers  in  proven  treatments  for  pts  at  risk  of  suicide. 

See  CPC  Vital  Signs  for  links  to  the  graphic  fact  sheet  &  other  communication  tools. 

More  info  is  available  in  the  MMWR  article  PDF, 

Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 

San  Jose,  CA 

617.321.0734 

Vi^athenahealth 


Cloud-based  services  for  medical  groups  and  health  systems. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6g)cdc.gov> 

Sent:  Tuesday,  June  19,  2018  11:45  AM 
To:  Rebecca  Ray  <rr3V@athen3heaithxom> 

Cc:  Walt  Hadikin  <whadikinfg)athenaheaEth,com>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gQv> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 

Rebecca  and  Walt  -  please  see  revisions  from  our  SMEs,  This  was  a  big  one  for  us  as  you  can  imagine. 
Made  front  page  of  NYT,  WSJ,  and  USA  Today.  Let  us  know  if  revisions  make  Doc  Alert  too  long.  Also 
picture  is  OK  for  us. 

Thanks, 

Brandy 

From:  Rebecca  Ray  <rrav@3then3health.com> 

Sent:  Tuesday,  June  12,  2018  7:51  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc,gov> 

Cc:  Walt  Hadikin  <whadikin@athenahealth.com> 

Subject:  RE:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Hi  Brandy, 

Thank  you  for  sending  us  the  latest  Vital  Signs  report.  We  have  attached  the  draft  of  our  DocAlert 
message  for  your  expert  review.  In  keeping  with  our  new  practice  of  more  image-rich  DocAlert 
messages,  we  have  included  an  image  from  our  stock-photo  account;  however,  if  you  object  to  it  for  any 
reason,  don't  hesitate  to  let  us  know! 

Thank  you  in  advance  for  reviewing  this.  Please  let  us  know  if  you  have  any  questions.  [E 
Rebecca  Ray 
Senior  Associate 

Content  Editor,  Medical  Information 
San  Jose,  CA 


617,321.0734 


'Vathenahealth 


Cloud-based  servkes  for  medical  groups  and  health  systems. 

From;  Peaker,  Brandy  (CDC/OPH5S/C5ELS/DPHID)  <vha6f5)cdc.gov> 

Sent;  Thursday,  June  07,  2018  7:12  AM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Subject:  CDC  Vital  Signs:  Rising  Suicide  Rates  Across  the  US 
Embargoed  until  today,  June  7,  2018  at  1:00  pm  EDT 
Dear  Healthcare  Partner: 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic  each 
month.  This  month's  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C.,  examines 
contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive  suicide 
prevention. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  "Vital  Signs:  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,"  and  a  four-page  consumer  fact  sheet.  This  latest  edition  of 
CDC  Vital  Signs  wiii  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EDT)  following  a  media 
telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1:00  pm  EDT. 

CDC  Telebriefing  -  New  Vital  Signs  Report  -  Suicide 
Preventionfhttps://www.cdc.gov/media/releases/2018/a0607-vs-suicide- 

prevention.htmll 


Thursday,  June  7,  at  12:00  p.m.  ET 


Dial-Tn 


Media;  888-795-0855 
Non-Media:  800-369-1605 


INTERNATIONAL:  1-630-395-0331 
PASSCODE: 


(b)(6) 


Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  wth  25  states  experiencing 
increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 
indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health 
condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

Healthcare  systems  can: 

•  Provide  high-quality,  ongoing  care  focused  on  patient  safety  and  suicide  prevention, 

*  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live. 


•  Train  providers  in  adopting  proven  treatments  for  patients  at  risk  of  suicide. 

Helpful  tools: 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 

httP5://go.U5a.EOv/xQBGc 

National  Suicide  Prevention  Lifeline 

Talk:  1-800-273-TALK  (8255) 

Chat:  www.suicidepreventionlifeline.orE 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information  broadly 
with  your  colleagues  and  partners.  Visit  the  Vital  Signs  WebpaEeto  find  the  MMWR  article,  fact  sheet, 
and  other  materials.  Take  advantage  of  CDC's  social  media  tools,  such  as  the  Vital  Signs  buttons  and 
email  updates.  Visit  CDC's  Public  Health  Media  Library  at  www.cdc.EQv/svndication  and  search  on  the 
term  Vital  Signs.  We  also  invite  you  to  join  us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at 
2:00  pm  (EDT). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work  together 
to  prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  support. 

Brandy  L.  Peaker,  MD,  MPH 
LCDR,  U.S.  Public  Health  Service 
Deputy  Director,  CDC  Vita!  Signs 

Center  for  Surveillance,  Epidemiology,  and  Laboratory  Services 
Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Rd.  MS  E-90,  Atlanta,  GA  30333 

E:  bpeakerlPcdc.EOv:  O:  (404)498-6705;  BB:  (678)641-7037;  F:  (404)  498-6055 


WWW,  cdc.  go  v/ vitalsigns 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

8  Jun  2018  17:13:47  +0000 

Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

RE:  CDC  VS  inquiry 


Hi  Courtney, 

I  know  this  is  a  bit  confusing  and  I'm  so  sorry  about  that. 


(b;K.5) 


Either  statistic  is  correct  but  if  referring  to  our  study  specifically,  you  should  say  25%  increase. 
Hope  this  helps. 

Deb 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  June  8,  2018  1:07  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  CDC  VS  inquiry 

Deb,  I  think  this  is  correct,  but  please  confirm. 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) 

Sent:  Friday,  June  8,  2018  1:04  PM 

To;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  CDC  VS  inquiry 

So  just  to  confirm  -  the  28  percent  overall  increase  is  for  all  50  states/nationwide? 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  7:09  PM 

To:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.Eov> 

Subject:  Re:  CDC  VS  inquiry 
Hi  Kate! 


From:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) 

Sent:  Thursday,  June  7,  2018  6:13  PM 
To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Subject:  CDC  VS  inquiry 
Hey  Courtney, 

Apologies  if  this  answer  is  obvious  but  I'm  out  of  the  office  and  having  a  hard  time  accessing 
materials  by  phone. 

Do  we  have  an  actual  estimate  for  the  overall  national  increase  between  99  and  2016?  1  know 


(b)(5) 


but  CBS  appears  to  be  looking  for  all  US  stat. 


Please  let  me  know  recommended  response. 
Thanks! 


From:  Birnbaum,  Amy  <AMB@cbsnews.com> 

Date:  June  7,  2018  at  6:02:51  PM  EDT 

To:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) 

Hi  Kate:  Another  team  did  this  story  for  the  Evening  news,  so  I  didn't  hear  the  telebriefing. 
Would  you  mind  clarifying  what  the  overall  rate  of  suicide  increase  is  in  the  us  since  1999  as  I 
can't  find  that  in  the  report. 

(b)(5) 


From: 

Sent: 

To: 

Subject: 


Knuth,  Alida  (CDC/ONDIEH/NCIPC) 

26  Feb  2018  13:10:03  -0500 

Black,  Erin  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
RE:  CDC  /  SAMHSA  SMVF  TA  Center  Call 


Yes,  I  had  a  call  with  Angela  Wright  and  their  graphic  designer  on  February  8.  They  wanted  art  from  the 
Technical  Package  poster  showing  the  strategies.  I  sent  them  the  design  files  for  that  illustration  and  the 
designer  follow  up  that  she  had  received  the  files  and  had  everything  she  needed. 

I  also  talked  with  them  about  sending  hard  copies  of  the  TP  for  the  event  in  March.  I  explained  that  a 
reprint  is  in  process  but  we  may  not  have  200  copies  delivered  from  the  printer  in  time  for  the  event.  I 
do  have  the  last  50  copies  squirreled  away  in  my  office,  so  if  we  don't  have  the  reprint  delivered  I  will 
send  them  the  last  50  copies  we  have,  and  they  will  offer  instructions  about  how  to  order  a  hard  copy 
when  our  supply  is  restocked. 

Thanks, 

Alida 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  February  26,  2018  12:47  PM 

To:  Knuth,  Alida  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  CDC  /  SAMHSA  SMVF  TA  Center  Call 

Deb  -  I  haven't  heard  anything.  Aldia  did  they  ever  contact  you  about  this? 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  26,  2018  12:05  PM 

To;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gOv> 

Subject:  EW:  CDC  /  SAMHSA  SMVF  TA  Center  Call 
Hi  Erin, 

Have  you  heard  any  more  about  this?  There  has  been  little  follow-up  from  the  SMVE  TA  Center  since  the 
call  which  was  a  while  ago  now. 

Deb 

From;  Angela  Wright  [mailto:awriKht@prainc.com1 
Sent;  Friday,  February  02,  2018  3:51  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Donna  Aligata  <daligata@prainc.com>; 
Burrows-McElwain,  Cicely  (SAMHSA)  <Cicelv.Burrows-McElwain@samhsa.hhs.gov>;  McKeon,  Richard 
(SAMHSA/CMHS)  <Richard.McKeon@samhsa.hhs.gQv>:  Philip  Paty  <ppatv@prainc.com> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Knuth,  Alida  (CDC/ONDIEH/NCIPC) 
<ziq5@cdc.gov>;  Girod,  Candace  (CDC/ONDIEH/NCIPC)  <mrv7@cdc.gov> 

Subject:  RE:  CDC  /  SAMHSA  SMVF  TA  Center  Call 

Thank  you,  Deb!  I  greatly  appreciate  the  links  and  connecting  me  to  Alida. 

Alida,  I'd  like  to  set  up  a  time  to  talk  next  week  about  the  graphics  and  printing.  I'll  ask  our  project 
assistant  to  send  you  some  available  times  under  separate  cover. 

Have  a  wonderful  weekend  everyone! 

Angela 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  [mailto:zaf9@cdc.gov1 
Sent;  Friday,  February  02,  2018  3:17  PM 

To:  Angela  Wright  <awright@prainc.com>;  Donna  Aligata  <daligata@prainc.com>;  Burrows-McElwain, 
Cicely  (SAMHSA)  <Cicelv.Burrow5-McElwain@samh5a.hh5.gov>;  McKeon,  Richard  (SAMHSA/CMHS) 
<Richard.McKeon@samhsa.hhs.gov>;  Philip  Paty  <ppatv@prainc.com> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Knuth,  Alida  (CDC/ONDIEH/NCIPC) 


<zlQ5@cdc.gov>:  Girod;  Candace  (CDC/ONDIEH/NCIPC)  <mfv7@cdc.gov> 

Subject:  RE:  CDC  /  SAMHSA  SMVF  TA  Center  Call 

Thank  you  so  much,  Angela  and  the  rest  of  the  team.  It  was  so  great  to  talk  to  you  today  and  I  very  much 
appreciate  you  sending  along  the  materials.  What  a  wonderful  opportunity  you  are  providing  to  cities! 
Here's  the  link  to  access  the  suicide  technical  package 

(https://wwwn.cdc.gov/pubs/CDCtnfQOnDemand.aspx7PrQHramlD-62l  .  When  you  click  on  the  link,  if  it 
doesn't  take  you  directly  to  the  technical  package  page,  enter  Violence  Prevention:  Suicide  in  the  first 
drop  down  list.  However^  the  document  is  currently  out  of  stock  (but  save  the  link  for  future  reference!). 
Tm  cc'ing  Alida  Knuth  who  can  provide  guidance  on  how  best  to  get  the  number  of  copies  you  need, 
Alida  can  also  provide  guidance  around  the  use  of  the  graphics  you  are  interested  in  reproducing  from 
the  technical  package  and  from  the  infographic. 

I  look  forward  to  continued  conversations! 

Have  a  great  weekend! 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  S.  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488,3942 

d$tone3@cdc.gov 

From:  Angela  Wright  [mailtQ:awriHht@praj nc.com] 

Sent:  Friday,  February  2,  2018  11:39  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.HOV>;  Girod,  Candace  (CDC/ONDIEH/NCIPC) 
<mrv7(g)cdc.HQV>;  Donna  Aligata  <daliHata@prainc.com>;  Burrows-McElwain,  Cicely  (SAMHSA) 
<Cicelv.BurrQW5-McEiwain@5amhsa.hh5.HOV>;  McKeon,  Richard  (SAMHSA/CMHS) 
<Richard.McKeQn@samhsa.hhs.Hov>:  Philip  Paty  <ppatv@prainc.cQm> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(g>cdc.HOV> 

Subject:  CDC  /  SAMHSA  SMVF  TA  Center  Call 
Good  morning, 

Thank  you  for  a  great  call  today.  We  are  so  pleased  to  be  able  to  collaborate  and  help  roll  out  the  CDC 
Suicide  Prevention  Technical  Package  to  cities  this  year.  As  promised  on  the  call,  I  am  attaching  the 
following  items: 

#SavG‘the-DatG 

•  Mayor's  Challenge  Fact  Sheet 

•  Team  Selection  Tool 

•  Contact  sheet  for  the  Mayor's  Challenge 

•  Article  on  the  Implementation  Academy  model 

Please  let  me  know  how  I  can  get  in  touch  with  Alita  Knuth,  so  I  may  work  with  her  on  obtaining  graphics 
and  copies  of  the  Technical  Package  as  handouts  for  the  Academy  on  March  14-16.  We  also  look 
forward  to  being  connected  with  those  who  are  working  on  the  implementation  guidance. 

Again,  we  appreciate  your  time  today.  Let  us  know  if  you  have  any  questions  as  you  read  through  the 
materials  we've  provided. 

Warm  regards, 

Angela  J.  Wright,  J.D. 

Assistant  Director 


SAMHSA's  Service  Members,  Veterans,  and 
Their  Families  Technical  Assistance  Center 
Policy  Research  Associates,  Inc. 

345  Delaware  Ave. 

DelmarNY,  12054 

Phone:  518.439.7415  ext.  5258 

Fax:  860.295.6481 

Email:  3wright@prainc.CQm 

http://www.samhsa.gov/smvf-ta-center 

www.pratncxom 

Creating  positive  social  change  for  people  who  are  disadvantaged 
through  technical  assistance^  research^  and  training. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  17  Apr  2018  02:06:11  +0000 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Cc;  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Sokier,  Lynn  (CDC/OD/OADC);Peaker, 

Brandy  (CDC/OPHSS/CSELS/DPHID);Omisore,  Shannon  L.  (CDC/OD/OADC) 

Subject:  RE:  Change  in  June  VS  release  date  go  Thurs  June  7 

Thank  you  for  the  update  Rich.  Sharing  with  our  team  now. 

Deb 

From:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Monday,  April  16,  2018  6:35  PM 

To:  Schuchat,  Anne  MD  (CDC/OD) ;  Daniel,  Katherine  Lyon  (CDC/OD/OADC) ;  Dauphin,  Leslie 
(CDC/OD/OADL5S) 

Cc:  Sorrells,  Marjorie  J.  (CDC/OD/OCS) ;  Downie,  Diane  (Dee  Dee)  (CDC/CGH/DGHP) ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Sokler,  Lynn  (CDC/OD/OADC) ;  Peaker, 
Brandy  (CDC/OPHSS/CSELS/DPHID) ;  Omisore,  Shannon  L.  (CDC/OD/OADC) ;  Harben,  Kathy 
(CDC/OD/OADC) ;  Bonds,  Michelle  E.  (CDC/OD/OADC) ;  Roberts,  Ursula  (CDC/OD/OCS)  (CTR) ;  Kent, 
Charlotte  (CDC/OPHSS/CSELS/DPHID) ;  Glynn,  Kate  (CDC/OPHSS/C5ELS/DSEPD) ;  lademarco,  Michael 
(CDC/OPH5S/CSELS/OD) ;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Smith,  Rhonda  K. 
(CDC/OD/OADC) ;  Smith,  Patti  (CDC/OD/OADC) ;  Guest,  Megan  (CDC/OD/OADC) 

Subject:  Change  in  June  VS  release  date  go  Thurs  June  7 
Folks, 

We're  now  set  up  have  the  Tues  June  5  Suicide  Prevention  VS  release  and  telebriefing  moved  to 
Thurs  June  7  at  Noon  instead.  There  will  not  be  an  early  release  of  this  issue  as  we  usually  do. 
This  should  better  accomodate  Dr.  Schuchat's  travel  schedule. 

Thank  you. 

Rich 

Rich  Schieber,  MD  MPH 
CAPT,  USPHS 

Director,  CDC  Vital  Signs  Program 
RBS4@cdc.gov 

404  697  9666 


From: 

Sent: 

To: 

Cc: 

Subject: 


Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

30  May  2018  18:40:11 -0400 
Schuchat,  Anne  MD  (CDC/OD) 

Sokler,  Lynn  (CDC/OD/OADC);Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
Re:  change  to  Vital  Signs  telebriefing  lineup-  need  your  input 


Got  it.  Sounds  good! 


From:  Schuchat,  Anne  MD  (CDC/OD) 

Date:  May  30,  2018  at  6:27:43  PM  EDT 
To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 

Cc:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) ,  Sokler,  Lynn  (CDC/OD/OADC) 

Subject:  Re:  change  to  Vital  Signs  telebriefing  lineup-  need  your  input 

Suggest  solid  but  offer  Sg  options  to  tweet  or  do  otlier  messaging  on  his  own  schedule 
and  give  his  office  slides  nd  TPs  to  use  prn 

Sent  from  my  iPhone 

On  May  30,  2018,  at  5: 18  PM,  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) 
<vjz7@cdc.gov>  wrote: 


Hi  Anne 


My  comm  director  called  me  today  after  talking  to  Vital  Signs  office  (both  cc'd)  and 
wanted  to  get  your  thoughts  on  some  options  for  the  Vital  Signs  telebriefing,  SG 
can  no  longer  do  the  date/time  of  the  telebriefing.  He's  offered  to  do  a  pre¬ 
recorded  message  for  telebriefing,  however  this  hasn't  been  done  before  to  my 
knowledge  and  doesn't  really  seem  like  the  right  flow  or  time  to  do  that.  Potential 
options  include: 

-  We  could  ask  for  the  SG  to  release  a  brief,  written  media  statement 

supportive  of  the  VS 

-  SG  office  also  suggested  we  have  the  ASH  do  the  telebriefing  (as  a  short  call- 

topper)-  caveat  being  I  don't  know  if  he's  available.  He's  also  given 
feedback  at  various  points  and  has  a  focus  area  more  aligned  with  serious 
mental  illness  vs  our  'more  than  mental  health  message'.  But,  on  the  flip 
side  he's  been  very  interested  and  supportive  of  CDC  work  and  this  might 
be  a  way  to  get  our  suicide  prevention  work  and  NVDRS  more  on  his  radar. 

-  Or,  you  could  do  telebriefing  solo 

Thoughts?  Happy  to  chat  more  offline  through  these  options  too 
Deb 


From:  /o=cdc/ou=exchange  admrnistrative  group 

(fydibohf23spdlt)/cn=recipients/cn=f43dd520dl854120aa942ac284dc7713-discoverysearchmailb 

Sent:  13  Feb  2018  18:07:32  +0000 

Subject:  RE:  Clarification  of  meeting  dates  and  details 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  February  12,  2018  12:49  PM 
To:  Sokler,  Lynn  (CDC/OD/OADC) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) ; 
Omisore,  Shannon  L.  (CDC/OD/OADC) 

Subject:  Clarification  of  meeting  dates  and  details 
Hi  Lynn, 

It  was  nice  to  meet  you  last  week  at  the  kick-off  meeting.  I  was  reviewing  the  calendar  and  the  list  of 
meetings  (from  the  CDC  Vital  Signs  Products  document)  side  by  side  and  I  had  some  questions. 

Would  you  be  able  to  check  the  info  t  have  and  fill  in  any  of  the  blanks?  f  just  want  to  make  sure 
everything  gets  on  the  calendar  accurately  and  with  plenty  of  notice.  Also,  if  you  could  let  me  know 
what  the  colors  on  the  calendar  mean  again  that  would  be  helpful.  I  know  the  green  are  items  with  the 
same  date  and  it  looks  like  pink  indicates  program  deliverables  (but  not  all).  Thank  you  I 
Deb 

Meeting  Date  Time  Location  Corresponding  Note 
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I  send: 

Medical  outreach— send  invite  to  brandy  (call-30  min) 

Roundtable  confirmation  (rich,  brandy,  lynn.  Shannon) 

Podcast  is  optional 

NPHIC  call  Thursday  before  release,  contact  Shannon  about  this. 

Shannon  3  meetings  in  total 

Everything  in  the  fact  sheet  has  to  be  in  the  mmwr 

Science  clips— give  list  of  10  references  (bibliography);  8  have  to  be  from  MMWR;  2  from  review 
articles  for  reader  context  (meta-analysis,  systematic  review,  lOM  report),  summary  of  topic  area 
(highlight  these) 

Abstract 

Median,  quartiles  instead  of  alphabetically. 

MMWR/Factsheet  word  version  (non  cleared)— these  are  used  at  the  roundtable 
Revise  factsheets  after  R/T 

MMWR  and  Factsheet  sent  to  OD  for  first  review  (cleared) 

OD  will  review  and  give  comments 
Respond  to  comments  on  factsheet  and  mmwr 


Revisions  to  MM  WR  go  to  Scholar  One  to  MMWR  Editors  (normal  process— VS  team  hands  off) 
Another  revised  version  of  the  fact  sheet  and  that  goes  back  to  VS  (we  go  back  and  forth  on  that  with 
graphics) 

Ideas  for  graphics  from  us,  maps  will  be  different;  whole  integers,  collapse  categories  (could  be 
increase,  decrease,  stay  the  same) 

Graphic  version  of  the  FS  to  OD  along  with  all  other  pre-brief  materials  (mmwr,  telebriefing  script, 
Q&A,  press  release,  dear  colleague  letter) 

We  have  another  chance  for  revisions  after  this 

Graphic  FS  and  press  release  goes  to  ASPAA  HHS  for  clearance  (only  thing)  -Step  20  they  have  a  week 
to  review 

Revise  again  (hopefully  no  substantive  comments  which  would 
FS  lockdown  a  week  before  release 

Discussion  section— there  are  roles  for  multiple  partners  in  addressing  this  problem  which  include 
(insert  high  level  items) 

All  data  in  the  FS  has  to  be  in  MMWR 
Deb  Stone,  ScD,  MSW,  MPH 
Behavioral  Scientist 

Suicide,  Youth  Violence,  and  Elder  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  &  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488,3942 

dstone3@cdc,qQv 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

12  Feb  2018  21:27:48  +0000 

Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

RE:  Clarification  of  nneeting  dates  and  details 


Hi  Brandy, 

I  was  in  a  training  all  afternoon  but  thanks  so  much  for  the  reply.  I'm  sending  you  an  invite  now  for 
tomorrow. 

Deb 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Monday,  February  12,  2018  4:01  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Clarification  of  meeting  dates  and  details 

Deb  -  doesn't  look  like  we  will  be  able  to  connect  today.  I'm  open  all  day  tomm,  but  then  out  of  the 
office  the  rest  of  the  week.  Are  you  available  anytime  tomm?  I  develop  the  calendars  so  am  the  best 
person  on  the  team  to  answer  questions  about  it. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Monday,  February  12,  2018  1:00  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zsz0^cdc.gov> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4^cdc.gov>;  Omisore,  Shannon  L, 
(CDC/OD/OADC)  <hvl5(5)cdc.gov> 

Subject:  Re:  Clarification  of  meeting  dates  and  details 

Hi  Deb  - 1  can  help  with  explaining  calendar  dates.  Are  you  available  this  afternoon  to  chat. 
Maybe  3:00? 

Thanks, 

Brandy 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Date:  February  12,  2018  at  12:48:52  PM  EST 
To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdc.gov> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>.  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>.  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc.gov> 

Subject;  Clarification  of  meeting  dates  and  details 
Hi  Lynn, 

It  was  nice  to  meet  you  last  week  at  the  kick-off  meeting.  I  was  reviewing  the  calendar  and  the  list  of 
meetings  (from  the  CDC  Vital  Signs  Products  document)  side  by  side  and  I  had  some  questions. 

Would  you  be  able  to  check  the  info  I  have  and  fill  in  any  of  the  blanks?  I  just  want  to  make  sure 
everything  gets  on  the  calendar  accurately  and  with  plenty  of  notice.  Also,  if  you  could  let  me  know 
what  the  colors  on  the  calendar  mean  again  that  would  be  helpful.  I  know  the  green  are  items  with  the 
same  date  and  it  looks  like  pink  indicates  program  deliverables  (but  not  all).  Thank  you! 

Deb 


Meeting 


Date  Time  Location  Corresponding  Note 

_  step  from 


calendar 


4^  Jnitiial-TC  irk-aff 

f^ohriiar 

g. 

Chambige 

completed 

ini  Q 

1  ICl  1  V  lltf  1^  ^ 

2,  Roundtable 

April  3 

1:30- 

4:30 

13 

3.  Social  Media  kickoff  prep 
call 

April  24 

35 

4.  Recording  of  podcast  {by 
phone  or  in  person  ) 

Don't  see 
this  on 
calendar 

5.NPHIC  Cal! 

May  31 

42 

6.  Pre-briefing  meetings  with 

Director/AS 

Bldg  21, 
12^'’  ft 

41 

7,  Media  Telebriefing  and  pre¬ 
release  meeting 

June  5 

11:40 

Bldg  21, 
12^^  fl 

48 

8.0STLTS  Town  Hall 

June  12 

1 

'*51  1 

1 

Deb  Stone,  ScD,  MSVV,  tVlPH 
BehavioraJ  Scientist 

Suicide,  Youth  Violence,  and  Eider  Maltreatment  Team 

Centers  for  Disease  Control  and  Prevention 

Nationaf  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Research  d  Evaluation  Branch 

4770  Buford  Highway,  MS  F-64 

Atlanta,  GA  30341 

770.488,3942 

dstone3@cdc.gov 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
8Jun2Q18  14:20:40  +0000 
Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 
RE:  Congratulations  everyone!! 


Thanks,  Linda! 

From:  Dah!berg,  Linda  L  (CDC/OND!EH/NC!PC) 

Sent:  Friday,  June  8,  2018  10:18  AM 

To:  Stone,  Deborah  (CDC/OND!EH/NC!PC) ;  Ho!!and,  Kristin  (CDC/OND!EH/NC!PC) ;  Simon,  Thomas 
(CDC/OND!EH/NCIPC) ;  Fowier,  Katherine  A.  (CDC/OND!EH/NC!PC) ;  Kegier,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 

;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC) 

Cc:  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Young,  Joni  (CDC/ONDIEH/NCIPC) ;  Basile,  Kathleen 
(CDC/ONDIEH/NCIPC) ;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) ;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) ; 
Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC) ;  Payne,  Gayle  H.  (CDC/ONDIEH/NCIPC) ;  Ballesteros,  Michael 
(Mick)  (CDC/ONDIEH/NCIPC) ;  Kresnow-Sedacca,  Marde-jo  (CDC/ONDIEH/NCIPC) 

Subject:  Congratulations  everyone!! 

Awesome  team!  Awesome  work!  Congratulations  on  the  Vital  Signs.  I  couldn't  be  more  proud  of  you 
and  all  that  you  have  done  to  elevate  this  issue  and  provide  compelling  and  actionable  information  for 
the  nation  to  prevent  suicide. 

I  watched  the  news  last  night  and  have  been  listening  to  the  news  this  morning  covering  Anthony 
Bourdain's  death.  The  news  stations  are  going  into  greater  detail  about  the  findings  from  the  Vital  Signs 
and  telling  viewers  that  we  need  to  do  more  to  stay  connected  to  those  around  us  and  to  be  aware  of 
how  relationship  and  financial  problems  and  other  things  going  on  in  people's  lives  contribute  to  suicide. 
The  findings  and  the  prevention  messages  are  getting  out  there. 

VYell  done  everyone! 

Linda 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  3:43  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2facdc.gov>:  Young,  Joni  (CDC/ONDIEH/NCIPC) 
<gzc8g)cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lidQg)cdc.gov> 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4tBcdc.gov>:  Basile,  Kathleen  (CDC/ONDIEH/NCIPC) 
<ksb9g)cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7(fflcdc.gov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4@cdc.gov>; 
McDavid  Harrison,  Kathleen  (CDC/ONDIEH/NCIPC)  <kzm2(g>cdc.gov>:  Payne,  Gayle  H. 
(CDC/ONDIEH/NCIPC)  <hfn5@cdc.gov>;  Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC)  <ghz6@cdc.gov> 
Subject:  VS  release 
Hi  everyone. 

The  Vital  Signs  launch  went  really  well!  Dr.  Shuchat  and  Deb  did  a  great  job  on  the  telebriefing!  You 
would  have  thought  that  Dr.  Shuchat  had  been  involved  in  writing  the  report  by  the  way  that  she 
handled  the  questions. 

I  wanted  to  let  you  know  that  many  stories  are  already  published.  I'm  sure  we'll  have  a  summary  later 
but  I  encourage  you  to  do  a  Google  news  search  on  "CDC"  and  "suicide"  and  you  can  get  a  sense.  It  is 
great  to  see  how  often  the  reports  talk  about  the  need  to  broaden  suicide  prevention  efforts,  and  they 
frequently  include  a  link  to  the  technical  package  and  the  Lifeline.  Here  is  a  partial  sweep  that  Crystal 
shared. 


http://time.CQm/53Q4468/suicide-rates-bv-state/ 

http5://www. upt.com/Health  News/2Q18/Q6/Q7/CDC-Suicide-rate5-rose-3Q-across-nation-since- 

1999/4231528377010/ 

https://www.biQombem.CQm/news/articles/2018-06-07/amid-dra5tic-rl5e-in-suicide-cdc-savs-it-s-not- 

iust-about-mental-health 

https://www.npr.orR/sectiQns/health-shots/2018/Q6/Q7/617897261/cdc-u-5-suicide-rates-have- 

climbed-dramaticailv 

http://thehili.CQm/poncv/healthcare/39117Q-cdc-suicide-rates-incre35inR-in-almQst-everv-state 

http5://www.cnn.cQm/2018/06/Q7/health/suicide-report-cdc/i  ndex.html 

httP5://www.nbcnew5XQm/health/health-news/5uicide-rates-are-30-percent-1999-cdc-5av5-n8S0926 

http5://wwwxb5newsxom/news/su!cide-r3te5-ri5e-more-than-a-mental-health-i5sue"Cdc-5avs/ 

http5://www.indvstarxom/5tQrv/news/2018/Q6/Q7/cdc-suicide-now-10th-leadinR-cau5e-death-cau5e- 

ri5e/6816Q5002/ 

http://www.nvdailvnews.com/news/nation3l/nv-news-us-suicide-rate5-ri5ing-2018Q607-5torv.html 

httP5://3bcnews,goxQm/Polftics/cdc-report-finds-ri5e-suicide-rates-state5/storv?id=55719214 

Also,  check  out  this  Joint  Statement  from  the  Action  Alliance  supporting  our  findings: 
http://actionallianceforsuicidepreventionxrg/s[te5/actionalliancefor5uicideprevention.orR/files/Actjon% 

2QAIIiance  A%2QJoint%20Statement  CDC%20Vital%20SiRns%20iune.pdf 

Thanks  go  to  Erin,  Molly,  Alex,  and  Kristin  for  representing  us  on  the  call  with  the  Action  Alliance  that  led 
to  this! 

It  is  very  encouraging.  More  to  come. 

-Tom 


From:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  25  Apr  2018  23:38:28  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);5imon,  Thomas 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Black,  Erin 
(CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc;  Bartholow,  Brad  (CDC/ONDIEH/NCIPC);Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Correction  RE:  **VS  Updates** 

I'm  sorry  to  hear  about  the  commentary,  Deb.  Still,  it  looks  like  everything  else  is  going  very  well,  and  it 
sounds  like  one  of  these  items  (pics  for  the  FS)  was  checked  off  today  I  You're  doing  a  great  job  keeping 
the  ball  roiling! 

Kristin 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  25,  2018  9:21  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) ;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Subject:  Correction  RE:  **VS  Updates** 

Importance:  High 

Pre-brief  is  on  May  not  May  7^^  I  My  apologies.  Thank  you,  Alex  and  thank  you,  Malia  for  the 

additional  updates,  terrifici 

Deb 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  April  25,  2018  12:15  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9facdc.eov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5^cdc.Eov>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6tacdc.eQV>:  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 
<ivm9@cdc,eov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl^cdc.eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3t5icdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8(5)cdc.eov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.Eov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3fScdc.EQV>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6facdc.gov> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbltacdc.Eov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 
<afo4(Scdc.gov> 

Subject:  **VS  Updates** 

Hi  Everyone, 

Since  we  didn't  have  a  meeting  last  week  or  this  week  (yikes!)  and  our  next  meeting  isn't  until  next 
Tuesday,  I  wanted  to  take  the  time  to  provide  some  updates  to  keep  everyone  in  the  loop  (apologies  for 
the  delay  on  this),  I  invite  anyone  to  add  to  this  update  in  case  I've  forgotten  anything,  which  I'm  so  sure 
I  have. 


One  REQUEST:  By  next  week  it  would  be  great  if  the  three  task  groups  (MMWR,  Fact  Sheet, 
Comnn/Policy)  can  update  their  to-do  lists  through  May  15th.  I  don't  have  any  specific  guidance  since  it's 
late  but  will  be  good  to  keep  ourselves  organized  and  no  what's  coming  next  (mostly  I'm  suggesting  this 
for  myself  probably!). 

Where  things  stand  currently: 

•  The  MMWR  was  routed  through  clearance  and  cross-clearance  successfully.  It  will  be  submitted  to 

the  MMWR  office  today. 

•  The  Fact  sheet  team  led  heroically  by  Tom  and  aided  by  Crystal,  Kristin,  Asha,  and  myself  has  come 

a  long  way!  Thank  you  to  everyone  who  reviewed  the  latest  version  of  the  FS.  Tom  will  submit 
the  FS  back  to  the  VS  team  COB. 

o  One  sticking  point  right  now  is  finding  two  good  photos  to  include!  This  is  no  sma!l  task. 
The  first  photo  is  on  page  1  and  is  next  to  the  'states  and  communities  can:  [insert  7 
strategies].  Here  some  are  thinking  a  group  of  people  would  be  good  to  suggest 
organizing,  collaboration,  and  connectedness.  However,  it  really  needs  to  convey  the 
problem  of  suicide  somehow.  The  second  picture  is  placed  right  next  to  the  heading  on 
page  2  about  the  percentage  change  in  rate  increases.  This  is  not  a  happy  message  of 
course  so  what  do  we  place  there?  Trying  to  avoid  depressed  looking  people,  I 
personally  am  also  trying  to  avoid  pictures  of  women  and  teenagers  so  we  represent  the 
population  with  the  highest  burden,  men.  Molly  and  Crystal  are  helping  with  this 
conundrum.  Attaching  latest  mock-up  of  FS. 

o  Also,  Molly  now  has  the  native  files  of  the  Bethelto  campaign  image  in  her  hands  (yayl). 
Please  see  attached  for  what  I'm  talking  about.  The  folks  at  Mental  Health  America  are 
thrilled  that  their  campaign  will  be  featured. 

•  The  Comm  team  has  been  extremely  busy  drafting  the  critical  contacts  email,  the  telebriefing 

script,  the  press  release,  and  the  dear  colleague  letter.  These  documents  were  routed  from 
Crystal  to  Marie,  myself,  Malia,  Tom,  and  will  be  reviewed  in  the  next  day  by  Leslie.  These  items 

are  due  to  the  VS  office  this  Friday,  April  27^^.  I'm  working  on  some  FAQs  today  to  include  with 
the  telebriefing  script. 

•  Re  Partnerships,  Or.  Schuchat  mentioned  the  VS  at  the  Action  Alliance  Executive  Committee 

meeting  a  few  weeks  ago,  and  Robin  Ikeda  mentioned  the  VS  at  the  American  Association  of 
Suicidology  meeting  last  week.  Kristin  also  mentioned  the  VS  to  the  Data  and  Surveillance  Task 
Force  of  the  Action  Alliance,  and  she  and  1  met  with  Colleen  Carr  and  Farrah  Kaufmann  also  of 
the  Action  Alliance.  Kimberly  Torguson  of  the  Action  Alliance's  Media  workgroup  has  been 
alerted  as  have  Federal  Partners  on  our  monthly  call.  **lt  was  recommended  that  we  reach  out 
to  the  National  Council  for  Suicide  Prevention  if  we  haven't  already  done  so.  An  update  re  the 
Surgeon  General's  participation  is  forthcoming  (Feel  free  to  update  here). 

•  The  medical  outreach  call  with  Brandy  Peaker  occurred  this  past  Monday.  This  was  a  productive 

meetirTg,  **Feel  free  to  update  here. 

•  The  pre-briefing  with  Or.  Schuchat  has  been  scheduled  and  rescheduled  multiple  times,  it's 

currently  on  May  8^^  from  1-1:45.  In  addition,  to  accommodate  Dr.  Schuchat's  travel  schedule 
the  VS  has  been  pushed  back  until  JUNE 

•  NCHS  data  brief  on  suicide  will  be  delayed  until  after  our  VS  comes  out.  That  was  very  generous  of 

them.  Thanks  to  Tom  for  working  that  outi 

•  One  piece  of  bad  news,  the  AJPH  commentary  was  rejected  ®  I  will  assess  whether  it  makes  sense 

to  try  JAMA  or  AJPM  (i.e.  whether  content  is  appropriate  and  whether  timing  is  at  all  possible^^ 
guessing  no  on  both  fronts).  The  next  idea  is  to  have  a  commentary  come  out  after  the  VS  in 
another  journal. 


•  other  items— f'm  sure  Tm  forgetting  or  don't  know  about  many  things  SD  please  add  here! 
That's  all  for  now.  Sorry  for  the  overly  long  email.  Please  let  me  know  if  you  have  any  questions  or 
concerns*  Thanks  a  million  to  everyone  for  the  great  work.  We've  really  made  great  strides  thus  far! 
Six  week  to  go*  Go  Team!  © 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

Mational  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770.4S83942 

dstQneS^cdc.gov 

CDCs  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Skience  and  Action 


From: 

Sent: 

To: 

Subject: 


Basile,  Kathleen  (CDC/ONDIEH/NCIPC) 

14Jun  2018  12:38:45  -0400 

Holland,  Kristin  (CDC/ONDIEH/NaPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


RE:  cost  of  suicide  source 


Actually,  I  just  found  in  the  Vital  signs  that  you  cited  WISQARS.  Thanks  and  sorry  to  bother  you  I 
K 

From:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  14,  2018  12:38  PM 

To:  Basile,  Kathleen  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  cost  of  suicide  source 
Hi  Kathleen, 

I  think  that's  a  conservative  estimate.  Another  study  we  reference  in  the  TP  suggests  the  costs  were 
about  $93.5  billion  in  2013  after  adjusting  for  under  reporting  of  suicide,  and  drawing  on  health 
expenditures  per  capita,  GDP  per  capita,  and  varability  among  states  in  per  capita  health  expenditures 
and  income.  Reference:  Shepard  DS,  Gurewich  D,  Lwin  AK,  Reed  GA,  Jr.,  Silverman  MM.  Suicide  and 
suicidal  attempts  in  the  United  States:  costs  and  policy  implications.  Suicide  Life  Threat  Behav. 
2016;46(3):352-362. 

Kristin 

From:  Basile,  Kathleen  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  14,  2018  12:32  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<jmhl@cdc.EOv> 

Subject:  cost  of  suicide  source 

Hi  Deb  and  Kristin,  I  am  working  on  the  self-harm  objective  proposal  for  Healthy  People  2030,  and  I'm 
trying  to  find  info  about  the  economic  cost  of  suicide.  I  see  on  our  website  that  we  say  Suicide  and 
suicide  attempts  cost  society  about  $70  billion  a  year  in  combined  medical  and  work  loss  costs.  What  is 
the  source  for  that  statement?  There  is  no  citation.  I  found  the  Corso,  Mercy,  Simon  et  al  article  but  that 
appears  to  be  the  cost  of  interpersonal  AND  self-directed  violence. 

Thanks  for  any  help,  K 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  19  Jan  2018  20:01:28  +0000 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Discussion  on  NREPP  and  building  the  suicide  prevention  field 


Exactly.  It  would  be  so  easy  for  him  to  do.  Sigh... 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  January  19,  2018  2:56  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Discussion  on  NREPP  and  building  the  suicide  prevention  field 

Ya  -  I  sensed  Richard  was  lukewarm  too  - 1  was  going  to  straight  up  ask  him  to  include  the  technical 
package  in  their  communication  about  the  NREPP  discontinuation  as  where  people  could  now  go  for 
evidenced  based  suicide  prevention  approaches  but  thought  not  given  the  temperature,... 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  January  19,  2018  2:51  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV> 

Subject:  RE:  Discussion  on  NREPP  and  building  the  suicide  prevention  field 

Thanks  for  the  notes  Erin.  I  think  we  have  more  work  to  do  with  SAMHSA  around  promotion  of  the 
technical  package,  Jane  has  always  been  very  positive  about  it.  Richard  is  more  lukewarm. 

And  yes,  I  think  it  would  be  good  to  make  sure  if  s  brought  up  at  the  Action  Alliance  meeting.  And  I  will 
send  a  link  to  the  listserv. 

I'll  keep  you  posted  on  other  opportunities  or  anything  1  hear.  Sorry  the  call  wasn't  more  directly 
relevant.  I  thought  there  would  be  a  greater  focus  on  the  technical  package  but  I  guess  we're  not  all  on 
the  same  page  yet  as  to  how  the  tp  could  help  fill  the  gap. 

Deb 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  January  19,  2018  2:44  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject;  RE:  Discussion  on  NREPP  and  building  the  suicide  prevention  field 

Thanks  Deb  for  letting  me  join  the  call  and  thanks  for  sending  the  matrix  out.  Sounds  like  you  will  send 
out  the  suicide  technical  package  to  the  AAS  list  serve.  I  will  make  sure  it's  on  Jim's  radar  to  think  about 
how  we  can  help  shape  the  conversation  on  where  to  find  evidence  based  programs  and  policies  now 
{i,e.  the  Technical  Package)  at  the  Action  Alliance  meeting.  Let  me  know  if  you  hear  of  other 
opportunities  to  ensure  CDC  and  the  technical  package  are  part  of  the  conversation. 

— Original  Appointment-— 

From:  Kurikeshu,  Rebecca  (NIH/NIMH)  [C] 

Sent:  Tuesday,  January  16,  2018  11:48  AM 

To:  Kurikeshu,  Rebecca  (NIH/NIMH)  [CJ;  McKeon,  Richard  (SAMHSA/CMHS);  Reider,  Eve  (NIH/NIMH)  [E]; 
Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Black,  Erin  (CDC/ONDIEH/NCIPC);  Pearson,  Jane  L  (NIH/NIMH)  [E] 
Subject:  Discussion  on  NREPP  and  building  the  suicide  prevention  field 
When:  Friday,  January  19,  2018  2:00  PM-3:00  PM  (UTC-05:00)  Eastern  Time  (US  &  Canada). 

Where:  866-808-4568  code  715  2974  # 


Hello  all,  just  a  reminder  that  this  conference  call  is  today  at  2pm. 


866-808-4568 


Talk  to  you  soon. 
Thanks, 

Becky 


From:  Colleen  Creighton 

Sent:  11  Jun  2018  12:37:10  +0000 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 

Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Thanks  so  much  for  the  clarification! 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  1 1, 2018  8:36  AM 
To:  Colleen  Creighton 

Subject:  FW:  EMBARGOED  Until  1pm  June  7;  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Colleen, 

I  was  provided  update  information;  ethanol  would  not  be  included  under  other 
substances.  My  apologies. 

Deb 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Sunday,  June  10,  2018  11:26  PM 
To;  Stone,  Deborah  (CDC/ONDlEH/NClPC) 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Thanks  for  following  up  Deb! 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  8,  2018  3:29  PM 
To:  ccreighton@suicidology.org 

Cc:  Lenard,  Courtney  (CDC/ONDiEH/NClPC)  <zva5@cdc.Eov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.EOV> 

Subject:  FW:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Colleen, 

I'm  responding  to  your  question  that  Erin  shared. 

The  common  substance  under  'Other'  are  something  like  Acetaminophen, 
Diphenhydramine,  eth.  Also,  it  includes  alcohol  and  ethanol. 

We  don't  have  specific  substance  class  for  those  substance,  so  they  are  all  under 
'Other'. 

I  hope  this  helps! 

Thanks, 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 
National  Center  for  Injury  Prevention  and  Control 


Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770.4883942 

dstoneBP  cdc.gov 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  8,  2018  10:15  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  FW:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
See  question  below  re  the  VS. 

From:  Colleen  Creighton  <ccreighton@suicidologv.org> 

Sent:  Thursday,  June  7,  2018  5:45  PM 

To:  Biack,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.E0v> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Hi  Erin  -  Thanks  so  much  for  the  call  today  and  for  all  your  work  going  into  this  report. 
One  question  that  came  up  from  our  end  is  under  "Other"  -  what  is  included  in  this 
category  in  addition  to  OTCS? 

Other  (e.g.,  over-the-counter)  1,021  (34.0 

Thanks  so  much, 

Colleen 


Colleen  Creighton 

Executive  Director 

American  Association  of  Suicidology 

5221  Wisconsin  Avenue,  NW,  2*^'^  Floor 

Washington,  DC  20015 

T:  (202)  237-2280,  F:  (202)  237-2282 

Direct:  202-830-3399 

Register  for  FREE  trainings  here: 

www.USMilitarvMatters.org 

www.suicidoloEV.orE 


AAS  is  0  membership  organization  for  ail  those  involved  in  suicide  prevention  and  intervention,  or  touched 
by  suicide. 

AAS  is  a  leader  in  the  advancement  of  scientific  and  programmatic  efforts  in  suicide  prevention  through 
research, 

education  and  training,  the  development  of  standards  and  resources,  and  survivor  support  services. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.govl 
Sent:  Thursday,  June  7,  2018  10:04  AM 

To:  Torguson,  Kimberly  <KTorguson@edc.org>;  Belyeu,  Avery  <ABelveu@edc.org>; 
ibenson@reingold.com;  Bray,  Miranda  (SAMHSA/OC) 

<Miranda.Brav@samhsa.hhs.gov>;  Sam.Brinton@thetrevorproiect.org;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov>;  Carr,  Colleen  <ccarr@edc.org>:  5Coggin@afsp.org; 
Colleen  Creighton  <ccreighton@suicidology.org>;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Curtin,  Sally  C.  (CDC/OPHSS/NCHS) 
<sac2@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>; 
Ashbv.Dodge@thetrevorproiect.org:  mgdvak@eiconline.org;  iohnd@mhaofnvc.org; 
fgonzalez@mhaofnvc.org;  Gass,  Jesse  <JGass@edc.org>;  Hausman,  Bridgette 
<BHausman@edc.org>;  Hedegaard,  Holly  (CDC/OPHSS/NCHS)  <hdh6@cdc.gov>; 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Amy  Kulp 
<aikulp@suicidologv.org>;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

<uzu3@cdc.gov>;  wendv.e.lakso.civ@mail.mil;  plauricella@reingold.com; 
sheri.lunn@thetrevorproiect.org:  Chris  Maxwell  <cmaxwell@suicidologv.org>: 

McElroy,  James  (NIH/NIMH)  [E]  <iame5.mcelrov@nih.gov>;  McShane,  Kristen 
(SAMHSA/OC)  <Kri5ten. Mcshane@5amhsa.hhs.gov>; 

Steve, mendelsohn@thetrevorproiect.org;  eneelv@reingold.com:  AOBrien@afsp.org: 
O'Keefe,  Lindsey  (NIH/NIMH)  [E]  ;  Amit.Palev@thetrevorproiect.org: 
ipearson@nih.gov:  Pearson,  Jane  L  (NIH/NIMH)  [E]  <ipearson@mail.nih.gov>;  Reed, 
Jerry  <ireed@edc.org>;  dreidenberg@save.org;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  mrosen@mhaofnvc.org; 
michaelle.scanlon@nih.gov:  Sobottka,  Linda  <lsobottka@edc.org>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Stout,  Elly  <estout@edc.org>: 
calvin.stowell@thetrevorproiect.org;  AVactor@mhaofnvc.org;  Warner,  Margaret 
(CDC/OPHSS/NCHS)  <mmw9@cdc,gov>:  katherine.v.warrick.civ@mail.mil; 
kevin.wong@thetrevorproiect.org:  Wright,  James  (SAMHSA/DPTSSP) 
<Jame5.Wright@samhsa.hhs.gov> 

Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

In  prep  for  our  call  today  to  discuss  our  new  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rotes,  attached  is  an  embargoed  copy  of 
the  Fact  Sheet.  The  Vital  Signs  includes  state-level  trends  in  suicide  rates  from  1999- 
2016,  and,  with  data  from  CDC's  National  Violent  Death  Reporting  System,  looks  at  the 
circumstances  of  suicide  among  people  with  and  without  known  mental  health 
conditions.  We  appreciate  this  partnership  and  hope  you  can  all  help  us  disseminate  the 
Vital  Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm. 

Erin 


The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health 
topic  each  month.  This  month's  edition  presents  trends  in  suicide  rates  across  all  states 
and  D.C.,  examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies 
for  comprehensive  suicide  prevention.  We  also  highlight  strategies  for  state  public 
health  departments  and  others  working  to  help  reduce  suicides. 

This  e-mail  contains  an  advance  copy  of  the  four- page  Vital  Signs  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm 
(EST)  following  a  media  telebriefing  at  noon;  the  attachment  is  EMBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 
From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 
increases  of  more  than  30%  each 

Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 
indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs 
information  broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC's  social 
media  tools,  such  as  the  Vital  Signs  buttons  and  email  updates.  Visit  CDC's  Public  Health 
Media  Library  at  www.cdc.Bov/svndication  and  search  on  the  term  Vital  Signs.  We  also 
invite  you  to  join  us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm 
(EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing 
our  work  together  to  prevent  suicides  and  promoting  healthier  communities. 

- Original  Appointment - 

From:  Torguson,  Kimberly  <KTorguson@edc.orB> 

Sent:  Monday,  May  14,  2018  6:59  PM 

To:  Torguson,  Kimberly;  Belyeu,  Avery;  ibenson@reingold.com:  Black,  Erin 
(CDC/ONDIEH/NCIPC);  Bray,  Miranda  (SAMHSA/OC); 

Sam.Brinton@thetrevorproiect.org:  Bruce,  Crystal  (CDC/OPHPR/OD);  Carr,  Colleen; 
SCoggin@afsp.org;  ccreighton@suicidologv.org:  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC);  Curtin,  Sally  C.  (CDC/OPHSS/NCHS);  Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC);  Ashbv.Dodge@thetrevorpro)ect.org;  mgdvak@eiconline.org; 
JohnD@mhaofnvc.org;  fgonzalez@mhaofnvc.org;  Gass,  Jesse;  Hausman,  Bridgette; 
Hedegaard,  Holly  (CDC/OPHSS/NCHS);  Holland,  Kristin  (CDC/ONDIEH/NCIPC); 
aikulp@suicidologv.org:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC); 
wendv.e.lakso.civ@mail.mil;  plauricella@reingold.com: 
sheri.lunn@thetrevorproiect.org;  cmaxwell@suicidologv.org:  McElroy,  James 
(NIH/NIMH)  [E];  McShane,  Kristen  (SAMHSA/OC); 


Steve. mendelsohn@thetrevorproiect.orR:  eneelv@reinRoid.com;  AOBrien@afsp.orR; 
O'Keefe,  Lindsey  (NiH/NIMH)  [E];  Amit.Paiev@thetrevorproiect.orR:  ipearson@nih.Rov: 
Pearson,  Jane  L  (NiH/NiMH)  [E];  Reed,  Jerry;  dreidenberR@save.orR:  Richmond-Crum, 
Maiia  (CDC/ONDIEH/NCIPC);  mrosen@mhaofnvc.orR:  michaelle.scanion@nih-Rov: 
Sobottka,  Linda;  Stone,  Deborah  (CDC/ONDiEH/NCiPC);  Stout,  Eiiy; 
caivin.stoweil@thetrevorproiect.orR;  AVactor@mhaofnvc.orR:  Warner,  Margaret 
(CDC/OPHSS/NCHS);  katherine.v.warrick.civ@maii.mil; 
kevin.wonR@thetrevorproiect.orR;  Wright,  James  (SAMHSA/DPTSSP) 

Subject;  Media  Messaging  Work  Group  Call 

When:  Thursday,  June  7,  2018  11:00  AM-11:30  AM  {UTC-05:00)  Eastern  Time  (US  & 
Canada). 


Where:  Phone  Number:  866-370-2808  (access  code  kb)(6 


Phone  Number:  866-370-2808  (access  code  kb  If  6 
Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  email  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be 
released  on  June  5  will  now  be  released  on  June  7.  Additionally,  we  received  word  that 
we  will  not  be  receiving  an  embargoed  copy  so  weTI  be  rescheduling  our  MMWG  group 
call  (originally  scheduled  for  Thursday,  May  31)  to  Thursday,  June  7  at  11:00  a.m. 


The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop 
consensus  on  our  messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to 
join  the  call,  you  will  still  have  the  opportunity  to  weigh  in  on  the  statement  via  email. 
We  hope  you  can  Join  us  on  Thursday,  June  7  at  11:00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best, 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  the  American 
Journal  of  Preventive  Medicine  that  looks  at  county-specific  estimates  of  suicide  rates. 
The  paper  titled  ^'County-level  Trends  in  Suicide  Rates  in  the  U.S-,  2005-2015”  was 
written  by  our  Partner,  CDC  (authors  include:  Lauren  M.  Rossen,  Holly  Hedegaard,  Diba 
Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015 
for  99%  of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 
Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the 
western  and  northwestern  U.S.,  with  the  exception  of  southern  California  and  parts  of 
Washington. 

Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated 
suicide  rates  from  2005  to  2015,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify 
high  risk  and  need  for  more  coordinated  and  comprehensive  community-based  suicide 
prevention  efforts  in  the  U.S. 


While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at 
this  time,  we  encourage  you  to  reference  our  past  collective  statement  (written  in 
collaboration  with  the  MMWG  partners)  released  last  year  that  looks  at  suicide  rates  in 
urban  and  rural  areas.  You'll  notice  much  of  the  information  is  very  relevant  and  timely 
as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 
Data  released  by  @CDCInjury  featured  in  @AmJPrevMed  shows  county-level  trends  in 
suicide  rates  in  the  US  http://bit.lv/2IHo6hk 
New  article  featured  in  @AmJPrevMed  underscores  need  for  coordinated  and 
comprehensive  community-based  suicide  prevention  efforts  http://bit.lv/2IHo6hk 

•  Trends  about  suicide,  tike  geographic  patterns,  helps  us  develop  more  targeted 

community-based  ftsuicideprevention  strategies  http://bit.lv/2IHo6hk  so  we  can 
reduce  annual  suicide  rate  20%  by  2025 

•  Rural  counties  in  the  U.S.  had  the  highest  estimated  suicide  rates  from  2005-2015 

according  to  just-released  @AmJPrevMed  http://bit.lv/2IHo6hk 

•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in 

suicide  rates  over  time  and  develop  more  targeted  suicide  prevention  efforts 
http://bit.lv/2IHo6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need 

continued  research  on  community-level  risk  and  protective  factors  as  shown  in 
recent  data  by  @CDCinjurv  http://bit.lv/2IHo6hk 
When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner 
Twitter  handles: 

•  @Action  Alliance 
@AASuicidolofiv 

@afspnational 

@CDCIniurv 

OCDCMMWR 

@DeptofDefense 

@DeptVetAffairs 

@EDCTweets 

@NIH 

@NlMHgov 

@Reingoldlnc 

@samhsagov 

@SAVEvoicesofedu 

@SPRCtweets 

@TrevorProject 

@800273TALK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

Action  Alliance's  Transforming  Communities:  Key  Elements  for  the  Implementation  of 

Comprehensive  Community-Based  Suicide  Prevention  -  A  resource  that  outlines 


strategic  components  that  should  guide  program  planning  and  implennentation  at  the 
community  level, 

*  CPC's  PreventinQ  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices- A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional 

relevant  data  to  inform  suicide  prevention  efforts  on  or  around  June  5^*^.  The  Action 
Alliance  Secretariat  does  plan  to  convene  this  group  to  develop  consensus  messaging 
around  this  impending  data  release.  In  preparation  for  this  larger  data  release,  we'll  be 
convening  the  MMWG  for  a  call  in  late  May  to  discuss  the  data  and  our  collective 
statement. 

REQUEST:  Please  Join  us  for  a  planning  call  on  Thursday,  May  31  at  2:00  p.m.  ET  to 
plan  ahead  for  collective  statement  about  CDC  data. 

We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly.  If  you 
are  unable  to  participate  on  this  call,  you'll  have  the  opportunity  to  weigh  in  on  the 
statement  electronically. 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data, 

Thank  you. 


From:  Stone,  Deborah  (CDC/ONDIBH/NCIPC:);  ,  : 

Sent:  11  Jun  2018  12:37:45  +0000  ;  Ij'. 

To:  Yuan,  Kenning  (CDC/ONDIEH/NClPci  V^^ 

Subject:  RE:  EMBARGOED  Until  1pm  Juine'i!:'X?iita[  ^gns,  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Thank  you.  I  appreciate  your  attention  to  this! 

Deb 

From;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  11,  2018  12:56  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Hi  Deb, 

I  run  the  code  again  during  this  weekend.  The  two  most  common  substance  under  'Other'  are 
ACETAMINOPHEN  and  DIPHENHYDRAMINE.  There  is  no  Alcohol  under  'Other'  group. 

Sorry  for  the  confusion.  Last  Friday,  I  was  in  the  class  and  run  the  code  too  quick  to  give  it  a  careful 
thought.  © 

Thanks, 

Kerning 

From:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  June  8,  2018  4:23  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Hi  Deb, 

Alcohol  has  its  own  class,  which  we  didn't  mean  to  include  it  in  'Other'. 

In  my  coding,  1  only  used  substance  class  and  didn't  check  substance  name.  In  the  data,  some  alcohol 
were  put  under  'Other'  in  error,  which  I  didn't  excluded.  But,  it  didn't  account  for  much. 

Kerning 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  June  8,  2018  3:22  PM 

To:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 
<gdQ4@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  In  State  Suicide  Rates 
Thank  you  Kerning! 

Deb 

From:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  8,  2018  3:21  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 
<gdo4g>cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Hi  Deb, 

The  common  substance  under  'Other'  are  something  like  Acetaminophen,  Diphenhydramine,  eth.  Also, 
it  includes  Alcohol  and  ethanol. 


We  don't  have  specific  substance  class  for  those  substance,  so  they  are  all  under  'Other'. 

Kerning 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC} 

Sent:  Friday,  June  8,  2018  1:10  PM 

To:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 
<gdo4@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Thanks,  Kerning! 

Deb 

From:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  June  8,  2018  1:09  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 
<gdo4@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vitajl  ^igns.  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Hi  Deb, 

I'm  in  training  class  now  and  1  don't  have  access  to  SAS  and  my  code.  I  will  get  it  back  to  you  later  this 
afternoon. 

Kerning 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  June  8,  2018  10:32  AM 

To:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4f5)cdc.gov>:  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 
<gdo4@cdc.gov> 

Subject:  FW:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Can  either  of  you  help  answer  this  questions? 

Think  it's  things  like  Benadryl  etc  but  not  sure  if  there's  a  specific  list  or  descriptor. 

Deb 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  June  8,  2018  10:15  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  FW:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
See  question  below  re  the  VS. 

From;  Colleen  Creighton  <ccreightong)suicidologv.org> 

Sent;  Thursday,  June  7,  2018  5:45  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gOV> 

Subject;  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 

Hi  Erin  -  Thanks  so  much  for  the  call  today  and  for  all  your  work  going  into  this  report.  One  question 
that  came  up  from  our  end  is  under  "Other"  -  what  is  included  in  this  category  in  addition  to  OTCS? 


Other  (e.g.,  over-the-counter) 


1,021  (34.0 


Thanks  so  much^ 


Colleen 


Colleen  Creighton 

Executive  Director 

American  Association  of  Suicidology 

5221  Wisconsin  Avenue,  NW,  2^^  Floor 

Washington,  DC  20015 

T:  (202}  237-2280,  F:  (202)  237-2282 

Direct:  202-830-3399 

Register  for  FREE  trainings  here; 

www.U5MilitarvMatters.org 

www.suicidQlogv.org 


A 


AAS  is  a  membership  orgonization  for  all  those  mvoived  in  suicide  prever^tion  and  Intervention,  or  touched  by 
suicide. 

AAS  is  a  leader  in  the  advancement  of  scientific  and  pro  gram  mat/c  efforts  in  suicide  prevention  through  research, 
education  and  training,  the  development  of  standards  and  resources,  and  survivor  support  services. 

From;  Black,  Erin  (CDC/ONDIEFf/NCIPC}  [maifto:epm7@cdc.Ravl 
Sent;  Thursday,  June  7,  2018  10:04  AM 

To:  Torguson,  Kimberly  <KTorgu5on@edc.QiR>:  Belyeu,  Avery  <ABelveu@edc,QrR>: 
ibenson^reingoldxom:  Bray,  Miranda  (SAMFISA/OC)  <fVIiFanda.B'rav@5amhsa.hhs,gov>: 
Sam.Brinton@thetrevorproiect.org;  Bruce,  Crystal  (CDC/DPHPR/OD)  <igx6@cdc.gov>:  Carr,  Colleen 
<ccarr@edc.org>;  SC0ggin@af5p.org;  Colleen  Creighton  <cGreighton@suicidologv.org>;  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc:gDv>;  Curtin,  Sally  C  (CDC/OPHSS/NCHS) 

<sa c2@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEFI/NCIPC)  <guhS@cdc.gov>; 

Ashby. Dodge@thetrevorproiect.Qrg;  mgdvak@eicQnline.org;  iohnd@mhaofnvc.org; 
fgQnzalez@mhaofnvc.org:  Gass,  Jesse  <JGa5s@edc.Qrg>:  Hausman,  Bridgette  <BHausman@edc.org>; 
Hedegaard,  Holly  (CDC/OPHSS/NCHS)  <hdh6@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl@cdc.gov>;  Amy  Kulp  <ajkulp@suicidolQgv.org>;  Kurnit,  Molly  Regina  {CDC/ONDIEH/NCIPC) 
<uzu3@cdc.gov>;  wendv.e.laksoxiv@mail.mil;  plauricena@reingoldxQm; 
sheri.lu nn@thetrevorproiect.org;  Chris  Maxwell  <cmaxwell@5uicidologv.org>;  McElroy,  James 
(NIH/NIMH)  [E]  <iames.mcelrov@nih.gov>;  McShane,  Kristen  (SAMHSA/OC) 
<Kristen.Mcshane@samhsa.hhs.gov>:  steve.mendelsohn@thetrevorproiett.org; 
eneelv@reingQld.com:  AOBrien@afsp.org:  O'Keefe,  Lindsey  (NIH/NIMH)  [E] ; 
Amit.p3lev@thetrevQrpr0iect.org;  ipearson@nih.gov;  Pearson,  Jane  L  (NIH/NIMH)  [E] 
<ipearson@mail.nih.gov>:  Reed,  Jerry  <ireed@edc.org>:  dreidenberg@save.Qrg:  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  mrosen@mhaQfnvc.org;  michaelle.scanlQn@nth.gov: 
Sobottka,  Linda  <lsobottka@edc.org>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Stout, 
Elly  <e5tQut@edc.Qrg>;  Calvin. 5towell@thetrevorproiect.Qrg;  AVactQr@mhaQfnvc.org;  Warner, 
Margaret  (CDC/OPHSS/NCHS)  <mmw9@cdc.gov>:  katherine.v.warrick.civ@ mail. mil; 
kevin.wong@thetrevorproiect.org;  Wright,  James  (SAMHSA/DPTSSP) 


<James.Wrrght{^samhsa.hhs.£QV> 

Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 

In  prep  for  our  call  today  to  discuss  our  new  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
increasing  Trends  in  State  Suicide  Rates,  attached  is  an  embargoed  copy  of  the  Fact  Sheet.  The  Vital 
Signs  includes  state-level  trends  in  suicide  rates  from  1999-2016,  and,  with  data  from  CDCs  National 
Violent  Death  Reporting  System,  looks  at  the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions.  We  appreciate  this  partnership  and  hope  you  can  all  help  us 
disseminate  the  Vital  Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm. 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  an  advance  copy  of  the  four-page  Vital  Signs  fact  sheet.  This  latest  edition 
of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pni  (EST) 
following  a  media  telebriefing  at  noon;  the  attachment  is  EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vita!  Signs  information 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
w wiA/. cd c. go v/syndi cation  and  search  on  the  term  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

. Original  Appointment - 

From:  Torguson,  Kimberly  <KTorEuson@edc.ore> 

Sent:  Monday,  May  14,  2018  6:59  PM 

To;  Torguson,  Kimberly;  Belyeu,  Avery:  ibenson@reinEold.com:  Black,  Erin  (CDC/ONDIEH/NCIPC);  Bray, 
Miranda  {SAMH5A/OC);  Sam.6rinton@thetrevorDroiect.orE:  Bruce,  Crystal  (CDC/OPHPR/OD);  Carr, 
Colleen;  SCoEEin@afSD,orE:  ccreiehton@suicidoloEV.orE;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC); 
Curtin,  Sally  C,  (CDC/OPHSS/NCHS);  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC); 
Ashbv.DodEe@thetrevorproiect.orE;  mEdvak@eicon!ine,orE:  JohnD@mhaofnvc.orE: 
feonzalez@mhaofnvc.orE:  Gass,  Jesse;  Hausman,  Bridgette;  Hedegaard,  Holly  (CDC/OPHSS/NCHS); 


Holland^  Kristin  (CDC/ONDIEH/NCIPC);  aikulp^suicidologv.Qrg:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCiPC);  wendv.e.laksoxtv^maiLmtl:  pla  u  rice  I  la  P  re  in  gold  .com; 

sheriJunn(^thetrevQrDrQiect.Qrg:  cmaxwell^suicfdQloEV.Qrg:  Me  Elroy,  James  (NIH/NIMH)  [E];  MeShane, 
Kristen  (SAMHSA/OC):  steve.mendelsQhnPthetrevQrproiectQrg:  eneetygJ reingoid.com; 
AOBrien@afsp.org;  O'Keefe,  Lindsey  (NIH/NIMH)  [E];  Amit.Palev@tlietrevQrproiect.org: 
ipearson@nih.gQv;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Reed,  Jerry;  dreidenberg@save.Qrg:  Richmond- 
Crum,  Malia  (CDC/ONDIEH/NCIPC);  m  rose  n  @  m  h  a  of  n  vc .  org;  mich3elle.scanlQn@nih.gQv;  Sobottka, 
Linda;  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Stout,  Elly;  Calvin. stowell@thetrevorprQiect. org; 
AVactor@mhaofnvc.org:  Warner,  Margaret  (CDC/0PHSS/NCH5);  kathenne.v.warrick.civ@matLmil; 
kevin.wong@thetrevorproiect.org:  Wright,  James  (SAMHSA/DPTSSP) 

Subject:  Media  Messaging  Work  Group  Call 

When:  Thursday,  June  7,  2018  11:00  AM-11:30  AM  (UTC-05:0Q)  Eastern  Time  (US  &  Canada). 

Where:  Phone  Number:  866-370-2808  (access  code  Ifh  \(6\ 


Phone  Number:  866-370-2808  (access  code  kb)f6 
Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  email  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be  released  on 
June  5  will  now  be  released  on  June  7.  Additionally,  we  received  word  that  we  will  not  be  receiving  an 
embargoed  copy  so  well  be  rescheduling  our  MMWG  group  call  (originally  scheduled  for  Thursday,  May 

31)  to  Thursday,  June  7  at  11:00  a.m. 


The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop  consensus  on  our 
messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to  join  the  call,  you  will  still  have  the 
opportunity  to  weigh  in  on  the  statement  via  email. 

We  hope  you  can  join  us  on  Thursday,  June  7  at  11:00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best, 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  the  American  Journal  of 
Preventive  Medicine  that  looks  at  county-specific  estimates  of  suicide  rates.  The  paper  titled  "County- 
level  Trends  in  Suicide  Rates  in  the  U.S.,  2005-2015"  was  written  by  our  Partner,  CDC  (authors  include: 
Lauren  M.  Rossen,  Holly  Hedegaard,  Diba  Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

•  Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015  for  99% 

of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 

•  Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the  western 

and  northwestern  U.S.,  with  the  exception  of  southern  California  and  parts  of  Washington. 

•  Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide  rates 

from  2005  to  2015,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and 
need  for  more  coordinated  and  comprehensive  community-based  suicide  prevention  efforts  in  the  U.S. 
While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  collective  statement  (written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  rural  areas.  You'll  notice  much  of  the 
information  is  very  relevant  and  timely  as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 


•  Data  released  by  @CDCInjury  featured  in  (©AmJPrevMed  shows  county-level  trends  in  suicide 

rates  in  the  US  http://bitJv/2IHo6hk 

•  New  article  featured  in  £S>AmJPrevMed  underscores  need  for  coordinated  and  comprehensive 

community-based  suicide  prevention  efforts  http://bit.lv/2IHQ6hl< 

•  Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  community-based 

#suicideprevention  strategies  http://bit.lv/ZIHo6hk  so  we  can  reduce  annual  suicide  rate  20%  by 
2025 

•  Rural  counties  in  the  U.S,  had  the  highest  estimated  suicide  rates  from  2005-2015  according  to 

just-released  (gAmJPrevMed  http://bitJv/2IHQ6hk 

•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide  rates 

over  time  and  develop  more  targeted  suicide  prevention  efforts  http://bit  Jv/2iHo6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 

research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  (©CDCinjury 
http://bit.lv/2IHQ6hk 

When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 

•  @  Act  ion  Alliance 

•  @AASuicidologv 

•  ^afspnational 

•  (5)CDCIniurv 

»  fSCDCMMWR 

•  @DeptQfDefense 

•  {gPeptVetAffairs 

•  @EDCTweets 

•  @N1H 

•  @N1MHgov 

•  @Reingoldlnc 

•  @samhsagov 

•  (gSAVEvotcesofedu 

•  (gSPRCtweets 

•  @TrevorProiect 

•  @8QQ273TALK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

•  Action  All  lancets  TransforminQ  Communities:  Key  Elements  for  the  Implementatioti  of 

Comprehensive  Community-Based  Suicide  Prevention  -  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  level. 

•  CPC's  PreventinQ  Suicide:  A  Technicaf  Package  of  Policy,  ProQrams,  and  Practices  -  A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional  relevant  data  to 
inform  suicide  prevention  efforts  on  or  around  June  5^^.  The  Action  Alliance  Secretariat  does  plan  to 
convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation 
for  this  larger  data  release,  well  be  convening  the  MMWG  for  a  call  in  late  May  to  discuss  the  data  and 
our  collective  statement. 

REQUEST:  Pfease  join  us  for  a  planning  call  on  Thursday,  May  31  at  2:00  p.m.  ET  to  plan  ahead  for 
collective  statement  about  CDC  data. 

We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly.  If  you  are  unable  to 
participate  on  this  call,  you'll  have  the  opportunity  to  weigh  in  on  the  statement  electronically. 


Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 
Thank  you. 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  8  Jun  2018  10:32:45  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

thanks 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  8,  2018  10:32  AM 
To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
I  passed  the  question  to  Shane, 

Deb 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  8,  2018  10:15  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  FW:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Cirfutnstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 

See  question  below  re  the  VS.  ' 

'  r  •  M  -11 

From:  Colleen  Creighton  <ccreighton(5>5uicidologv,QrR>  '  |l: 

Sent;  Thursday  June  7,  2018  5:45  PM  ,  ‘ 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epni7@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 

Hi  Erin -Thanks  so  much  for  the  call  today  and  for  all  your  work  going  into  this  report.  One  question 
that  came  up  from  our  end  is  under  "Other"  -  what  is  included  in  this  category  in  addition  to  OTCS? 

Other  (e.g.,  over-the-counter)  1,021  (34.0 

Thanks  so  much, 

Colleen 


Colleen  Creighton 

Executive  Director 

American  Association  of  Suicidology 

5221  Wisconsin  Avenue,  NW,  2^^  Floor 

Washington,  DC  20015 

T:  (202)  237-2280,  F:  (202)  237-2282 

Direct:  202-830-3399 

Register  for  FREE  trainings  here: 

www.U5MilitarvMatters.orfi 

www.suicidolofiv.orfi 


A 


AAS  is  a  membership  organization  for  all  those  involved  in  suicide  prevention  and  intervention,  or  touched  by 
suicide. 

AAS  is  a  leader  in  the  advancement  of  scientific  and  programmatic  efforts  in  suicide  prevention  through  research, 
education  and  training,  the  development  of  standards  and  resources,  and  survivor  support  services. 

From;  Blacky  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.gov1 
Sent:  Thursday,  June  7,  2018  10:04  AM 

To:  Torguson,  Kimberly  <KTorguson@edc.org>:  Belyeu,  Avery  <ABelveu@edc.org>: 
iben5Qn@retnHQldxom:  Bray,  Miranda  (SAMHSA/OC)  <EVIiranda.Brav@samhsa.hhs.Eov>: 
Sam.BrintQn@thetrevQrprQiect.Qrg:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>;  Carr,  CQlleen 
<ccarr@edc.org>:  SCQggin@afsp.org:  Colleen  Creighton  <ccreightQn@suicidQlQgv.Qrg>:  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Curtin,  Sally  C  (CDC/OPHSS/NCHS) 

<sac2@cdc.gQV>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQV>: 

Ashby.  Dodge@thetrevQrproiect.Qrg:  mgdvak@eicQnline.org:  i  o  h  n  d  @  m  h  a  of  n  vc .  org: 
fgonzalez@mhaofnvc.Qrg:  Gass,  Jesse  <J Ga5s@edc.org>:  Hausman,  Bridgette  <BHausman@edc.Qrg>: 
Hedegaard,  Holly  (CDC/OPHSS/NCHS)  <hdh6@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl@cdc.gov>:  Amy  Kulp  <aikulp@5uicJdologv.org>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<uzu3@cdc.gov>:  wendv.eJaksQxiv@mail.mil:  plaurice]!a@reingoldxom: 
5heriJunn@thetrevQrproiect.Qrg:  Chris  Maxwell  <cmaxwell@5uicidologv.org>:  McElroy,  James 
(NIH/NIMH)  [E]  <iame5.mcelrov@nih.gov>:  McShane,  Kristen  (SAMHSA/OC) 
<Kristen.Mcshane@samhs3.hhs.gQV>:  steve.mendelsohn@thetrevorproject.org: 
eneelv@reingQldxom;  AOBrien@afsp.org:  O’Keefe,  Lindsey  (NIH/NIMH)  [E]  ; 
Amit.Palev@thetrevorproiect.org:  ipearson@nih.gov:  Pearson,  Jane  L  (NIH/NIMH)  [E] 
<ipearson@maiLnih.gov>:  Reed,  Jerry  <ireed@edc.org>:  dreidenberg@save.org:  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  mrQsen@mhaQfnvc.org:  michaeile.scanlon@nih.gov: 
Sobottka,  Linda  <lsobottka@edc.org>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQv>:  Stout, 
Elly  <e5tQUt@edc.org>:  calvin.stoweH@thetrevorproiect.org:  AVactor@mh3Qfnvc.org:  Warner, 
Margaret  (CDC/OPHSS/NCHS)  <mmw9@cdc.gQv>:  katherine.v.warrick.civ@mail.mil: 
kevin.wong@thetrevorproiect.Qrg:  Wright,  James  (SAMHSA/DPTSSP) 

<J3mes.Wright@samh5a.hhs.gov> 

Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 

In  prep  for  our  call  today  to  discuss  our  new  Vital  Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,  attached  is  an  embargoed  copy  of  the  Fact  Sheet.  The  Vital 
Signs  includes  state-level  trends  in  suicide  rates  from  1999-2016,  and,  with  data  from  CDC's  National 
Violent  Death  Reporting  System,  looks  at  the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions.  We  appreciate  this  partnership  and  hope  you  can  all  help  us 
disseminate  the  Vital  Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm. 

Erin 

The  CDC  Vital  S/qns  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 


suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
v^orking  to  help  reduce  suicides. 

This  e-mail  contains  an  advance  copy  of  the  four-page  Vital  Signs  fact  sheet.  This  latest  edition 
of  CDC  Vital  Signs  will  be  released  toda>^  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
following  a  media  telebriefing  at  noon;  the  attachment  is  EMBAKGOED  until  1pm  EST, 

Key  points  in  the  Vital  Signs  report  include: 


•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
www.cdc.Eov/svndication  and  search  on  the  term  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

. Original  Appointment - 

From:  Torguson,  Kimberly  <KTorEuson@edc.QrE> 

Sent:  Monday,  May  14,  2018  6:59  PM 

To;  Torguson,  Kimberly;  Belyeu,  Avery:  ibenson@reinsold.com:  Black,  Erin  (CDC/ONDIEH/NCIPC);  Bray, 
Miranda  {SAMHSA/OC);  Sam.Brinton(5)thetrevorproiect.orE:  Bruce,  Crystal  (CDC/OPHPR/OD);  Carr, 
Colleen;  SCoEein@afsp.org;  ccreighton@suicidoloev.ore;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC); 
Curtin,  Sally  C.  (CDC/OPHSS/NCHS);  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC); 
Ashbv.Dodee@thetrevorproiect.org:  medvak@eicon line. ore:  JohnD@mhaofnvc.ore: 
fgonzaiez@mhaofnvc.ore:  Gass,  Jesse;  Hausman,  Bridgette;  Hedegaard,  Holly  (CDC/OPHSS/NCHS); 
Holland,  Kristin  (CDC/ONDIEH/NCIPC);  aikulp@suicidoIogv.ore:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC);  wendv.e.lakso.civ@mail.mil:  plauncella@reingold.com: 

sheri.lunn@thetrevorproiect.ore;  cm3xwell@suicidoloEV.orE:  McElroy,  James  (NIH/NIMH)  [E];  MeShane, 
Kristen  (SAMHSA/OC);  steve.mendelsohn@thetrevorproiect.org:  eneelv@reineold.com; 
AOBrien@afsp.ore:  O'Keefe,  Lindsey  (NIH/NIMH)  [E];  Amit.Palev@thetrevorproiect.ore; 
ipearson@nih.Eov;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Reed,  Jerry;  dreidenberg@save.orE;  Richmond- 
Crum,  Malia  (CDC/ONDIEH/NCIPC);  mrosen@mhaofnvc.ore:  michaeile.5canlon@nih.gov:  Sobottka, 
Linda;  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Stout,  Elly;  calvin.stowell@thetrevorproiect.org: 
AVactor@mhaofnvc.orE:  Warner,  Margaret  (CDC/OPHSS/NCHS);  katherine.v.warrick.civ@mail.mil; 
kevin.wone@thetrevorproiect.orE:  Wright,  James  (SAMHSA/DPTSSP) 

Subject;  Media  Messaging  Work  Group  Call 

When:  Thursday,  June  7,  2018  11:00  AM-11:30  AM  (UTC-05:00)  Eastern  Time  (US  &  Canada). 


Where:  Phone  Number:  866-370-2808  (access  code  Kb*lf6 


Phone  Number;  866-370-2808  (access  code  lrb¥6 


Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  emarl  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be  released  on 
June  5  will  now  be  released  on  June  7.  Additionally,  we  received  word  that  we  will  not  be  receiving  an 
embargoed  copy  so  we'll  be  rescheduling  our  MMWG  group  call  (originally  scheduled  for  Thursday,  May 
31)  to  Thursday,  June  7  at  11:00  a.m. 

The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop  consensus  on  our 
messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to  join  the  call,  you  will  still  have  the 
opportunity  to  weigh  in  on  the  statement  via  email. 

We  hope  you  can  join  us  on  Thursday,  June  7  at  11:00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best, 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  the  American  Journal  of 
Preventive  Medicine  that  looks  at  county-specific  estimates  of  suicide  rates.  The  paper  titled  "Coun tv- 
level  Trends  in  Suicide  Rates  in  the  U.S.,  2005-2015"  was  written  by  our  Partner,  CDC  (authors  include: 
Lauren  M.  Rossen,  Holly  Hedegaard,  Diba  Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

•  Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015  for  99% 

of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%, 

•  Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the  western 

and  northwestern  U.S.,  with  the  exception  of  southern  California  and  parts  of  Washington. 

•  Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide  rates 

from  2005  to  2015,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and 
need  for  more  coordinated  and  comprehensive  community-based  suicide  prevention  efforts  in  the  U.S. 
While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  coliective  statement  (written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  rural  areas.  You'll  notice  much  of  the 
information  is  very  relevant  and  timely  as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 

•  Data  released  by  @CDCInjury  featured  in  @AmJPrevMed  shows  county-level  trends  in  suicide 

rates  in  the  US  http://bit.lv/2IHo6hk 

•  New  article  featured  in  (S)AmJPrevMed  underscores  need  for  coordinated  and  comprehensive 

community-based  suicide  prevention  efforts  http://bitJv/2IHo6hk 

•  Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  community-based 

#suicideprevention  strategies  http://bit.lv/2IHD6hk  so  we  can  reduce  annual  suicide  rate  20%  by 
2025 

•  Rural  counties  in  the  U.S.  had  the  highest  estimated  suicide  rates  from  2005-2015  according  to 

just-released  @AmJPrevMed  http://bitlv/2IHQ6hk 

•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide  rates 

overtime  and  develop  more  targeted  suicide  prevention  efforts  http: //bit  Jv/2IHo6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 

research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  @CDCinjury 
http://bit.lv/2IHQ6hk 


When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 

•  @Action  Alliance 

•  (gAASuicidology 

•  g^afspnationai 

•  @CDCIniurv 

>  @CDCMMWR 

•  @DeptofDefense 

•  @DeptVetAffairs 

•  @EDCTweet5 
>@N]H 

•  @NlMHgQV 

•  @Reingoldlnc 

•  (gsamhsaEov 

•  {5)5AVEvo[cesofedu 

•  {j^SPRCtweets 

•  ^TrevorProiect 

»  @SQ0273TALK 

Some  resources  that  you  nnay  also  find  helpful  as  you  promote  the  data  include: 

»  Action  Alliance's  Transformmcf  Communities:  Key  Elements  for  the  implementation  of 

Comprehensive  Community-Based  Sukide  Prevention  -  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  level. 

•  CDC^s  PreventinQ  Suicide:  A  Technica!  Package  of  PolicvM  PfQproms,  and  Practices  -  A 

resourcethat  helps  states  and  communities  prioritize, effbrts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional  relevant  data  to 
inform  suicide  prevention  efforts  on  or  around  June  5^^,  The  Action  Alliance  Secretariat  does  plan  to 
convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation 
for  this  larger  data  release,  we'll  be  convening  the  MMWG  for  a  call  in  late  May  to  discuss  the  data  and 
our  collective  statement. 

REQUEST:  Please  join  us  for  a  planning  call  on  Thursday,  May  31  at  2:00  p.m.  ET  to  plan  ahead  for 
collective  statement  about  CDC  data. 

We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly.  If  you  are  unable  to 
participate  on  this  call,  you'll  have  the  opportunity  to  weigh  in  on  the  statement  electronically. 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 


From:  Colleen  Creighton 

Sent:  8  Jun  2018  19:32:13 +0000 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);Black,  Erin 

(CDC/ONDIEH/NCIPC) 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 

Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Absolutely  does.  Thanks  so  much!! 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  8,  2018  3:28  PM 
To:  Colleen  Creighton 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  EMBARGOED  Until  1pm  June  7;  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Colleen, 

I'm  responding  to  your  question  that  Erin  shared. 

The  common  substance  under  'Other'  are  something  like  Acetaminophen, 
Diphenhydramine,  eth.  Also,  it  includes  alcohol  and  ethanol. 

We  don't  have  specific  substance  class  for  those  substance,  so  they  are  all  under 
'Other'. 

1  hope  this  helps! 

Thanks, 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770.488.3942 

dstone3  (Scdc.gov  '  ' 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  8,  2018  10:15  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
See  question  below  re  the  VS. 

From:  Colleen  Creighton  <ccreighton@suicidologv.org> 

Sent:  Thursday,  June  7,  2018  5:45  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.E0V> 


Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Hi  Erin  -  Thanks  so  much  for  the  call  today  and  for  all  your  work  going  into  this  report. 
One  question  that  came  up  from  our  end  is  under  "Other"  -  what  is  included  in  this 
category  in  addition  to  OTCS? 

Other  (e.g.,  over-the-counter)  1,021  (34.0 

Thanks  so  much, 

Colleen 


Colleen  Creighton 

Executive  Director 

American  Association  of  Suicidology 

5221  Wisconsin  Avenue,  NW,  2^^  Floor 

Washington,  DC  20015 

T:  (202)  237-2280,  F:  (202)  237-2282 

Direct:  202-830-3399 

Register  for  FREE  trainings  here: 

www.USMilitaryMatters.org 

www.suicidologv.orE 


A 


AAS  is  a  membership  organizatiof}  for  all  those  involved  in  suicide  prevention  and  intervention,  or  touched 
by  suicide. 

AAS  is  Q  leader  in  the  advancement  of  scientific  and  programmatic  efforts  in  suicide  prevention  through 
research, 

education  and  training,  the  development  of  standards  and  resources,  and  survivor  support  services. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.gov] 

Sent:  Thursday,  June  7,  2018  10:04  AM 

To:  Torguson,  Kimberly  <KTorguson@edc.org>:  Belyeu,  Avery  <ABelyeu@edc.org>; 
ibenson@reingold.com;  Bray,  Miranda  (SAMHSA/OC) 

<Miranda.Bray@samhsa.hhs.gov>:  Sam. Brinton @thetrevorproiect.org;  Bruce,  Crystal 
(COC/OPHPR/OD)  <igx6@cdc.gov>;  Carr,  Colleen  <ccarr@edc.org>:  SCoggin@afsp.org; 
Colleen  Creighton  <ccreighton@suicidologv.org>;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Curtin,  Sally  C.  (CDC/OPHSS/NCHS) 
<sac2@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <Euh8@cdc.gov>; 
Ashbv.Dodge@thetrevorproiect.org:  mgdvak@eiconline.org;  iohnd@mhaofnvc.org; 
fgonzalez@mhaofnvc.org;  Gass,  Jesse  <JGass@edc.org>;  Hausman,  Bridgette 
<BHausman@edc.org>;  Hedegaard,  Holly  (CDC/OPHSS/NCHS)  <hdh6@cdc.gov>; 


Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.Rov>:  Amy  Kulp 
<aikulp@suicidologv.org>;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

<uzu3@cdc.gov>;  wendv.e.lakso.civ@mail.mil;  plauricella@reingold.com; 
sheri.lunn@thetrevorproiect.org:  Chris  Maxwell  <cmaxwell@5uicidologv.org>: 

McElroy,  James  (NIH/NIMH)  [E]  <iames.mcelrQV@nih.gov>;  McShane,  Kristen 
(SAMHSA/OC)  <Kristen.Mcshane@samhsa.hhs.gov>: 

steve.mendelsohn@thetrevorproiect.org;  eneelv@reingold.com;  AOBrien@afsp.org: 
O'Keefe,  Lindsey  (NIH/NIMH)  [E] ;  Amit.Palev@thetrevorproiect.org: 
ipearson@nih.gov;  Pearson,  Jane  L  (NIH/NIMH)  [E]  <ipearson@mail.nih.gov>;  Reed, 
Jerry  <ireed@edc.org>;  dreidenberg@save.org;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  mrosen@mhaofnvc.org; 
michaelle.scanlon@nih.gov:  Sobottka,  Linda  <lsobottka@edc.org>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Stout,  Elly  <estQUt@edc.Qrg>; 
calvin.stowell@thetrevorproiect.org;  AVactor@mhaofnvc.org:  Warner,  Margaret 
(CDC/OPHSS/NCHS)  <mmw9@cdc.gov>:  katherine.v.warrick.civ@mail.mil; 
kevin.wong@thetrevorproiect.org:  Wright,  James  (SAMHSA/DPTSSP) 
<James.Wright@5amhsa.hhs.gQV> 

Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

In  prep  for  our  call  today  to  discuss  our  new  Vital  Signs,  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide  Rates,  attached  is  an  embargoed  copy  of 
the  Fact  Sheet.  The  Vital  Signs  includes  state-level  trends  in  suicide  rates  from  1999- 
2016,  and,  with  data  from  CDC's  National  Violent  Death  Reporting  System,  looks  at  the 
circumstances  of  suicide  among  people  with  and  without  known  mental  health 
conditions.  We  appreciate  this  partnership  and  hope  you  can  all  help  us  disseminate  the 
Vital  Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm. 

Erin 

The  CPC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health 
topic  each  month.  This  month's  edition  presents  trends  in  suicide  rates  across  all  states 
and  D.C.,  examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies 
for  comprehensive  suicide  prevention.  We  also  highlight  strategies  for  state  public 
health  departments  and  others  working  to  help  reduce  suicides. 

This  e-mail  contains  an  advance  copy  of  the  four-page  Vital  Signs  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm 
(EST)  following  a  media  telebriefing  at  noon;  the  attachment  is  EMBARGOED  until  1pm 
EST. 


Key  points  in  the  Vital  Signs  report  include: 

In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 
From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 
increases  of  more  than  30%  each 


Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 
indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs 
information  broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  WebpaRe  to 
find  the  MMV\/R  article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC's  social 
media  tools,  such  as  the  Vital  Signs  buttons  and  email  updates.  Visit  CDC's  Public  Health 
Media  Library  at  www.cdc.gov/svndication  and  search  on  the  term  Vital  Signs.  We  also 
invite  you  to  join  us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm 
(EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing 
our  work  together  to  prevent  suicides  and  promoting  healthier  communities. 

- Original  Appointment - 

From:  Torguson,  Kimberly  <KTorguson@edc.org> 

Sent:  Monday,  May  14,  2018  6:59  PM 

To:  Torguson,  Kimberly;  Belyeu,  Avery;  jbenson@reingold.com:  Black,  Erin 
(CDC/ONDIEH/NCIPC);  Bray,  Miranda  (SAMHSA/OC); 

Sam,Brinton@thetrevorproiect.orR:  Bruce,  Crystal  (CDC/OPHPR/OD);  Carr,  Colleen; 
SCoggin@afsp.org;  ccreighton@suicidologv.org:  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC);  Curtin,  Sally  C.  (CDC/OPHSS/NCHS);  Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC);  Ashbv.Dodge@thetrevorproiect.org;  mgdvak@eiconline.org: 
JohnD@mhaofnvc.org;  fgonzalez@mhaofnvc.org;  Gass,  Jesse;  Hausman,  Bridgette; 
Hedegaard,  Holly  (CDC/OPHSS/NCHS);  Holland,  Kristin  (CDC/ONDIEH/NCIPC); 
aikulp@suicidologv.org:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC); 
wendv.e.lakso.civ@mail.mil;  plauricella@reingold.com; 
sheri.lunn@thetrevorproiect.org:  cmaxwell@suicidologv.org:  McElroy,  James 
(NIH/NIMH)  [E];  McShane,  Kristen  (SAMHSA/OC); 

steve.mendelsohn@thetrevorproiect.org:  eneelv@reingold.com;  AOBrien@afsp.org; 
O'Keefe,  Lindsey  (NIH/NIMH)  [E];  Amit.Palev@thetrevorproiect.org:  ipearsQn@nih.gov; 
Pearson,  Jane  L  (NIH/NIMH)  [E];  Reed,  Jerry;  dreidenberg@save.org:  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC);  mrosen@mhaofnvc.org:  michaelle.scanlon@nih.gov; 
Sobottka,  Linda;  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Stout,  Elly; 
calvin.stowell@thetrevorproiect.org;  AVactor@mhaofnvc.org;  Warner,  Margaret 
(CDC/OPHSS/NCHS);  katherine.v.warrick.civ@mail.mil; 
kevin.wong@thetrevorproiect.org;  Wright,  James  (SAMHSA/DPTSSP) 

Subject:  Media  Messaging  Work  Group  Call 

When:  Thursdav,  June  7,  2018  11:00  AM-11:30  AM  (UTC-05:00)  Eastern  Time  (US  & 
Canada). 


Where:  Phone  Number:  866-370-2808  (access  code  k'b>f6 


Phone  Number:  866-370-2808  (access  code  |(h)(6 
Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 


Following  the  email  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be 
released  on  June  5  will  now  be  released  on  June  7.  Additionally,  we  received  word  that 
we  will  not  be  receiving  an  embargoed  copy  so  we'll  be  rescheduling  our  MMWG  group 
call  (originally  scheduled  for  Thursday,  May  31)  to  Thursday,  June  7  at  11:00  a.m. 

The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop 
consensus  on  our  messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to 
join  the  call,  you  will  still  have  the  opportunity  to  weigh  in  on  the  statement  via  email. 
We  hope  you  can  Join  us  on  Thursday,  June  7  at  11:00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best, 

Hello  Media  Me'^saiging  Work  Group, 

We  wanted, to  call  to  your  attention  to  a  just-released  article  published  in  the  American 
Journal  of  Pfeu^ntive  Medicine  that  looks  at  county-specific  estimates  of  suicide  rates. 
The  paper  titled  '"County-level  Trends  in  Suicide  Rates  in  the  U.S..  2005-2015"  was 
written  by  our  Partner,  CDC  (authors  include:  Lauren  M.  Rossen,  Holly  Hedegaard,  Diba 
Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015 
for  99%  of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 
Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the 
western  and  northwestern  U.S.,  with  the  exception  of  southern  California  and  parts  of 
Washington, 

Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated 
suicide  rates  from  2005  to  2015,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify 
high  risk  and  need  for  more  coordinated  and  comprehensive  community-based  suicide 
prevention  efforts  in  the  U.S, 

While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at 
this  time,  we  encourage  you  to  reference  our  past  collective  statement  (written  in 
collaboration  with  the  MMWG  partners)  released  last  year  that  looks  at  suicide  rates  in 
urban  and  rural  areas.  You'll  notice  much  of  the  information  is  very  relevant  and  timely 
as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 
Data  released  by  @CDCInjury  featured  in  @AmJPrevMed  shows  county-level  trends  in 
suicide  rates  in  the  US  http://bit.lv/2IHo6hk 
New  article  featured  in  @AmJPrevMed  underscores  need  for  coordinated  and 
comprehensive  community-based  suicide  prevention  efforts  http://bit.tv/2IHo6hk 
•  Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted 
community-based  #suicideprevention  strategies  http://bit.lv/2IHo6hk  so  we  can 
reduce  annual  suicide  rate  20%  by  2025 


•  Rural  counties  in  the  U.S.  had  the  highest  estimated  suicide  rates  from  2005-2015 

according  to  just-released  (®AmJPrevMed  http://bit.lv/2IHo6hk 

•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in 

suicide  rates  over  time  and  develop  more  targeted  suicide  prevention  efforts 
http://bit.lv/2IHo6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need 

continued  research  on  community-level  risk  and  protective  factors  as  shown  in 
recent  data  by  @CDCiniurv  http://bit.lv/2IHo6hk 
When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner 
Twitter  handles: 

•  ^Action  Alliance 

•  @AASuicidologv 

•  @afspnational 

•  (gCDCInjury 

•  (aCDCMMWR 

•  ^DeptofPefense 

•  @DeptVetAffairs 

•  @EDCTweets 

•  (5)NIH 

•  @NlMHgov 

•  @Reinfioldlnc 

•  @samhsagov 

•  @SAVEvoicesofedu 

•  @SPRCtweets 

•  @TrevorProiect 

•  (5)800273TALK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

•  Action  Alliance's  Transforming  Communities:  Key  Elements  for  the  Implementation  of 

Comprehensive  Community-Based  Suicide  Prevention  -  A  resource  that  outlines 
strategic  components  that  should  guide  program  planning  and  implementation  at  the 
community  level. 

•  CPC's  Preventing  Suicide:  A  Technicai  Package  of  Policy,  Programs,  and  Practices- A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional 

relevant  data  to  inform  suicide  prevention  efforts  on  or  around  June  5  .  The  Action 
Alliance  Secretariat  does  plan  to  convene  this  group  to  develop  consensus  messaging 
around  this  impending  data  release.  In  preparation  for  this  larger  data  release,  we'll  be 
convening  the  MMWG  for  a  call  in  late  May  to  discuss  the  data  and  our  collective 
statement. 

REQUEST:  Please  join  us  for  a  pianning  cait  on  Thursday,  May  31  at  2:00  o.m.  ET  to 
pian  ahead  for  coiiective  statement  about  CDC  data. 


We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly.  If  you 
are  unable  to  participate  on  this  call,  you'll  have  the  opportunity  to  weigh  in  on  the 
statement  electronically. 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  13:41:22  +0000 

To:  Smith,  Lakeesha  (Shakiyia)  (CDC/ONDIEH/NCIPC) 

Subject:  RE;  Embargoed  until  1pm  June  7:  Vital  Signs;  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Thank  you!  Fingers  and  toes  crossed!!!! 

From:  Smith,  Lakeesha  (Shakiyia)  (CDC/OND!EH/NC!PC) 

Sent:  Thursday,  June  7,  2018  9:37  AM 
To:  Stone,  Deborah  (CDC/OND!EH/NC!PC) 

Subject:  FW:  Embargoed  unti!  1pm  June  7:  Vita!  Signs:  Contributing  Circumstances  to  Suicide  and 
increasing  Trends  in  State  Suicide  Rates 
Congratulations!!  Good  iuck  today!  I  know  you'!!  rock  it! 

S 

From:  Core  V!PP(CDC) 

Sent:  Thursday,  June  7,  2018  9:12  AM 

Subject:  Embargoed  unti!  1pm  June  7:  Vita!  Signs;  Contributing  Circumstances  to  Suicide  and  Increasing 
Trends  in  State  Suicide  Rates 

Dear  Colleague: 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  fVeekiy  Report  (MMWR)  article,  "‘Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
following  a  media  telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  \A/ebpage  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 


www.cdc.fiQv/svndication  and  search  on  the  term  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Sisns  Town  Hall  Teleconference  on  June  12  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  support. 


Debra  Hourv%  \ID,  ^^PH 
Director 

National  Center  for  Injuiy^  Pre\'ention  and  Control 


James  A.  Mercy,  PhD 
Director 

Dhision  of  Violence  Pres'ention 

National  Center  for  Injurj'  Pre\'ention  and  Control 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  13:31:27 +0000 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Subject:  RE;  Embargoed  until  1pm  June  7:  Vital  Signs;  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Thank  you. 

Deb 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  9:30  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Embargoed  until  1pm  June  7:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing 
Trends  in  State  Suicide  Rates 

Here  you  go.  Feel  free  to  add  your  own  note  before  sending  to  personalize. 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality)  Weekly  Report  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four- page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
following  a  media  telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occun'ed  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 

indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  infonnation 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
wwv/.cdc.ROv/syndication  and  search  on  the  term  Vital  Signs.  We  also  invite  you  to  Join  us  for 
the  Vital  Signs  Tovyn  Hall  Teleconference  on  June  12  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 


From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  09:14:58  -0400 

To:  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Cc;  Blair,  Janet  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);Black, 

Erin  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 
Subject:  RE:  EMBARGOED  UNTIL  1PM  June  7:  Vital  Signs:  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Thank  you  Shane.  Please  let  me  know  if  there  are  any  questions  from  the  NVDRS  folks  that  I  can  help 
with. 

From;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  9:13  AM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 
Subject;  RE:  EMBARGOED  UNTIL  1PM  June  7:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Good  morning  Malia, 

The  email  below  was  sent  to  NVDRS  Pis  at  9:01am.  Thank  you! 

Shane 

From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:36  PM 

To:  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC)  c£do4Pcdc-Eov> 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC)  <zud5ta)cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3(fflcdc.eov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(5)cdc.Eov> 

Subject;  EMBARGOED  UNTIL  1PM  June  7:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 

Shane  -  Here  Is  the  email  (below)  and  attachments  to  share  with  NVDRS  Pis  tomorrow  morning  at  Bam 
(please  do  not  send  out  before  9am).  As  requested  by  the  NVDRS  principle  Investigators,  I've  also 
attached  internal  talking  points  that  they  may  use  if  they  choose. 

Malia 

++++++++++++++-I-++++++-I-++++++++++++++++-I-++++++++++++++++-I-++ 

Dear  NVDRS  Principle  Investigators: 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic  each 
month.  This  month's  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C.,  examines 
contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive  suicide 
prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  "Vital  Signs:  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,"  and  a  four-page  consumer  fact  sheet.  This  latest  edition  of 
CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a  media 
telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 


•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015  indicate 

that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information  broadly 
with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpageto  find  the  MMWR  article,  fact  sheet, 
and  other  materials.  Take  advantage  of  CPC's  social  media  tools,  such  as  the  Vital  Signs  buttons  and 
email  updates.  Visit  CDCs  Public  Health  Media  Library  at  www.cdc.gov/svndication  and  search  on  the 
term  Vital  Signs.  We  also  invite  you  to  join  us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at 
2:00  pm  (EST). 

Social  Media  Handles  and  Twitter  Ctiat: 

Please  save  the  date  for  our  upcoming  Twitter  chat: 

The  Twitter  chat,  scheduled  for  June  11^^  from  2-3PM  ET,  will  be  co-hosted  by  CDC  ({gCDCInjury)  and 
The  National  Action  Alliance  for  Suicide  Prevention  ({^Action  Alliance)> 

Day:  Monday,  June  11^^ 

Time:  2:00-3:00PM  ET 

Place:  Twitterxom  from  your  computer  or  mobile  device  and  search  the  hashtag  #SuicideChat 
During  the  chat,  you'll  be  able  to: 

•  Gain  key  insights  into  the  most  recent  @CDCInJury  Vital  Signs  issue 

•  Ask  questions  of  experts  from  @CDCInjury  and  @Action_Alliance 

•  Share  your  own  prevention  resources  and  stories 
Spread  the  Word 

•  Tweet:  Join  the  @CDCinjury  &  @ActionAlliance  #SuicideChat  on  Monday  June  11  2-3PM  ET.  Topics 

covered  include  the  latest  @CDCgov  #VltalSigns  issue  and  rates  of  #suicide  in  the  US. 
Additionally,  watch  for  social  posts  from  these  handles: 
o  CDC  Facebook 
o  CDC  Twitter 
o  CDC  eHealth  Twitter 

o  CDC  Injury  Twitter 
o  CDC  VetoViolence  Facebook 

o  CDC  Linkedln 
o  CDC  Google+ 
o  CDC  Pinterest 


o  CDC  Instagram  (check  the  stories  after  1pm  ET) 
o  CDC  Director  Twitter 


From:  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Sent:  6  Jun  2018  18:14:25  -0400 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Cc;  Blair,  Janet  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);Black, 

Erin  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 
Subject:  RE;  EMBARGOED  UNTIL  1PM  June  7:  Vital  Signs:  Contributing  Circumstances  to 

Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Awesome!  I  will  not  release  until  9:01am. 

Shane 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:36  PM 
To:  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 
Subject:  EMBARGOED  UNTIL  1PM  June  7:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 

Shane  -  Here  is  the  email  (below)  and  attachments  to  share  with  NVDRS  Pis  tomorrow  morning  at  9am 
(please  do  not  send  out  before  9am).  As  requested  by  the  NVDRS  principle  investigators,  I've  also 
attached  internal  talking  points  that  they  may  use  if  they  choose. 

Malta 

+++++++++++++++++++++++++++++++++++++++++++++++++++++++-I-++ 

Dear  NVDRS  Principle  Investigators; 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic  each 
month.  This  month's  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C.,  examines 
contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive  suicide 
prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  "Vital  Signs;  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,"  and  a  four-page  consumer  fact  sheet.  This  latest  edition  of 
CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a  media 
telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 

increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015  indicate 

that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone,  including 

relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information  broadly 
with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Webpageto  find  the  MMWR  article,  fact  sheet, 
and  other  materials.  Take  advantage  of  CDC's  social  media  tools,  such  as  the  Vital  Signs  buttons  and 
email  updates.  Visit  CDC's  Public  Health  Media  Library  at  www.cdc.gov/svndicatiQn  and  search  on  the 


term  Vital  Signs*  We  also  invite  you  to  join  us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at 
2:00pm(EST)* 

Social  Media  Handles  and  Twitter  Chat: 

Please  save  the  date  for  our  upcoming  Twitter  chat: 

The  Twitter  chat,  scheduled  for  June  11^^  from  2-3PI\/I  ET,  will  be  co-hosted  by  CDC  (jQCDCIniurv)  and 
The  National  Action  Alliance  for  Suicide  Prevention  (@Action  Alliance). 

Day:  Monday,  June 
Time:  2:00-3 :00PM  ET 

Place:  Twitter.com  from  your  computer  or  mobile  device  and  search  the  hashtag  ttSuicideChat 
During  the  chat,  you'll  be  able  to: 

•  Gain  key  insights  into  the  most  recent  @CDCInjury  Vital  Signs  issue 

•  Ask  questions  of  experts  from  @CDCInjurv  and  (5)Action_Alliance 

•  Share  your  own  prevention  resources  and  stories 
Spread  the  Word 

•  Tweet:  Join  the  @CDCinjury  &  @ActionAlliance  #SuicideChat  on  Monday  June  11  2-3PM  ET.  Topics 

covered  include  the  latest  @CDCgov  #Vital5igns  issue  and  rates  of  #suicide  in  the  US. 
Additionally,  watch  for  social  posts  from  these  handles: 
o  CDC  Facebook 
o  CDC  Twitter 
o  CDC  eHealth  Twitter 

o  CDC  Injury  Twitter 
o  CDC  VetoViolence  Facebook 

Q  CDC  Linked  In 
o  CDCGoogle+ 
o  CDC  Pinterest 

Q  CDC  InstaRfam  (check  the  stories  after  1pm  ET) 

Q  CDC  Director  Twitter 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  4  May  2018  11:58:55  -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Cc;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 

No  problem,  thanks. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  4,  2018  10:20  AM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Sokler,  Lynn  (CDC/OD/OADC) ;  Omisore,  Shannon 
L.  (CDC/OD/OADC) 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  everyone, 

Given  the  urgent  need  to  prepare  the  next  version  for  Dr.  Schuchat,  I  am  going  to  take  out  the  sentence. 

I  agree  with  Brandy's  point  that  saying  more  research  is  needed  takes  away  from  the  impact  of  our 
other  points  in  that  paragraph. 

We  can  consider  if  there  are  other  ways  to  address  this  issue  in  the  FS  or  other  materials.  I  think  the 
telebrief  is  a  good  opportunity. 

-Tom 

From;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Friday,  May  4,  2018  10:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdcgoy>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4(g)cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zs20^cdcgpy>;  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.eov>  '  ' 

Subject;  RE:  Fact  Sheet  revisions-telebrief  revisions  :  '  I  ,  ' i  ' 

Adding  Rich,  Lynn,  and  Shannon.  ■  i 

I  don’t  think  the  “Although  the  reasons  for  the  increases  need  more  study”  d'lttusd  is.  ripeded  for 
the  following  reasons: 

1 )  Aside  from  a  couple  of  topics  (ie  tobacco),  most  reasons  for  increases  in  disease  trends  need 
more  study  or  are  multi-factorial.  So  it’s  sort  of  a  given.  It’s  the  whole  “more  research  is  needed” 
sentence  at  the  end  of  a  discussion  section  that  make  ppl  cringe.  More  research  is  always  needed. 

2)  It  makes  the  reader  pause  before  getting  to  the  meat  of  the  sentence  and  your  SOHCO  which 
is  that  many  factors  contribute  to  suicide.  So  it  water  downs  one  of  your  main  points. 

3)  We  try  hard  not  to  start  sentences  with  a  prepositional  phrase  be  it’s  not  clear  language  and 
makes  the  sentence  harder  to  understand,  which  again  will  soften  the  impact  of  your  main 
SOHCO. 

4)  Recommend  including  that  the  reasons  for  increases  is  not  fully  understood  as  part  of  the 
telebriefing  script  and  Q&As.  Media  is  going  to  ask  your  hypothesis  for  the  increases  even  if  you 
put  in  the  FS,  more  research  is  needed. 

Thanks, 

Brandy 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9fc6cdc.gov> 

Date:  May  4,  2018  at  9:15:01  AM  EDT 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@!cdc.^ov>,  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>.  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc^gov> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 

I  think  the  phrase  is  useful;  without  it  people  will  think  the  contributing  factors  we  list  subsequently  are 
responsible  for  the  increases  just  mentioned.  They  may  be  but  we  don't  know.  I  think  it  keeps  us  more 
honest. 

Deb 

From;  Simon/Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  4,  2018  8:01  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.fiOV>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Subject;  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Brandy,  Erin,  Deb, 

We  are  getting  different  opinions  about  the  following  sentence; 

Although  the  reasons  for  the  increases  need  more  study,  many  factors  are  known  to  contribute  to 
suicide. 

Several  people  have  said  that  we  need  something  like  this  because  there  is  so  much  emphasis  on  the 
increasing  rates  we  need  to  acknowledge  that  we  don't  know  why  the  increase  is  happening.  We  don't 
have  the  space  to  fully  describe  what  people  think  is  happening  with  the  increase.  This  sentence 
transitions  to  the  description  of  circumstances.  Others  have  said  it  is  not  necessary. 

Do  you  feel  strongly  either  way? 

‘Tom 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent;  Thursday,  May  3,  2018  6:38  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tR59@cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zszQ#cdc.gQV>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <tgx6@cdc.gQV>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQV>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eoy>:  Richmond- 
Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.EQV>;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<uzu3@cdc.gQV> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rfas4@cdc.gov>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Subject;  RE:  Fact  Sheet  revisions-telebrief  revisions 
Tom, 

That  sentence  will  be  added  to  the  FS.  Attached  are  the  Word  and  PDF  files.  Brandy  has  reviewed  the 
fact  sheet  and  left  some  suggested  changes.  Please  read  the  comments  and  indicate  whether  the 
changes  can  be  made.  If  you  disagree  with  a  suggestion,  please  delete  the  comment  box  or  sticky.  For 
the  PDF,  most  of  her  comments  are  regarding  the  graphics  on  page  3.  For  example,  can  "lethal"  be 
changed  to  "deadly"  in  the  graphic  at  the  bottom  of  page  3? 

Please  respond  by  Friday,  May  4  at  10  a.m.  The  fact  sheet  is  going  to  be  sent  to  OD  on  Friday,  so  this 
would  allow  enough  time  for  the  graphic  artist  to  work  on  the  fact  sheet. 

Thanks, 

Shannon 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  May  3,  2018  5:25  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO]®cdcgoy>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6{®cdcgoy>; 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.EQV>;  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc,EQV>:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gQV>:  DeNoon,  Daniel 
(CDC/OD/OADC)  (CTR)  <xlz4^cdc.gQV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8(@cdc.gQV>: 
Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.ROV>:  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR) 
<xlz4Pcdc.Rov>:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3{Scdc.gov>:  Schieber,  Richard  A* 
(CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.EOV>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gQV> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Lynn  and  Shannon, 

I  had  not  noticed  that  the  bullets  above  the  pie  charts  were  dropped.  Can  we  still  add  at  least  the 
following  bullet  to  explain  what  the  pie  charts  mean? 

•  People  without  known  mental  health  problems  were  more  likely  to  be  male  and  to  die  by  firearm. 
Otherwise,  the  pie  charts  are  hard  to  interpret. 

Thank  you, 

Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  3,  2018  2:21  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc,gov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6Pcdc,gov>: 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(@cdc.E0V>:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hyl5@cdcgoy>;  DeNoon,  Daniel 
(CDC/OD/OADC)  (CTR)  <xiz4(@cdc.Rov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS@cdc.gov>: 
Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>:  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR) 
<xlz4@cdc.gov>:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4(g>cdc.fiOv>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Lynn  and  VS  team, 

Thank  you  very  much  for  all  your  help  on  the  fact  sheet  and  for  talking  through  some  important  issues 
this  morning.  I  am  attaching  a  tracked  version  of  the  Word  document  and  a  version  of  the  pdf  with 
stickies  added.  Hopefully  all  of  these  comments  are  clear  but  let  me  know  if  you  have  any  questions. 

I  think  the  two  big  issues  are: 

First,  trying  to  make  the  top  image  on  page  3  work  better.  We  liked  the  suggestions  you  offered  on  the 
call  to  connect  the  bullets  to  the  boxes  by  using  the  same  colored  fiorit  for  1jte|f:(rst  work.  Our 
communications  team  suggested  some  other  helpful  edits.  .1;,  ' 

Second,  we'd  like  to  make  the  two  boxes  (media  and  Lifeline)  fit  4-  Word  document  I 

provided  draft  examples  of  the  boxes  that  we  hope  will  work. 

We  look  forward  to  seeing  the  next  version. 

Thank  you, 

“Tom 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  May  2,  2018  12:18  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6f5>cdc.EOV>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.E0V>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gQV>;  Black,  Erin 


(CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>:  Omisore,  Shannon  L  (CDC/OD/OADC)  <hvl5Pcdc.Eov>: 
DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4@cdc.^QV>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.Eov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.EOV>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO@cdc.gQV>;  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4@cdc.ROV>:  Grusich,  Katherina  (Kate) 
(CDC/OD/OADC)  <vhb3@cdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gQV>; 
Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Subject:  Fact  Sheet  revisi on s-tele brief  revisions 
Hi  Crystal, 

Attached  is  the  revised  Fact  Sheet  for  your  review.  WeVe  done  some  more  work  on  the  telebrief  script 
as  well. 

So,  could  you  please  do  the  following: 

•  Provide  Fact  Sheet  graphic  changes  in  stickies  on  the  pdf 

•  Provide  Fact  Sheet  text  changes  in  the  Word  document  in  track  changes 

•  Provide  telebrief  changes  in  track  changes  to  the  CLEAN  document.  We  need  you  to  provide  Dr. 

Adam's  comments  to  it  as  well. 

•  Under  separate  cover,  we  provided  press  release  changes  that  we  need  you  to  accept,  or  edit,  and 

give  us  back  a  CLEAN  and  TRACKED  copy.  I've  reattached  here  to  make  it  easier  for  you. 

We'd  like  to  have  all  changes  NLT  COB  tomorrow  so  that  we  have  Thurs  to  revise  and  for  your  review.  In 
an  earlier  email  I  mentioned  shorter  timeframes.  I  am  thinking  that  If  you  have  any  of  these  documents 
ready  before  COB,  please  send  them  along  (doesn't  have  to  be  in  one  email).  For  example,  if  the  Fact 
Sheet  is  ready  first  with  edits,  please  get  that  back  to  us  so  we  can  give  the  artist  more  time  for  changes. 
I  plan  to  send  everything  for  the  pre-brief  out  to  everyone  on  Monday. 

Thanks  much,  Lynn 
From:  Bailey,  Keith  (CDC/OD/OADC) 

Sent:  Wednesday,  May  2,  2018  10:12  AM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQ@cdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5fg>cdc.gQV> 

Subject:  RE:  June  VS  FS:  Changes 
Hi  Lynn, 

Please  see  updated  pdf  and  word  files  for  June  edition  of  Vital  signs. 

Thanks, 

Keith 

Keith  A.  Bailey 

Visual  Information  Specialist  (Design  Team] 

Graphic  Services  Branch,  Division  of  Communication  Services 

Office  of  the  Associate  Director  for  Communication 

Centers  for  Disease  Control  and  Prevention 

1600  Clifton  Rd,  NE  (MS  G-27)  Atlanta,  GA  30333 

Phone:404-718-5403 

Tour  of  Duty:  7  A.M.-  3:30  P.M. 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Tuesday,  May  1,  2018  3:26  PM 

To:  Bailey,  Keith  (CDC/OD/OADC)  <Qkk0^cdc.Eov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQPcdc.Eov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc.Eov> 

Subject:  RE:  June  VS  FS:  Changes 
Hi  Keith, 


Thanks!  I  will  review  this  in  the  morning.  Please  pull  the  Word  file  for  the  May  Vital  Signs  fact  sheet. 
Shannon 

From:  Bailey,  Keith  (CDC/OD/OADC) 

Sent:  Tuesday,  May  1,  2018  3:14  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5Pcdc.TOV> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszOPcdc.gQV> 

Subject:  RE:  June  VS  FS:  Changes 
Hi  Shannon, 

Please  find  attached,  the  latest  iteration  of  the  June  Edition  of  Vital  Signs.  Also,  please  note  that  all  of 
the  suggested  edits  provided  to  me,  via  both  pdf  and  word  files,  have  been  applied.  Several  things  are 
worth  mentioning.  The  photographs  pasted  into  the  PDF,  by  "Program'",  were  treated  as  a  visual  guide 
to  use  similar  ones.  For  the  map  on  page  two,  there  is  the  singular  use  of  blue  which  was  broken  down 
into  different  gradations/tints  in  response  to  the  comment  made  about  "depth  of  color". 

Here  is  hoping  all  is  in  order  to  keep  things  moving  along  to  subsequent  phases  in  the  production 
process. 

Thank  you, 

Keith 

Keith  A.  Bailey 

Visual  Information  Specialist  (Design  Team) 

Graphic  Services  Branch,  Division  of  Communication  Services 
Office  of  the  Associate  Director  for  Communication 
Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Rd,  NE  (MS  G-27)  Atlanta,  GA  30333 
Phone^  404-718-5403 

Tour  of  Duty:  7  A.M.~  3:30  P.M. 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  April  27,  2018  2:26  PM 

To:  Bailey,  Keith  (CDC/OD/OADC)  <okkQ(5)cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdc.gQv> 

Subject:  RE:  June  VS  FS:  Changes 
The  changes  are  for  the  June  VS. 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  April  27,  2018  2:25  PM 

To:  Bailey,  Keith  (CDC/OD/OADC)  <okkQg?cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdc.ROv> 

Subject:  May  VS  FS:  Changes 
Hi  Keith, 

Attached  are  changes  for  the  fact  sheet  indicated  in  the  PDF  and  Word  files.  Also  attached  are  the  pie 
charts  to  replace  the  current  ones  and  the  PowerPoint  of  the  graphic  on  page  3.  Please  feel  free  to 
contact  me  with  any  questions  or  concerns.  To  view  the  graphic  at  the  bottom  of  page  2  in  the  Word 
file,  select  the  simple  markup  or  no  markup  option.  Please  update  this  fact  sheet  and  send  to  us  by  the 
close  of  business  (COB)  on  Tuesday,  May  1. 

Thanks, 

Shannon 

Shannon  Omisore,  MA 

Health  Communication  Specialist 

Office  of  the  Associate  Director  for  Communication 

2500  Century  Parkway,  MS  E-21 

Atlanta,  GA  30345 


Office;  404-498-0153 
E-mail:  hivl5@cdc.gov 


CDC(^/7 


Saving  LivW. 

Peopte' 


From: 

Sent: 

To: 

Subject: 


Black,  Erin  (CDC/ONDIEH/NCIPC) 

4  May  2018  11:13:36-0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);5imon,  Thomas  (CDC/ONDIEH/NCIPC) 
RE:  Fact  Sheet  revisions-telebrief  revisions 


Are  we  over  our  word  limit  is  that  why  they  are  pushing  back  so  much? 

From;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Friday,  May  4,  2018  10:27  AM 
To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Sokler,  Lynn  (CDC/OD/OADC) ;  Omisore,  Shannon 
L.  (CDC/OD/OADC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
Subject;  RE:  Fact  Sheet  revisions-telebrief  revisions 

Can  address  increases  need  more  research  in  tele  briefing  script  to  get  ahead  of  question.  Also  it 
is  in  MMWR.  Even  if  you  say  more  research  needed  in  FS,  media  will  ask  what  are  your  guesses 
as  to  why.  I  think  having  it  in  FS  uses  up  real  estate  iwith  info  that  doesn’t  contribute  to  your 
main  message.  But  more  importantly,  it  complexes  the  sentence  which  takes  away  from  the 
punch  of  a  definitive  statement  that  “Many  factors  contribute  to  suicide.”-  which  is  your 


SOHCO. 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm 7 @cdc . go v> 

Date:  May  4,  2018  at  10:18:23  AM  EDT 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.[;ov> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4rdtcdc.gov>.  Sokler,  Lyim 
(CDC/OD/OADC)  <zszQ@cdc.gov>.  Omisore,  Shannon  L.  (CDC/OD/OADC) 

<hyl5fecdc.gov>.  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9rg.;cdc . gov>.  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 

I  do  think  a  natural  question  will  be  WHY  are  rates  increasing  so  it's  helpful  to  elude  to  the  fact  that  we 
don't  have  all  the  answers  but  that  more  studies  are  needed  (and  thus  more  resources  are  needed  to 
conduct  those  studies),  If  we  don't  provide  this  answer  ourselves,  everyone  using  our  materials  will 
make  up  their  own  answer  so  best  to  give  them  the  message  we  think  is  most  appropriate/accurate. 
From;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent;  Friday,  May  4,  2018  10:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9i5)cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.£ov> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>:  Sokler,  Lynn  (CDC/OD/OADC) 
<zsz0@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6(5)cdc.eov> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Adding  Rich,  Lynn,  and  Shannon. 

I  don’t  think  the  “Although  the  reasons  for  the  increases  need  more  study”  clause  is  needed  for 
the  following  reasons: 

1)  Aside  from  a  couple  of  topics  (ie  tobacco),  most  reasons  for  increases  in  disease  trends  need 
more  study  or  are  multi-factorial.  So  it’s  sort  of  a  given.  It’s  the  whole  “more  research  is  needed” 
sentence  at  the  end  of  a  discussion  section  that  make  ppl  cringe.  More  research  is  always  needed. 


2)  It  makes  the  reader  pause  before  getting  to  the  meat  of  the  sentence  and  your  SOHCO  which 
is  that  many  factors  contribute  to  suicide.  So  it  water  downs  one  of  your  main  points. 

3)  We  try  hard  not  to  start  sentences  with  a  prepositional  phrase  be  it’s  not  clear  language  and 
makes  the  sentence  harder  to  understand,  which  again  will  soften  the  impact  of  your  main 
SOHCO. 

4)  Recommend  including  that  the  reasons  for  increases  is  not  fully  understood  as  part  of  the 
telebriefing  script  and  Q&As.  Media  is  going  to  ask  your  hypothesis  for  the  increases  even  if  you 
put  in  the  FS,  more  research  is  needed. 

Thanks, 

Brandy 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Date:  May  4,  2018  at  9:15:01  AM  EDT 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>.  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>.  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gQv> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 

I  think  the  phrase  is  useful;  without  it  people  will  think  the  contributing  factors  we  list  subsequently  are 
responsible  for  the  increases  just  mentioned.  They  may  be  but  we  don't  know.  I  think  it  keeps  us  more 
honest. 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  4,  2018  8:01  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7(S)cdc.Eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(Scdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.Eov> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Brandy,  Erin,  Deb, 

We  are  getting  different  opinions  about  the  following  sentence: 

Although  the  reasons  for  the  increases  need  more  study,  many  factors  are  known  to  contribute  to 
suicide. 

Several  people  have  said  that  we  need  something  like  this  because  there  is  so  much  emphasis  on  the 
increasing  rates  we  need  to  acknowledge  that  we  don't  know  why  the  increase  is  happening.  We  don't 
have  the  space  to  fully  describe  what  people  think  is  happening  with  the  increase.  This  sentence 
transitions  to  the  description  of  circumstances.  Others  have  said  it  is  not  necessary. 

Do  you  feel  strongly  either  way? 

-Tom 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Thursday,  May  3,  2018  6:38  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tKS9g>cdc.Eov>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zsz0@cdc.eov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6g)cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9^cdcgpy>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc-gov>:  Richmond- 
Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.eov>;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<uzu3@cdc.eov> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rb54@cdc.gov>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gOV> 

Subject;  RE:  Fact  Sheet  revisions-telebrief  revisions 


Tom, 

That  sentence  will  be  added  to  the  FS.  Attached  are  the  Word  and  PDF  files.  Brandy  has  reviewed  the 
fact  sheet  and  left  some  suggested  changes.  Please  read  the  comments  and  indicate  whether  the 
changes  can  be  made.  If  you  disagree  with  a  suggestion,  please  delete  the  comment  box  or  sticky.  For 
the  PDF,  most  of  her  comnients  ,^re  f^^garding  the  graphics  on  page  3.  For  example,  can  'lethal"  be 
changed  to  "deadly"  in  th^jgraphjc  at  the  bottom  of  page  3? 

Please  respond  by  Friday,  May  at sheet  is  going  to  be  sent  to  OD  on  Friday,  so  this 
would  allow  enough  time;  for  the g^^aphic  artist  to  work  on  the  fact  sheet. 

Thanks, 

Shannon 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  3,  2018  5:25  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQPcdc,gov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6^cdc.Rov>: 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.RQV>:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>:  DeNoon,  Daniel 
(CDC/OD/OADC)  (CTR)  <xlz4(a)cdc,gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.^ov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.ROV>:  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR) 
<xlz4@cdc.gQv>:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.Rov>:  Schieber,  Richard  A, 
(CDC/OPHSS/CSELS/DPHID)  <rbs4{5>cdc.EOV>:  Peaker,  Brandy  (CDC/OPHS5/CSEL5/DPHID) 
<vha6@cdc.gov> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Lynn  and  Shannon, 

I  had  not  noticed  that  the  bullets  above  the  pie  charts  were  dropped.  Can  we  still  add  at  least  the 
following  bullet  to  explain  what  the  pie  charts  mean? 

•  People  without  known  mental  health  problems  were  more  likely  to  be  male  and  to  die  by  firearm. 
Otherwise,  the  pie  charts  are  hard  to  interpret. 

Thank  you, 

Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  3,  2018  2:21  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQ(g)cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <i£x6@cdcgpy>; 
Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<cepm7^cdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hyl5^cdcgpy>;  DeNoon,  Daniel 
(CDC/OD/OADC)  (CTR)  <xlz4@cdc.gov>;  RIchmond-Crum,  MaNa  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5(g>cdc.ROV>;  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR) 
<xlz4@cdc.gov>;  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.gov>:  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rb54@cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6g)cdc.gov> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Lynn  and  VS  team, 

Thank  you  very  much  for  all  your  help  on  the  fact  sheet  and  for  talking  through  some  important  issues 
this  morning.  I  am  attaching  a  tracked  version  of  the  Word  document  and  a  version  of  the  pdf  with 
stickies  added.  Hopefully  all  of  these  comments  are  clear  but  let  me  know  if  you  have  any  questions. 

I  think  the  two  big  issues  are: 


First  trying  to  nnake  the  top  image  on  page  3  work  better.  We  liked  the  suggestions  you  offered  on  the 
call  to  connect  the  bullets  to  the  boxes  by  using  the  same  colored  font  for  the  first  work.  Our 
communications  team  suggested  some  other  helpful  edits. 

Second,  we'd  like  to  make  the  two  boxes  (media  and  Lifeline)  fit  on  page  4.  In  the  Word  document  I 
provided  draft  examples  of  the  boxes  that  we  hope  will  work. 

We  look  forward  to  seeing  the  next  version. 

Thank  you, 

-Tom 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  May  2,  2018  12:18  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6@cdc.EOV>:  Stone,  Deborah  {CDC/ONDIEH/NCIPC) 
<zaf9j®cdcgpy>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.E0V>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.E0V>;  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5Pcdc.EOV>: 
DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4@cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8Pcdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5Pcdc.gov>:  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO@cdc.gQv>:  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4(@cdc.gov>;  Grusich,  Katherina  (Kate) 
(CDC/OD/OADC)  <vhb3Pcdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>: 
Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Subject:  Fact  Sheet  revisi on s-tele brief  revisions 
Hi  Crystal, 

Attached  is  the  revised  Fact  Sheet  for  your  review.  We've  done  some  more  work  on  the  telebrief  script 
as  well. 

So,  could  you  please  do  the  following: 

•  Provide  Fact  Sheet  graphic  changes  in  stickies  on  the  pdf 

•  Provide  Fact  Sheet  text  changes  in  the  Word  document  in  track  changes 

•  Provide  telebrief  changes  in  track  changes  to  the  CLEAN  document.  We  need  you  to  provide  Dr 

Adam's  comments  to  it  as  well. 

•  Under  separate  cover,  we  provided  press  release  changes  that  we  need  you  to  accept,  or  edit,  and 

give  us  back  a  CLEAN  and  TRACKED  copy.  I've  reattached  here  to  make  it  easier  for  you. 

We'd  like  to  have  all  changes  NLT  COB  tomorrow  so  that  we  have  Thurs  to  revise  and  for  your  review.  In 
an  earlier  email  I  mentioned  shorter  timeframes.  I  am  thinking  that  If  you  have  any  of  these  documents 
ready  before  COB,  please  send  them  along  (doesn't  have  to  be  in  one  email).  For  example,  if  the  Fact 
Sheet  is  ready  first  with  edits,  please  get  that  back  to  us  so  we  can  give  the  artist  more  time  for  changes, 
I  plan  to  send  everything  for  the  pre-brief  out  to  everyone  on  Monday. 

Thanks  much,  Lynn 
From;  Bailey,  Keith  (CDC/OD/OADC) 

Sent;  Wednesday,  May  2,  2018  10:12  AM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov> 

Cc;  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.EOV> 

Subject:  RE:  June  VS  FS:  Changes 
Hi  Lynn, 

Please  see  updated  pdf  and  word  files  for  June  edition  of  Vital  signs. 

Thanks, 

Keith 

Keith  A.  Bailey 

Visual  Information  Specialist  (Design  Team] 

Graphic  Services  Branch,  Division  of  Communication  Services 


Office  of  the  Associate  Director  for  Communication 
Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Rd,  NE  {MS  G-27)  Atlanta,  GA  30333 
Phone;  404-718-5403 

Tour  of  Duty:  7  AM.-  3:30  P,fV1. 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent;  Tuesday,  May  1,  2018  3:26  PM 

To:  Bailey,  Keith  (CDC/OD/OADC)  <QkkQ(5)cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <Z5zQ@cdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc.EQV> 

Subject:  RE:  June  VS  FS:  Changes 
Hi  Keith, 

Thanks!  I  will  review  this  in  the  morning.  Please  pull  the  Word  file  for  the  May  Vital  Signs  fact  sheet* 
Shannon 

From:  Bailey,  Keith  (CDC/OD/OADC) 

Sent:  Tuesday,  May  1,  2018  3:14  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.EQV> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0Pcdc*KQV> 

Subject:  RE:  June  VS  FS:  Changes 
Hi  Shannon, 

Please  find  attached,  the  latest  iteration  of  the  June  Edition  of  Vital  Signs.  Also,  please  note  that  all  of 
the  suggested  edits  provided  to  me,  via  both  pdf  and  word  files,  have  been  applied.  Several  things  are 
worth  mentioning.  The  photographs  pasted  into  the  PDF,  by  "Program",  were  treated  as  a  visual  guide 
to  use  similar  ones.  For  the  map  on  page  two,  there  is  the  singular  use  of  blue  which  was  broken  down 
into  different  gradations/tints  in  response  to  the  comment  made  about  "depth  of  color". 

Here  is  hoping  all  is  in  order  to  keep  things  moving  along  to  subsequent  phases  in  the  production 
process. 

Thank  you, 

Keith 

Keith  A*  Bailey 

Visual  Information  Specialist  (Design  Team) 

Graphic  Services  Branch,  Division  of  Communication  Services 
Office  of  the  Associate  Director  for  Communication 
Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Rd,  NE  {MS  G-27)  Atlanta,  GA  30333 
Phoner  404-718-5403 

Tour  of  Duty:  7  A,M.-  3:30  P.M. 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  April  27,  2018  2:26  PM 

To:  Bailey,  Keith  (CDC/OD/OADC)  <okk0@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0^cdc.gov> 

Subject;  RE:  June  VS  FS:  Changes 
The  changes  are  for  the  June  VS, 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  April  27,  2018  2:25  PM 

To:  Bailey,  Keith  (CDC/OD/OADC)  <okk0g)cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0g)cdc.gov> 

Subject:  May  VS  FS:  Changes 
Hi  Keith, 


Attached  are  changes  for  the  fact  sheet  indicated  in  the  PDF  and  Word  files.  Also  attached  are  the  pie 
charts  to  replace  the  current  ones  and  the  PowerPoint  of  the  graphic  on  page  3.  Please  feel  free  to 
contact  me  with  any  questions  or  concerns.  To  view  the  graphic  at  the  bottom  of  page  2  in  the  Word 
file,  select  the  simple  markup  or  no  markup  option.  Please  update  this  fact  sheet  and  send  to  us  by  the 
close  of  business  (COB)  on  Tuesday,  May  1. 

Thanks, 

Shannon 

Shannon  Omisore,  MA 

Health  Communication  Specialist 

Office  of  the  Associate  Director  for  Communication 

2500  Century  Parkway,  MS  E-21 

Atlanta,  GA  30345 

Office:  404-498-0153 

E-mail:  hvl5^cdc.gov 


From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPH ID) 

Sent:  4  May  2018  10:28:30  -0400 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID};Sokler,  Lynn 

(CDC/OD/OADC);Omisore,  Shannon  L.  (CDC/OD/OADC);Stone,  Deborah 
(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 

Son'y-  emails  crossed.  Good  dialogue  team.  Brandy 


From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Date:  May  4,  2018  at  10:26:37  AM  EDT 
To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) .  Sokler,  Lynn 
(CDC/OD/OADC) ,  Omisore,  Shannon  L.  (CDC/OD/OADC)  ,  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  ,  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 

Can  address  increases  need  more  research  in  telebriefing  script  to  get  ahead  of  question. 
Also  it  is  in  MMWR.  Even  if  you  say  more  research  needed  in  FS,  media  will  ask  what 
are  your  guesses  as  to  why.  I  think  having  it  in  FS  uses  up  real  estate  iwith  info  that 
doesn’t  contribute  to  your  main  message.  But  more  importantly,  it  complexes  the 
sentence  which  takes  away  from  the  punch  of  a  definitive  statement  that  “Many  factors 
contribute  to  suicide.”-  which  is  your  SOHCO. 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Date:  May  4, 20 18  at  10:18:23  AM  EDT 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ,  Sokler,  Lyim 
(CDC/OD/OADC) ,  Omisore,  Shannon  L.  (CDC/OD/OADC)  ,  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ,  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 

I  do  think  a  natural  question  will  be  WHY  are  rates  increasing  so  it's  helpful  to  elude  to  the  fact 
that  we  don't  have  all  the  answers  but  that  more  studies  are  needed  (and  thus  more  resources 
are  needed  to  conduct  those  studies).  If  we  don't  provide  this  answer  ourselves,  everyone  using 
our  materials  will  make  up  their  own  answer  so  best  to  give  them  the  message  we  think  is  most 
appropriate/accurate. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Friday,  May  4,  2018  10:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 


(CDC/ONDIEH/NCIPC) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Sokler,  Lynn  (CDC/OD/OADC) ;  Omisore, 
Shannon  L.  (CDC/OD/OADC) ;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Subject;  RE:  Fact  Sheet  revisions-telebrief  revisions 
Adding  Rich,  Lynn,  and  Shannon. 

I  don't  think  the  "Although  the  reasons  for  the  increases  need  more  study"  clause  is 
needed  for  the  following  reasons: 

1)  Aside  from  a  couple  of  topics  (ie  tobacco),  most  reasons  for  increases  in  disease 
trends  need  more  study  or  are  multi-factorial.  So  it's  sort  of  a  given.  It's  the  whole 
"more  research  is  needed"  sentence  at  the  end  of  a  discussion  section  that  make  ppl 
cringe.  More  research  is  always  needed. 

2)  It  makes  the  reader  pause  before  getting  to  the  meat  of  the  sentence  and  your 
SOHCO  which  is  that  many  factors  contribute  to  suicide.  So  it  water  downs  one  of  your 
main  points. 

3)  We  try  hard  not  to  start  sentences  with  a  prepositional  phrase  be  it's  not  clear 
language  and  makes  the  sentence  harder  to  understand,  which  again  will  soften  the 
impact  of  your  main  SOHCO. 

4)  Recommend  including  that  the  reasons  for  increases  is  not  fully  understood  as  part  of 
the  telebriefing  script  and  Q&As.  Media  is  going  to  ask  your  hypothesis  for  the  increases 
even  if  you  put  in  the  FS,  more  research  is  needed. 

Thanks, 

Brandy 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Date:  May  4,  2018  at  9:15:01  AM  EDT 

To:  Simon,  Thomas  (CDC/ONDlEH/NClPC)  <tgs9@cdc.gov>.  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>.  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 

I  think  the  phrase  is  useful;  without  it  people  will  think  the  contributing  factors  we  list 
subsequently  are  responsible  for  the  increases  just  mentioned.  They  may  be  but  we  don't  know. 
I  think  it  keeps  us  more  honest. 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  4,  2018  8:01  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7pcdc.eov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Brandy,  Erin,  Deb, 

We  are  getting  different  opinions  about  the  following  sentence: 

Although  the  reasons  for  the  increases  need  more  study,  many  factors  are  known  to  contribute 
to  suicide. 

Several  people  have  said  that  we  need  something  like  this  because  there  is  so  much  emphasis 
on  the  increasing  rates  we  need  to  acknowledge  that  we  don't  know  why  the  increase  is 
happening.  We  don't  have  the  space  to  fully  describe  what  people  think  is  happening  with  the 


increase.  This  sentence  transitions  to  the  description  of  circumstances.  Others  have  said  it  is  not 
necessary. 

Do  you  feel  strongly  either  way? 

-Tom 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent!  Thursday,  May  3,  2018  6:38  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc£W>;  Sokler,  Lynn  (CDC/OD/OADC) 
<z5zO(S?cdc.gQV>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <isx6(S?cdc.Eov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQV>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7i@cdc.gQV>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <jryS#cdcgw>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4(^cdc>Rov>:  Peaker,  Brandy 
(CDC/OPHSS/CSEL5/DPHID)  <vha6@cdc.gQV> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Tom, 

That  sentence  will  be  added  to  the  FS.  Attached  are  the  Word  and  PDF  files.  Brandy  has 
reviewed  the  fact  sheet  and  left  some  suggested  changes.  Please  read  the  comments  and 
indicate  whether  the  changes  can  be  made.  If  you  disagree  with  a  suggestion,  please  delete  the 
comment  box  or  sticky.  For  the  PDF,  most  of  her  comments  are  regarding  the  graphics  on  page 
3,  For  example,  can  ''lethal"  be  changed  to  "deadly"  in  the  graphic  at  the  bottom  of  page  3? 
Please  respond  by  Friday,  May  4  at  10  a*m.  The  fact  sheet  is  going  to  be  sent  to  00  on  Friday,  so 
this  would  allow  enough  time  for  the  graphic  artist  to  work  on  the  fact  sheet. 

Thanks, 

Shannon 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  3,  2018  5:25  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0(5>cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6(5>cdc,gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc,gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

<hyl5@cdc  gov>;  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4@cdc.gov>;  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC)  <irvS@cdc.gov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<u2u3(gcdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gQv>;  DeNoon,  Daniel  (CDC/OD/OADC) 
(CTR)  <xlz4@cdc.gov>:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3(5)cdc.gQv>:  Schieber, 
Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4g)cdc.gov>:  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <yha6@cdcgpy> 

Subject:  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Lynn  and  Shannon, 

I  had  not  noticed  that  the  bullets  above  the  pie  charts  were  dropped.  Can  we  still  add  at  least 
the  following  bullet  to  explain  what  the  pie  charts  mean? 

•  People  without  known  mental  health  problems  were  more  likely  to  be  male  and  to  die  by 
firearm. 

Otherwise,  the  pie  charts  are  hard  to  interpret. 

Thank  you, 

Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  3,  2018  2:21  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQ@cdc.ROV>:  Bruce,  Crystal  (CDC/OPHPR/OD) 


<igx6@cdc.Eov>:  Stone,  Deborah  (CDC/ONDI  EH/NCI  PC)  <zaf9@cdc.gQV>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7(SJcdc.fiQV>:  Omisore,  Shannon  L  (CDC/OD/OADC) 
<hvl5@cdc.gov>:  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4(@cdc.gQV>;  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<uzu3^cdc«EOV> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hy_15@cdcgw>;  DeNoon,  Daniel  (CDC/OD/OADC) 
(CTR)  <xlz4{Scdc.EQv>;  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.gov>:  Schieber, 
Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gQV>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.ROV> 

Subject;  RE:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Lynn  and  VS  team. 

Thank  you  very  much  for  all  your  help  on  the  fact  sheet  and  for  talking  through  some  important 
issues  this  morning.  I  am  attaching  a  tracked  version  of  the  Word  document  and  a  version  of  the 
pdf  with  stickies  added.  Hopefully  all  of  these  comments  are  clear  but  let  me  know  if  you  have 
any  questions. 

I  think  the  two  big  issues  are: 

First,  trying  to  make  the  top  image  on  page  3  work  better.  We  liked  the  suggestions  you  offered 
on  the  call  to  connect  the  bullets  to  the  boxes  by  using  the  same  colored  font  for  the  first  work. 
Our  communications  team  suggested  some  other  helpful  edits. 

Second,  we'd  like  to  make  the  two  boxes  (media  and  Lifeline)  fit  on  page  4.  In  the  Word 
document  I  provided  draft  examples  of  the  boxes  that  we  hope  will  work. 

We  look  forward  to  seeing  the  next  version. 

Thank  you, 

’Tom 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  May  2,  2018  12:18  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  < tRs9@cdc.gov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc,gov>;  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xl24@cdc.gov>:  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.R0v> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvi5@cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC) 
<Z5zO@cdc.gQV>;  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4@cdc.gov>;  Grusich,  Katherina 
(Kate)  (CDC/OD/OADC)  <vhb3@cdc.gov>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
<rb54@cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Subject:  Fact  Sheet  revisions-telebrief  revisions 
Hi  Crystal, 

Attached  is  the  revised  Fact  Sheet  for  your  review.  We've  done  some  more  work  on  the  telebrief 
script  as  well. 

So,  could  you  please  do  the  following: 

•  Provide  Fact  Sheet  graphic  changes  in  stickies  on  the  pdf 

•  Provide  Fact  Sheet  text  changes  in  the  Word  document  in  track  changes 

•  Provide  telebrief  changes  in  track  changes  to  the  CLEAN  document.  We  need  you  to 

provide  Dr.  Adam's  comments  to  it  as  welL 

•  Under  separate  cover,  we  provided  press  release  changes  that  we  need  you  to  accept,  or 

edit,  and  give  us  back  a  CLEAN  and  TRACKED  copy.  I've  reattached  here  to  make  it  easier 
for  you. 


We'd  like  to  have  all  changes  NLTjCOB  tomorrow  so  we  H^ve  Thurs  to  revise  and  for  your 
review.  In  an  earlier  email  I  mentioned  shorter  tirfiefrarrieSvl  l  am  thinking  that  If  you  have  any  of 
these  documents  ready  before  COB,  please  send  them  along  (doesn't  have  to  be  in  one  email). 
For  example,  if  the  Fact  Sheet  is  ready  first  with  edits,  pkase  get  that  back  to  us  so  we  can  give 
the  artist  more  time  for  changes. 

I  plan  to  send  everything  for  the  pre-brief  out  to  everyone  on  Monday. 

Thanks  much,  Lynn 
From:  Bailey,  Keith  (CDC/OD/OADC) 

Sent:  Wednesday,  May  2,  2018  10:12  AM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <Z5z0(@cdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.^ov> 

Subject:  RE:  June  VS  FS:  Changes 
Hi  Lynn, 

Please  see  updated  pdf  and  word  files  for  June  edition  of  Vital  signs. 

Thanks, 

Keith 

Keith  A.  Bailey 

Visual  Information  Specialist  (Design  Team) 

Graphic  Services  Branch,  Division  of  Communication  Services 
Office  of  the  Associate  Director  for  Communication 
Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Rd,  NE  (MS  G-27)  Atlanta,  GA  30333 
Phone:  404-718-5403 


Tour  of  Duty:  7  AM.-  3:30  P.M. 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Tuesday,  May  1,  2018  3:26  PM 

To:  Bailey,  Keith  (CDC/OD/OADC)  <okk0@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc.gQv> 

Subject:  RE:  June  VS  FS:  Changes 
Hi  Keith, 

Thanks!  I  will  review  this  in  the  morning.  Please  pull  the  Word  file  for  the  May  Vital  Signs  fact 
sheet. 

Shannon 

From:  Bailey,  Keith  (CDC/OD/OADC) 

Sent:  Tuesday,  May  1,  2018  3:14  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov> 

Subject:  RE:  June  VS  FS:  Changes 
Hi  Shannon, 

Please  find  attached,  the  latest  iteration  of  the  June  Edition  of  Vital  Signs.  Also,  please  note  that 
all  of  the  suggested  edits  provided  to  me,  via  both  pdf  and  word  files,  have  been  applied. 
Several  things  are  worth  mentioning.  The  photographs  pasted  into  the  PDF,  by  "Program",  were 
treated  as  a  visual  guide  to  use  similar  ones.  For  the  map  on  page  two,  there  is  the  singular  use 
of  blue  which  was  broken  down  into  different  gradations/tints  in  response  to  the  comment 
made  about  "depth  of  color". 

Here  is  hoping  all  is  in  order  to  keep  things  moving  along  to  subsequent  phases  in  the 
production  process. 

Thank  you. 


Keith 

Keith  A.  Bailey 

Visual  Information  Specialist  (Design  Team) 

Graphic  Services  Branch,  Division  of  Communication  Services 
Office  of  the  Associate  Director  for  Communication 
Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Rd,  ME  (MS  G-27)  Atlanta,  GA  30333 
Phone:  404-718-S403 

Tour  of  Duty:  7  A.M.-  3:30  P.M. 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  April  27,  2018  2:26  PM 

To:  Bailey,  Keith  (CDC/OD/OADC)  <okk0(Scdc.eov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z570@cdc.gov> 

Subject:  RE:  June  VS  FS:  Changes 
The  changes  are  for  the  June  VS. 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  April  27,  2018  2:25  PM 

To:  Bailey,  Keith  (CDC/OD/OADC)  <okk0(Scdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0^cdc.gov> 

Subject:  May  VS  FS:  Changes 
Hi  Keith, 

Attached  are  changes  for  the  fact  sheet  indicated  in  the  PDF  and  Word  files.  Also  attached  are 
the  pie  charts  to  replace  the  current  ones  and  the  PowerPoint  of  the  graphic  on  page  3.  Please 
feel  free  to  contact  me  with  any  questions  or  concerns.  To  view  the  graphic  at  the  bottom  of 
page  2  in  the  Word  file,  select  the  simple  markup  or  no  markup  option.  Please  update  this  fact 
sheet  and  send  to  us  by  the  close  of  business  (COB)  on  Tuesday,  May  1. 

Thanks, 

Shannon 

Shannon  Omisore,  MA 

Health  Communication  Specialist 

Office  of  the  Associate  Director  for  Communication 

2500  Century  Parkway,  MS  E-21 

Atlanta,  GA  30345 

Office:  404-498-0153 

E-mail;  hylSjgcdc.gov 


From: 

Sent: 

To: 

Subject: 


Sokler,  Lynn  (CDC/OD/OADC) 

6  Jun  2018  16:16:18  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 


Disregard,  just  saw  that  you  sent  it. 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  June  6,  2018  4:16  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 
Sure,  we  don't  usually  have  one  which  is  why  I  didn't.  Can  you  send  me  the  final,  so  I'm  sure? 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:14  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0Pcdc.gov> 

Subject:  RE:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 
Hi  Lynn, 

Can  you  also  add  the  supplementary  table? 

Thank  you. 

Deb 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  June  6,  2018  2:33  PM 

To:  Houry,  Debra  E,  (CDC/ONDIEH/NCIPC)  <viz7(5)cdc.gov>;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zvq5(acdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.eov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9(®cdcgoy>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2(acdc,eov>:  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl(Scdc.gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8(Scdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5tScdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9^cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7^cdc.Eov>:  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) 

<iwg9@cdc.gov>:  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4@Jcdc.gov>;  Grusich,  Katherina  (Kate) 
(CDC/OD/OADC)  <vhb3@cdc.gov>:  Hoskins,  Sharon  (K.D.)  (CDC/OD/OADC)  <sdh4@cdc.gov>;  Iverson, 
Dontae  (CDC/OD/OADC)  <liz8@cdc.gov>;  Balluz,  Lina  (ATSDR/DTHHS/OD)  <tib7@cdc.fiQV>;  Bonds, 
Michelle  E.  (CDC/OD/OADC)  <meb0@cdc-gov>;  Brand,  Anstice  M.  (CDC/OD/CDCWO)  <atb6@)cdc.fiov>: 
Brown,  Renee  (CDC/ONDIEH/NCCDPHP)  <rvb8@cdc.gov>;  Bumpus,  Stefanie  (CDC/OID/NCEZID) 
<wvel@cdc.gov>;  Burden,  Bernadette  (CDC/OD/OADC)  <btb8@cdc.gov>;  Burns,  Annina 
(CDC/OD/CDCWO)  <vig7@cdc.gov>;  Charles,  Julia  (CDC/OD/OCS)  <vvbl@cdc.Eov>;  Clark,  Cynthia  K. 
(CDC/OD/OCS)  <cfc8@cdc.EOv>:  Crawford,  Carol  Y.  (CDC/OD/OADC)  <civlg)cdc.gov>:  Daniel,  Katherine 
Lyon  (CDC/OD/OADC)  <kdl8@cdc.gov>;  Das,  Mansi  S.  (CDC/OD/OADC)  <hrg7g)cdc.gov>;  Dempsey,  Jay 
H.  (CDC/OD/OADC)  <ifb5(Scdc.gQv>:  Diaz,  Shelly  S.  (CDC/OID/NCHHSTP)  <erh8@cdc.Eov>:  Dills, 
Kimberly  C.  (ATSDR/OPPE)  <kid4@cdc.gov>:  DPAID  (CDC)  <dpaid@cdc.gov>;  Dunn,  Evelyn 
(CDC/OCOO/OFR/OA)  <edm2@cdc.gov>;  Galatas,  Kate  (CDC/OD/OADC)  <kkg2@cdc.gov>;  Gonzalez, 
Belsie  (CDC/OD/OADC)  <fqil@cdc.gov>;  Grant,  Llelwyn  (CDC/OD/OADC)  <lcg7(g>cdc.gov>;  Green,  Hugh 
(CDC/OD/OCS)  <vke8@cdc.gov>:  Guest,  Megan  (CDC/OD/OADC)  <weo6@cdc.gov>;  Held  man,  Amy  B. 
(CDC/OD/OADC)  <evd4(S)cdc.gov>;  Hogg,  Jarrad  (CDC/OD/OADC)  <isr5j®cdc^gy>;  Hoo,  Elizabeth 
(CDC/OD/PPEO)  <irp5@cdc.gov>:  lademarco,  Michael  (CDC/OPHSS/CSELS/OD)  <mai9@cdc.gov>: 
Joyner,  Tonya  (CDC/OSTLTS/OD)  (aR)  <wvl6{Scdc.gQV>:  Kelly,  Alison  (CDC/OCOO/OFR/OA) 
<avk7(5?cdc.Eov>;  Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID)  <cgk3(5)cdc.gov>:  Knight,  Dianna 
(CDC/OD/OADC)  <fpz0t5)cdc.gov>:  Knotts,  Ashley  (CDC/OD/OCS)  <vafQtS>cdc.Eov>:  Kroop,  Seth 
(CDC/OD/OCS)  <wpw7@cdc.Eov>;  Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD)  <wrm0@cdc.Eov>: 


Martin,  Laura  Yerdon  (CDC/OPHS5/CSELS/OD)  <ivml@cdc.Eov>:  McGowan,  Robert  (Kyle) 
(CDC/OD/OCS)  <Qmc2i^cdc,EQV>:  Olivares,  Dagny  (CDC/OSTLTS/OD)  <dvp2@cdc.EQv>:  Parikh,  Sapana 
(CDC/OCOO/OFR/OA)  <euhS@cdc.EOV>;  Parker,  Stacey  M.  (CDC/OSTLTS/OD)  (CTR)  <vgwS@cdc.EOV>; 
Payne,  Chelsea  C.  (CDC/OSTLTS/OD)  <cec4@cdc.gov>:  Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS) 
<ibv5Pcdc.Eov>:  Rasmussen,  Sonja  (CDC/OID/OD)  <skr9@cdcgov>;  Redd,  Stephen  (COC/OPHPR/OD) 
<scrl(Scdc.Eov>:  Redfield,  Robert  R*  (CDC/OD)  <Qlxl@cdc.gov>:  Schattner,  Aimee  (CDC/OD/CDCWO) 
<xii4f®cdc.Eov>:  Schindelar,  Jessica  (CDC/OD/OADC)  <Ehal{^cdc.gQV>:  Schuchat,  Anne  MD  (CDC/OD) 
<acsl@cdc£oy>;  Simon,  Gia  M.  (CDC/OSTLTS/OD)  <wpc8@cdc.EQV>:  Smith,  Patti  (CDC/OD/OADC) 
<DabO@cdc.EQv>;  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdc.EOV>;  Sorrells,  Marjorie  J.  (CDC/OD/OCS) 
<isE8@cdc.EQv>;  Stanojevich,  Joel  G.  (CDC/CGH/OD)  <vhi9@cdc.gov>;  Ware,  Nina  (CDC/OD/OADS) 
<evv5@cdc,gov>;  Weatherwax,  Douglas  (CDC/OPH5S/CSELS/DPHID)  <ao08Pcdc.EQV>:  Wilkinson,  Kelly 
(CDC/OSTLTS/OD)  (CTR)  <kcv7{gcdc.gov>:  Wilson,  Michelle  (CDC/OCOO/OFR/OA)  <zwv2@cdc.gQV> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zOPcdcEQV>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
<rbs4#cdc,gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6(@cdc>gov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5Pcdc.EOv>;  Turner,  Cheryl  L,  (CDC/OD/OADC)  (CTR)  <ffdO@cdc;gov>:  Guest, 
Megan  (CDC/OD/OADC)  <weo6Pcdc,gov>;  McGuire,  Delaney  (CDC/OD/OADC)  <mze7@cdc.gQV>; 
Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7Pcdc.gov> 

Subject;  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 
Hi  Folks, 

This  month’s  issue  of  Vital  Signs  is  on  Suicide  Rates  Rising  across  the  U.S.  and  releases  Thursday, 
June  7  with  a  Media  Telebriefing  at  noon.  Ail  materials  go  live  on  the  CPC  website  at  1  pm.  Here  are 
the  key  materials  to  use  to  distribute  to  stakeholders  and  partners:  The  Dear  Colleague  letter,  MMWR, 
Fact  Sheet,  Press  Release  and  Graphic. 

For  those  distributing  to  media,  please  send  the  MMWR,  Fact  Sheet,  Press  Release  and  Graphic,  Dr. 
Schuchat  will  be  the  primary  spokesperson  for  this  Vital  Signs, 

For  those  of  you  distributing  out  to  partners  and  other  constituents  Thursday  morning  at  9  am, 

please  make  sure  they  know  these  are  advance  copies  only.  These  materials  are  embargoed  until 
Thursday  June  7  at  1  pm.  Please  adjust  the  Dear  Colleague  letter  for  those  people  to  which  you  send. 
Also  please  send  Rich  and  me  a  copy  when  you  email  this  out  to  your  groups. 

We  will  also  have  the  press  release  on  CDC  en  Espanol  and  available  through  the  Vital  Signs  website. 
For  those  attending  the  media  telefariefing,  I  have  also  attached  the  Telebriefing  Script  and  the  Q&A 
document.  These  do  not  get  distributed  externally. 

For  each  Vital  Signs  issue,  we  track  and  report  on  results  two  times  -  after  24  hours  and  after  30  days. 
We  track  the  number  of  audiences  reached  (from  all  media  and  web  sources),  #  of  stories  and  type  of 
media,  the  dollar  value  of  the  media  coverage  if  CDC  had  to  purchase  it  as  advertising,  social  media  use 
and  reuse,  and  #  of  people  looking  at  Vital  Signs  on  our  web  pages. 

Vital  Signs  reaches  out  to  a  lot  of  different  people  with  our  topics  and,  from  our  evaluation  surveys,  the 
uptake  out  in  the  field  is  impressive.  In  a  survey,  an  astounding  95%  of  state  health  officers  and  state 
epidemiologists  were  aware  of  and  used  VS  issues,  with  about  3  in  4  using  VS  in  the  past  year.  All 
shared  the  material  with  their  constituents  via  conference  call,  e-mail,  newsletter,  or  mailing  for  topics 
appropriate  to  their  members.  A  stratified  random  sample  survey,  used  with  NACCHO  member 
organizations,  reported  that  74%  of  all  county  or  local  health  departments  had  heard  of  or  used  VS  in  the 
past  year  to  educate  staff,  improve  programs,  and  guide  policy  formation.  As  well,  a  2017  internal 
evaluation  showed  that  most  program  staff  involved  believe  the  value  derived  from  it  is  worth  the  work, 
although  producing  Vital  Signs  takes  a  lot  of  effort. 

I  want  to  thank  everyone  who  has  worked  on  this  issue  for  all  their  extra  efforts.  It's  a  very  important  topic 
and  will  be  valuable  information  for  many  people.  We  hope  that  program  continues  to  use  this  Vital  Signs 
to  promote  its  messages  and  the  recommended  actions  in  it  to  achieve  new  results. 

Cheers, 

Lynn 

Lynn  A-  Sokler  |  Senior  Coninionir«^iion  Advisor]  Office  of  the  Director  [Office  of  tJie  Msocii^ite  Director 
tor  Communication  I  Centers  for  Disease  Control  and  Prevention  |  Mailing:  i600  Clifton  Road  MS-E-6g| 
AUanla,  GA  303:>gl  zszQ@cdc.Eov I  ofnce 404-498-6617  [bus,  cell  40^1 -4(19-5556 |fx  404-498-0945 
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Savirvg  Lives. 
Prelecting  Peopler 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

6Jun2018  20:14:19  +0000 
Sokler,  Lynn  (CDC/OD/OADC) 

RE;  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 
cdc_53785_DSl  {05-21-2018  AM)_clean.pdf 


Hi  Lynn, 

Can  you  also  add  the  supplementary  table? 

Thank  you. 

Deb 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  June  6,  2018  2:33  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) ;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Dorigo,  Leslie 
(CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ; 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Fowler, 
Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) ; 
DeNoon,  Daniel  (CDC/OD/OADC)  (CTR) ;  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) ;  Hoskins,  Sharon 
(K.D.)  (CDC/OD/OADC) ;  Iverson,  Dontae  (CDC/OD/OADC) ;  Balluz,  Lina  (ATSDR/DTHHS/OD) ;  Bonds, 
Michelle  E.  (CDC/OD/OADC) ;  Brand,  Anstice  M.  (CDC/OD/CDCWO) ;  Brown,  Renee 
(CDC/ONDIEH/NCCDPHP) ;  Bumpus,  Stefanie  (CDC/OID/NCEZID) ;  Burden,  Bernadette  (CDC/OD/OADC) 
;  Burns,  Annina  (CDC/OD/CDCWO) ;  Charles,  Julia  (CDC/OD/OCS) ;  Clark,  Cynthia  K.  (CDC/OD/OCS) ; 
Crawford,  Carol  Y.  (CDC/OD/OADC) ;  Daniel,  Katherine  Lyon  (CDC/OD/OADC) ;  Das,  Mansi  S. 
(CDC/OD/OADC) ;  Dempsey,  Jay  H.  (CDC/OD/OADC) ;  Diaz,  Shelly  S.  (CDC/OID/NCHHSTP) ;  Dills, 
Kimberly  C.  (ATSDR/OPPE) ;  DPAID  (CDC) ;  Dunn,  Evelyn  (CDC/OCOO/OFR/OA) ;  Galatas,  Kate 
(CDC/OD/OADC) ;  Gonzalez,  Belsie  (CDC/OD/OADC) ;  Grant,  Llelwyn  (CDC/OD/OADC) ;  Green,  Hugh 
(CDC/OD/OCS) ;  Guest,  Megan  (CDC/OD/OADC) ;  Heldman,  Amy  B.  (CDC/OD/OADC) ;  Hogg,  Jarrad 
(CDC/OD/OADC) ;  Hoo,  Elizabeth  (CDC/OD/PPEO) ;  lademarco,  Michael  (CDC/OPHSS/CSELS/OD) ; 
Joyner,  Tonya  (CDC/OSTLTS/OD)  (CTR) ;  Kelly,  Alison  (CDC/OCOO/OFR/OA) ;  Kent,  Charlotte 
(CDC/OPHSS/CSELS/DPHID) ;  Knight,  Dianna  (CDC/OD/OADC) ;  Knotts,  Ashley  (CDC/OD/OCS) ;  Kroop, 
Seth  (CDC/OD/OCS) :  Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD) ;  Martin,  Laura  Yerdon 
(CDC/OPHSS/CSELS/OD) ;  McGowan,  Robert  (Kyle)  (CDC/OD/OCS) ;  Olivares,  Dagny  (CDC/OSTLTS/OD) ; 
Parikh,  Sapana  (CDC/OCOO/OFR/OA) ;  Parker,  Stacey  M.  (CDC/OSTLTS/OD)  (CTR) ;  Payne,  Chelsea  C. 
(CDC/OSTLTS/OD) ;  Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS) ;  Rasmussen,  Sonja  (CDC/OID/OD) ;  Redd, 
Stephen  (CDC/OPHPR/OD) ;  Redfield,  Robert  R.  (CDC/OD) ;  Schattner,  Aimee  (CDC/OD/CDCWO) ; 
Schindelar,  Jessica  (CDC/OD/OADC) ;  Schuchat,  Anne  MD  (CDC/OD) ;  Simon,  Gia  M.  (CDC/OSTLTS/OD) ; 
Smith,  Patti  (CDC/OD/OADC) ;  Sokler,  Lynn  (CDC/OD/OADC) ;  Sorrells,  Marjorie  J.  (CDC/OD/OCS) ; 
Stanojevich,  Joel  G.  (CDC/CGH/OD) ;  Ware,  Nina  (CDC/OD/OADS) ;  Weatherwax,  Douglas 
(CDC/OPHSS/CSELS/DPHID) ;  Wilkinson,  Kelly  (CDC/OSTLTS/OD)  (CTR) ;  Wilson,  Michelle 
(CDC/OCOO/OFR/OA) 

Cc:  Sokler,  Lynn  (CDC/OD/OADC) ;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID) ;  Omisore,  Shannon  L.  (CDC/OD/OADC) ;  Turner,  Cheryl  L.  (CDC/OD/OADC) 
(CTR) ;  Guest,  Megan  (CDC/OD/OADC) ;  McGuire,  Delaney  (CDC/OD/OADC) ;  Roberts,  Ursula 
(CDC/OD/OCS)  (CTR) 

Subject:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 
Hi  Folks, 

This  month's  issue  of  Vital  Signs  is  on  Suicide  Rates  Rising  across  the  U.S.  and  releases  Thursday, 
June  7  with  a  Media  Telebriefing  at  noon.  All  materials  go  live  on  the  COC  website  at  1  pm.  Here  are 


the  key  materials  to  use  to  distribute  to  stakeholders  and  partners:  The  Dear  Colleague  letter,  MMWR, 
Fact  Sheet,  Press  Release  and  Graphic. 

For  those  distributing  to  media,  please  send  the  MMWR,  Fact  Sheet,  Press  Release  and  Graphic,  Dr. 
Schuchat  will  be  the  primary  spokesperson  for  this  Vital  Signs, 

For  those  of  you  distributing  out  to  partners  and  other  constituents  Thursday  morning  at  9  am, 

please  make  sure  they  know  these  are  advance  copies  only.  These  materials  are  embargoed  until 
Thursday  June  7  at  1  pm.  Please  adjust  the  Dear  Colleague  letter  for  those  people  to  which  you  send. 
Also  please  send  Rich  and  me  a  copy  when  you  email  this  out  to  your  groups. 

We  will  also  have  the  press  release  on  CDC  en  Espanol  and  available  through  the  Vital  Signs  website. 
For  those  attending  the  media  telebriefing.  I  have  also  attached  the  Telebriefing  Script  and  the  Q&A 
document.  These  do  not  get  distributed  externaUv. 

For  each  Vital  Signs  issue,  we  track  and  report  on  results  two  times  -  after  24  hours  and  after  30  days. 
We  track  the  number  of  audiences  reached  {from  all  media  and  web  sources),  #  of  stories  and  type  of 
media,  the  dollar  value  of  the  media  coverage  if  CDC  had  to  purchase  it  as  advertising,  social  media  use 
and  reuse,  and  #  of  people  looking  at  Vital  Signs  on  our  web  pages. 

Vital  Signs  reaches  out  to  a  lot  of  different  people  with  our  topics  and,  from  our  evaluation  surveys,  the 
uptake  out  in  the  field  is  impressive.  In  a  survey,  an  astounding  95%  of  state  health  officers  and  state 
epidemiologists  were  aware  of  and  used  VS  issues,  with  about  3  in  4  using  VS  in  the  past  year.  AN 
shared  the  material  with  their  constituents  via  conference  call,  e-mail,  newsletter,  or  mailing  for  topics 
appropriate  to  their  members.  A  stratified  random  sample  survey,  used  with  NACCHO  member 
organizations,  reported  that  74%  of  all  county  or  local  health  departments  had  heard  of  or  used  VS  in  the 
past  year  to  educate  staff,  improve  programs,  and  guide  policy  formation.  As  well,  a  2017  internal 
evaluation  showed  that  most  program  staff  involved  believe  the  value  derived  from  it  is  worth  the  work, 
although  producing  Vital  Signs  takes  a  lot  of  effort. 

I  want  to  thank  everyone  who  has  worked  on  this  issue  for  all  their  extra  efforts.  It’s  a  very  important  topic 
and  will  be  valuable  information  for  many  people.  We  hope  that  program  continues  to  use  this  Vital  Signs 
to  promote  its  messages  and  the  recommended  actions  in  it  to  achieve  new  results. 

Cheers, 

Lynn 

Ljtuj  a.  Soldep|  Senior  CoJiimimicatioii  Advisor]  Office  of  tire  Dircetorj  Office  of  the  Associate  Director 
for  Coromunicationl  Centers  for  Disease  Control  and  Prevention  IMaihng:  i600  Clifton  Road  MS-E-6g| 
Atlanta,  GA  zszo@cdc-govl  office  4f^4-^9S-66t7  |bus,  cell  404-409-5.55ft|t>;  404-49ft-0945 


Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

1 

Current 

State 

Rank® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005-2007 

1 

2008-2010 

2011  -2013 

2014-2016 

u.s. 

Both 

12.3  (n/a) 

12.7  (+  0.4) 

12.9  (+0.2) 

13.8  (+  0.9) 

14.5  (+0.8) 

15.4  (+  0.9) 

+  1.5%(p<.01) 

n/a 

+  34  (n/a) 

+  25.4  %  (n/a) 

Male 

20.9  (n/a) 

21 .2  (+  0.4) 

21.3  (+0.0) 

22.5  (+1.3) 

23.5  (+1.0) 

24.5  (+1.0) 

+  1.1  %  (p<.01) 

Female 

4.7  (n/a) 

5.0  (+  0.3) 

5.3  (+  0.2) 

5.7  (+  0.4) 

6.2  (+  0.5) 

6.9  (+  0.7) 

+  2.6  %  (p<.01} 

AL 

Both 

14.3  (n/a) 

13,4  (‘  0,9) 

14.1  (+0.6) 

15.6  (+1.6) 

16.4(+0.7)  * 

17.5  (+  1.1) 

+  1.6%(p<.05}  i 

25 

+  34  (31) 

+  21.9%  (33) 

Male 

25.1  (n/a) 

23,4  (“  1,7) 

24,4  (+1.0) 

26.4  (+  2.0) 

27.6  (+1.1) 

29.1  (+  1.5) 

+  1.3%(p<.05}  ' 

Female 

5.1  (n/a) 

4.8  (-  0.3) 

5.0  (+0.2) 

64  (+1.1) 

6.4  (+0.3) 

7.0  (+  0.7) 

+  2.6%(p<.01} 

AK 

Both 

21 .0  (n/a) 

24.8  (+  3.8) 

24,2  (^0.6) 

26.0  (+  1.7) 

25.4  (-0.5) 

28.8  (+  3.4) 

+  1 .7  %  (p<.05) 

2 

+  7.8  (  4) 

+  37.4%  (13) 

Male 

33.2  (n/a) 

38.1  (+  4.9) 

38.9  (+0.8) 

40.1  (+  1.2) 

40,1(0.1) 

42.9  (+  2,8) 

+  1.4%(p<.01) 

Female 

S.6  (n/a) 

11.4  (+  2.9) 

9,8  (-1.6) 

11.1  (+  1.2) 

9.9  (-1.2) 

13.2  (+  3.4) 

+  1 .7  %  n/s 

AZ 

Both 

17.8  (n/a) 

18.5  (+  0.7) 

19.1  (+0.5) 

19.1  (-0.0) 

20.4  (+1.3)  I 

20.9  {+  0.5} 

+  1.0%  (p<.01} 

15 

+  3.1  (32) 

+  17.3%  (42) 

Male 

29.3  (n/a) 

30.2  (+  1.0) 

30,6  (+0.4) 

30.2  (-  0.5) 

32.0  (+1.9) 

32.4  {+  0.4} 

+  0.6  %  (p<.05} 

Female 

7.1  (n/a) 

7.5  (+  0.4) 

8.2  (+0.7) 

8.6  (+  0.5) 

9.2  (+0.6) 

9.9  (+  0.6} 

+  2.2%(p<,01} 

AR 

Both 

15.5  (n/a) 

15.8  (+  0.3) 

16.2  (+0.5) 

17.6  (+  1.4) 

19.2  (+1.6) 

21.2  {+  2,0} 

+  2.2%  (p<.01} 

12 

+  5.7(14) 

+  36.8%  (15) 

Male 

26.7  (n/a) 

26.7  (+  0.0) 

27.2  (+0.5) 

28.2  (+  1.0) 

31.7(+3.5)  I 

33.5  {+1,9} 

+  1.6%(p<.05} 

Female 

5.6  (n/a) 

5.9  (+  0.3) 

6.2  (+0.4) 

7.9  (+  1.7) 

7.5  (-0.4) 

9.6  {+2.1} 

+  3.6%(p<.01} 

CA 

Both 

10.6  (n/a) 

11.3  (+  0.7) 

11.0  (-0.3)  ' 

12.0  (+  1.0) 

11,8(  0.1)  ; 

124  (+0.3) 

+  0.9  %  (p<.05} 

45 

+  1.6  (46) 

+  14.8%  (46) 

Male 

17.9  (n/a) 

18.4  (+  0,5) 

17.7  (-0.7) 

19.1  (+  1.4) 

18.9  (-0.2) 

19.2  {+  0.3) 

+  0.5  %  n/s 

Female 

4.1  (n/a) 

5.0  (+  0.9) 

4.9  (-0.1) 

5.4  (+  0.5) 

5.3  (-0.1) 

5.6  (+  0.3) 

+  1.7%  (p<.05} 

CO 

Both 

17.3  (n/a) 

19.2  (+  1.9) 

19.0(0,2) 

20.0  (+  1.0) 

21.6  (+1.5) 

23.2  {+1.6} 

+  1.8%{p<.01} 

8 

+  5.9  (12) 

+  34.1  %(22) 

Male 

28.6  (n/a) 

30,9  (+  2.3) 

30,5  (-0.4)  ^ 

31 .5  (+  1.0) 

33.4  (+1.9) 

36.3  (+  2.9} 

+  1.4  %  (p<.01} 

Female 

7.0  (n/a) 

8.2  (+  1.3) 

8.2  (+0.0) 

9.1  (+  0.9) 

10.1  (+1.0) 

10.4  (+  0.3) 

+  2.6%(p<.01}  ' 

CT 

Both 

9.6  (n/a) 

8.9  {-  0.7) 

9.1  (+  0.2) 

10.2  (+1.1) 

11.0  (+  0.8) 

11.5  (+  0.5) 

+  1.6%  (p<.05} 

46 

+  1.9  (43) 

+  1 9.2  %  (34) 

Male 

16.4  (n/a) 

14.6  (-  1.8) 

15.0  (+0.4) 

16.6  (+  1.6) 

17.6  (+1.0) 

17.3  {-0.3} 

+  0.9  %  n/s 

Female 

3.6  (n/a) 

3.8  (+  0.2) 

3.7  (-0.2) 

4.4  (+  0.7) 

4.9  (+0.5) 

6.2  (+1.3) 

+  3.5%(p<.05} 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

I 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (-1-1.7} 

14.2  {-1-0.6} 

14.4  (-1-0.2) 

+  0.9  %  n/s 

42 

4  0.8  (50) 

4  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-0.4) 

23.1  {+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

4  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-  0.2) 

4.6  (-  0.4) 

4.9  (+0.3)  ! 

6.4  (+1.5)  ' 

6.2  (-  0.2) 

4  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+  0.5) 

6.4  (-0.0) 

7.3  (+0.8) 

6.6  (-  0.7)  1 

6.9  (+  0.3) 

4  0.9  %  n/s 

51 

+  1.0(48) 

+  16.1  %(45) 

Male 

10.7  (n/a) 

11.1  (+  0.4) 

10.3  (-0.8)  ' 

12.7  (+2.4) 

10.0  (-2.6)  ' 

11.7  (+  1.7) 

4  0.3  %  n/s 

Female 

1 .7  (n/a) 

2.3  (+  0.6)  tt 

3.3  (+1.0) 

2.6  (-  0.7) 

3.6  (+1.0) 

2.8  (-  0.8) 

4  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-0.3)  ^ 

16.3  (+  1.4)  ‘ 

16.3  (-0.0)  ' 

16.4  (+07) 

+  O.S%(p<.05) 

29 

4  1.6  (45) 

4  10.6  %  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-0.8) 

26.2  (+2.6) 

25.6  (-0.6) 

25.6  (-  0.1) 

4  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+  0.3) 

+  1,4%{p<.01) 

GA 

137  (+0.5) 

15.0  (+1.3) 

4  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a)  ! 

23.1  (+  1.0) 

22.6  (+07) 

24.4  (+  1 .7) 

4  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-0.2) 

5.8  (+0.3) 

6.6  (+  0.8) 

+  2.1  %  (p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-  1.8) 

10.3  (-0.7) 

14.5  (+4.1) 

14.4  (-0.1) 

15.2  (+0.8) 

4  2.0  %  n/s 

35 

4  2.4  (35) 

4  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21 .9  (+6.7) 

22.5  (+0.5) 

24.3  (+  1 .8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-  0.4) 

5.5  (+0.5) 

7.1  (+  1.5)  ! 

6.2  (-  0.9) 

5.9  {-  0.3) 

4  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18,3  (-0.9)  ’ 

21 .6  (+3.3) 

21 .9  (+0.3) 

247  (+2.8) 

+  2.3%(p<,01) 

6 

+  7.5  (  6) 

+  43,2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+47) 

31.1  (-2,0) 

34.9  (+3.8) 

34.7  (-0.2) 

38.0  (+3.3) 

+  1.6%(p<,05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+0.0) 

9,0  (+2.9) 

9.5  (+0.5) 

11.8  (+  2.3) 

+  4.4  %  (p<,05) 

IL 

Both 

9.9  (n/a) 

9.8  (-0.1) 

9.7  (-0.1) 

10.6  (+0.8) 

11.2  (+0.6)  ! 

12.2  (+1.0) 

+  1.5%(p<.05) 

44 

+  2,3  (38) 

+  22.8%  (32) 

Male 

17.1  (n/a) 

167  (-0.4) 

16,2  (-0,4) 

17,6  (+1.4) 

18.5  (+0.9) 

19.8  (+1.3) 

+  17  %(p<,05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+0.4) 

5,2  (+0.6) 

+  2.4%(p<,01) 

IN 

Both 

13.0  (n/a) 

137  (+  07) 

14.4  (+0.7) 

14.9  (+0.5) 

16.4  (+1.4) 

17.1  (+07) 

+  1.9%(p<.01) 

26 

+  4,1  (23) 

+  31 .9  %  (25) 

Male 

22,4  (n/a) 

23.2  (+0.8) 

24.4  {+  1 .2) 

247  (+0.4) 

267  (+2.0) 

28.3  {+  1 .6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+0.9) 

6,6  (-  0,2) 

+  27%(p<,01) 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

i 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

1 1 .8  (n/a) 

13.2  (+1.4) 

12.8  {-  0.4) 

14.2  (+1.4) 

1 5.9  {+  1 .7) 

16.0  (+0.1) 

+  2.1%(P<.01)  ; 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1.0) 

5.3  (+0.6) 

5.5  (+0.2)  ' 

6.1  (+0.6)  ’ 

6.7  (+  0.6) 

+  3.S%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+  1.8) 

15.8  (+0.7) 

15.3  (-0.5)  ! 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Male 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+1.5) 

25.6  (-0.9) 

29.1  (+3.5) 

30.7  (+  1 .6) 

+  1.9%{p<.01) 

Female 

4.6  (n/a) 

6.0  (+1.4) 

5.7  (-0.3) 

5.4  (-0.3) 

6.8  (+1.4) 

8.4  (+  1 .6) 

+  3.2%(p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3)  ^ 

16.2  (-0.5) 

18.2  (+2.0)  ■ 

19.3  (+  1.1) 

+  1.9%(p<.01) 

20 

+  5.2(16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+  1.9) 

28.3  (+1.4) 

27.2  (-1.0) 

30.1  (+  2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+  0.4) 

6.1  (+0.8)  ' 

6.1  (+0.1) 

7.1  (+0.9) 

77  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+0.4)  ; 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+  2.5) 

+  1.6%(p<.05)  1 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+0.1) 

23.3  (+0.8) 

23.7  (+0.5)  ' 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+0.5) 

4.9  (-  0.2) 

6.1  (+1.2) 

7.5  (+  1 .4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-0.9) 

14.4  (+0.8) 

15.4  (+1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4%  (29) 

Male 

25.0  (n/a) 

22.9  (-  2.1) 

24.6  (+1.7) 

25.7  (+1.1)  ’ 

31.1  (+5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-  0.0) 

5.2  (-0.1)  ’ 

6.0  (+0.7)  ^ 

7.6  (+1.6) 

7.9  (+  0.3) 

+  3.1%(p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+0.1) 

107  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<,05)  I 

+  0.8  (49  S§) 

+  8.5  %  (49  §5) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17.3  (-0.5) 

17.7  (+0.4) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+0.4) 

3.9  (+0.0)  ' 

3.7  (-0.2) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+0.2)  I 

8.4  (+0.8)  ! 

9.3  (+1.0) 

9.8  (+0.4)  ! 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  «) 

+  35.3  %  (20  «) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-0,2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  {;  0.4) 

4.0  (+1.0) 

3.8  (-0.1) 

4.8  (+1.0) 

4,6  (-  0,2) 

+  3.0%(p<.05) 

D 

Both 

11,8  (n/a) 

12.5  (+  0.7) 

12.9  (+0.4)  : 

13.9  (+1.0)  ’ 

14.5  (+07) 

15.6  (+1.1) 

+  i.9%(p<.oi)  ; 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+0.9) 

21 .6  (+0.7) 

22.8  (+1.3) 

23.9  (+1.0) 

25.0  {+  1 .2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

67  (+0.9) 

+  2.8%(p<.01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

MN 

Both 

1 0.7  (n/a) 

11.5  (+0.9) 

12.4  (+0.8)  ; 

12.9  (+  0.5) 

14.2  (-1-1.3) 

15.0  (-1-0.9) 

-i-2.3%(p<.01) 

38 

4  4.3(19) 

4  40.6%(  8) 

Male 

1 8.3  (n/a) 

19.3  (+1.1) 

20,4  (+1.0)  ^ 

20.9  (+0.6) 

22.9  (+1.9) 

23.3  (+0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+  0.6) 

4.8  (+0.6) 

5.1  (+0.4)  ' 

5.8  (+0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

15.5  (+0.8)  1 

i5.6(+o.i)  : 

36 

+  2.3  (36) 

+  17.8%  (40) 

Male 

22.9  (n/a) 

26.6  (+1.7) 

25.9  (-  0.9)  ' 

-f0.7%n/s 

Female 

4.3  (n/a) 

5.5  (-0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+1.3)  ^ 

16.0  (+0.7)  ' 

17.8  (+1.7)  ’ 

20.0  (+  2.3) 

+  2.2%(p<.01) 

16 

4  5.3(15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-  1.6) 

25.6  (+1.9)  I 

26.6  (+1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+0.7) 

6.3  (+0.2) 

7.4  (+1.1) 

8.6  (+  1 .2) 

-f3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1.4) 

23.6  (+1.0)  1 

24.7  (+1.1)  ^ 

26.7  (+2.0) 

29.2  (+  2.5) 

+  2.1%(p<.01)  ’ 

1 

+  8.0(  2) 

4  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+2.5) 

39.7  (-0.1) 

41.0  (+1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

8.4  (+1.8) 

8.4  (-0.1) 

10.0  (+1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+0.4) 

11.7  (-0.8) 

13.5  (+1.8) 

14.8  (+  1.3) 

+  1 .0  %  n/s 

40 

4  2.1  (42) 

4  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-  1.5) 

20.3  (-  0.4) 

19.8  (-0.5)  ' 

22.0  (+2.2) 

23.9  (+  1 .9) 

4  0.6%  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+0.9) 

4.0  (-1.1)  ’ 

5.5  (+1.4) 

5.8  (+  0.3) 

4  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22,6  (+0,5) 

21,4  (-1,2) 

23.1  (+1,6) 

-  0.2  %  n/s 

9 

-0,2(51) 

-  1,0%  (51) 

Male 

38.3  (n/a) 

36.7  (-  1.7) 

35.1  (-1.6)  ’ 

35,6  (+0,5) 

32,5  (-3,0) 

35,4  (+  2,8) 

-  0,7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+0.1) 

10.0  (+0,4) 

10,6  (+0,6) 

11.2  (+0,6) 

+  1.5%(p<,01) 

m 

Both 

13.5  (n/a) 

12.5  (-  1.0) 

13.3  (+0.8)  ! 

15,2  (+1,9) 

15,8  (+0,6)  ! 

20,0  (+4,2) 

+  2,7%(p<.05) 

17 

+  6,5(  8) 

+  48,3%(  3) 

Male 

22.5  (n/a) 

21.1  (-  1.4) 

21 .7  (+0.6) 

24,8  (+3,1)  ' 

25,4  (+0,6) 

30,6  (+  5.2) 

+  2,2%(p<,05) 

Female 

5.3  (n/a) 

4.8  (^  0.5) 

5.9  (+1.0) 

6,2  (+0,4) 

6,6  (+0,4) 

9,8  (+3,2) 

+  3,9%(p<,05) 

NJ 

Both 

7,8  (n/a) 

7.7  (-  0.1) 

7.5  (-0,2) 

8.0  (+0,5)  ’ 

8,9  (+0.9) 

9,2  {+  0,4) 

+  i.3%(p<,05)  ; 

50 

+  1 ,5  (47) 

+  19,2  %(35) 

Male 

13,0  (n/a) 

13.1  (+0.0) 

12.6  (-0.5) 

13.7  (+1,1) 

14,5  (+0,8) 

14,6  (+0,1) 

4  0.9  %  (p<.05) 

Female 

3.2  (n/a) 

2,9  (“  0.3) 

3.0  (+0.0) 

2,9  (-  0.1) 

3,8  (+0,9) 

4.4  (+0,6) 

4  2.3%  n/s 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

j 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-  0.1) 

21.8  (-  0.2)  ; 

23.0  (-1-1.2) 

24.1  (-1-1.1) 

26.0  (-1- 1 .9) 

-1- 1.1  %  (p<.05) 

4 

4  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2)  ! 

35.8  (-0.6) 

37.1  (+1.3) 

40.7  (-1-3.6) 

4  0.4  %  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+0.7) 

107  (+2.6)  ' 

11.7  (+0.9) 

12.0  (+0.3) 

+  3.3%(p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+0.6)  ; 

8.4  (+0.8)  ! 

9.5  (+1.1)  : 

9.3  (-0.1) 

+  2.1%(p<.01)  ; 

49 

+  2.1  (41) 

+  28.8%  (27) 

Male 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (-1-0.7)  ' 

13.9  (-1-1.0)  ' 

15.4  (-1-1.4) 

14.5  {-  0.9) 

4  1 .4  %  (p<.05) 

Female 

2.7  (n/a) 

2.6  (-0.1) 

3.0  (-1-0.3) 

3.5  (-h  0.5) 

4.2  (-1-  0.7) 

4.6  (-^  0.5) 

4  4.2%(p<.01)  , 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+0.1)  ^ 

14.2  (+0.5)  ^ 

14.5  (+0.4)  ’ 

15.3  (+0.8) 

+  0.8%(p<.01) 

34 

4  1 .7  (44) 

4  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-0.6) 

23.3  (+1.1) 

23.3  (+0.0)  ' 

23.9  (+  0.6) 

4  0.4  %  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+0.8) 

6.0  (-0.2) 

6.7  (+0.7)  ’ 

7.6  (+  0.9) 

4  2.0%(p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+  1.3) 

16.0  (+1.4)  ; 

16.6  (+0.6) 

18.4  (+1.9) 

20.9  (+  2.5) 

+  2.9%(p<.01)  ’ 

14 

+  7.6  (  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+3.4) 

27.1  (-0.9) 

29.6  (+2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-0.8) 

5.7  (+2.0) 

6.7  (+1.0) 

8.5  (+  1 .8) 

4  3.9%  n/s 

OH 

Both 

11.6  (n/a) 

12.3  (+0.6) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+1.4) 

15.8  (+  1.0) 

4  2.0%(p<.01) 

32 

4  4.2  (21) 

4  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+1.3) 

22.1  (-  0.1) 

24.2  (+2.1) 

25.5  (+  1 .3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a)  ’ 

4.7  (+0.7) 

4.9  (+0.1)  ' 

5.3  (+0.5)  ! 

6.2  (+0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4{+1.1) 

207  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<,05)  ! 

7 

+  6.4(10) 

+  37.6%  (12) 

Male 

28.5  (n/a) 

27.3  (-  1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+3.8) 

+  2.0%(p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (- 0.5) 

8.5  (+1.6)  ' 

10.3  (+1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

177  (+1.3) 

17.7  (-0.0) 

18.6  (+0.9)  ^ 

19.8  (+1.2)  ! 

21.1  (+1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2%  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-0.9) 

29.5  (+1.0) 

31.4  (+1.8) 

33.0  (+1.6) 

+  1J%(p<,01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

77  (+0.6) 

8.4  (+0.7) 

8.8  (+0.4) 

9,8  (+0.9) 

+  27%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+  0.4) 

12.8  (+0.3)  ^ 

13.9  (+1.1)  ^ 

i5.o(+i.i)  ; 

16.3  (+1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+0.3) 

21 .9  (+0.6) 

23.1  (+1.2) 

24.7  (+17) 

26.1  (+1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+0.3) 

4.6  (+0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (-1-1.1} 

+  3.5%(p<,01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rf 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  {-  0.0) 

12.8  (+3.8) 

11 .9  (-  0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30  «) 

+  34.1  %  (23  «) 

Male 

1 5.4  (n/a) 

15.2  {-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-  0.7) 

3.8  (+0.4) 

5.1  (+1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7%(p<.05) 

sc 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Male 

21.3  (n/a) 

22.5  (+  1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1 .9) 

+  1.8%{p<.01) 

Female 

5.4  (n/a) 

6.0  (+1.3) 

6.2  (+0.2) 

7.0  {+  0.8) 

8.4  (+  1 .4) 

+  3.4%(p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+  2.9) 

10 

+  7.0  (  7) 

+  44.5  %  (  6) 

Male 

27.6  (n/a) 

26.3  (-  1.3) 

30.1  (+2.2) 

32.0  {+  1 .9) 

33.6  (+  1 .6) 

8.3  (+  2.0) 

7.3  (-  1.0) 

11.3  (+4.0) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+1.1) 

17.2  {+  0.0) 

18.2  (+1.0) 

+  1.4%(p<.01) 

22 

+  3.5  (28) 

+  24.2  %  (31 ) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+1.6) 

22.2  (+0.3) 

23.1  (+0.9) 

+  0.9  %  (p<.05) 

Female 

4.8  (n/a) 

5.4  (+  0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+  2.0) 

24.0  (+3.8) 

25.2  (+  1 .2) 

+  2.7%(p<,01) 

5 

+  8.0(  3”) 

+  46.5%(  4«) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-  1.7) 

32.1  (+  2.7) 

37.8  (+57) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+0.1) 

8.5  (+1.0) 

10,6  (+2.1) 

12.6  (+  2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-  1.3) 

16.6  (+1.7) 

18.7  (+2.1)  ’ 

197  (+1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+4.6) 

24.3  (-  4.0) 

27.3  (+3.0)  ' 

31.0  (+3.7) 

32.5  (+  1 .5) 

+  1.9%(p<,05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (‘^  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+  0.5) 

+  1.2%(p<.01) 

37 

+  2.2  (39) 

+  17.4  %(41) 

Male 

21.6  (n/a) 

21.3  (-0.2) 

21.0  (-  0.4) 

22.5  (+1.5) 

23.6  (+1.2) 

23.9  (+0.2) 

+  0.9  %  (p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1 .8  %  (p<.05)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vitai  Statistics  System, 

1999-2016 


state 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+1.0) 

+  1.1  %  (p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5} 

24.1  (-  1.1) 

25.1  (+1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+  0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+0.8) 

8.5  (+  0.8} 

+  2.5%(p<.01)  ' 

WV 

Both 

15.6  (n/a) 

17.2  (+  1.6} 

16.7  (-0.5) 

16.0  (-0.7)  : 

19.2  (+3.2) 

21.4  (+  2.2} 

+  1 .8  %  n/s 

11 

+  5.8(13) 

+  37.1  %(14} 

Male 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5)  ' 

27.6  (-1.0) 

31 .5  (+3.9)  ' 

33.5  (+  2.0} 

+  1 .1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+0.3) 

5.3  (-0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+1.0)  : 

15.3  (+0.3)  ’ 

16.5  (+  1.2} 

+  1.5%(p<.01)  1 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5} 

22.7  (+0.5) 

24.0  (+  1 .2} 

24.4  (+0.4) 

25.7  (+  1 .3} 

+  1.1%(p<.01)  1 

Female 

5.1  (n/a) 

5.6  (+0.4) 

6.4  (+0.7) 

6.5  (+0.1)  ’ 

7.5  (+  1 .0} 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7} 

22.5  (-  0.9) 

25.4  (+2.8)  ! 

28.9  (+3.5) 

28.8  (-0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5} 

36.3  (-3.0) 

41 .5  (+5.2) 

47.1  (+  5.6) 

44.6  (-  2.4) 

+  1 .8  %  (p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6} 

9.2  (+  0.9} 

9.4  {+0.2} 

10.7  (+1.4) 

12.6  (+  1.9} 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U  S.  year  2000  standard. 

^  Mo  del -estimated  average  annual  percentage  change  (AAPC)  based  on  all  reporting  periods;  p -value  indicates  statistical  significance  of  trend;  n/s  indicates  trend  not  significant. 
§  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014-2016.  Ranks  are  from  highest  rate  (1)  to  lowest  rate  (51 ).  Different  ranks  do 
not  necessarily  imply  a  statistically  significant  difference. 

fi  Overall  rate  change  is  between  the  first  {1 999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  increase  (1)  to  largest  decrease  (51).  Different 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  (1999  -  2001)  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  percentage  Increase  (1 )  to  largest 
percentage  decrease  (51 ).  Different  ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 
n  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 

State  Abbreviations:  AL  Alabama;  AK  Alaska;  AZ  Arizona;  AR  Arkansas;  CA  California;  CO  Colorado;  CT  Connecticut;  DE  Delaware;  DC  District  of  Columbia;  FL  Florida;  GA 
Georgia;  HI  Hawaii;  ID  Idaho;  IL  Illinois;  IN  Indiana;  lA  Iowa;  KS  Kansas;  KY  Kentucky;  LA  Louisiana;  ME  Maine;  MD  Maryland;  MA  Massachusetts;  Ml  Michigan;  MN  Minnesota; 
MS  Mississippi;  MO  Missouri;  MT  Montana;  NE  Nebraska;  NV  Nevada;  NH  New  Hampshire;  NJ  New  Jersey;  NM  New  Mexico;  NY  New  York;  NC  North  Carolina;  ND  North 
Dakota;  OH  Ohio;  OK  Oklahoma;  OR  Oregon;  PA  Pennsylvania;  Rf  Rhode  Island;  SC  South  Carolina;  SD  South  Dakota;  TN  Tennessee;  TX  Texas;  UT  Utah;  VT  Vermont;  VA 
Virginia;  WA  Washington;  WV  West  Virginia;  Wl  Wisconsin;  WY  Wyoming. 


From:  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  17  Jul  2018  21:22:15 -0400 

To:  Stone,  Deborah  {CDC/ONDIEH/NCIPC);Holland,  Kristin 

(CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review  by  COB  8/17:  suicide  approach  summaries  for  the 

implementation  guidance 

Great  -  thank  you  both! 


From:  "Stone,  Deborah  (CDC/ONDIEH/NCIPC)" 

Sent:  Tuesday,  July  17,  2018  7:31  PM 

To:  "Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC)" , "Holland,  Kristin  (CDC/ONDIEH/NCIPC)" 
Subject:  RE:  For  Review  by  COB  8/17:  suicide  approach  summaries  for  the 
implementation  guidance 


Very  few  comments— look  good! 

Deb 

From:  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  13,  2018  3:07  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  For  Review  by  COB  8/17:  suicide  approach  summaries  for  the  implementation 

guidance 

Hello, 

We  are  in  the  home  stretch  of  completing  the  implementation  guidance  for  the  TP's,  One 
component  of  the  guidance  pertains  to  the  specific  approaches  in  the  technical  packages.  We 
are  down  to  the  last  8  summaries  -  7  of  them  are  specific  to  the  suicide  TP.  We  put  these  on 
hold  until  after  the  Vital  Signs -for  obvious  reasonsi 
Attached  are  3  short  ones  for  your  review. 

Lindsey  is  hoping  to  get  this  last  batch  into  clearance  ASAP  -  we  are  up  against  a  contract 
deadline  with  Banyan.  If  you  could  review  and  send  any  comments/suggestions  on  the  three 
attached  by  Tuesday  COB,  I'll  incorporate  your  changes  and  getthem  ready  for  clearance. 

The  other  ones  that  we  need  to  finalize  include: 

•  Postvention 

•  Safer  suicide  care  through  system  change 

•  Treatment  for  people  at  risk  of  suicide 

•  Treatment  for  victims/survivors  (which  includes  content  across  the  technical  packages) 
Please  let  me  know  if  you  have  any  questions. 

Thanks  in  advance  for  your  help! 

Linda 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  17  Jul  2018  23:31:45  +0000 

To:  Dahlberg,  Linda  L  {CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Review  by  COB  8/17:  suicide  approach  summaries  for  the 

implementation  guidance 

Attachments:  SUI_Crisis  Intervention  -  for  SME  review  ds.docx,  SUi_Gatekeeper  Training  -  for 

SME  review  ds.docx,  SUI_Peer  Norm  Programs  -  for  SME  review  ds.docx 

Very  few  comments— look  good! 

Deb 

From:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  July  13,  2018  3:07  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  For  Review  by  COB  8/17:  suicide  approach  summaries  for  the  implementation  guidance 
Hello, 

We  are  in  the  home  stretch  of  completing  the  implementation  guidance  for  the  TP's.  One  component  of 
the  guidance  pertains  to  the  specific  approaches  in  the  technical  packages.  We  are  down  to  the  last  8 
summaries-?  of  them  are  specific  to  the  suicide  TP,  We  put  these  on  hold  until  after  the  Vital  Signs - 
for  obvious  reasonsi 

Attached  are  3  short  ones  for  your  review, 

Lindsey  is  hoping  to  get  this  last  batch  into  clearance  ASAP -we  are  up  against  a  contract  deadline  with 
Banyan,  If  you  could  review  and  send  any  comments/suggestions  on  the  three  attached  by  Tuesday 
COB,  ni  incorporate  your  changes  and  get  them  ready  for  clearance. 

The  other  ones  that  we  need  to  finalize  include: 

•  Postvention 

•  Safer  suicide  care  through  system  change 

•  Treatment  for  people  at  risk  of  suicide 

•  Treatment  for  victims/survivors  (which  includes  content  across  the  technical  packages) 

Please  let  me  know  if  you  have  any  questions. 

Thanks  in  advance  for  your  help! 

Linda 


Crisis  Intervention 


This  approach  focuses  on  providing  support  and  referral  services,  typically  by  connecting  a  person  in  crisis 
to  trained  volunteers  and  professional  staff.  Crisis  intervention  approaches  are  intended  to  impact  key 
risk  factors  for  suicide,  including  feelings  of  depression,  hopelessness,  and  subsequent  use  of  mental 
health  care  services.  Crisis  intervention  can  also  put  space  and  time  between  an  individual  who  may  be 
considering  suicide  and  harmful  behavior. 

Strategy 

■  Identify  and  Support  People  at  Risk  (Suicide) 


Key  Objectives 

• 

• 

Provide  critical  support  and  services  to  persons  at  risk  of  suicide 

Reduce  risk  factors  for  suicide 

Implementation 

• 

Crisis  intervention  services  may  be  accessed  through  a  telephone  hotline,  online  chat, 

ConsI  derations 

text  messaging,  or  in-person 

• 

Education  and  awareness  about  how  to  seek  help  may  also  be  made  through  public 
service  announcements,  billboards,  brochures,  and  other  materials  in  the  offices  of 
primary  care  and  other  providers 

• 

Duration  of  the  intervention  support  varies  depending  on  type  of  service  and  the 
immediate  and  long-term  needs  of  the  client 

• 

Some  crisis  intervention  programs  use  trained  volunteers;  others  use  licensed 
professional  staff 

Sector 

• 

Public  health 

Engagement 

• 

Social  services 

■ 

Community  organizations 

Example  Outcomes 

• 

Reductions  in 

Q  feelings  of  hopelessness 
o  psychological  pain 
o  intent  to  die 

Additional 

• 

Best  Practices  (Suicide  Prevention  Lifeline)  - 

Resources 

https://suicidepreventionlifeline.org/best-practices/ 

• 

Crisis  Center  Accreditation  Program  '  htlp://www*suicidologv.org 

Example  Programs/ Practices/Policies: 

•  National  Suicide  Prevention  Lifeline  (Suicide) 


Example  Programs 


National  Suicide  Prevention  Lifeline  (Suicide) 

Description:  The  National  Suicide  Prevention  Lifeline  is  3  national  network  of  local  crisis  centers  that  provides 
support  to  people  in  suicidal  crisis  or  emotional  distress.  It  also  provides  resources  to  family  members  and 
friends  and  best  practice  resources  for  professionals.  The  hotline  operates  24/7  and  is  accessible  by  phone 
ora  web-based  chat  function/T rained  counselors  are  on-hand  to  listen,  offer  free  and  confidential 
emotional  support,  and  provide  referrals  for  mental  health  services  in  the  local  area. 


Specific  Populations/Settings 

Key  Partners 

Considerations 

•  PoDulationis):  Individuals  in 
suicidal  crisis  or  emotional 

distress 

•  Settinfi(s):  Virtual  setting  via 
telephone  and/or  web-chat 

•  Cornmunity  organisations 

•  Mental  health  providers 

•  Health  care  providers 

•  Public  health  agencies 

•  Lifeline  Network  Crisis  Centers  are 
accredited  and  follow  written  policies  and 
guidelines  addressing  referral,  training, 
and  suicide  risk  assessment 

•  Many  centers  offer  other  services, 
including  training  and  educational 
resources  in  suicide  prevention  and 
weliness  for  their  local  communities 

■  Crisis  centers  that  are  pa  rt  of  the  National 
Lifeline  Network  also  participate  in 

Lifeline  evaluation  activities 

Additional  Information 

•  National  Suicide  Prevention  Lifeline  -  https (//su icideprevemionli Fe line.QrE/ 


Gatekeeper  Training 

This  approach  focuses  on  training  individuals  such  as  teachers,  coaches,  clergy,  ernergency  responders, 
primary  and  urgent  care  providers,  and  others  in  the  community  to  identify  and  respond  effectively  to 
people  who  may  be  at  risk  of  suicide.  By  identifying  people  at  risk  of  suicide  and  linking  them  to 
appropriate  support  and  care,  gatekeeper  training  can  positiveEy  impact  suicide  and  risk  factors  for 
suicide  such  as  depression  and  feelings  of  hopelessness. 

Strategy 

*  Identify  and  Support  People  at  Risk  (Suicide) 


Comment  |zafV]:  Could  drop  this  phrase. 
If  5  a  little  confusing. 


Comment  |2af9]:  Maybe  say  from  a  few 
hours  to  1  or  more  days? _ 


Key  Objectives 


fmplementatton 
ConsiderB  lions 


Sertdh 

Engagement 


Example  Qutcomas 


Ad  ditto  r  raj 
Resources 


Improve  ability  of  gatekeepers  to  identify  and  understand  the  warning  signs  of  suicide 
Learn  how  to  intervene  appropriately  and  help  people  at  risk  of  suicide 
Increase  knowledge  of  available  resources  and  support 


Programs  may  be  implemented  in  a  variety  of  settings  (e.g.,  schools,  university /cam  pus,  / 
healthcare,  community,  military)  / 

M  a  ny  p  rog  ra  ms  i  n  ci  u  d  e  s  pec  if  fc  gu  id  a  n  ce  for  t  be  n  atu  re  a  nd  seq  u  e  n  c  i  ng  of  con  te  nt]to  / 
help  gatekeepers  feel  comfortable  with  recognizing  and  Inquiring  about  risk  and 
facilitating  access  to  support  and  care 

Programs  are  often  delivered  in  groups  and  use  a  combination  of  methods  (e.g.,  group 
discussion,  audiovisual  learning  aids,  presentations,  role-playing)  to  provide 
opportunities  to  engage  participants  and  practice  skills 

Training  requirements  vary  depending  on  specific  program  model,  ranging  from  a  few 

hours  to  ^-^d  ays _ _ _ _ _ _ _ _ 

Evidence  of  effectiveness  also  varies  for  different  programs  so  it  is  important  to  review 
the  evidence  supporting  a  specific  program  before  selecting  one  to  implement 


Public  health 
Healthcare 
Education 
Government 

Community  organizations 


Reductions  in 

o  suicide  deaths 

o  suicide  attempts 

o  depression 
Q  fee  1 1  ngs  of  ho  pe  I  ess  ness 


Comparison  Table  of  Suicide  Prevention  Gatekeeper  Training  Programs  [Suicide 
Prevention  Resource  Center) 

httpL//www.sprc.org/siles/dc!fauit/fiie5/miRrate/librarv/SPRC  Gatekeeper  matrix  Jul2Q 

I3update.pdf 


Example  Progra nis/ Practices/ Pol  icies; 

■  Applied  Suicide  Intervention  Skills  Training  (Suicide) 

■  Garrett  Lee  Smith  Suicide  Prevention  Program  (Suicide) 


Example  Programs 


Applied  Suicide  intervention  Skills  Training  (ASIST)  (Suicide) 

Description:  ASIST  is  a  training  program  for  hotline  counselors,  emergency  workers,  clergy,  caregivers  and 
others  in  the  community.  The  ASIST  model  has  three  phases  of  caregiving:  connecting,  understanding  and 
assisting.  In  the  first  phase  (connecting),  participants  learn  how  to  identify  people  who  are  having  thoughts  of 
suicide.  In  the  second  phase  (understanding),  participants  fearn  how  to  recognize  the  caller's  invitation  for 
help  and  how  to  listen  to  the  caller's  reasons  for  dying  and  living.  In  the  third  phase  (assisting),  participants 
learn  how  to  conduct  a  safety  assessment,  develop  a  safety  plan  for  the  person  at  risk,  and  connect  the 
person  at  risk  to  community  resources.  The  ASIST  training  program  has  been  field  tested  in  a  variety  of 
settings. 


Specific  Populations/Settings 

Key  Partners 

Considerations 

■  Population(5l:  Persons  at  risk  of 
suicide 

•  Settinsfs):  School  community, 
military 

•  Community  organizations 

■  Healthcare  providers 

■  Emergency  medical  services 

■  Faith-based  organizations 

■  G  ov e  rn  m  e  nt  ( 1  oca  i,  state,  fed  era!) 

•  School  administrators  and  staff 

•  Public  health  agencies 

•  2-day  training  workshops  are 
required  to  deliver  the  ASIST 
program 

•  Materials  and  consultation  support 
are  available 

•  Proi^ram  cost  available  online 

Additional  Information 

•  ASIST  Program  Site  -  hitgs  ://w  ww.  irvinEworks ,  n  et/ proM  ram  s/as  ist/ 

•  Program  Summary  (SPRC)  -  http:// www.sp rc.or^/ resources- programs/a ppJ fod-suiddgH ntGrvontion-skiJ Is-tralni nig-asist 


Garrett  Lee  Smith  (GLS)  Suicide  Prevention  Program  (Suicide) 

Description:  Gatekeeper  training  is  a  core  component  of  the  Garrett  Lee  Smith  (GLS)  Suicide  Prevention 
Program  which  has  been  implemented  in  states,  territories,  tribal  communities,  and  college  campuses  across 
the  United  States.  The  program  is  funded  by  the  Substance  Abuse  and  Mental  Health  Services  Administration 
(SAMHSA).  Individuals  are  trained  to  better  recognize  the  risk  for  suicide,  inquire  about  risk,  intervene 
appropriately,  and  help  the  suicidal  individual  obtain  assistance.  Training  ranges  from  a  few  hours  to  a  few 
days. 


Popul  ations/Setti  ngs 

Key  Partners 

Considerations 

•  PoDulationfs):  Persons  at  risk  of 
suicide 

*  Settlng(s):  School/college  campuses, 
community 

■  Community  organizations 

•  Schoot/campus  administrators 
and  staff 

•  State  mental  health  agencies 

•  Government  (local  state,  federal) 

•  Tribal  communities 

•  Public  health  agencies 

To  find  the  state  or  local  GLS  grantees  in 
your  community  visit  this  website. 

Additional  Information 

•  SAMSHA “  Garrett  Lee  Smith  Suicide  Prevention  Program  “  htto://www.5am5ha,gov 


Peer  Norm  Programs 

This  approach  seeks  to  make  protective  factors  for  suicide  such  as  help  seeking,  reaching  out  and  talking 
to  trusted  adults,  behaviors  that  are  normal  and  acceptable.  It  also  focuses  on  promoting  connectedness 
among  peers,  which  can  increase  belonging,  reduce  isolation,  build  resiliency,  and  encourage  adaptive 
coping  behaviors.  By  leveraging  the  leadership  qualities  and  social  influence  of  peers,  peer  norm 
approaches  are  an  Important  way  to  shift  group-level  beliefs  and  promote  positive  social  and  behavioral 
change, 


Comment  |DLL(1:  Any  suggestions  for 
[good,  general  resources  to  include  here? 


prevention-bastcs-sociai-ncirms  chanae 


Comment  |zafV]:  The  only  thing  I  could 
find  is  from  veto  violence.  Relevant? 
ji  https :// veto  vi  olen  c  e  xdc  .Eov/vio  I  e  nce^ 


Strategy 

•  Promote  Connectedness  (Suicide) 


Key  Object tves 


Ipiprementation 

Considerations 


Key  Stakeholders 


Exampie  Outcomes^ 


AdditionBl  Resource 


Increase  connectedness  among  peers  and  promote  positive  norms  that  protect  against 
suicide 

Strengthen  bonds  to  schools,  peers,  and  adults 
Strengthen  youth's  leadership  and  sociai  influence  skills 
Improve  communication  between  youth  and  trusted  adults 


Programs  are  primarily  delivered  in  school  settings  but  may  also  be  implemented  in 
community  settings 

Programs  are  designed  to  be  developmentally  appropriate  for  youth  in  middle,  high- 
school,  and  college 

Programs  are  often  delivered  in  groups  and  include  social  norm  campaigns  and  active 
learning  ejtperiences  to  reinforce  program  concepts 

Involving  parents,  school  staff,  or  community  members  may  also  be  important, 
depending  on  the  specific  program  model 
Implementors  may  need  specialized  education,  training  or  certification,  depending  on 
the  program 


Public  health 
Education 

Community  organizations 


Increases  in 

o  healthy  coping  attitudes  and  behaviors 
o  referrals  for  youth  in  distress 
o  help-seeking  behaviors 
o  positive  perceptions  of  adult  support 


Exa  mp!e  Programs/Practices/Fol ides; 
■  Sources  of  Strength  (Suicide} 


Example  Programs 


Sources  of  Strength  (Suicide} 

Description:  Sources  of  Strength  is  a  youth  suicide  prevention  project  designed  to  use  peer  social  networks  to 
change  unhealthy  norms  and  culture-  The  mission  of  Sources  of  Strength  is  to  prevent  suicide  by  increasing 
help  seekmg  behaviors  and  promoting  connections  between  peers  and  caring  adults.  The  program  trains  peer 
leaders,  as  well  as  adult  advisors,  to  conduct  messaging  activities  aimed  at  changing  peer  group  norms 
around  coping  practices  and  problem  behaviors.  In  addition,  the  program  is  designed  to  have  a  positive 
influence  on  the  knowledge,  attitudes  and  behaviors  of  the  peer  leaders. 


Specific  Populations/Settings 

Key  Partners 

Considerations 

•  Poputation(s):  Adolescents  and 
young  adults  {ages  13-24 
years) 

•  SettinR(s):  School  communftv 

•  Public  health  agencies 

•  School  administrators  and  teachers 

•  Community  organizations 

•  Training  and  certification  is  required 
to  deliver  the  program 

•  Training  materials,  videos,  and  other 
resources  are  available 

•  Consultation  and  technical  assistance 

are  available 

•  Program  cost  available 

Additional  Information 

•  Sources  of  Strength  Program  Site  -  htt ps [//sourcesofstrenfith-orR 


From:  /o=cdc/ou=exchange  administrative  group 

(fydibohf23spdlt)/cn=recipients/cn=f43dd520dl854120aa942ac284dc7713-discoverysearchmailb 

Sent:  25  Apr  2018  02:17:05  +0000 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  FOR  REVIEW:  Vital  Signs  Communications  Products 

Two  more  edits: 

Initially  I  thought  don't  include  the  following  but  instead  I  expanded  on  it: 

While  all  decedents  were  predominately  male  (76,8%)  and  non-Hispanic  white  (83,6%),  those  without 
known  MHP,  relative  to  those  with  MHP,  were  more  likely  male  (83,6%  vs,  68.8%;  odds  ratio  (OR)=23, 
95%  Cl  =  2. 2-2. 5)  more  likely  racial/ethnic  minorities  (OR  range:  1, 2-2.0),  and  more  likely  to  die  by 
firearms  (OR=l,6,  95%  Cl=  (1.5-1. 7).  Overall,  the  large  majority  of  suicides  occurred  among  people  ages 
of  25-64, 

Related  to  your  comment  in  the  TB  to  'To  add  some  text  here  or  below  from  the  MMWR  conclusion  that  connects 
these  results  back  to  the  need  for  broader  prevention  and  the  TP. ''  here's  the  paragraph  now: 

More  than  half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  mental  health  problem.  This  group 
suffered  more  from  relationship  problems  and  other  life  stressors  such  as  criminal-legal  matters, 
eviction/loss  of  home,  and  recent  or  impending  crises,  however  such  circumstances  were  also  common 
in  people  with  mental  health  problems.  To  address  the  full  range  of  contributing  factors  to  suicide, 
comprehensive  suicide  prevention  activities  are  needed.  Such  strategies  include  both  upstream 
prevention  to  prevent  risk  from  occurring  in  the  first  place  as  well  as  more  downstream  activities 
responsive  to  the  needs  of  people  at  increased  risk  and  to  prevent  re-attempts.  The  CDCs  technical 
package  to  prevent  suicide  provides  such  a  broad  approach. 

Did  the  study  prov/de  recommendations  for  prevention? 

Comprehensive  suicide  prevention  activities  are  needed  to  address  the  full  range  of  factors  contributing 
to  suicide.  For  example,  among  people  with  mental  health  problems,  the  study  identified  a  need  for 
additional  safety  supports,  including  broader  implementation  of  affordable  and  effective  treatment 
modalities  such  as  doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 
Additionally,  greater  access  to  providers  in  underserved  areas  is  needed,  as  is  expansion  of  healthcare 
systems  needed  that  integrates  physical  and  behavioral  health  with  a  priority  on  suicide  prevention  and 
patient  safety,  especially  through  care  transitions. 

In  addition  to  strategies  addressing  mental  health  problems,  the  study  identified  the  need  for  attention 
to  the  broader  range  of  circumstances  contributing  to  suicide,  including  relationship,  substance  use, 
physical  health,  job,  financial,  and  legal  problems.  Together  a  comprehensive  approach  to  suicide 
includes  (7  strategies  from  tp  here). 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  April  24,  2018  5:23  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Ballman,  Marie  R,  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  FOR  REVIEW:  Vital  Signs  Communications  Products 
Hi  Crystal, 

I  have  some  comments  in  each.  I  discussed  them  with  Deb  and  I'm  ccing  her  on  this  email  so  that  she 
can  start  working  on  them  so  that  you  can  meet  the  goal  of  sharing  these  with  Leslie  tomorrow.  I  told 
Deb  that  we  might  have  more  time  on  the  Q&A  but  she  is  going  to  start  to  answer  the  questions  I  added 
and  pull  in  some  more  examples  from  existing  Q&A.  This  way  we  will  have  them  if  we  need  to  send  on 
Friday  and  Leslie  can  see  them  too. 

Thank  you,  Tom 


From: 

Sent: 

To: 

Subject: 


Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

21Jun  2018  14:01:15  -0400 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 


Ok  coming  over  in  a  sec! 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  21,  2018  2:00  PM 
To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

I'm  In  the  office. 

From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  21,  2018  1:59  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.Eov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Are  you  in  office  today?  Or  I  call  you? 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  21,  2018  1:58  PM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3^cdc.gov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Hey.  So  what  happens  if  you  don't  highlight  SOS?  Can  you  highlight  a  different  program? 

Looks  like  the  impact  of  SOS  was  just  at  3  mos  follow-up  and  didn't  increase  help-seeking  or  decrease 
suicide  ideation  (but  decreased  attempts?). 

May  not  be  the  best  program  to  highlight.  Could  highlight  the  youth  aware  of  MH  program  or  good 
behavior  game  (which  also  has  some  issues). 

Deb 

From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  21,  2018  10:49  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf90cdc.gov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Ok  -  I  will  hit  pause  on  this  story  until  I  hear  back  from  you? 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  21,  2018  10:49  AM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3^cdc.gov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

I  need  to  re-read  this  article.  This  is  why  it  wasn't  included  in  the  technical  package. 
http5://www.  ncbi.nlm.nih.gov/pmc/articles/PMC4357329/ 

Deb 

From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  21,  2018  10:04  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Found  out  we  don't  even  need  to  ask  Linda.  Just  because  a  program  wasn't  included  as  an  example 
doesn't  mean  that  it  might  not  be  evidence-based  or  based  on  best-available  evidence.  (The  TP  only 
provided  a  small  number  of  examples  of  programs  and  is  not  exhaustive).  We  can  use  this  story  if  it  gets 
through  clearance!!  Will  follow  up  with  more  soon. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  3:55  PM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3^cdc.gov> 

Subject:  RE:  ForSME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Here's  my  review  of  the  two  documents.  Have  we  heard  back  from  Linda  Dahiberg  yet?  I  need  to  try  and 
find  out  why  we  didn't  include  SOS  in  the  tp.  Seems  odds  to  highlight  in  this  video  if  it's  not  included  in 
the  tp. 

Deb 

From;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  IS,  2018  10:24  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(Scdc.gov> 

Subject:  RE:  ForSME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Thank  YOU 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  10:23  AM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3^cdc.gov> 

Subject:  RE:  ForSME  review  AFTER  VITAL  SIGNS  IS  OVER  :} 

Ok,  thanks!! 

From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  18,  2018  10:23  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  ForSME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Nope,  but  this  is  the  same  item  that  I  resent  to  you  last  week  (with  updates)  -  so  may  want  to  use  more 
recent  doc 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  10:21  AM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3(Scdc.gQV> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Reviewing  this  today.  Is  it  too  late? 

From;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  June  5,  2018  10:44  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gQV>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3^cdc.gov> 

Subject:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Hey  Deb, 

Please  feel  free  to  file  this  away  until  after  the  Town  Hall  I  I  am  excited  to  present  a  creative  brief  for  a 
video  to  help  demonstrate  how  everyday  heroes  (regular  people!)  can  implement  strategies  and 
approaches  from  our  technical  packages  to  prevent  violence.  This  story  is  from  Ohio  and  is  focused  on 
preventing  youth  suicide. 

Please  let  me  know  if  you  have  questions.  If  you  could  turn  this  back  around  before  you  go  on  leave  in 
June,  that  would  be  wonderful !  1  have  left  in  some  comments  from  our  new  PMF,  Morgan,  to  show  you 
ourthinking. 

Thanks, 

Molly 


From: 

Sent: 

To: 

Subject: 


Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

ISJun  2018  18:23:08  -0400 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 


Haven't  asked  Linda  yet.. .this  hasn't  even  been  to  ADS  yet.  Thank  you  I! 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  3:55  PM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Here's  my  review  of  the  two  documents.  Have  we  heard  back  from  Linda  Dahlberg  yet?  I  need  to  try  and 
find  out  why  we  didn't  include  SOS  in  the  tp.  Seems  odds  to  highlight  in  this  video  if  it's  not  included  in 
the  tp. 

Deb 

From;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  18,  2018  10:24  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.eov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Thank  YOU 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  10:23  AM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3(Scdc.gQv> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Ok,  thanks!! 

From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  10:23  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Nope,  but  this  is  the  same  item  that  I  resent  to  you  last  week  (with  updates)  -  so  may  want  to  use  more 
recent  doc 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  10:21  AM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3(Scdc.gQV> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Reviewing  this  today.  Is  it  too  late? 

From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  June  5,  2018  10:44  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3@cdc.gov> 

Subject:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Hey  Deb, 

Please  feel  free  to  file  this  away  until  after  the  Town  Hall !  I  am  excited  to  present  a  creative  brief  for  a 
video  to  help  demonstrate  how  everyday  heroes  (regular  people!)  can  implement  strategies  and 
approaches  from  our  technical  packages  to  prevent  violence.  This  story  is  from  Ohio  and  is  focused  on 
preventing  youth  suicide. 


Please  let  me  know  if  you  have  questions.  If  you  could  turn  this  back  around  before  you  go  on  leave  in 
June,  that  would  be  wonderful  I  I  have  left  in  some  comments  from  our  new  PMF,  Morgan,  to  show  you 
our  thinking. 

Thanks, 

Molly 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  18  Jun  2018  19:55:19  +0000 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Attachments:  John  Ackerman  Signs  of  Suicide_Creative  Brief_5.17.18_MK_VD_MT  ds.docx, 

SuicideVideoMotionGraphicScript_ak_6_6_18  _HCET  feedback  for  SME  review  ds.docx 

Here's  my  review  of  the  two  documents.  Have  we  heard  back  from  Linda  Dahiberg  yet?  I  need  to  try  and 
find  out  why  we  didn't  include  SOS  in  the  tp.  Seems  odds  to  highlight  in  this  video  if  it's  not  included  in 
the  tp. 

Deb 

From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  18,  2018  10:24  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Thank  YOU 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  10:23  AM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <u;u3Pcdc,gov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Ok,  thanksll 

From;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  10:23  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Nope,  but  this  is  the  same  item  that  I  resent  to  you  last  week  (with  updates)  -  so  may  want  to  use  more 
recent  doc 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  18,  2018  10:21  AM 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3^cdc.gov> 

Subject:  RE:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Reviewing  this  today.  Is  it  too  (ate? 

From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  June  5,  2018  10:44  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3@cdc.gov> 

Subject:  For  SME  review  AFTER  VITAL  SIGNS  IS  OVER  :) 

Hey  Deb, 

Please  feel  free  to  file  this  away  until  after  the  Town  Hall !  I  am  excited  to  present  a  creative  brief  for  a 
video  to  help  demonstrate  how  everyday  heroes  (regular  people!)  can  implement  strategies  and 
approaches  from  our  technical  packages  to  prevent  violence.  This  story  is  from  Ohio  and  is  focused  on 
preventing  youth  suicide. 

Please  let  me  know  if  you  have  questions.  If  you  could  turn  this  back  around  before  you  go  on  leave  in 
June,  that  would  be  wonderful!  I  have  left  in  some  comments  from  our  new  PMF,  Morgan,  to  show  you 
our  thinking. 

Thanks, 


Molly 


DVP  Technical  Package  Video: 
John  Ackerman/Signs  of  Suicide 


Comment  IKMRft:  Check  data  year 


Comment  |OVM(j:  Did  we  ever  check 
with  Linda  D,  about  this  program  and  if 
.okay  to  mention? 


CDC  SME  reviewer:  Deb  Stone 
Video  Creative  Brief 

Story  Overview 

Youth  suicide  is  a  growing  public  health  concern.  In  2016,  In  the  United  States,  ^suicide  is  the 
second  third-leading  cause  of  death  for  young  people  aged  1 0-24  years  old  and  results  in 

6.1 5g^1k^04^iiv_es_lg_s_t  ea_ch_y_ea_r^S_y[cid_e js_rarely_ca used  byany  er^s Inal e_f^  and  therefore, _ 

comprehensive  prevention  is  essential 

In  Ohio,  Nationwide  Children’s  Hospital,  one  of  the  largest  behavioral  health  centers  in  the  country, 
is  working  to  better  understand  and  create  solutions  to  reduce  suicide  among  children  and  teens.  In 
2015,  the  hospital  created  the  Center  for  Suicide  Prevention  and  Research  (CSPR)  both  to  serve  as 
a  suicide  prevention  resource  for  youth,  parents,  schools,  clinicians,  and  community  partners,  and  to 
help  address  gaps  in  prevention  services.  CSPR  has  also  developed  a  proactive  prevention 
program,  ^igns  of  Suicide  (SOS),  for  middle  and  high  school  students.  SOS  aims  to  dispel 
misunderstandings  about  suicide,  teach  students  (and  the  community)  about  depression  and  the 
warning  signs  of  suicide,  and  connect  those  at  risk  to  support  services.  The  program  also  helps 
schools  develop  gold-standard  safety  plans  for  at-risk  youth  _ _ _ _ _ _ 

John  Ackerman,  a  clinical  child  psychologist,  leads  the  SOS  program  at  CSPR.  He  underscores  the 
need  for  proactive  prevention  programs.  John  works  with  children  and  teens  with  mood  and  anxiety 
disorders,  and  has  conducted  extensive  research  on  gaps  in  local  trend  data  and  suicide  prevention 

programs.  He  believes  that  the  Extent  of  suicide  is  underestimated  by  data:  more jgeopL^ 

experience  suicidal  thoughts,  make  suicide  plans  and  nonfatal  suicide  attempts  than  the  data 
suggest. 


Comment  l/af?]:  What  did  Linda  say 
as  we  decided  not  to  include  this  In  the 
technical  package.  I've  forgotten  now 
why  exactly  we  didn't  include.  I  think 
there  was  some  questioning  of  the 
,  results. 


iS 

s . 


I 


Hi 

'll 


II 


Comment  |T!VI(]r  How  does  this  link  to 
his  SOS  and  preventative  work? 
Seems  only  to  highlight  the  potential 
greater  scope  of  the  probtem,  which  is 
good  but  doesn't  help  understand  why 
prei/entative  approaches  are 
necessary. 


Comment  |TM(j:  Missing  the  inciting 
incidenf— in  the  summary  it  describes 
increasing  suicide  rates  and  John's 
now  job  title  and  research  into  data 
gaps.  I  don't  think  we  need  everything 
from  the  summary,  but  we  do  need  to 
know  why  ha  began  this  work.  (The 
/'Why  now?’"  story  question.) 


Comment  |T!\1(]:  This  is  the  story 
we  Ye  telling,  as  I  understand  it  from 
this  brief.  Specific  to  SOS, 


R2016,, 

nonprofit  organization,  to  set  up  SOS  in  38  schools  across  12  counties  in  central 


Approximately,  23,350  students  participating  in  the  program  were  screened  for  suicide  and 
depression.  The  screenings  revealed  that  more  than  800  students  were  at  increased  risk  for 
suicide.  John's  team  conducted  lethality  assessments  (which  measure  risk  of  fatal  violence) 
on  the  800  students.  Of  the  800  students,  118  required  urgent  crisis  referrals  {outpatient 

crisis  care  within  48  hours  or  hospitalization):  the  remaining  students  received  |3ulpalient]or _ _ 

school -based  mental  health  ^eferral^. 


Comment  lTM(]i  They  received 
outpatient  referrals?  I  think  I 
understand,  but  this  could  be  clearer — 
they  were  referred  for  outpatient  or 
.schoolbased  mental  health  services? 


Comment  |T[Vl(]:  A  sentence 
explaining  why  this  is  important 
(results  section  from  summary)? 
Hopefully  that  will  be  dear  in  the 
.video. _ 


John  has  also  partnered  with  other  suicide  prevention  groups  to  establish  guidelines  to  help 
journalists  and  social  media  practitioners  write  about  suicide  In  ways  that  honor  the  experiences  of 

s  u  rvi  vors  witho  ut  s  e  n  sati  on  aJizin  g  the  rr^H  ehas  sha  r^_  thegu  i  ne  s_  w[t^^  _ 

including  the  Columbus  Dispatch  and  Self.com,  and  reports  that  journalists  have  embraced  the 
guidelines.  In  addition,  the  American  Association  of  Suicidology  is  working  to  convert  the  guidelines 
into  an  easy-to-use  toolkit  for  journalists.  The  toolkit  will  reside  on  the  association's  website. 

Linkage  to  the  Technical  Package 

Suicide  Prevention  Technical  Package 

•  Create  Protective  Environments 

•  Lessen  harm  and  prevent  future  risk  (safe  reporting  and  messaging  about  suicide) 

•  Promote  connectedness 


Comment  [DVMtj:  Do  we  have  an 
ability  to  cross  check  their  guidelines 
with  the  reporting  on  suicide 
guidelines? 


Comment  |zaf9]:  Wondering  if  these 
are  the  same  guidelines  as  the  current 
guidelines — maybe  CSPR  worked  with 
AFSP  and  the  other  orgs  to  put  the 
.current  guidelines  together? _ 


*  Identify  and  support  people  at  risk 

Story  Goals 

The  goal  of  this  project  is  to  demonstrate  that  everyday  heroes  can  carry  out  technical  package 
strategies  and  approaches  to  prevent  suicide.  The  video  will  have  these  primary  purposes: 

1 .  Highlight  ways  that  data  can  be  used  to  identify  gaps  in  existing  programs  in  order  to  select 
strategies  and  approaches  to  fill  the  gaps. 

2.  Emphasize  how  a  program  that  started  in  a  health  care  system  recognized  the  need  for 
greater  primary  prevention. 

3.  Feature  successful  schooFbased  suicide  prevention  interventions. 

Interview  Guide 

Interview  guides  can  help  direct  the  interviewee  toward  the  topics  and  issues  you  want  to  learn  more 
about.  The  questions  below  are  samples: 
ow  does  SOS  help 
involved,  and  how  dc 

*  What  methods  were  used  to  identify/choose  schools  or  school  districts  to  pilot  the  program? 

*  How  have  students  responded  to  SOS? 

*  What  challenges,  if  any,  did  you  face  in  setting  up  SOS  at  schools? 

*  What  does  the  data  show  about  the  relationship  between  SOS  and  youth  suicide? 

Video  Approach 


schools  jdevelop  Qold^tandard  safety  plans  for  high-jlsk  youth '^Whafs 
■  you  ensure  consistent  implementation? 


STYLE 

We  propose  an  animation  with  voice-over  style  to  help  explain  John's  research  and  data. 

MAIN  FOCUSA^OICE 

The  main  focus  is  the  voice  of  a  narrator. 

STORY  FLOW 

John  Ackerman  is  featured  as  an  animated  character.  The  narrator  will  guide  the  viewer  through 
personal  experiences  with  setting  up  suicide  prevention  strategies  in  schools  and  describing 
research  findings.  The  video  will  be  driven  by  dataj^^nd  wj[[hj£h]i^hj^key^fijid^^ 
based  stones,  helping  to  bring  statistics  to  life.  Through  this  narration,  we  hope  to  bring  to  light  the 
importance  of  suicide  prevention  and  awareness  and  hear  primary  prevention  successes. 


Comment  If  this  can  be  made 

specific  to  one  school,  as  an  example, 
the  story  will  be  more  clear  Singuiar 
I  [more  powerful  and  specific  than  plural. , 


Comment  [TiVItl^  Okay,  but  the  story 
can't  be  driven  by  data.  The  story 
needs  to  be  driven  by  John  and  the 
[Lgap  he  saw  and  filled. 


I 


i  I 
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Suicide  Motion  Graphic  Video 
RT  00:30-00:45 

VJe  open  on  flashing  text  that  appears  on  the  top  left  side  of  the 
screen  over  a  B&W  image, 

[*Note:  Text  that  refers  to  the  problem  appears  on  top  left  of  the 
screen  while  CDC  solutions  appear  on  the  bottom  right...over  the  same 
image) 

TOS; 

Suicide  is  a  serious  public  health  problem  and  the  lO^*^  leading  cause 
of  death  in  the  United  States, 

Image  remains  on  the  screen, 

TOS:  It  hurts  families,  communities;  and  society  at  large,  {possibly 
overlay  drawing  SEM) 

NEW  IMAGE  APPEARS 

TOS  top  left:  The  causes  of  suicide  are  numerous— aed  ^omplGjj[,  ^  _ 

TOS  (on  the  bottom  right  of  the  image) :  But  Suicide  is  Preventable. 

TOS  over  same  image:  CDC  is  dedicated  to  using  a  broadcomo rehens ive. 
public  health  approach  to  t- - su i c ide  p re ven 1 1 on  . 


NEW  IMAGE  APPEARS 


-examintrive 


stiqate .^]  the 


iX 


Commeni  |/af9]:  \  was  told  we  aren't 
supposed  to  say  complex  since  this 
implies  it's  too  hard  to  fix  or  prevent 


Comment  [BMR(|:  Or  examines? 


?s 


Comment  |zaf9|:  Yeah,  I  might  say 
examines  instead.  While  investigate  isn't 
wrong  I  wonder  If  it  may  send  the 
message  that  we  are  out  in  the  field  every 

pay. _ 


it 


Comment  |Kii1R(j:  Not  sure  if  this  is 
needed/honest;  considering  that  we  have 
no  way  to  know  this. 


Comment  |B[\1R(|:  Is  CDC  developing 
and  testing?  And  agree  with  Motly's 
comment  above  about  removing  far- 
reaching^ 


TOS:  CDC  monitors,  tracks,  and 
growing  problem  of  suicide. 

Same  image  remains 

^y  conducting  and  supporting  research  to  understand  the  underlying 
causes  of  suicide,  CDC  works  with  partners  to  helps  identify,  develop, 
and  test  new  app^tur — reaching  prevention  strategies  _ 


I  ' 

I  'U 

"]  - 

I? 

B  P  J 
»! 

?;  i 

1-1  I 

III 


Comment  This  could  be  two 

things.  We  conduct  research  is  one  aspect 
and  then  I'd  say  we  work  with  partners  to 
identify...).  The  way  the  sentence  is 
worded  now  with  the  edits  it  doesn't  flow 
right.  Maybe  y'all  can  fix  this, 


Comment  |ratV]:  This  seems  a  little 
overstated.  How  about  creating 
opportunities? _ 


NEW  IMAGE  APPEARS 

TOS  bottom  right:  Strategies  like  developing  programs  that  target  risk 

and  protective  factors  at  all  levels _ ^  Individual,  relationship, 

commune ~v,  and  society  -  of  the  social  eco-i.ooical  inodeiREM. 

TOS:  Strategies  like  fostering  community  connectedness,  and  (creating 
opportunities  to  access  to  health  care  and  social  support  systems. 


NEW  IMAGE  APPEARS: 


TOS  on  bottom  right:  s  goal  is  to  prevent  suicide  and  save  lives 

by  xeduGing  irlsk  fae^o-ra  and  increasing  protective  fa&torsin  order  to 
STJtpport  the  nation  in  readixna  Its  goal  to  reduce  the  annual  suicide 

xate  20^bv~2025r[^^~  ~  ~  

NEW  IMAGE 


TOS  in  MIDDLE  OF  SCREEN;  o r.h c; t  be- -ee-e 

t-Jresh-i-i^g-  e-f  -wh'O— —  ere^ — i-seOrl—  a-^— g-te-i:-e--prib-i-ic ^he 

organ  i.-a a cien s  ^ — edncation  aye  temo,^ — bt^sieesges  ^ — pub-lie  -health,,  just  iee 

and  oocinl  corvico-  ‘uDctors)^^  canToqether  we  can  prevent 


/ - - 

/  Commetii  |KMR(]:  i  tWnk  this  part 
/  I  should  refer  to  the  National  Strategy  for 
/  Suicide  Prevention:  goal  of  reducing 
the  annual  suicide  rate  20  percent 
by  2025 

.{coimneiit  It:  I  like  this  idea. 

/  /  Camment  IKMRfJ:  Sounds  nicen  but  If 
//  this  video  is  meant  to  carve  out  COC^s 
;/  niche  In  suicide  prevention,  it  couid  be 
1/  (muddied.  Marie  agrees. _ 


website . com 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  19  Apr  2018  10:50:25 -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Your  Review:  **VS  quick  turnaround**  Communication  Pieces 

Attachments:  PR_Vl_4.17.18.03.15pm_CB_MRB  ds.DOCX,  TB_Vl_4.17.18.03.15pm_CB_MRB 

ds.DOCX,  DC_Vl_4.17.18.03.15pm_CB_MRB  ds.DOCX,  CC_Vl_4.17.18.03.15pm_CB_MB  ds.DOCX 


(b)(6) 


Hi  Deb, 

I  think  your  input  is  fine,  I  actually  encourage  you  to  be  critical  at  this  point  and  really  be  certain  that  you 
can  defend  each  point,  particularly  those  in  the  script  and  PR,  I  only  had  30  minutes  to  skim  this  and 
didn't  get  through  everything  but  I  added  some  initial  comments  for  you  to  consider. 

One  thing  that  I  think  we  should  do  is  list  the  other  contributing  factors  when  appropriate  so  people 
have  a  sense  of  what  we  mean.  Tm  thinking  about  some  variations  on  the  following:  '"Knowing  the  many 
factors  in  addition  to  mental  health  concerns  that  contribute  to  suicide  risk  such  as  relationship 
problems,  crises,  substance  use,  poor  health,  job/financial  problems,  arguments  or  conflicts,  and  legal 
problems  can  help  us  identify  and  support  people  at  risk  of  suicide/" 

Best, 

-Tom 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  April  19,  2018  12:20  AM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  For  Your  Review:  **VS  quick  turnaround**  Communication  Pieces 
Hi  Tom, 

I  received  the  4  comm  items  noted  below  today.  I  found  myself  having  a  lot  of  comments  and  was 
wondering  if  you  might  help  me  by  looking  at  what  I've  commented  on  and  letting  me  know  your 
thoughts?  Am  I  being  too  critical  or  getting  too  far  a  field??  Or  am  I  on  the  right  track?  I  just  don't  want 
to  start  changing  things  as  I'm  prone  to  do  without  another  set  of  eyes  seeing  my  train  of  thought,  (as  a 
reminder,  I'm  supposed  to  review  in  a  day  and  send  to  Malia  and  then  she  reviews  and  sends  to  you— I 
think  if  you  and  I  can  do  a  tag  team  review  it  might  be  more  efficient,  i.e,  if  you  and  I  review  together  it 
can  save  time  when  the  documents  get  to  you). 

I'm  not  able  to  be  on  my  work  computer  so  easily  here  art  AAS,  so  maybe  if  you  can  text  me  after  you've 
replied/reviewed  my  comments  then  ('ll  know  when  to  login.  Sorry  to  be  so  high  maintenance!]  I  know 
you  are  super  busy. 

Thanks, 


i - - 

P.S.  The  MMWR  was  cleared  and  cross-cleared  now.  I  just  need  to  upload  the  version  we  sent  to  the  VS 
office  into  e-clearance.  I  hope  we'll  get  OD  comments  soon! 

From:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  18,  2018  6:57  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g)cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(g>cdc.gQV> 

Subject:  For  Your  Review:  **VS  quick  turnaround**  Communication  Pieces 
Deb, 

Attached  are  the  Vital  Sign  Communication  documents  for  your  review  in  one  day  to  keep  us  on  track 
for  our  deadline.  Note,  that  these  adhere  and  stick  very  closely  to  the  fact  sheet  and  Q&A  pulls  from  the 
MMWR  itself. 

Documents  included  are: 


•  Press  Release 

•  Dear  Colleague  Letter 

•  Tele-briefing  Script  with  Q&A 

•  Critical  contacts  with  email 

Please  note  that  there  is  a  list  at  the  top.  Please  add  your  review  date  next  to  your  name.  The  list  will  be 
taken  off  before  sending  to  Vital  Signs  office  but  thought  it  would  be  a  good  internal  tracking  double 
check. 

Also,  let  Crystal  or  I  know  if  you  have  any  questions  or  concerns. 

Thanks, 

Marie 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  13,  2018  5:03  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tRs9#cdc.Rov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc,R0v>:  Dorigo, 
Leslie  (CDC/ONDIEH/NCIPC)  <f U53@cdc.gov> 

Cc:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6@cdc.gov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6@cdc.gov>:  Yuan, 
Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gQv>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5@cdc.gQV>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.RQv> 
Subject:  "^^Head's  up  for  next  VS  quick  turnaround** 

Hi  Everyone, 

Happy  Friday  and  hope  you  are  doing  well.  I  just  spoke  with  Marie  and  got  an  update  on  the  next  steps 
in  the  VS  process  as  it  relates  to  comm/policy. 

As  with  the  clearance  of  the  MMWR  and  the  fact  sheet,  we  are  once  again  on  a  super  fast  review 
timetable.  Marie  has  outlined  below  what  is  needed  and  by  when.  I  think  the  process  makes  good  sense. 
As  Marie  mentions,  alt  of  the  materials  you  will  be  receiving  are  based  on  the  cleared  MMWR  and  fact 
sheet,  so  the  review  should  go  quickly  (knock  on  wood).  I  really  appreciate  everyone's  commitment  to 
making  this  Vital  Signs  a  priority  (not  to  mention  the  best  DVP  one  yet!). ;) 

Best, 

Deb 

P.S.  for  everyone  cc'd  this  is  just  to  keep  you  rn  the  loop! 

Here  is  the  communication  update.  Our  plan  and  hope  is  to  have  the  following  pieces  ready  for  review 
by  next  Wednesday,  April  18,  2018: 

•  Press  Release 

•  Dear  Colleague  Letter 

•  Tele-briefing  Script  with  Q&A 

•  Critical  contacts  with  email 

These  items  (all  based  on  the  cleared  Vital  Signs  factsheet)  are  due  to  the  Vital  Signs  office  on  April  27, 
2018.  The  plan  is  to  bundle  the  items  listed  together  for  each  reviewer.  The  thought  here  is  that  we  can 
all  then  ensure  we  are  being  consistent  across  documents.  We  do  ask  that  reviewers  resolve  any 
conflicts  before  returning  documents  or  passing  on  to  the  next  reviewer.  This  is  to  ensure  the 
documents  don't  get  to  the  end  and  need  to  circulate  back  through.  There  will  be  a  really  tight  turn 
around  for  each  reviewer  of  a  day.  This  is  to  ensure  we  have  (fingers  crossed)  April  27,  2018  to  clean  it 
all  up  and  hit  the  send  button.  We  realize  this  is  really  tight  but  would  appreciate  everyone  sticking  to 
the  proposed  timeline. 


Comm  proposes  these  reviewers  in  this  order: 

•  Marie  Ballman,  communication  review  on  April  19,  2018 

•  Deb  Stone,  SME  review  on  April  20,  2018 

•  Malia  Richmond-Crum,  policy  review  on  April  23,  2018 

•  Tom  Simon,  ADS  on  April  24,  201S 

•  Jim  Mercy,  DVP  director  on  April  25,  2018 

•  Leslie  Dohgo,  NCIPC  OC,  ADC  on  April  26,  2018 

Please  let  me  know  if  you  have  any  questions  or  concerns  with  the  plan. 

I  truly  appreciate  everyone^s  assistance  and  effort  on  this  Vital  Signs  release. 

It  is  going  to  be  fabulous! 

Cheers, 

Marie 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  11,  2018  4:53  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9@cdc.gov>;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 
<snk6^Scdcgoy>;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5Pcdc.nov>:  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC)  <vrm4@cdc,gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9Pcdc.gQV>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.^ov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6i@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.EQV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8{fflcdc.gov>:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdcgQV> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdcgQv>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3@cdc.gov> 

Subject:  RE:  Vital  Signs  Prep  Meeting 
Hi  Everyone, 

It  looks  like  most  people  will  be  out  next  Tuesday  at  EIS  so  I  cancelled  our  meeting,  I  will  follow  up  with 
the  MMWR  group  related  to  any  feedback  we  get  back  from  CDC  OD. 

Tm  guessing  the  same  will  be  true  for  Tom  and  the  factsheet  group.  If  iVs  needed,  I  may  reschedule  us 
for  4/24  so  if  you  could  hold  that  date  at  noon  that  would  be  great. 

Crystal,  if  you  don't  mind  sending  an  email  update  tg  everyone  about  comm/policy  progress  that  would 
be  great  too  (by  next  Tuesday?}.  I  know  you  all  have  been  doing  a  lot  so  I  want  to  make  sure  that 
everyone  is  up  to  speed.  Thanks  so  much  I 
If  anyone  has  any  questions,  please  contact  me. 

Deb 


Review  Tracker 

•  NGPC  OC  Leslie  Dorigo: 

•  DVP  ADS  Tom  Simon: 

•  DVP  Policy  Malia  Richmond'Crum; 

•  DVP  5ME  Deb  Stone: 

•  DVP  HCET  Marie  Ballman:  4/17/201S 
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Press  Release 

Embargoed  until  1:01)  pm  ET 
Tuesday^  June  5,  2018 

Contact:  CPC  Media  Relations 
404-639-3286 


Rising  suicide  rates  across  states 

Rates  increased  more  than  30%  in  half  of  states,  ^hile  most  other  leading  causes  of  death 

declined^ 

Suicide  is  a  leading  cause  of  death  in  the  U.S.  and  is  on  the  rise  in  44  states,  according  to  the  latest  Vital 
Si^ns  report  by  the  Centers  for  Disease  Control  and  Prevention  (CDC).  In  2016,  nearly  45,000  people 
pge  10  or  older jdied  by  suicide. 

This  report  examines  suicide  deaths  at  the  state  level  from  I'OOO  to  ioTd"  ^^otabljJ.  mental  health 
problems  arc  just  one  factor  contributing  to  suicide.  “Mental  health  problems  arc  often  cited  as  the  cause 
of  suicide,  but  suicide  is  rarely  caused  by  only  one  factor^  said  [SPOKESPERSON].  “In  fact,  many 
people  who  die  by  suicide  are  not  known  to  have  mental  health  problems  at  the  time  of  death’ \ 


Comment  IzatVJ:  I  wouldn't  include  this. 
Rates  increased  more  than  30%  over  the 
period  1999-2016,  other  leading  causes  of 
death  decreased  over  the  past  few  years  I 
believe  {and  we  didn^t  look  at  those  rates 
in  our  study)^  I'd  rather  just  say  between 
1999-2016  suidde  rates  mcreased  by 
more  than  30%  in  half  of  all  states. 


Comment  lzaf9];  I'm  not  sure  we  need 
to  say  this  here?? 


if 


Comment  [ST(h  I  would  keep  it. 


hi  Comment  |ST(|:  This  transition  is 
awkward.  It  makes  it  sound  like  the 
circumstance  analysis  is  at  the  state  leve. 


Many  factors  contribute  to  suicide 

For  this  Vha!  Signs  report,  CDC  examined  state-level  trends  in  suicide  rates  betw^een  1999-2016.  In 
addition,  they  used  data  from  the  National  Violent  Death  Reporting  System  [add  [ivperlinkl,  w'hich 
covers  27  states,  to  look  at  the  circumstances  of  suicide  deaths  among  people  with  and  without  know  n 
mental  health  problems.  The  researchers  found  that  more  than  half  of  people  w^ho  died  by  suicide  did  not 
have  a  known  mental  health  problem.  This  group  suffered  more  from  relationship  problems  and  other 
life  stressors  such  as  criminal -legal  matters,  eviction/loss  of  home,  and  recent  or  impending  crises, 
however  these  circumstances  were  common  to  people  with  and  without  mental  health  problems. 

Firearms  were  the  most  common  method  of  suicide  used  in  both  groups. 


Wide  range  of  prevention  activ  ities  needed 


“We  need  comprehensive  statewide  suicide  prevention  activities  to  address  the  full  range  of  factors 
contributing  to  suicide.”  [SPOKESPERSON]  added,  '(There  are  opportunities  for  prevention  eveiy  day. 
fciose  coordination  of  government,  business,  education,  faith,  and  the  media  sectors  are  important  for 
preventing  suicide.”  ttn  addition,  everyone  can: 
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♦  Learn  the  warning  signs  of  suicide  to  help  identify  and  refer  people  at  risk. 


*  Contact  the  National  Suicide  Prevention  Lifeline  for  help  for  themselves  or  others:  i -800-273- 
TALK  (8255).  fcttps:  //sui  c  idepre  venti  on  life  It  ne  .org^ 


Vital  Signs  is  a  CDC  report  that  typically  appears  on  the  first  Tuesday  of  the  month  as  part  of  the  CDC 
journal  Mi>i/hidity  and  Mortafilv  Weekly  Report.  The  report  provides  the  latest  data  and  information  on 
key  health  indicators.  These  are  cancer  prevention,  obesity,  tobacco  use,  injury  prevention,  prescnplion 
drug  overdose,  HIV/ AIDS,  alcohol  use,  heal  the  arc -associated  infections,  cardiovascular  health,  teen 
pregnancy,  and  food  safety. 


Comment  |zaf91: 


Ctimment  |ST(1;  I'm  not  a  fan  of  this 
language,  Tm  not  sure  what  this  means  m 
,  pra ctice  an d  we  co ul d  be  asked  t h at. 


Comment  |ST(li  Suggest  either  dropping 
from  the  PR  or  moving  this  down  to  raise 
,the  profile  of  the  others. 


Comment  |zaf?):  Might  be  nice  to 
reference  the  bethelto.. 


### 

U.S.  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


Review  Tracker 

•  NO  PC  OC  Leslie  Dorlgo: 

•  DVP  AOS  Tom  Simon: 

•  DVP  Policy  Malia  Richmond'Crunv: 

•  DVP  5ME  Deb  Stone: 

•  DVP  HCET  Marie  Ballman:  4/17/201S 


,  Comment  [zat^l:  Opportunities  for 
I, preventing  suicide  exist  everyday. 


Vital  Signs  Rising  Suicide  Rates  Across 

June  7,  2018 


Desired  Headlines 

•  Nearly  45,000  suicides  occurred  in  2016,  but  suicide  is  preventable. 

•  Suicide  rates  increased  more  than  30%  in  half  of  U.S.  states  since  1999. 

•  Many  factors  other  than  mental  health  problems  contribute  to  suicide. 


Moderator:  Thank  you  {OPERATOR  NAMEK  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  CPC  Vital  Signs.  We  are  joined  by  CPC  Director  Dr.  Robert 

Redfield,  as  well  as  Dr.  Ann  Schuchat.  CDCs  Deputy  Director,  Dn  Redfield  ?s 

unavailable  to  stay  for  the  media  Q&A  portion  of  the  briefinR,  so  Dr.  Schuchat  will 

take  your  questions,  I'd  like  to  turn  the  call  over  now  to  Dr,  Redfield,  [ 


Dr.  Redfield  j 

•  Good  afternoon  and  thank  you  for  joining  us  today.  | 

•  CDC  provides  for  the  common  defense  of  the  country  against  health  threats.  Each  \ 

month  in  our  Vital  Signs  report,  we  focus  on  a  public  health  threat  from  the  front  j 
lines  and  give  you  information  to  help  stop  it.  j 

i 

•  Today's  report  contains  new  infornnatlon  about  rising  suicide  rates  across  the 
U.S.  Let's  start  with  the  good  news. 

T 

I 
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•  [rhere  are  opportunities  for  preventing  suicides  every  day.)(nowing  thejmany  J 
factors  other  thanin  addition  to  mental  health  issues  concerns  that  contribute  to 


1 


suicide  risk  such  as  relationship  problems,  crises,  substance  use,  poor  health, 
iofa/financlal  prQblems^ifl^m^^ovment,  arguments  or  conflicts,  and  legal 
problems  can  |iGlp  us  identify  and  support  people  at  risk  of  suicid4,^^* *^®^than 


|But|todav's  report  shows  that  most  states  are  SQoinfi  experiencing  increases  in 
suicide  rates  and  they  need  to  know  what  can  be  done  to  prevent  suicidesthem. 


^(ose  CQord-ination  of  health,jlDW  enforcement,  business,  education,  social 

comnnunities  can  take  actions  now  based  on  the  best  available  evidence. 

States  can  use  Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and 
Practices  to  guide  actions  based  on  what  is  known  about  keeping  people  safe: 
w\vw.cdc.eQ\7viQlcnccprcvcfitioii/pub/tcehnica[-packagcs,litml. 

Preventing  suicide  involves  everyone  in  the  community, (Everyone  can  learn  the 
signs  of  suicide,  how  best  to  respond,  and  where  to  get  help.] 


Comment  [zaW]:  It's  notjust about 
identifying  people  with  these  concerns 
but  also  taking  action  to  prevent  these 
things. 


Comrntnt  |zaf9):  This  is  a  little 
problematic  since  we  aren't  saying  in  27 
states.  I  don't  know  that  we  can 
.generalize.  Pretty  sure  we  can't 


I'm  going  to  turn  it  over  now  to  [Or.  Lisa  Richardson,  whojwi II  share  the  findings  in  / 
the  report. 


Comment  |ST(]i  I  agree  and  suggest 
,  drop  ping  this  fronn  Dr.  Redfield^'s  script. 


Comment  |zaf9]:  Not  sure  what  this  is 
referring  to,  the  sentence  above?  If  so,  it 
doesn't  follow. 


Comment  |zaf9]:  State  public  health 
departments  can  be  leaders  In  bringing 
together  the  necessary  partners  such  as...  , 


Comment  |zaiyj:  Don't  think  we  should 
Just  focus  on  that  strategy.  We  need  to 
highlight  a  comprehensive  approach  to 
SP. 


Comment  |ST(]i  Who  is  this?  Should  this 
.be you.  Deb? _ 


•  Thank  you,  Dr,  Schuchat, 


•  For  this  Vital  Signs  report,  we  analyzed  data  from  the  National  Vital  Statistics 
System  for  50  states  and  Washington,  D.C.  We  looked  at  data  from  the  National 
Violent  Death  Reporting  System  or  NVDRS,  covering  27  states  in  2015,  and 
examined  circumstances  surrounding  suicides  deaths  among  people  with  and 
without  known  mental  health  problems. 

•  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states 
experiencing  increases  of  more  than  30%. 


^  -34  and -4-^-staxes:, 

j[ng  f-R-  2015  from  NVDRS,  we  found  that  among  suicides  in  27 
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States,  more  than  half  (54%)  ef  deaths  m  did  not  have  a  kn^n^mental 

health  problem. 

Among  people  with  cirCLHT>5tanGe  iRformation.-sevefal  cfrciim5-t-ance5/ln6lydin:g 

fRelationship  problems/loss  (45,1%  vs  39.6%),  life  stressors  (54,2%  vs  49.7%), 
and  recent/impending  crises  (32,9%  vs  26.0%)  were  significantly  more  likely 
among  those-people  who  died  by  suicide  without  a  known  mental  health  problem 
than  thosedeaths  with  mental  health  problems,  but  these  problems  were 
common  across  groups. 


Although  these  findings  are  concerning,  prevention  is  possible;  we-need 
comprehensive  statewide;  suicide  prevention  activities  te-can  address  the  full 
range  of  factors  contributing  to  suicide. 

On  a  Federal  level,  the  government  is  tracking  the  problem  to  understand  trends 
and  groups  at  greatest  risk.  They  are  developing,  implementing  and  evaluating 
suicide  prevention  strategies  and  working  with  local,  state,  tribal  and  other 
partners  to  prevent  suicide. 

States  and  communities,  can: 


o  Identify  and  support  people  at  risk  for  suicide, 

o  Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  manage 
challenges  with  relationships,  jobs,  health,  or  other  concerns, 

o  Create  safe  and  supportive  environments  where  people  live,  learn,  work, 
and  play. 

o  Make  sure  people  are  connected  to  others  in  their  community  and  don't 
feel  alone, 

o  Make  sure  those  at  risk  are  connected  to  health  systems  that  include 
mental  and  physical  healthcare. 

o  Strengthen  options  for  temporary  assistance  for  those  struggling  to  make 
ends  meet. 

o  Lessen  harms  and  prevent  future  risk  of  suicide. 


Comment  This  is  a  ]ittte  confusing 

going  from  the  34  and  43  to  the  half  of 
.people  m  27 states. _ ^ 


•  The  bottom  line  is:  it  will  take  a  everyone  working  togethercoordinated  and 
comprehensive  approach  to  prevent  suicide. 

•  Thank  you.  I'll  turn  it  back  to  our  moderator 


Moderator;  Thank  you.  (Operator’s  name]^  t  believe  we  are  ready  for  questions,  please. 
IQ&A] 

Media  Q&A  -AFTER  FINAL  QUESTION-  (Moderator):  Thank  you  Drs.  Redfield  and 
Schuchat  for  joining  us  today,  as  well  as  reporters.  For  follow-up  questions,  cali  the  press 
office  at  404-639*3286  or  send  an  email  to  media@cdc,gov.  Thank  you  for  Joining  us;  this 
concludes  our  call. 

Haw  was  this  research  canducted? 

Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex,  across  six  consecutive 
three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  SO  states 
and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were 
used  to  examine  contributing  circumstances  among  decedents  with  and  without  known  mental  health  problems 
(MHP). 

What  are  same  of  the  key  findings? 

Across  the  study  period,  suicide  rates  increased  in  all  states,  except  Nevada  [which  had  a  consistently  high  rate 
throughout),  with  absolute  increases  ranging  from  +0.S  (Delaware)  to  +S.1  (Wyoming)  per  100,000.  Percentage 
increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57,6%  (North  Dakota),  fvith  increases  of  more  than  30% 
observed  in  25  statesj 

Trends  in  state  sSuicide  rates  Ifeft^indicated  significant  increases  f^in  44  states, ^or  males  (34  states)  and 
females  (43  states),  as  well  as  for  the  U.S.  overaltj 

^htle  all  decedents  were  predominately  male  (76.8%)  and  non-Hispanic  white  (83.6%),  those  without  known 
MHP,  relative  to  those  with  MHP,  were  more  likely  male  (S3. 6%  vs.  6S.S%;  odds  ratio  (OR)=2.3,  95%  Cl  2. 2-2. 5) 
and  racial/ ethnic  minorities  (OR  range:  1. 2-2.0) j 

More  than  half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  mental  health  problem.  This  group  suffered 
more  from  relationship  problems  and  other  life  stressors  such  as  criminal-legal  matters,  eviction/loss  of  home, 
and  recent  or  impending  crises. 

Why  did  Nevada  not  see  a  significant  increase  in  suicide  rates? 

Nevada  had  a  consistently  high  rate  of  suicide  throughout  the  study  period.  Nevadans  suicide  rates  were  not 
decreasing,  but  staying  relatively  the  ^am^ 
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Comment  |ST(h  Stopped  here. 


Comment  |zat9|:  Td  put  this  in  the  next 
,  paragraph.  See  my  comment  below. 


Comment  |zat^);  Instead  of  this  [^d  say 
..44  states,  with  24  states  experiencing 
increases  of  more  than  30%. 


'll 


Comment  |zat^];  I  wouldn't  highlight 
this.  Td  highlight  the  ages  of  suicide 
decedents. 


fijf 

ilii 


Comment  [xaf91:  While  Nevada's  suicide 
rate  did  not  increase,  it  remained 
consistently  high  across  the  study  period. 


f/il 


li  ' 
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What  are  some  of  the  imitations  to  the  study? 

There  are  three  limitations  to  the  study;  first  in  the  state-level  analysis;  rankings  for  four  states  (MD,  MA,  Rk  UT) 
might  have  been  impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent  (potentially  biasing 
reported  suicide  rates  downvyard),  or  decreased  percentages  of  such  deaths  over  time  (potentiaiiy  biasing 
estimated  rate  trends  upward).  Second,  NVDRS  is  not  yet  nationally  representative;  the  27  states  included 
represent  49.6%  of  the  population 

(https://factfinder,cen5us.gQv/faces/tabie5ervices/i5f/paee5/oroductview.xhtmn, 

Third,  abstractors  of  MVDRS  data  are  iimited  to  information  contained  in  investigative  reports.  Therefore,  the 
extent  of  informant  knowledge  can  affect  data  completeness  and  accuracy.  Studies  Including  more  in-depth 
interviews  with  next-of-kin  often  see  greater  attributions  to  mental  disorders  (13),  however  many 
methodologicai  variations  across  studies  exist  (14),  It  is  likely  that  some  people  without  known  MHP  In  the 
current  study  were  experiencing  mental  health  challenges  that  were  unknown,  and  hence  underreported  by  key 
informants.  Nonetheless,  the  high  prevalence  of  diverse  contributing  circumstances  among  those  with  and 
without  known  MHP  suggests  the  importance  of  addressing  the  broad  range  of  factors  that  contribute  to 
suicide. 

Did  the  study  provide  recommendations  for  prevention? 

Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  fuil  range  of  factors 
contributing  to  suicide.  [This  study  identified  a  need  for  additional  safety  supports,  Including  broader 
implementation  of  affordable  and  effective  treatment  modalities  such  as  doctor- pat  lent  collaborative  care 
models  and  proven  cognitive-behavioral  therapies.  Additionally;  greater  access  to  behavioral  health  providers  in 
underserved  areas  is  needed,  as  is  expansion  of  healthcare  systems  needed  that  integrates  physical  and 
behavioral  health  with  a  priority  on  suicide  prevention  and  patient  safety,  especially  through  care  transitionsj 

Prevention  strategies  include: 


Comment  |zal9]:  Can  we  go  right  to  the 
^strategies  below? _ 


»  Identify  and  support  people  at  risk  of  suicide. 

■  Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  manage  challenges  with 
relationships,  jobs,  health,  or  other  concerns. 

•  Create  safe  and  supportive  environments  where  people  live,  learn,  work,  and  play, 

•  Make  sure  people  are  connected  to  others  in  their  community  and  don't  feei  alone. 

•  Make  sure  those  at  risk  are  connected  to  health  systems  that  Include  mental  and  physical  healthcare. 

•  Strengthen  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet 

•  Lessen  harms  and  prevent  future  risk  of  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective  approaches  to  prevent  the  many  suicide  risk  factors  are 
available.  States  and  communities  can  use  data  from  NVDRS  and  resources  such  as  CDC's  Preverjting  Suicide:  a 
Technical  Package  of  Policies,  Programs,  and  Practices,  available  at: 

https://www.cdc.gov/violenceprevention/pdf/suicideTechnicalPackage.pdf  to  better  understand  their  suicide 
problem,  prioritize  evidence-based  comprehensive  suicide  prevention,  and  save  lives. 

Some  states,  such  as  Colorado,  are  planning  to  implement  such  a  comprehensive  approach  to  suicide 
prevention. 

Additiorjot  Resources 

S 


Recommendatrons  for  Medta  Reporting  on  Suicide,  reportingonsuicde.orfi 


[f  you  or  someone  you  know  is  thinking  about  suicide  or  needs  support,  help  is  always  available.  Call  the 
National  Suicide  Prevention  Lifeline  at  1-S00-273-TALK  (8255)  or  visit  http://suicidepreventionlifeline.orfi 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices: 
https://www.cdc.gov/violencepreventiQn/pdf/suictdeTechnicalPackage.pdf. 
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Review  Tracker 


NCIPC  OC  Leslie  Dorigo: 

DVP  ADS  Tom  Simon: 

DVP  Policy  Malia  Rlchmond-Crum: 
DVPSME  Deb  Stone: 

DVP  HCET  Marie  Ballman:  4/17/2015 


Dear  Colleague: 

The  CDC  Vital  St^ns  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month,  frhts  month’s  edition  presents  our  latest  findings  on  suicide  trends  in  the  United 

States)^We  a]spJiigh^[i^ht  strate£[es_toj  health  departments jnd  othei^  _ 

prevention  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signa  materials,  including  the  Morbidity  ami 
Mortality  Weekly  Ri'port  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  Slate  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Tuesday,  June  7,  2018,  at  1:00  pm  (EST) 
following  a  media  teJebrlefing  at  noon;  all  attached  materials  are  EMBARGOED  until  Ipm 
EST, 

Key  points  in  the  Vital  Signs  report  include: 

*  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

*  From  1999-2016,  suicide  rates  increased  in  44  states,  with  25  states  experiencing 
increases  of  more  than  30%  each. 

*  More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  i 

t)robleni _ _ _ _ _ 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  information 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Si  fins  Web  paae  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
w^ww.cdc. gov/s yndication  and  search  on  the  tenn  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  P)tal  Signs  Town  Hall  Teleconference  on  June  12,  2016,  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  support. 


ft 


Commenl  This  month's  edition 

presents  trends  in  suicide  rates  across 
states  and  D.C.,  examines  contributing 
factors  to  suicide  in  27  states,  and 
highlights  strategies  for  comprehensive 
suicide  prevention. 


Comment  ]ST(|:  Would  tike  to  see  a 
^  I  point  about  the  range  of  other 

i  contributing  cIrcumstancesH _ 


Debra  lloury,  MD,  MPH 
Director 

National  Center  for  Injury  Prevention  and  Control 


James  A.  Mercy,  PhD 
Director 

D  i  V  i  si  on  o  f  Vio  len  c  e  Pre  venti  on 

National  Center  for  Injury  Prevention  and  Control 


Review  Tracker 

•  NGPC  OC  Leslie  Dorigo: 

•  DVP  AOS  Tom  Simon: 

•  DVP  Policy  Malia  Richrnond-Crum: 

•  DVP  SME  Deb  Stone: 

•  DVP  HCET  Marie  Ballman:  4/17/201S 

CriticaJ  Contacts  email 

First  Name, 

^  wanted  to  let  you  know  CDC  will  be  releasing]^  yjtaj  Si^mrejgortjodaj/  jiigliy^^ 
in  suicide  rates  from  1999  -  2016.  The  key  findings  of  the  report  are: 

•  There  were  nearly  45,000  suicides  deaths  in  2016 

•  Suicide  rates  increased  by  more  than  30%  in  half  of  US  states  since  1 999 

•  More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem 

•  Suicide  remains  a  leading  cause  of  death  in  the  US  and  is  on  the  rise  in  44  fitate^j _ 


To  reverse  this  alanning  trend,  we  must^ontinut^to  cqordmatc  our  efforts jaroun^^^  . 

appreciate  Secretary  Azar’s  leadership  and  the  collaboration  across  HHS  and  the  Federal  government  to 
monitor  and  evaluate  this  public  health  problem  to  understand  trends  and  the  groups  at  greatest  risl^  We 
look  forward  to  continuing  our  work  with  local,  stale,  tribal,  and  other  partners  to  prevent  suicide. 
Together  we  can  address  the  opportunities  for  prevention  every  day. 

Please  feel  free  to  share  the  information  broadly  after  the  embargo  lifts  at  1  pm,  after  which  the 
information  will  be  posted  at:  w w w , ede . go v / vi tal sign s , 

Look  fonvard  to  speaking  with  you  this  afternoon. 

[CDC  DIRECTOR] 

f'  SAMHSA,  Pam  Hyde,  P am . H yd e @ S^AMH S A . lihs . gov 

-  NIDA,  Nora  Volkow,  n  v  o  Ik  o  w  @m  d  a  mill .  uo  v 
"  CMS,  Andy  Slavitt,  Andy . Sla v itt@cms . h hs . q ov 

-  ONDCP,  Michael  Botticelli,  Michael  P  Botticejliilabudcp.eoiJ.gov 

-  DEA,  Chuck  Rosenburg,  ch  u  c  k.  usdolgov 

-  HHS,  Richard  Frank,  Ric hard, Frank@hhs, gov 
“  NIH,  Francis  Collins,  francis.collins@nih.gov 

40S[ . . . . . . . . . 


Comment  |A[j  Car>  we  include 
something  stronger  here  -  an  "important 
VS  or  "the  first  VS  on  suicide  prevention" 
,or  something  like  that, 


Corriinenit  |Ah  These  four  points  are  in 
order  from  the  fact  sheet  but  do  we  need 
to  keep  them  in  the  same  order?  I'd 
prefer:  buiiet  point  1  then  4  then  2  then 
3. 1  also  don't  Jike  'suicide  remains  a 
leading  cause  of  death'  since  I'm  sure 
many  people  didn't  know  it  was  to  start 
with. 


Comment  \A\:  What  about  a  point  about 
there  being  other  contributing 
circumstances 


Comment  |A|:  Don't  like  continue  here 
since  I  don't  think  we  have  been 
coordinating  well  enough  to  start. 


Comment  lAp  We  didn't  exactly  look  at 
groups  at  greatest  risk  we  compared 
people  with  and  without  MHP  and  we 
looked  at  common  circumstances  other 
than  MH. 


Comment  |A|:  Could  say  the  factors  that 
contribute  to  risk  and  opportunities  for 
prevention. 

I'm  surprised  not  to  see  mention  of  the 
.technical  package. 


Comment  |A|:  PoJicy  to  add  the  key 
contacts 


From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  6  Aug  2018  11:03:03  -0400 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);CrosbY,  Alexander 
(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Baliman,  Marie  R. 
(CDC/ONDIEH/NCCDPHP);Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 

Good  morning  all! 

J.  I  haven't  responded  to  Zachary  with  any  of  this  information  yet.  To  all,  please  let  me  know  your 
thoughts  on  the  responses  and  what  you  would  like  me  to  provide  him  with.  It  also  sounds  like  his  story 
is  pretty  much  written  and  this  info  may  or  may  not  be  included/attributed,  but  since  he's  interested  in 
the  issue  overall  and  for  future  stories,  he'd  like  to  have  for  his  own  knowledge. 

Thanks! 

Courtney 

From;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent;  Sunday,  August  5,  2018  2:53  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCCDPHP) ;  Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 

Please  do  not  make  these  statements  attributed  to  me.  While  they  make  good  points  about  how  to 
prevent  suicide  using  the  public  health  approach,  the  messages  are  not  strongly  tailored  to  how  to 
address  'suicide  epidemics  (i.e.,  sudden  increases),'  which  was  the  focus  of  Zachary's  article.  If  the 
preference  is  to  stick  with  the  messaging  from  the  Vital  Signs  and  Technical  Package,  then  please 
attribute  those  messages  to  the  authors  of  those  deliverables  and  feel  free  to  use  them  and  not  me  for 
this  response.  From  where  I  am  sitting,  1  have  to  respond  to  Zachary's  questions  as  written  and,  to  me, 
he  is  asking  questions  to  improve  understanding  of  how  to  address  'suicide  epidemics'  and  there  are 
some  important  nuances  in  approaches  to  address  suicide  epidemics  versus  using  a  broader  public 
health  approach  to  preventing  suicide  across  all  populations.  If  not  stated  delicately,  some  of  our 
messaging  on|Usi,ng  the, public  health  approach  can  contradict  what  is  known  about  how  to  address 
suicide  epiderriicsi.  Iffojjcs  think  Zachary  is  Just  asking  about  suicide  as  a  public  health  problem  in  general, 
then  I  agree  to  proteecl  with  the  messages  used  for  the  VS  and  TP.  If  folks  prefer  to  hold  Zachary  to  a 
strict  interpT^tatjod  of  his  questions,  then  I  recommend  editing  the  responses  to  address  epidemics 
specifically.  *'  '  ' 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  July  31,  2018  2:51  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 
<ffa3(5)cdc.EQV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9(Scdc.Eov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7(S)cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 


<xkp4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7^cdc.EQV>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCCDPHP)  <dof3(5)cdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <euh8(acdc.eov> 
Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 
Hi  all, 

I  want  to  make  sure  that  these  responses  can  be  sent  via  email  with  attribution  to  J.  Looks  like  that  will 
work  for  Zachary's  story. 

Thanks  much  I 
Courtney 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  July  30,  2018  6:44  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>;  Logap,  Joseph  fJ.)  (CDC/ONDIEH/NCIPC) 
<ffa3@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdG.gtiv>.:  CTosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Ballman,  Marie  R, 
(CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(5icdc.gov> 
Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 
Hi  Courtney, 

I  don't  know  if  it's  too  late  but  I'm  attaching  the  most  updated  response  inclusive  of  technical  package 
and  vital  signs  and  J's  talking  points. 

Deb 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  July  26,  2018  5:26  PM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3(5)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9tg)cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl(g>cdc.gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9(S)cdc.gov> 

Cc;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3facdc.eQV>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gQV> 
Subject;  RE:  FW;  media  inquiry:  suicide  epidemic 
Hi  all. 

Apologies  for  not  circling  back  on  this  request  sooner,  is  everyone  good  with  J's  talking  points? 

Thanks! 

Courtney 

From;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  July  16,  2018  3:44  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ; 
Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC) 

Subject;  RE:  FW:  media  inquiry:  suicide  epidemic 
Hi  Courtney  et  al.. 

Sorry  for  the  delay.  I  drafted  some  talking  points  for  Zachary  Siegel.  Please  edit  as  you  see  fit. 
i. 


J.  Logan,  Ph*D. 

Suicide  and  Youth  Violence,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evaluation  Branch 

Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

MS:  F-63 

Email:  ffa3@cdc,gQV 

Telework  day:  Monday,  Wednesday,  Friday 
Office  phone:  770-483*1529 
Telework  phone:  404-884-4879 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  July  12,  2018  11:30  AM 

To:  Logan,  Joseph  (J.)  {CDC/OISIDI  EH/NCI  PC)  <ffa3(acdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Eov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9facdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl(acdc.gov>;  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9(Sicdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7tacdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7[acdc.gov>:  Ballman,  Marie  R, 
(CDC/ONDIEH/NCIPC)  <dof3facdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8facdc.gov> 
Subject:  RE:  FWr  media  inquiry:  suicide  epidemic 
Thanks  so  much,  J.  That's  very  helpful.  Here's  more  from  Zach: 

Was  hoping  for  more  of  a  conversation.  Generally,  I'm  interested  in  discussing: 

Ebola  and  Zika  are  epidemics  where  the  vectors  are  known  and  common/rapid-response 
solutions  like  isolation/quarantine,  vaccination/inoculation,  are  largely  successful.  Today, 
however,  there  are  epidemics  like  the  opioid  epidemic,  an  epidemic  of  gun  violence,  a  suicide 
epidemic,  an  obesity  epidemic,  and  even  more  abstract  epidemics  like  loneliness.  All  of  these 
are,  of  course,  massive  public  health  issues. 

Some  Qs  are: 

How  do  solutions  to  a  suicide  epidemic  differ  from  the  kinds  of  medical  and  technological 
solutions  associated  with  contagion? 

What  are  the  causcs/conditions/solutions  to  more  complex  epidemics  like  suicide? 

Is  the  term  epidemic  used  here  a  mere  metaphor?  Some  have  argued  the  metaphor  doesn't 
quite  match  the  framework  of  the  crisis. 

From;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  July  12,  2018  10:51  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(Scdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl^cdc.gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9f5)cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <lmhlfacdc.gov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <lvm9g)cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7g)cdc-gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3(5)cdc.gQv>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8tacdc.gov> 
Subject;  RE:  FW:  media  inquiry:  suicide  epidemic 

It's  more  the  case  that  we,  CDC,  use  the  term  'epidemic'  appropriately,  at  the  appropriate  time,  and  to 
the  right  audience.  Suicide  is  not  an  epidemic  but  there  can  be  an  epidemic  of  suicide  cases,  depending 
on  the  population  and  time  period.  Normally,  we  don't  use  it  in  media  relations  because  the  term  could 
be  wildly  misused  unless  we  are  clarifying  its  meaning  and  how  it  can  provide  insight  and  messaging  on 
how  to  stop  the  onset  of  new  incidents.  Let's  see  what  his  questions  entail.  I  can  take  an  initial  crack  at 
drafting  the  talking  points  and  send  them  to  everyone  on  this  email  plus  REB  management. 

J. 


J.  Logan,  Ph*D. 

Suicide  and  Youth  Violence,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evaluation  Branch 

Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

MS:  F-63 

Email:  ffa3(j^cdc,gQV 

Telework  day:  Monday,  Wednesday,  Friday 
Office  phone:  770-488*1 529 
Telework  phone:  404-884-4879 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  July  11,  2018  4:44  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdcgoy>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.eov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf90cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl(acdc.gov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9(Sicdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7tacdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkD4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7tacdc.gov>:  Ballman,  Marie  R, 
(CDC/ONDIEH/NCIPC)  <dof3faicdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8Pcdc.gov> 
Subject:  FW:  FW:  media  inquiry:  suicide  epidemic 
Hi  All! 

I  just  want  to  make  sure  all  of  us  are  in  the  loop  with  this  request.  I'll  be  asking  the  reporter  again  for 
more  specific  questions  before  setting  up  something  with  J,  I  did  want  to  bring  up  the  term  epidemic, 
has  CDC  ever  said  suicide  is  an  epidemic? 

Thanks  much! 

Courtney 

From:  Zachary  Siegel  <za5iegel@usc.edu> 

Sent:  Wednesday,  July  11,  2018  12:16  PM 

To;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5g)cdc.gQV> 

Cc:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.gOV> 

Subject:  Re:  FW:  media  inquiry:  suicide  epidemic 

My  NYT  editor  asked  for  a  draft  by  July  30  (with  a  "sooner  the  better"  caveat).  Perhaps 
scheduling  a  call  early  next  week  would  work? 

Thanks, 

Zach 

On  Mon,  Jul  9,  2018  at  2:55  PM,  Zachary  Siegel  <zasiegel@usc.edu>  wrote: 

Thanks,  Courtney.  Will  do. 

On  Mon,  Jul  9,  2018  at  2:55  PM,  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zvq5@cdc.gov>  wrote: 

Good  afternoon, 

Zachary,  please  feel  free  to  reach  out  to  me  when  you  have  additional  information  and  I  can  work 
with  J.  on  setting  up  something.  Will  you  please  send  your  questions  in  advance? 

Thanks  much! 

Courtney 

From:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  9,  2018  3:44  PM 
To:  Zachary  Siegel  <zasiegel(5)u5c.edu> 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5iS)cdc.gov> 

Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 


Sure,  sounds  good.  We  also  need  to  coordinate  a  meeting  with  our  communications  liaison. 

I  cc'd  her  on  this  email. 

J. 

From;  Zachary  Siegel  <zasiegel@usc.edu> 

Sent:  Monday,  July  9,  2018  1:51  PM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.gov> 

Subject:  Re:  FW;  media  inquiry:  suicide  epidemic 
Hey,  thanks  Joseph. 

I’d  definitely  like  to  chat.  I’d  like  to  run  a  few  things  by  my  editor  before  we  chat.  So, 
once  I  do  I’ll  get  back  to  you  and  we  can  put  a  call  on  the  books.  Does  that  work? 

Thanks, 

Zach 

On  Mon,  Jul  9, 2018  at  1 1:24  AM  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 
<ffa3@cdc.gov>  wrote: 

Hi  Zach, 

I  received  this  email  from  Deb  Stone.  I  do  a  considerable  amount  of  research  on  suicide 
epidemics.  If  you  are  interested  in  that  area,  I  can  speak  to  the  topic  unless  you  are  specifically 
interested  in  Deb's  work.  If  you  have  any  detailed  questions,  feel  free  to  send  them. 

J.  Logan  '  J 

From:  Stone,  Deborah  (CDC/ONDIEH'/NC|PC) 

Sent:  Monday,  July  9,  2018  12:30  PM 

To;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NC'tPC)  <ffa3(S)cdc.gov> 

Subject:  FW:  media  inquiry:  suicide  epidemic 
HiJ, 

This  seems  in  your  wheelhouse.  Would  you  be  able  to  take  this? 

Deb 

From:  Zachary  Siegel  <za5ieEelt5)usc.edu> 

Sent:  Saturday,  July  7,  2018  4:43  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g)cdc.gov> 

Subject:  media  inquiry:  suicide  epidemic 
Hi  Deobrah, 

My  name's  Zachary  Siegel  and  I  cover  public  health  and  criminal  justice  for  news 
outlets  like  Wired,  Slate,  Vice,  New  York  Magazine,  MIT's  Undark  Magazine,  and  The 
Daily  Beast,  among  others.  I'm  also  a  Guggenheim  Fellow  at  CUNY's  John  Jay  College 
of  Criminal  Justice. 

For  a  story  I'm  researching  the  history  of  epidemics.  There  are  suicide,  overdose,  and 
gun  violence  epidemics  right  now  in  America.  These  are  serious  public  health  crises, 
but  the  causes  and  solutions  are  much  more  complicated  than  vaccination  and 
inoculation,  isolation  and  quarantine,  which  we  commonly  associate  with  epidemics 
like  say,  Zika  or  Ebola. 

I've  read  a  lot  of  your  work  on  suicide  and  would  like  to  chat  about  what  an  epidemic  of 
suicide  really  means,  and  what  kind  of  solutions  stem  from  that  definition. 

Thank  you, 

Zach 


Zachary  Siegel 


MSJ  student,  USC’17 

847-502-7933 

zacharvsiegel.com 


Zachary  Siegel 
MSJ  student,  USC  '17 
847-502-7933 
zacliarvsiegel.com 


Zachary  Siegel 
MSJ  student,  USC '17 
847-502-7933 
zacharvsiegel.com 


Zachary  Siegel 
MSJ  student,  USC '17 
847-502-7933 
zacharysiegel.coin 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  30  Jul  2018  20:17:18  +0000 

To:  Crosby,  Alexander  {CDC/ONDIEH/NCIPC);Simon,  Thomas 

(CDC/ONDIEH/NCIPC);Lenard,  Courtney  (CDC/ONDIEH/NCIPC);Logan,  Joseph  (J.) 
(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC};Baliman,  Marie  R.  (CDC/ONDIEH/NCIPC);Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 

Since  the  first  question  asks  about  solutions,  I  think  can  use  the  first  two  paragraphs  as  Alex  suggested 
and  then  these  two  paragraphs  below  from  the  technical  package  talking  points.  I  agree  with  Alex  for 
Q2.  I'll  send  the  full  response  later  today.  Have  to  run  now!  Thanks! 

Deb 

Suicide  is  preventable.  Prevention  requires  understanding  and  addressing  the  factors  that 
influence  suicide.  CDC  uses  a  4  level  model  (called  the  social  ecological  model)  to  better 
understand  suicide  and  what  works  to  help  prevent  it.  This  model  considers  interaction  between 
individual,  relationship,  community,  and  societal  factors.  Just  as  suicide  is  not  caused  by  a  single 
factor,  research  suggests  that  reductions  in  suicide  will  not  be  prevented  by  any  single  strategy  or 
approach.  Suicide  prevention  is  best  achieved  through  comprehensive  strategies  and  approaches 
that  target  risk  and  protective  factors  across  individual,  relationship,  community,  and  societal- 
levels  and  across  all  sectors,  private  and  public, 

CDC  has  developed  a  technical  package  to  help  states  and  communities  take  advantage  of  the 
best  available  evidence  to  prevent  suicide.  A  technical  package  is  a  collection  of  strategies  that 
represent  the  best  available  evidence  to  prevent  or  reduce  public  health  problems  like  violence. 
They  can  help  improve  the  health  and  well-being  of  communities.  This  technical  package  is 
intended  as  a  resource  to  guide  decision-making  in  communities  and  states.  CDC  expert 
scientists  reviewed  the  literature  and  summarized  the  best-available  evidence  in  the  technical 
package.  The  technical  package  highlights  seven  strategies  to  prevent  suicide:  1 )  Strengthen 
economic  supports,  2)  Strengthen  access  and  delivery  of  suicide  care,  3)  Create  protective 
environments,  4)  Promote  connectedness,  5)  Teach  coping  and  problem-solving  skills,  6) 

Identify  and  support  people  at  risk  and  7)  Lessen  harms  and  prevent  future  risk. 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  30,  2018  3:35  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Logan,  Joseph  (J.) 
(CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ; 
Ivey-Stephenson,  Asha  2.  (CDC/ONDIEH/NCIPC) 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 
Greetings: 

I  think  J's  response  to  item  #1  is  correct  however  the  latter  part  gets  a  tittle  too  technical.  I  suggest  using 
just  the  1st  2  paragraphs  of  his  response  for  #1. 

On  #2,  I  suggest  we  use  the  response  from  the  MMWR  vital  signs  question  &  answer  document. 

Why  are  suicide  rates  increasing? 


While  the  Vital  Statistics  data  are  great  for  describing  trends  they  don't  tell  us  about  the  causal  factors 
that  are  driving  the  increases 

We  do  know  that  suicide  is  not  caused  by  one  factor,  but  instead,  it  is  typically  caused  by  a  combination 
of  individual,  relationship,  community,  and  societal  factors. 

Several  such  factors  could  be  contributing  to  the  increases: 

Economic  conditions 

The  role  of  the  great  recession  in  the  late  2000’s  and  subsequent  financial  challenges  and  concerns 
about  economic  instability  could  have  contributed  to  increases  in  suicide  risk.  Past  research  on  the 
association  between  business  cycles  and  U.S.  suicide  rates  indicates  that  the  overall  suicide  rate  rises 
and  falls  in  connection  with  the  economy,  with  increases  during  economic  recessions.  We  know  that 
suicides  increase  in  times  of  economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle 
down  resulting  in  vulnerable  youth. 

Opioid  epidemic 

Increased  availability  and  misuse  of  prescription  opioids  may  be  related  to  increases  in  suicide  rates. 
Substance  misuse  itself  is  an  established  risk  factor  for  suicide  and,  therefore,  opioid  misuse  associated 
with  the  opioid  overdose  epidemic  could  be  driving  the  suicide  rate  higher.  When  we  look  at  who  is  dying 
from  suicide  and  who  is  dying  from  unintentional  overdoses  involving  opioids,  we  see  that  there  is  overlap 
in  the  demographics  of  the  populations  most  highly  affected  by  suicide  and  unintended  opioid  overdose 
deaths.  Data  also  indicate  that  opioid  prescribing  rates  are  higher  in  counties  where  there  are  higher  rates 
of  suicide. 

Social  media 

More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However,  changes  in  social 
media  content  or  use  patterns  could  potentially  be  contributing  to  risk.  Social  media  can  exacerbate 
bullying,  romanticize  suicide,  and  provide  harmful  content  on  suicide  methods.  Alternatively,  social  media 
can  be  used  to  enhance  connections  between  people,  correct  myths  about  suicide,  and  facilitate  access 
to  help.  Research  is  needed  to  determine  how  to  reduce  risk  and  enhance  the  protective  factors 
associated  with  social  media. 

Rural 

While  there  have  been  increases  and  decreases  in  rates  over  time,  research  shows  that  rates  across 
cities  and  towns  in  the  United  States  have  been  rising,  with  rural  areas  experiencing  the  most  increases. 
The  increased  rates  may  be  associated  with  suicide  risk  factors  that  are  more  common  in  less  urban 
areas,  such  as  limited  access  to  mental  healthcare  as  well  as  greater  social  isolation. 

Bridge  to: 

Although  the  reasons  for  the  increases  in  suicide  rates  are  not  fully  understood,  we  do  know  a  lot 
about  the  circumstances  that  contribute  to  suicide  risk.  It  is  clear  that  many  factors  contribute  to 
suicide  beyond  mental  health  factors  alone. 

•  These  factors  include  such  things  as  relationship  problems  {e.g.  relationship  loss  through 
death,  divorce,  or  break-up;  arguments,  interpersonal  violence),  substance  use  problems, 
physical  health  problems,  job/financiat  problems,  and  legal  problems. 

Item  #3  -  the  response  looks  fine.  The  reporter  may  ask  for  some  clarification. 

Alex  C 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  30,  2018  10:01  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5(Qcdc.gov>;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 
<ffa3@cdc.Rov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Rov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.Rov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9^cdc,RQV> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.Rov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7^cdc.Rov>:  Ballman,  Marie  R, 
(CDC/ONDIEH/NCIPC)  <dof3#cdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guhS@cdc.gQV> 
Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 
Hi  Deb  and  Alex, 

Have  you  reviewed  this  already?  Fd  like  your  take  on  the  response  and  I  also  think  it  would  be  good  to 
add  some  of  the  points  and  broader  prevention  messages  from  the  TP  Q&A. 


Thank  you,  Tom 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  July  26,  2018  5:26  PM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Eov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9iS)cdc.Eov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlfScdc.gov>:  Ivey 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9^cdc.Eov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <h5a7(acdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7iacdc.gov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3f5)cdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8facdc.gov> 
Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 
Hi  all. 

Apologies  for  not  circling  back  on  this  request  sooner,  is  everyone  good  with  J's  talking  points? 
Thanks! 

Courtney 

From;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  16,  2018  3:44  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5(5)cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(Scdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9iacdc.Eov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlOcdc.Eov>:  Ivey 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9Pcdc.Eov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7(acdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(Scdc.gov>:  Ballman,  Marie  R, 
(CDC/ONDIEH/NCIPC)  <dof3(5)cdc.Eov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(3cdc.Eov> 
Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 
Hi  Courtney  et  al.. 

Sorry  for  the  delay.  I  drafted  some  talking  points  for  Zachary  Siegel.  Please  edit  as  you  see  fit. 

J. 

J,  Logan,  Ph,D. 

Sujdda  and  Youth  VioEence,  Emerging  Topics  (SaYVE)  Team 

Research  Evaluation  Branch 

Division  of  Violence  Preventron 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

MS:  F^63 

Email:  ffa3@cdc.qQv 

Telework  day:  Monday,  Wednesdayi  Friday 
Office  phone:  770-4S8-1529 
Telework  phone:  404"8B4'4879 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  July  12,  2018  11:30  AM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc,gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gQV>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQV>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Ivey 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gQV> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7^cdcgoy>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gQV>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3facdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(acdc.gov> 
Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 
Thanks  so  much,  J.  That's  very  helpful.  Here's  more  from  Zach: 

Was  hoping  for  more  of  a  conversation.  Generally,  I'm  interested  in  discussing: 


Ebola  and  Zika  are  epidemics  where  the  vectors  are  known  and  common/rapid- response 
solutions  like  isolation/quarantine,  vaccination/inoculation,  are  largely  successful.  Today, 
however,  there  are  epidemics  like  the  opioid  epidemic,  an  epidemic  of  gun  violence,  a  suicide 
epidemic,  an  obesity  epidemic,  and  even  more  abstract  epidemics  like  loneliness.  All  of  these 
are,  of  course,  massive  public  health  issues. 

Some  Qs  are: 

How  do  solutions  to  a  suicide  epidemic  differ  from  the  kinds  of  medical  and  technological 
solutions  associated  with  contagion? 

What  are  the  causes/conditions/solutions  to  more  complex  epidemics  like  suicide? 

Is  the  term  epidemic  used  here  a  mere  metaphor?  Some  have  argued  the  metaphor  doesn't 
quite  match  the  framework  of  the  crisis. 

From;  Logan,  Joseph  (J.)  {CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  July  12,  2018  10:51  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclg>cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Ivey- 
Stephenson,  Asha  2.  (CDC/ONDIEH/NCIPC)  <iym9@cdc.gQV> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7g0cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4(acdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3facdc.gQV>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8facdc.gov> 
Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 

It's  more  the  case  that  we,  CDC,  use  the  term  'epidemic'  appropriately,  at  the  appropriate  time,  and  to 
the  right  audience.  Suicide  is  not  an  epidemic  but  there  can  be  an  epidemic  of  suicide  cases,  depending 
on  the  population  and  time  period.  Normally,  we  don't  use  it  in  media  relations  because  the  term  could 
be  wildly  misused  unless  we  are  clarifying  its  meaning  and  how  it  can  provide  insight  and  messaging  on 
how  to  stop  the  onset  of  new  incidents.  Let's  see  what  his  questions  entail.  I  can  take  an  initial  crack  at 
drafting  the  talking  points  and  send  them  to  everyone  on  this  email  plus  REB  management. 

J. 

J.  Logan,  Ph.D. 

Suicide  and  Youth  Violence,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evaluation  Branch 

Division  of  Vioience  Prevention 

National  Center  for  injury  Prevention  and  Control 

Centers  for  Disease  Controi  and  Prevention 

MS:  F-63 

Emaii:  ffa3@cdc.qQV 

Teiework  day:  Monday,  Wednesday,  Friday 
Office  phone:  770-4B8-1529 
Teiework  phone:  4.04-884-4.S79 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  July  11,  2018  4:44  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(®cdcgpy>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3^cdc.gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9f5icdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhHSicdc.gov>:  Ivey- 
Stephenson,  Asha  Z,  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7tacdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkD4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7@cdc.gov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3facdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8facdc.gov> 
Subject:  FW:  FW:  media  inquiry:  suicide  epidemic 
Hi  All! 


I  just  want  to  make  sure  all  of  us  are  in  the  loop  with  this  request.  I'll  be  asking  the  reporter  again  for 
more  specific  questions  before  setting  up  something  with  J.  I  did  want  to  bring  up  the  term  epidemic, 
has  CDC  ever  said  suicide  is  an  epidemic? 

Thanks  much  I 
Courtney 

From:  Zachary  Siegel  <za5iegel@usc.edu> 

Sent:  Wednesday,  July  11,  2018  12:16  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.Eov> 

Cc;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.gov> 

Subject:  Re:  FW:  media  inquiry:  suicide  epidemic 

My  NYT  editor  asked  for  a  draft  by  July  30  (with  a  "sooner  the  better"  caveat).  Perhaps 
scheduling  a  call  early  next  week  would  work? 

Thanks, 

Zach 

On  Mon,  Jul  9,  2018  at  2:55  PM,  Zachary  Siegel  <zasieEel@usc.edu>  wrote: 

Thanks,  Courtney.  Will  do. 

On  Mon,  Jul  9,  2018  at  2:55  PM,  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zvq5@cdc.eov>  wrote: 

Good  afternoon, 

Zachary,  please  feel  free  to  reach  out  to  me  when  you  have  additional  information  and  I  can  work 
with  J,  on  setting  up  something.  Will  you  please  send  your  questions  in  advance? 

Thanks  much! 

Courtney 

From:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  9,  2018  3:44  PM 
To:  Zachary  Siegel  <zasiegel@usc.edu> 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov> 

Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 

Sure,  sounds  good.  We  also  need  to  coordinate  a  meeting  with  our  communications  liaison. 

I  cc'd  her  on  this  email. 

J. 

From:  Zachary  Siegel  <zasiegel@usc.edu> 

Sent:  Monday,  July  9,  2018  1:51  PM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.gov> 

Subject:  Re:  FW:  media  inquiry;  suicide  epidemic 
Hey,  thanks  Joseph. 

I’d  definitely  like  to  chat.  I’d  like  to  run  a  few  things  by  my  editor  before  we  chat.  So, 
once  I  do  I’ll  get  back  to  you  and  we  can  put  a  call  on  the  books.  Does  that  work? 

Thanks, 

Zach 

On  Mon,  Jul  9,  2018  at  1 1 :24  AM  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 
<ffa3@cdc.gov>  wrote: 

Hi  Zach, 

I  received  this  email  from  Deb  Stone.  I  do  a  considerable  amount  of  research  on  suicide 
epidemics.  If  you  are  interested  in  that  area,  I  can  speak  to  the  topic  unless  you  are  specifically 
interested  in  Deb's  work.  If  you  have  any  detailed  questions,  feel  free  to  send  them. 


J.  Logan 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  9,  2018  12:30  PM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.gov> 

Subject:  FW:  media  inquiry:  suicide  epidemic 
Hi  J, 

This  seems  in  your  wheelhouse.  Would  you  be  able  to  take  this? 

Deb 

From:  Zachary  Siegel  <zasiegel(gusc.edu> 

Sent:  Saturday,  July  7,  2018  4:43  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdc.gov> 

Subject:  media  inquiry:  suicide  epidemic 
Hi  Deobrah, 

My  name's  Zachary  Siegel  and  I  cover  public  health  and  criminal  justice  for  news 
outlets  like  Wired,  Slate,  Vice,  New  York  Magazine,  MIT's  Undark  Magazine,  and  The 
Daily  Beast,  among  others.  I'm  also  a  Guggenheim  Fellow  at  CUNY's  John  Jay  College 
of  Criminal  Justice. 

For  a  story  I'm  researching  the  history  of  epidemics.  There  are  suicide,  overdose,  and 
gun  violence  epidemics  right  now  in  America.  These  are  serious  public  health  crises, 
but  the  causes  and  solutions  are  much  more  complicated  than  vaccination  and 
inoculation,  isolation  and  quarantine,  which  we  commonly  associate  with  epidemics 
like  say,  Zika  or  Ebola. 

I've  read  a  lot  of  your  work  on  suicide  and  would  like  to  chat  about  what  an  epidemic  of 
suicide  really  means,  and  what  kind  of  solutions  stem  from  that  definition. 

Thank  you, 

Zach 


Zachary  Siegel 
MSJ  student,  USC’17 
847-502-7933 
zacharvsiegcl.com 

Zachary  Siegel 
MSJ  student,  USC  '17 
847-502-7933 
zacharvsiegel.com 


Zachary  Siegel 
MSJ  student,  USC '17 
847-502-7933 
zacharvsiegel.com 


Zachary  Siegel 
MSJ  student,  USC'17 
847-502-7933 
zacharvsiegei.conn 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  30  Jul  2018  10:06:12 -0400 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC};Logan,  Joseph  (J.) 

(CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Stone,  Deborah 
(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) 

Cc;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Baliman,  Marie  R.  (CDC/ONDIEH/NaPC);Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 

I  meant  Vital  Signs  and  Technical  Package  Q&A. 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  30,  2018  10:01  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) ;  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 
Hi  Deb  and  Alex, 

Have  you  reviewed  this  already?  I'd  like  your  take  on  the  response  and  I  also  think  it  would  be  good  to 
add  some  of  the  points  and  broader  prevention  messages  from  the  TP  Q&A. 

Thank  you,  Tom 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  July  26,  2018  5:26  PM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.eov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclg)cdc.gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <?af9tacdc.eov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc-gov>;  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gOV> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(g)cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3[S)cdc.gQv>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8^cdc.gQv> 
Subject:  RE:  FW;  media  inquiry:  suicide  epidemic 
Hi  all. 

Apologies  for  not  circling  back  on  this  request  sooner,  is  everyone  good  with  J's  talking  points? 

Thanks! 

Courtney 

From:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  July  16,  2018  3:44  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9t5)cdc,gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl(5)cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9jfflcdcgoy>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7(acdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7t5)cdc.eov>:  Ballman,  Marie  R. 


(CDC/ONDIEH/NCIPC)  <dof3#cdcgoy>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8g>cdcgov> 
Subject:  RE:  FW:  media  inquiry:  suicide  epidennic 
Hi  Courtney  et  al., 

Sorry  for  the  delay.  I  drafted  some  talking  points  for  Zachary  SiegeL  Please  edit  as  you  see  fit. 

J. 

J.  Uogan,  Ph.D. 

Suicide  and  Youth  Violence,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evaluation  Branch 

Division  of  Vloience  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

MS:  F-63 

Email:  ffa3@cdc.goy 

Telework  day:  Monday,  Wednesday,  Friday 
Office  phone:  770488-1529 
Telework  phone:  404-884-4879 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  ,  m  ■ 

Sent:  Thursday,  July  12,  2018  11:30  AM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3<acdc.eov>:  Simon,  Thomas  fCDC/ONDIEH/NCIPC) 
<tgs9^cdc.Eov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl^cd'c.apv>:  Stpne,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9facdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhltacdc.gov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7facdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7^cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3f5icdc-gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8fBcdc.gov> 
Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 
Thanks  so  much,  J.  That's  very  helpful.  Here's  more  from  Zach: 

Was  hoping  for  more  of  a  conversation.  Generally,  I'm  interested  in  discussing: 

Ebola  and  Zika  are  epidemics  where  the  vectors  are  known  and  common/rapid-response 
solutions  like  isolation/quarantine,  vaccination/inoculation,  are  largely  successful.  Today, 
however,  there  are  epidemics  like  the  opioid  epidemic,  an  epidemic  of  gun  violence,  a  suicide 
epidemic,  an  obesity  epidemic,  and  even  more  abstract  epidemics  like  loneliness.  All  of  these 
are,  of  course,  massive  public  health  issues. 

Some  Qs  are: 

How  do  solutions  to  a  suicide  epidemic  differ  from  the  kinds  of  medical  and  technological 
solutions  associated  with  contagion? 

What  arc  the  causcs/conditions/solutions  to  more  complex  epidemics  like  suicide? 

Is  the  term  epidemic  used  here  a  mere  metaphor?  Some  have  argued  the  metaphor  doesn't 
quite  match  the  framework  of  the  crisis. 

From:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  July  12,  2018  10:51  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5(5)cdc.eov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc-gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc-gov>;  Ivey^ 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7gDcdc.gov>:  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkp4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3@cdc.gQv>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guhS@cdc.gov> 
Subject;  RE:  FW:  media  inquiry:  suicide  epidemic 

It's  more  the  case  that  we,  CDC,  use  the  term  'epidemic'  appropriately,  at  the  appropriate  time,  and  to 
the  right  audience.  Suicide  is  not  an  epidemic  but  there  can  be  an  epidemic  of  suicide  cases,  depending 


on  the  population  and  time  period.  Normally,  we  don't  use  it  in  media  relations  because  the  term  could 
be  wildly  misused  unless  we  are  clarifying  its  meaning  and  how  it  can  provide  insight  and  messaging  on 
how  to  stop  the  onset  of  new  incidents.  Let's  see  what  his  questions  entail.  I  can  take  an  initial  crack  at 
drafting  the  talking  points  and  send  them  to  everyone  on  this  email  plus  REB  management. 

J. 

J.  Logan,  Ph,D. 

Suicide  and  Youtii  Violence,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evaluation  Branch 

Division  of  Vioience  Prevention 

Nationai  Center  for  injury  Prevention  and  Control 

Centers  for  Disease  Controi  and  Prevention 

MS:  F-63 

Emaii:  ffa3@cdc.gQV 

Teiework  day:  Monday,  Wednesday,  Friday 
Office  phone:  770^488-1529 
Teiework  phone:  4Q4-884-48T9 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  July  11,  2018  4:44  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tg59facdc,Eov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc,gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf90cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl(a)cdc.gov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov> 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdcgoy>;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) 
<xkD4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7Pcdc.Eov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3(Scdc-Eov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8f3cdc,Eov> 
Subject:  FW:  FW:  media  inquiry:  suicide  epidemic 
Hi  All! 

I  just  want  to  make  sure  all  of  us  are  In  the  loop  with  this  request.  I'll  be  asking  the  reporter  again  for 
more  specific  questions  before  setting  up  something  with  J.  I  did  want  to  bring  up  the  term  epidemic, 
has  CDC  ever  said  suicide  is  an  epidemic? 

Thanks  much! 

Courtney 

From:  Zachary  Siegel  <zasiegel@usc.edu> 

Sent:  Wednesday,  July  11,  2018  12:16  PM 

To;  Lenard,  Courtney  (CDC/ONDlEH/NClPC)  <zvq5@cdc.gov> 

Cc;  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.gov> 

Subject:  Re:  FW:  media  inquiry:  suicide  epidemic 

My  NYT  editor  asked  for  a  draft  by  July  30  (with  a  "sooner  the  better"  caveat).  Perhaps 
scheduling  a  call  early  next  week  would  work? 

Thanks, 

Zach 

On  Mon,  Jul  9,  201 8  at  2:55  PM,  Zachary  Siegel  <zasiegel@usc.edu>  wrote: 

Thanks,  Courtney.  Will  do. 

On  Mon,  Jul  9,  2018  at  2:55  PM,  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zvq5@cdc.fi:ov>  wrote: 

Good  afternoon, 

Zachary,  please  feel  free  to  reach  out  to  me  when  you  have  additional  information  and  I  can  work 
with  J,  on  setting  up  something.  Will  you  please  send  your  questions  in  advance? 

Thanks  much! 

Courtney 


From:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  9,  2018  3:44  PM 
To:  Zachary  Siegel  <zasiegel^usc.edu> 

Cc:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvq5(Sicdc.gov> 

Subject:  RE:  FW:  media  inquiry:  suicide  epidemic 

Sure,  sounds  good.  We  also  need  to  coordinate  a  meeting  with  our  communications  liaison. 

I  cc'd  her  on  this  email. 

J. 

From:  Zachary  Siegel  <za5iegel^usc.edu> 

Sent:  Monday,  July  9,  2018  1:51  PM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.gov> 

Subject;  Re:  FW:  media  inquiry;  suicide  epidemic 
Hey,  thanks  Joseph, 

I’d  definitely  like  to  chat.  I’d  like  to  run  a  few  things  by  my  editor  before  we  chat.  So, 
once  1  do  I’ll  get  back  to  you  and  we  can  put  a  call  on  the  books.  Does  that  work? 

Thanks, 

Zach 

On  Mon,  Jnl  9,  2018  at  1 1:24  AM  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 
<ffa3@cdc.gov>  wrote: 

Hi  Zach, 

I  received  this  email  from  Deb  Stone.  I  do  a  considerable  amount  of  research  on  suicide 
epidemics.  If  you  are  interested  in  that  area,  I  can  speak  to  the  topic  unless  you  are  specifically 
interested  in  Deb's  work.  If  you  have  any  detailed  q  uestions,  feel  free  to  send  them. 

J,  Logan 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  July  9,  2018  12:30  PM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3^cdcgpy> 

Subject:  FW:  media  inquiry:  suicide  epidemic 
Hi  J, 

This  seems  in  your  wheelhouse.  Would  you  be  able  to  take  this? 

Deb 

From:  Zachary  Siegel  <za5iegelg>usc.edu> 

Sent:  Saturday,  July  7,  2018  4:43  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  media  inquiry:  suicide  epidemic 
Hi  Deobrah, 

My  name's  Zachary  Siegel  and  I  cover  public  health  and  criminal  justice  for  news 
outlets  like  Wired,  Slate,  Vice,  New  York  Magazine,  MIT's  Undark  Magazine,  and  The 
Daily  Beast,  among  others.  I'm  also  a  Guggenheim  Fellow  at  CUNY's  John  Jay  College 
of  Criminal  Justice. 

For  a  story  I'm  researching  the  history  of  epidemics.  There  are  suicide,  overdose,  and 
gun  violence  epidemics  right  now  in  America.  These  are  serious  public  health  crises, 
but  the  causes  and  solutions  are  much  more  complicated  than  vaccination  and 
inoculation,  isolation  and  quarantine,  which  we  commonly  associate  with  epidemics 
like  say,  Zika  or  Ebola. 

I've  read  a  lot  of  your  work  on  suicide  and  would  like  to  chat  about  what  an  epidemic  of 
suicide  really  means,  and  what  kind  of  solutions  stem  from  that  definition. 


Thank  you, 
Zach 


Zachary  Siegel 
MSJ  student,  use  T  7 
847-502-7933 
zacharvsiegel.coiTi 


Zachary  Siegel 
MSJ  student,  USC  '17 
847-502-7933 
zacharysiegel  .com 


Zachary  Siegel 
MSJ  student,  USC '17 
847-502-7933 
zachai'ysiegel.com 


Zachary  Siegel 
MSJ  student,  USC  T  7 
847-502-7933 
zacharvsiegel.com 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  14  May  2018  22:42:03  -0400 

To:  Holland,  Kristin  (CDC/ONDIEH/NaPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Hold  the  press-Sorry-big  change  required 

Attachments:  QA  Document  Suicide  Vital  Signs  5.14.18*docx 

Hi  Kristin, 

You  did  a  fantastic  job  on  this!  I  have  included  a  few  specific  edits  throughout  in  the  version  attached. 
I'm  thinking  that  we  should  add  something  about  circumstances  to  address  Anne's  point  that  everyone 
experiences  these. 

We  added  the  following  to  the  MMWR:  A  range  of  circumstances  (relationship  problems,  life  stressors, 
and  recent/impending  crises)  has  been  identified  as  potential  risk  factors  for  suicide.  Circumstances 
captured  by  NVDRS  are  those  identified  by  next  of  kin  as  having  actively  contributed  to  a  person's 
suicide.  Decedents  could  have  experienced  multiple  circumstances. 

Deb,  did  you  hear  back  from  NVDRS  folks  about  whether  this  summary  is  ok? 

We  need  to  be  careful  about  not  implying  that  everything  we  looked  at  were  seen  as  contributing  to  the 
suicide.  Mental  health  and  substance  use  problems  did  not  have  to  be  seen  as  contributing  to  be 
captured  in  NVDRS.  Deb,  Vm  wondering  if  we  should  change  the  title  of  Table  2  in  the  MMWR  to 
"Conditions  and  Circumstances  preceding  suicide,./^ 

For  the  q's  and  a's  we  could  use  more  of  what  Katie  provided  about  this  issue. 

Here  is  what  she  wrote 

Although  we  don't  have  something  onhand,  here's  something  to  work  from  as  a  starting  point  if  it  helps: 
''In  NVDRS,  precipitating  circumstances  are  stressors  or  events  that  were  noted  by  investigators  as 
having  contributed  to  the  person's  death.  In  the  case  of  suicide  circumstances,  many  of  these  are  life 
stressors  that  are  experienced  by  many  people  every  day,  such  as  Job  problems,  financial  problems,  and 
different  types  of  relationship  problems.  Nevertheless,  they  give  us  valuable  information  about  which  of 
these  stressors  are  most  central  to  suicide  deaths  as  we  can  see  which  of  these,  many  of  which  are 
based  on  suicide  risk  factors  previously  identified  in  the  literature,  most  commonly  are  identified  as 
having  actively  contributed  to  a  person's  death  by  suicide.  Many  people  who  die  by  suicide  have  several 
of  these  circumstances  identified  in  their  records  and  additionally,  factors  such  as  resiliency,  coping 
skills,  and  other  protective  factors  help  account  for  the  different  ways  that  people  in  general  think  and 
feel  about  and  react  to  these  types  of  stressors." 

Thank  you  very  much! 

-Tom 

From:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  May  14,  2018  1:22  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ; 
Richmond“Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Hold  the  press-Sorry-big  change  required 

Updated  FAQs  with  "mental  health  conditions"  terminology  throughout. 

Kristin 

From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Monday,  May  14,  2018  1:11  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<uzu3@cdc.gQV>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3#cdc.EQV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.fiov>: 
Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.EQV> 


Cc:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <innhl(acdc.gQV> 

Subject:  RE:  Hold  the  press--Sorry--big  change  required 
OK... here  you  are. ..thanks! 

Crystal 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  May  14,  2018  12:59  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6@cdc.eov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<uzu3@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epnn7@cdc.gov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dQf3Pcdc.Eov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdcgoy> 

Cc:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhliacdc.gov> 

Subject:  RE:  Hold  the  press--Sorry--big  change  required 

How  about  you  send  me  an  email  with  your  revised  materials  for  today  and  I  will  forward  it  (and  cc  you) 
to  the  vital  signs  team  and  ask  the  question  about  the  other  materials? 

Deb 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent;  Monday,  May  14,  2018  12:58  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf90cdc.gov>;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<uzu3@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3facdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv80cdc.gov>: 
Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.gov> 

Cc:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl^cdc.gov> 

Subject:  RE:  Hold  the  press-Sorry-big  change  required 

Deb..,there  are  some  comms  products  that  have  cleared  the  center  and  the  final  drafts  are  with  the  VS 
team  -  dear  colleague  letter;  critical  contacts  email  -  how  should  we  handle  those? 

Crystal 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  May  14,  2018  12:53  PM  . 

To:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NQPC)  <uzu3(5)cdc.gQV>;  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc,gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3(g)cdc.fiOv>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS@cdc.Eov>; 
Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.Eov> 

Cc:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlgicdc.gov> 

Subject:  RE:  Hold  the  press-Sorry-big  change  required 

Ok,  we  have  the  go  ahead  to  use  mental  health  condition  instead  of  problem.  Please  adjust  your 
materials  and  let  me  know  if  you  have  any  questions. 

Deb 

From;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  May  14,  2018  11:29  AM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6g)cdc.gQv>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc,gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Ballman,  Marie  R, 
(CDC/ONDIEH/NCIPC)  <dof3@cdc.EOV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS@cdc.gov> 
Cc:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Subject:  RE:  Hold  the  press-Sorry-big  change  required 
Samesies. 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Monday,  May  14,  2018  11:24  AM 


To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdcgov>;  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.EQV>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3Pcdc.gQV>:  Richmond-Crunn,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 
Cc:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <innhl^cdc>gQV> 

Subject:  RE:  Hold  the  press-Sorry-big  change  required 
Thanks  Deb. ..Standing  by! 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  May  14,  2018  11:23  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Balinnan,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3<@cdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gQV>:  K  urn  it,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3£5)cdc.EOV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 
Cc:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl(^cdc.gQV> 

Subject:  Hold  the  press-Sorry-big  change  required 
Importance:  High 
Hi  Ladies, 

The  MMWR  editor  is  requiring  that  we  change  the  term  'mental  health  problem'  to  'mental  health 
condition.' 

I  know  it's  late  in  the  game  and  very  inconvenient  but  we  will  likely  need  to  change  the  terminology  in 
all  products. 

I  say  likely  because  I'm  waiting  for  confirmation  from  the  NVDR5  team  that  this  change  aligns  with  the 
definition  in  NVDRS. 

I  expect  to  hear  back  shortly  so  I  will  let  you  know  the  final  word  but  wanted  to  give  you  a  heads-up. 

I  know  there's  a  deadline  today  COB  for  comm  materials.  Rich  suggested  if  you  need  extra  time  that 
would  be  ok  given  the  circumstances. 

Sorry  again,  for  all  of  us. 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  Sl  Elder  Maltreatment  Team 

770,488.3942 

dstone3{5)cdc.gQV 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 
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General  Background  on  the  Problem  of  Suicide 

•  Suicide  is  a  public  health  problem.  I 

o  Nearly  45,000  lives  were  lost  to  suicide  in  2016,  which  is  approximately  one  suicide  every  12 
minutes. 

o  Rates  have  increased  by  nearly  30%  from  19993090-2016  (28.1%)  J 

o  Suicide  rates  vary  by  race/ethnicity,  age,  and  other  population  characteristics,  with  the  highest  J 

rates  across  the  lifespan  occurring  among  non-Hispanic  American  Indian/Alaska  Native  [Al/AN)  \ 
and  non-Hispanic  White  population  groups,  middle-aged  adults,  veterans  and  active  duty  \ 

personnel,  certain  occupational  groups,  and  sexual  minority  youth.  j 

o  More  than  half  of  suicide  deaths  occur  among  adults  in  the  prime  of  thei  r  lives,  ages  35-64.  j 

o  Suicide  rates  In  rural  areas  are  consistently  higher  than  rates  in  more  urban  areas.  1 

o  Suicide  and  nonfatal  self-harm  iniuries  cost  more  than  ^69  billion  9nnuallvJ^n_d[rect  med|ca|_a_n^wor^^ 
loss  costs.  '  G 

o  Decades  of  research  have  stiowri that  suicide  is  preventable. 


1 


o  Suicide  ranks  as  the  10th  leading  cause  of  fcleatli  and  has  boon  omong  the  top  12  Icoding  causes  — ' 

Comment  |ST(|j  1  don't  think  we  need 

of  death  since  1975  In  the  U.S. 

This.  , 

o 

Comment  |HK(j:  Need  to  confirm 

/ 

^whether  this  is  true. 

What  was  the  impetus  for  this  study?  j 

Comment  |ST(]l  I  suggest  making  this 

j  1 

number  1  in  this  section  so  this  is  the  first 

!  1 

,  response  she  sees  to  this  question. 

1.  A  CDC  employee  went  missing  in  February  and  was  later  found  deceased.  Some 
speculate  his  death  may  have  been  a  suicide.  Is  that  why  you're  publishing  this  study 
now? 


I  / 

We  do  not  have  information  to  comn^ent  on  Cotnmander  Cunningham's  death  or  whether  it  was  I  J 
Classified  as  a  suicid^  however  we  can  say  that  this  study  has  been  in  the  works  for  many  months  now,  '  i 
and  analyses  for  this  study  began  prior  to  the  date  when  Commander  Cunningham  disappeared.  i 

The  rising  suicide  rates  in  the  U.S.  have  been  well  documented,  and  the  CDC  has  a  strong  portfolio  of  j 

research  describing  these  trends  as  well  as  geographic  trends  and  trends  In  suicide  by  age  group^  sex,  I 

and  race.  The  present  study  was  a  logical  next  step  in  understanding  suicide  trends  at  the  state  level,  i 

so  that  many  states  that  have  specific  suicide  prevention  efforts  in  place  could  better  understand  and  j 
monitor  the  trends  for  their  state.  1 

I 

2.  Did  Commander  Tim  Cunningham  die  by  suicide?  f 

j 

CDC  does  not  have  that  information.  The  law  enforcement  and  coroner/medical  examiners  investigating  f 
Dr.  Cunningham's  case  are  the  ones  who  make  that  determination,  not  CDC  CDC  has  cooperated  with  1 
investigating  officials  to  provide  information  that  may  be  of  use  for  their  investigation.  I 

I 

3.  What  was  the  impetus  for  this  ^tud\^  j 

The  CDC  has  a  strong  portfolio  of  research  describing  the  increasing  trends  in  suicide,  as  well  as 
geographic  trends,  and  trends  in  suicide  by  age  group,  sox,  and  race. 

The  present  study  was  a  iogkat  next  step  in  understanding  suicide  trends  at  the  state  level,  so  that 
many  states  that  have  specific  suicide  prevention  efforts  in  place  could  better  understand  and  monitor 
the  trends  for  their  state. 

Is  CDC  providing  funding  to  states  to  prevent  suicide? 

4.  Has  CDC  provided  states  resources  to  prevent  suicide?  Who  in  the  state  does  this 
work? 

CDC  does  not  provide  direct  funding  to  stotes  to  conduct  suicide  prevention  work,  as  CDC  has  no 
appropriation  far  suicide  prevention. 
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However,  states  have  some  mental  health  resources  through  SAMHSA  and  Garrett  Lee  Smith  grant 
funding. 

CDC  has  created  a  technical  package  for  suicide  prewntion  that  states  and  communities  can  use  to 
inform  and  guide  their  prevention  efforts. 

5.  What  is  CDC  doing  to  prevent  suicfde?  ^ 

The  CDC  takes  a  public  health  approach  tp  preventing  suicide,  which  involves  a  number  of  steps.  CDC  is: 

•  Tracking  and  monitoring  datd  to  observe  trends  and  inform  policies  and  programs  (for  example, 

NVDRS).  '■  ‘‘ 

•  Identifying  risk  and  protective  factors;  and  developing  evidence-based  prevention  programs, 

•  Evaluating  programs,  policies,  practices  to  determine  if  they  prevent  risk* 

•  Sharing  information  about  the  best  available  evidence  (for  example,  the  suicide  prevention 
technical  package). 

ly  are  suicide  rates  increasing? 

6,  Why  are  suicide  rates  increasing? 

While  the  Vital  Statistics  data  are  great  for  describing  trends  they 
that  are  driving  the  increases. 

We  do  know  that  suicide  is  not  caused  by  one  factor,  but  instead, 
of  individual,  relationship,  community,  and  societal  factors. 

Several  factors  could  be  contributing  to  the  increases: 

Economic  conditions 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges  and  concerns 
about  economic  instability  could  have  contributed  to  increases  in  suicide  risk.  Past  research  on  the 
association  between  business  cycles  and  U.S.  suicide  rates  indicates  that  the  overall  suicide  rate  rises 
and  falls  in  connection  with  the  economy,  with  increases  during  economic  recessions.  We  know  that 
suicides  increase  in  times  of  economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle 
down  resulting  in  vulnerable  youth* 

Opioid  epidemic 

Increased  availability  and  misuse  of  prescription  opioids  may  be  related  to  increases  in  suicide  rates. 
Substance  abuse  itself  is  an  established  risk  factor  for  suicide  and,  therefore,  the  epidemic  of  opioid 
misuse  could  be  driving  the  suicide  rate  higher.  When  we  look  at  who  is  dying  from  suicide  and  who  is 
dying  from  overdoses  involving  opioids*  we  see  that  there  is  overlap  in  the  demographics  of  the 
populations  most  highly  affected  by  suicide  and  opioid  overdose  deaths.  Data  also  indicate  that  opioid 
prescribing  rates  are  higher  in  counties  where  there  are  higher  rates  of  suicide. 


don't  tell  us  about  the  causal  factors 


it  is  typically  caused  by  a  combination 


Social  media 
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More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However,  changes  in  social 
media  content  or  use  patterns  couid  potentially  be  contributing  to  risk,  Sociai  media  can  exacerbate 
buliyingH  romanticize  suicide,  and  provide  harmfui  content  on  suicide  methods.  Alternatively,  social 
media  can  be  used  to  enhance  connections  between  people,  correct  myths  about  suicide^  and  facilitate 
access  to  help.  Research  Is  needed  to  determine  how  to  reduce  risk  and  enhar>ce  the  protective  factors 
associated  with  social  media. 

Rural 

While  there  have  been  increases  and  decreases  In  rates  overtime,  research  shows  that  rates  across 
cities  and  towns  in  the  United  States  have  been  rising,  with  rural  areas  experiencing  the  most  increases. 
The  increased  rates  may  be  associated  with  suicide  risk  factors  that  are  more  common  in  less  urban 
areas,  such  as  limited  access  to  mental  healthcare  as  well  as  greater  social  Isolation. 

Bridge  to: 

Although  the  reasons  for  the  increases  in  suicide  rates  are  not  fully  understood,  we  do  know  a  lot 
about  the  circumstances  that  contribute  to  suicide  risk.  It  is  clear  that  many  factors  contribute  to 
suicide  beyond  mental  health  factors  aione. 

•  These  factors  include  such  things  as  relationship  problems  (e.g,  relationship  loss  through  death, 
divorce,  or  break-up;  arguments,  interpersonal  violence),  substance  use  problems,  physical 
health  problemsjob/financial  problems,  and  legal  problems. 


Comment  [ST(]r  Prescription  is 
important  because  other  forms  of  opioids 
,  (heroin)  is  impacting  urban  areas, _ 


7.  Why  are  suicide  rates  increasing  more  in  less  urban  (or  more  rural)  areas? 

While  there  have  been  Increases  and  decreases  In  rates  over  time,  research  shows  that  rates  across 
cities  and  towns  in  the  United  States  have  been  rising,  with  rurai  areas  experiencing  the  most 
increases. 


o  Increased  rates  may  be  associated  with  suicide  risk  factors  that  are  more  common  I 
in  less  urban  areas,  j 

■  Limited  access  to  mental  healthcare  ( 

■  Greater  social  isolation.  I 

■  Loss  of  Jobs,  homes,  and  income  associated  with  the  Great  Recession  as  j 

well  as  the  prescription  bpioidl  ^i^pidemic,  which  hashed  a  greater _ j 

Impact  on  less  urban  areas. 

o  Urban  areas  may  also  experience  these  risk  factors,  but  to  a  lesser  extent 


8.  During  the  Great  Recession,  there  was  an  increase  in  suicide,  but  why  are  rates  still 
going  up  since  the  economy  has  bounced  back? 


Suicide  rates  have  continued  to  rise  after  the  Great  Recession. 
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A  previous  study  found  that  suicide  rates  across  all  urbanization  levels  in  the  U.S,  increased  over  the 
period  from  1999-201S,  but  the  gap  in  rates  between  !ess  urban  and  more  urban  areas  widened  over 
this  period^  and  rates  in  more  rural  areas  increased  at  a  more  rapid  pace  than  more  urban  areas 
beginning  in  2007-2008. 

^urdde  rates  in  more  rural  areas  may  be  driving  the  increase  in  sutdde  rates  overall,  jthe  rapid 


acceleration  of  increasing  suicide  rates  in  more  rural  areas  in  2007-2008  may  reflect  the  corresponding 
start  of  the  Great  Recession  at  about  this  same  time. 


Comment  [ST(]:  Do  we  know  this?  If  we 
are  not  sure  then  I  wodd  take  this  out. 
I'm  concerned  that  this  could  be  used  to 
frame  this  as  only  a  rural  issue  and  I  think 
is  more  widespread  than  that. 


Coinment  fSTfb  This  Implies  that  they 
are  more  prevalent  in  rural  areas  Is  that 
known? 


The  disproportionate  impact  of  the  recession  on  rural  areas  and  the  longer  economic  recovery 
time  in  these  areas  may  help  to  explain  why  suicide  rates  have  remained  high  overall. 

Other  common  suicide  risk  factors  known  to  be  highly  prevalent  in  rural  areas,  ^uch  as  mental 
health  and  substance  abuse  problem^  potentially  influenced  by  the  prescription  opioid 
epidemic  impacting  such  areas  over  the  same  time  period;  poor  access  to  mental  healthcare, 
made  worse  by  shortages  In  behavioral  health  care  providers  In  these  areas,  and  greater  social 
isolation  may  also  continue  to  impact  suicide  rates  In  rural  areas  and  overall. 


The  potential  cumulative  burden  of  suicide  risk  factors  in  less  urban  areas  may  Impact  not  only 
individuals  but  relationships,  families,  and  communities  as  well,  suggesting  the  need  for  comprehensive 
suicide  prevention  measures. 


B.  Is  the  opioid  epidemic  associated  with  rises  in  suicide  rates? 

Both  suicide  and  drug  overdoses  are  on  the  rise.  CDC  is  actively  working  to  analyze  and  better 
understand  the  trends  and  risk  factors  for  opioid  overdose  and  suicide,  and  the  connections  between 
the  two  public  health  challenges. 

Increased  availability  and  misuse  of  opioids  may  be  related  to  increases  in  suicide  rates.  Substance 
abuse  itself  is  an  established  risk  factor  for  suidde  and,  therefore,  the  epidemic  of  opioid  abuse  could  be 
driving  the  suicide  rate  higher.  When  we  look  at  who  is  dying  from  suidde  and  who  is  dying  from 
overdoses  involving  opioids,  we  see  that  there  is  overlap  in  the  demographics  of  the  populations  most 
highly  affected  by  suicide  and  opioid  overdose  deaths.  Data  also  indicate  that  opioid  prescribing  rates 
are  higher  In  counties  where  there  are  higher  rates  of  suidde. 

CDC  uses  several  systems  to  monitor  overdoses,  overdose  deaths  Si  suicide: 

•  Deaths  -  Death  certificates,  National  Violent  Death  Reporting  System  (NVDRS)  and  State 
Unintentional  Drug  Overdose  Reporting  System  (SUDORS) 

•  Nonfatal  “  National  Electronic  Injury  Surveillance  System-All  Injury  Program  (NEISS-AIP), 
Healthcare  Cost  and  Utilization  Project  from  AHRQ,  and  emergency  department  syndromic  and 
EMS  surveillance  data  from  CDC's  Enhanced  State  Opioid  Overdose  Surveillance  program 

10.  Why  are  suicide  rates  Increasing  more  among  females? 

This  MMWR  showed  that  suidde  rates  were  increasing  for  females  and  males.  The  increases  for  females 
were  significant  In  43  states  and  the  increases  for  males  were  significant  in  34  states.  It  is  important  to 
note  that  while  the  relative  increases  in  rates  were  higher  for  females  than  for  males  overall,  the 
absolute  suidde  rates  rose  faster  for  males  than  females.  Male  suicide  rates  are  consistently  3  to  5  times 


S 


higher  than  the  suicide  rates  for  femaies.  It  is  important  for  suicide  prevention  strategies  to  address  the 
needs  of  males  and  females. 


Whaf  s  going  on  globally  with  respect  to  suicide  rates? 


11.  How  does  the  U.S.  compare  to  other  nations  with  respect  to  trends  in  suicide  rates? 

Globally^  suicide  rates  haye  been  dedming. 

Global  data  from  the  World  Health  Organization  indicates  that  nearly  all  European  societies  experienced 
rising  suicide  rates  after  the  Great  Recession.  However,  unlike  the  the  suicide  rate  in  many 
European  nations  stabilized  or  returned  to  pre-recession  levels  after  the  recession.  This  may  be  because 
the  economic  recession  impacted  different  countries  in  different  ways,  and  areas  within  the  U.S.  may 
have  taken  longer  to  recover  from  the  recession. 

Although  suicide  rates  also  increased  in  Canada  during  the  Great  Recession,  Canada  has  experienced  a 
fairly  level  suicide  rate  over  the  past  17  years,  with  a  rate  between  12.5  to  13.0  per  100,000. 

Unlike  in  the  U.S.,  ingestion  of  pesticide  is  one  of  the  most  common  methods  of  suicide  globally.  Policies 
related  to  the  sales  and  import  of  pesticides,  which  have  reduced  access  to  this  lethal  means  of  suicide, 
have  demonstrated  impact  in  preventing  suicide  in  some  countries.  For  instance,  in  Sri  Lanka,  the  suicide 
rate  decreased  from  47  per  100,000  in  1995  to  30.9  per  100,000  in  2005  after  the  implementation  of 
such  policies. 


12,  What's  going  on  in  the  U.S.  that's  not  occurring  in  other  countries  to  explain  the 
increase  in  suicide  rates  here? 

The  U.S.  has  good  surveillance  systems  in  place  to  track  mortality,  allowing  us  to  identify  the  increases  in 
suicide  rates  and  even  which  areas  of  the  country,  age  groups,  and  racial/ethnic  groups  are  most  at  risk. 
Unfortunately,  these  surveillance  systems  do  not  assess  and  track  the  risk  factors  that  may  be 
contributing  to  these  trends. 

We  know  that  sufdde  rates  are  increasing  m  most  age  groups  and  demographic  groups  and  we  are 
seeing  increases  across  suicide  methods. 

The  increases  in  suicide  rates  are  unlikely  to  be  due  to  any  single  factor.  Factors  at  the  individual, 
relationship,  and  community  levels  -  such  as  age;  substance  abuse  history;  school,  job,  or  legal 
problems;  exposure  to  another  person's  suicidal  behavior;  and  the  accessibility  of  assistance  in  the 
community  all  contribute  to  risk. 

It  is  likely  that  multiple  factors  are  influencing  suicide  trends.  Some  potential  contributing  factors  that 
people  are  considering  include  the  following: 

•  The  role  of  the  great  recession  in  the  late  ZOOO's  and  subsequent  financial  challenges  and 
concerns  about  economic  instability.  Past  research  on  the  association  between  business  cycles 
and  U.S,  suicide  indicate  that  the  overall  suicide  rate  rises  and  falls  in  connection  with  the 
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economy,  with  increases  during  economic  recessions.  We  know  that  suicides  increase  in  times 
of  economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle  down  resulting  in 
vulnerable  youth. 

o  Other  devehped  nations  aho  experienced  increased  suicide  rates  during  the  Great 
Recession,  but  for  the  most  part,  their  suicide  rates  have  teveied  off  since  then, 

•  Increased  availability  and  misuse  of  prescription  qploids.  We  know  that  substance  a  buse  is  an 
important  risk  factor  for  suicide.  It  is  unclear  to  what  extent  trends  in  opioid  misuse  are 
contributing  to  suicide  rates  among  adolescents.  Adolescents  could  be  at  risk  due  to  their  own 
misuse  or  because  of  the  misuse  by  family  members. 

*  Another  potentially  relevant  factor  is  the  role  of  social  media.  More  research  is  needed  on  the 
impact  of  social  media  use  on  suicide  rates.  However,  changes  in  social  media  content  or  use 
patterns  could  potentially  be  contributing  to  risk.  Social  media  can  exacerbate  bullying, 
romanticize  suicide,  and  provide  harmful  content  on  suicide  methods.  Alternatively,  social 
media  can  be  used  to  enhance  corinections  between  people,  correct  myths  about  suicide,  and 
facilitate  access  to  help.  Research  is  needed  to  determine  howto  reduce  risk  and  enhance  the 
protective  factors  associated  with  social  media. 


Firearms  and  Suicide 


13.  Are  firearms  a  major  means  of  suicide  globally? 

Unlike  in  the  U.S,,  ingestion  of  pesticide  and  hanging  are  the  two  most  common  methods  of  suicide 
globally, 

Policies  related  to  the  sales  and  import  of  pesticides,  which  have  reduced  access  to  this  lethal  means  of 
suicide,  have  demonstrated  Impact  in  preventing  suicide  in  some  countries.  For  instance,  in  Sri  Lanka, 
the  suicide  rate  decreased  from  47  per  100,000  in  1995  to  30.9  per  100,000  in  2005  after  the 
implementation  of  such  policies. 

14.  How  many  lives  are  lost  to  firearm-related  suicides  per  year? 

In  2016,  almost  23,000  lives  were  lost  due  to  suicides  by  firearm.  This  equates  to  51%  of  suicides  in  the 
US  in  2016. 


15.  Does  the  CDC  want  to  restrict  access  to  firearms? 

The  CDC  is  not  suggesting  that  firearms  should  be  taken  away  from  US  ^esiden 
Based  on  prior  research,  we  know  that  safe  storage  practices  can  help  reduce  the  risk  for  suicide  bv 


Comment  |ST(h  I  suggest  having  Malia 
or  Erin  take  a  look  at  this  response  if  you 
haven't  yet 


Ccimmtnt  |ST(|;  This  Is  stronger  than 
what  we  say  in  the  TP.  1  think  some  edits 
are  needed. 


separating  vulnerable  populations  from  easy  access  to  lethal  means,  restricting  access  to  lethal 
means  among  those  at  risk  for  suicide  |ias  been  proven  effective  for  preventing  suic  This  can 
involve  safeiy  storing  firearms  lacked  and  unloaded,  which  can  help  to  provide  a  buffer  for  those  who 


are  thinking  about  suicide  and  increases  the  time  it  takes  them  to  access  lethal  means.  We  know  from 
prior  research  that  simply  providing  a  buffer  in  this  critical  time  period  can  help  reduce  risksave  lives. 
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16,  What  are  the  leading  ways  that  people  die  by  suicide? 

Firearms  are  the  mechanism  for  about  half  of  all  suicides  in  the  United  States. 

The  next  leading  methods  are  suffocation  and  poisoning. 

Reducing  access  to  lethal  means  of  suicide  among  persons  at  risk  for  suicide  is  an  intervention  with 
robust  supporting  evidence;  such  intervention  Includes: 

•  Intervening  at  suicide  hotspots  such  as  bridges 

•  Counseling  around  safe  storage  of  medications,  firearms,  or  other  household  products  to  keep 
them  away  from  people  at  risk  or  who  have  made  prior  suicide  attempts, 

•  These  interventions  can  be  combined  with  other  strategies  for  a  comprehensive  approach  to 
prevention. 


17- What  was  the  process  of  obtaining  support  and  resources  from  the  CDC  to  do  this 
research^  given  the  agency's  historical  lack  of  funding  for  gun  violence  research? 

This  study  used  data  from  existing  public  health  surveillance  systems  that  collect  data  on  many  different 
causes  of  injury  and  death.  CDC  has  and  continues  to  support  surveillance  activities  and  analyses  of 
surveillance  and  other  data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.S. 
Understanding  the  patterns,  characteristics,  and  impacts  of  firearm- related  injuries  vi-olonce  is  an 
important  step  toward  preventionf>g4ffeAFm-mturio^  ond  dGaths4e-4hG  United  States. 

18.  A  previous  report  shows  that  a  substantial  number  of  gun-caused  deaths  are  suicides. 
What  could  drive  children  to  take  their  own  lives  and  how  do  they  access  firearms  in 
the  first  place? 

Even  though  children  have  much  lower  suicide  rates  compared  with  other  age  groups,  some  of  the 

steepest  increases  from  1999-2014  have  been  found  among  children  10-14  years  of  ago. 

When  looking  at  the  circumstances  surrounding  child  firearm  suicides,  while  mental  health  factors  are 
important,  firearm  suicides  are  also  frequently  related  to  situational  life  stressors  and  relationship 
problems  with  an  intimate  partner,  friend,  or  family  member.  It  is  important  for  parents  and  other 
adults  who  interact  with  children  to  be  aware  that  life  stressors  such  as  these  can  have  a  big  impact  on 
children  and  put  them  at  risk  for  suicide. 

Other  researchers  have  found  that  safe  storage  of  firearms  (storing  firearms  locked,  unloaded,  and 
separate  from  ammunition)  is  associated  with  reductions  in  adolescent  firearm  suicide  attempts  and 
also  unintentional  firearm  deaths  in  children. 


The  Present  Study  -  MMWR  Content  and  Methods 

19.  How  was  the  current  study  conducted? 
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Trends  in  age-adjusted  suicide  rates  were  assessed  among  people  aged  >10  years,  by  state  and  sex,  and 
across  six  consecutive  three-year  periods  (1999-2016),  using  data  from  the  National  Vital  Statistics  System 
for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting  System,  covering  27 
states  in  2015,  were  used  to  examine  contributing  circumstances  among  suicide  decedents  with  and  without 
known  mental  health  conditions. 

20.  What  are  some  of  the  key  findings? 

•  Across  the  study  period,  suicide  rates  increased  in  all  states,  except  Nevada  (which  had  a  consistently 
high  rate  throughout), 

o  These  increases  were  statistically  significant  in  44  states, 

o  The  percentage  increases  in  rates  ranged  from  5.9%  in  Delaware  to  57.6%  in  North  Dakota,  with 
increases  of  more  than  30%  observed  in  25  states. 

•  Suicide  rate  trends  indicated  significant  increases  for  males  (34  states)  and  females  (43  states),  as  well 
as  for  the  U,5.  overall. 

•  While  all  decedents  were  predominately  male  (76.8%)  and  non-Hispanic  white  (83.6%),  those  without 
known  mental  health  conditions,  relative  to  those  with  mental  health  conditions,  were  more  likely  to: 

o  be  male  (83,6%  vs,  68,8%;  odds  ratio  (OR)=2.3,  95%  Cl  =  2,2-2,5) 

o  be  racial/ethnic  minorities  (OR  range:  1, 2-2,0) 

o  to  die  by  firearms  (OR=l,6,  95%  Cl=  (1,5-1,7). 

•  Overall,  the  large  majority  of  suicides  occurred  among  people  ages  of  25-64. 

•  More  than  half  of  suicide  decedents  in  NVDRS  (27  states)  did  not  have  a  known  mental  health 
condition. 

o  This  group  suffered  more  from  relationship  problems  and  other  life  stressors  such  as  criminal- 
legal  matters,  eviction/loss  of  home,  and  recent  or  impending  crises,  however  such 
circumstances  were  also  common  in  people  with  mental  health  conditions, 

•  To  address  the  full  range  of  contributing  factors  to  suicide,  comprehensive  suicide  prevention 
activities  are  needed. 

o  Such  strategies  include  both  upstream  prevention  to  prevent  risk  from  occurring  in  the  first 
place  as  well  as  more  downstream  activities  responsive  to  the  needs  of  people  at  increased  risk 
and  to  prevent  re-attempts, 

o  The  CDC's  technical  package  to  prevent  suicide  provides  information  about  evidence-based 
strategies,  as  well  as  information  about  the  need  for  a  broad,  comprehensive  approach  to 
preventing  suicide. 

21.  For  some  states,  the  reported  percentage  increase  in  the  suicide  rate  is  quite  large.  Is 
this  due  simply  to  fluctuations  in  small  numbers  of  suicides? 

The  percentages  represent  increases  in  rates  between  the  first  three-year  reporting  period  (1999-2001) 
and  the  last  three-year  reporting  period  (2014-2016),  By  aggregating  the  data  into  three-year  periods, 
small  suicide  counts  were  avoided.  The  table  below  provides  the  beginning  and  ending  suicide  counts  and 
rates  for  the  ten  states  showing  the  largest  percentage  rate  increases. 

No  suicide  count  appearing  in  the  table  below  is  less  than  200,  and  some  counts  range  into  the  thousands. 
Even  after  recognizing  the  growth  in  state  populations  and  any  shifts  in  their  age  profiles,  changes  such 
as  those  shown  would  not  typically  be  expected  due  to  random  fluctuations  alone. 
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state 

Reporting 

Period 

Average 
Popuiation  * 

Totai 

Suicides 

Annuai 
Rate  + 

Percentage 

Increase 

Rank 

ND 

1999-2001 

0.56  M 

220 

13.3 

57.6  % 

1 

2014-2016 

0.65  M 

401 

20.9 

VT 

1999-2001 

0.53  M 

212 

13.2 

48.6  % 

2 

2014-2016 

0.56  M 

345 

19.7 

NH 

1999-2001 

1.08  M 

435 

13.5 

48.3  % 

3 

2014-2016 

1.20  M 

719 

20.0 

UT 

1999-2001 

1.84  M 

898 

17.2 

46,5  % 

4 

2014-2016 

2.48  M 

1,809 

25.2 

KS 

1999-2001 

2.31  M 

917 

13.3 

45.0  % 

5 

2014-2016 

2.51  M 

1,446 

19.4 

SD 

1999-2001 

0.65  M 

303 

15,7 

44.5  % 

6 

2014-2016 

0.74  M 

477 

22.6 

ID 

1999-2001 

1.10  M 

558 

17.3 

43.2% 

7 

2014-2016 

1.42  M 

1,030 

24.7 

MN 

1999-2001 

4.25  M 

1,357 

10,7 

40.6  % 

8 

2014-2016 

4.77  M 

2,161 

15.0 

WY 

1999-2001 

0.43  M 

264 

20.7 

39.0  % 

9 

2014-2016 

0.51  M 

421 

28.8 

SC 

1999-2001 

3.47  M 

1,328 

12.8 

38.3  % 

10 

2014-2016 

4.29  M 

2,310 

17.7 

*  Average  population  >  10  years  old  during  reporting  period. 

+  Annual  age-adjusted  rate  per  100,000  population  >  10  years  old, 

22,  What  is  known  about  which  groups  are  experiencing  increases? 

The  current  study  found  that  rates  of  suicide  are  increasing,  overall,  and  for  males  and  females.  Rates 
among  females  increased  significantly  in  43  states  and  rates  among  males  increased  significantly  in  34 
states. 

•  In  general,  suicide  rates  in  the  U*S.  have  increased  by  nearly  30%  since  1999* 

i.  Increases  were  observed  for  both  women  and  men  in  all  age  groups  under  75. 

•  Certain  groups  have  had  particularly  high  greatest  increases  since  1999,  including: 

I-  Working-age  adults  35-64  yrs,  young  people  aged  10-14,  particularly  females 

ii.  Non-Hispanic  whites,  and  non-Hispanic  American  Indians  /  Alaska  Natives  and 
ill.  People  living  in  rural  areas. 

iv.  Rates  have  increased  for  males  and  female  however  the  rate  for  males  is  consistently  3- 
5  times  higher  than  the  rate  for  females 

23.  How  do  people  with  and  without  mental  health  conditions  differ  with  respect  to 
suicide? 

People  with  and  without  mental  health  conditions  had  similarities  and  differences 
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•  While  all  decedents  were  predominately  male  (76.8%)  and  non-Hispanic  white  (83.6%),  those 
without  known  mental  health  conditions,  relative  to  those  with  mental  health  conditions,  were 
more  likely  male  (83.6%  vs.  68.8%;)  and  racial/ethnic  minorities  (OR  range:  1. 2-2.0). 

•  Suicide  decedents  without  known  mental  health  conditions  also  had  significantly  greater  odds  of 
perpetrating  homicide-suicide  (adjusted  odds  ratio  aOR  =  2.9,  95%  Cl  =  2. 2-3.8).  Although  this 
represents  a  small  percentage  of  suicides  in  both  Eroups. 

•  While  firearms  were  the  most  common  method  of  suicide  used  overall  (48.5%)  and  for  both 
groups,  decedents  without  known  mental  health  conditions  were  more  likely  to  die  by  firearm 
(55.3%  vs.  40.6%)  and  less  likely  to  die  by  hanging/strangulation/suffocation  (26.9%  vs  31.3%)  or 
poisoning  (10.4%  vs  19.8%)  than  those  with  known  mental  health  conditions.  (These  differences 
remained  significant  in  the  adjusted  models). 

•  Among  decedents  with  toxicology  results,  decedents  without  known  mental  health  conditions 
were  less  likely  to  test  positive  for  any  substance  overall  (aOR=0.8,  95%  CI=0,7-0.8),  such  as 
opioids  (aOR=.90  95%  Ct“O.Sl-.99)  but  more  likely  to  test  positive  for  alcohol  (aOR=1.2,  95% 
Cl=l. 1-1.3). 

•  People  without  known  mental  health  conditions  were  less  likely  to  have  substance  abuse 
problems  (aOR^O.7,  95%  a^O.7-0.8). 

•  Two-thirds  of  those  with  known  mental  health  conditions  had  a  history  of  mental  health  or 
substance  abuse  treatment  (67.2%)  and  just  over  half  (54.0%)  were  in  current  treatment. 

•  Decedents  without,  versus  those  with,  known  mental  health  conditions,  had  significantly  greater 
likelihood  of  any  relationship  problem/loss  (45.1%  vs.  39.6%),  specifically  intimate  partner 
problems  (30.2%  vs.  24.1%),  arguments/conflicts  (17.5%  vs.  13.6%),  and  recently  perpetrating 
interpersonal  violence  (3.0%  vs.  1.4%).  They  also  were  more  likely  to  have  experienced  any  life 
stressors  (54.2%  vs  49.7%),  such  as  criminal-legal  problems  (10.7%  vs.  6.2%),  or  eviction/loss  of 
home  (4.3%  vs.  3.4%)  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcoming  two  weeks  (32.9%  vs.  26,0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models. 

•  Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did 
not  differ  by  mental  health  group  status. 

•  Physical  health  problems  (23.2%  and  21,4%)  and  Job/financial  problems  (15.6%  and  16,8%)  were 
commonly  experienced  by  both  groups  (with  and  without  mental  health  conditions, 
respectively) 

•  Decedents  without  known  mental  health  conditions  had  significantly  lower  odds  of  recent 
release  from  any  institution  (aOR=0.5,  95%  CI=0.4-0.5),  but  among  those  who  were  recently 
released  (5,1%),  they  were  significantly  more  likely  to  be  released  from  a  correctional  facility 
(25,7%  vs.  8,7%),  hospital  (43.7%  vs.  33.0%),  or  other  facility  (e,g.,  alcohol/substance  treatment) 
(aOR=2.5  95%  CI=l,8-3,3),  than  those  with  a  known  mental  health  conditions.  Among  decedents 
with  known  mental  health  conditions  who  were  recently  released  from  an  institution  (10.2%), 
46,7%  of  this  group  were  released  from  psychiatric  facilities, 

•  Decedents  without  known  mental  health  conditions,  compared  to  those  with  mental  health 
conditions,  were  significantly  less  likely  to  have  a  history  of  suicidal  ideation  (23.0%  vs,  40,8%) 
and  prior  suicide  attempts  (10.3%  vs,  29,4%).  More  than  one  in  five  people  in  both  groups 
disclosed  suicide  intent  (22.4%  vs.  24.5%), 


24,  Why  did  Nevada  not  see  an  increase  in  suicide  rates? 

While  Nevada's  suicide  rate  did  not  increase,  it  remained  consistently  high  across  the  study  period. 
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25.  Why  did  this  study  focus  on  those  aged  10  and  older? 

Suicide  rates  were  analyzed  for  people  aged  >10  years  only,  because  determining  suicidal  intent  in 
younger  children  can  be  difficult. 

a.  Suicide  is  defined  as  self-directed  injurious  behavior  with  an  intent  to  die  as  a  result  of  the 
behavior,  and  youth  under  the  age  of  10  may  not  fully  understand  the  implications  of  their 
actions.  (CDC  web  site} 

26.  How  was  '^crisis"  defined  in  this  study? 

For  this  study,  a  "crisis"  was  a  current/acute  event  that  occurred  within  the  2  weeks  of  a  suicide.  Crises 
are  indicated  in  an  NVDRS  source  report  to  have  contributed  to  the  suicide.  A  crisis  can  precede  the 
death  (e.g.,  had  a  bad  argument  the  day  before  the  incident,  divorce  papers  served  that  day,  or  victim 
laid  off  the  week  before)  or  be  an  impending  event  (e.g.,  house  was  to  be  foreclosed  on  the  day  after 
the  incident  or  court  date  for  a  criminal  offense  three  days  after  the  suicide).  Crises  are  interpreted  from 
the  eyes  of  the  victim.  This  is  particularly  relevant  for  young  victims  whose  crises,  such  as  a  bad  grade  or 
a  dispute  with  parents  over  a  curfew,  may  appear  to  others  as  relatively  minor. 

27.  How  did  you  define  a  mental  health  condition? 

The  National  Violent  Death  Reporting  System  (NVDRS)  defines  a  mental  health  condition  as  disorders 
and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (9),  with 
the  exception  of  alcohol  and  other  substance  use  disorders,  which  are  captured  separately  in  the 
system. 

a.  Data  on  mental  health  conditions  are  abstracted  from  the  investigative  reports  included  within 
NVDRS  and  that  are  associated  with  each  suicide. 

b.  Investigative  reports  are  those  filed  by  law  enforcement  and  coroners/medical  examiners. 

c.  Information  obtained  from  these  reports  is  dependent  upon  the  extent  of  informant  knowledge 
that  may  impact  data  completeness  and  accuracy. 

28.  Are  the  people  without  mental  health  conditions  just  people  who  haven't  been 
diagnosed  with  a  mental  health  conditions? 

It  is  possible  that  the  people  without  mental  health  conditions  in  this  study  had  a  diagnosable  mental 
health  conditions  but  had  not  been  diagnosed,  or  that  their  mental  health  conditions  was  unknown  to 
informants  who  provided  circumstantial  information  to  law  enforcement*  Studies  including  more  in- 
depth  interviews  with  next-of-kin  often  cite  greater  attributions  to  mental  disorders,  however  many 
methodological  variations  across  studies  exist.  It  is  likely  that  some  people  without  known  mental 
health  conditions  in  the  current  study  were  experiencing  mental  health  challenges  that  were  unknown, 
and  hence  underreported  by  key  informants.  Nonetheless,  the  high  prevalence  of  diverse  contributing 
circumstances  among  those  with  and  without  known  mental  health  conditions  suggests  the  importance 
of  addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

29.  Are  suicides  by  people  without  mental  health  conditions  considered  impulsive? 

Suicide  decedents  who  do  not  have  mental  health  conditions  should  not  necessarily 
be  considered  impulsive. 

•  As  this  study  demonstrates,  there  are  many  reasons,  beyond  mental  health 
conditions  alone,  why  people  take  their  own  lives. 
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•  54%  of  the  study  sample  did  not  have  a  known  mental  health  condition,  but 
people  in  this  group  still  experienced  challenges  in  their  lives  that  contributed  to 
their  suicide. 

•  They  may  have  been  experiencing  these  challenges  for  an  extended  period  of 
time  and  may  have  had  suicidal  thoughts  leading  up  to  their  suicide,  which  may 
indicate  that  the  suicide  was  not  impulsive 

o  35%  of  those  without  mental  health  conditions  left  a  suicide  note 
o  23%  were  known  to  have  a  history  of  suicidal  ideation 
o  22%  had  disclosed  suicidal  intent  to  another  person 
o  10%  had  previously  attempted  suicide 

30.  How  many  suicides  are  considered  impulsive? 

•  A  previous  case-control  study  of  survivors  of  nearly  lethal  suicide  attempts 
indicates  that  about  24%  of  this  group  acted  impulsively  on  their  suicidal 
thoughts 

o  i.e.,  less  than  5  minutes  passed  between  their  initial  thought  of  suicide  and 
their  nearly  lethal  suicide  attempt 

o  76%  of  attempt  survivors  did  not  meet  this  definition  of  impulsivity  with 
respect  to  their  suicide  attempt. 

31.  Why  does  this  study  find  such  a  low  rate  of  mental  health  conditions  compared  to 
psych  autopsy  studies? 

Psychological  autopsy  studies  that  utilize  in-depth  interviewing  of  surviving  friends/family  and  often 
include  record  review  typically  show  that  a  larger  proportion  of  suicide  decedents  have  a  mental  health 
diagnosis.  However,  variations  in  the  methodology  of  psychological  autopsy  studies  and  the  current 
study  may  impact  the  prevalence  of  mental  health  conditions  identified.  It  is  likely  that  some  people 
without  known  mental  health  conditions  in  the  current  study  were  experiencing  mental  health 
challenges  that  were  unknown,  and  hence  underreported  by  key  informants.  Nonetheless,  the  high 
prevalence  of  diverse  contributing  circumstances  among  those  with  and  without  known  mental  health 
conditions  suggests  the  importance  of  addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

32.  Why  did  you  only  look  at  suicide  circumstances  in  27  states? 

a.  In  2015,  the  National  Violent  Death  Reporting  System  collected  data  from  27  states.  The  data 
collected  from  these  states  were  used  for  the  analysis.  More  current  data  is  not  yet  available. 

b.  In  2016,  NVDRS  collected  data  from  40  states,  D.C.  and  Puerto  Rico  however  data  are  not  yet 
available. 

c.  The  FY  2018  omnibus  appropriation  bill  provided  funding  and  Congressional  direction  to  expand 
the  NVDRS  program  to  all  50  states  and  the  District  of  Columbia.  CDC  is  actively  working  toward 
that  goal. 

33.  What  are  some  of  the  limitations  to  this  study? 

There  are  three  limitations  to  the  study: 

•  First,  in  the  state-level  analysis,  rankings  for  four  states  (MD,  MA,  Rl,  UT)  might  have  been 

impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent  (potentially  biasing 
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reported  suicide  rates  downward),  or  decreased  percentages  of  such  deaths  over  time  (potentiaily 
biasing  estimated  rate  trends  upward). 

•  Second,  IMVDRS  is  not  yet  nationally  representative;  the  27  states  included  In  this  study  represent 
49.6%  of  the  U.S.  popu  lation 

(https://factfinder.censu5,EOv/faces/tableservices/isf/pages/productview. xhtml). 

•  Third,  abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative  reports. 

Therefore,  the  extent  of  informant  knowledge  can  affect  data  completeness  and  accuracy.  Studies 
including  more  in-depth  interviews  with  next-of-kin  often  cite  greater  attributions  to  mental 
disorders,  however  many  methodological  variations  across  studies  exist.  It  is  likely  that  some 
people  without  known  mental  health  conditions  in  the  current  study  were  experiencing  mental 
health  challenges  that  were  unknown,  and  hence  underreported  by  key  informants.  Nonetheless, 
the  high  prevalence  of  diverse  contributing  circumstances  among  those  with  and  without  known 
mental  health  conditions  suggests  the  importance  of  addressing  the  broad  range  of  factors  that 
contribute  to  suicide, 

•  We  know  that  suicides  are  underreported.  It  is  possible  that  some  suicides  were  coded  as 
unintentional  or  deaths  of  undetermined  intent.  It  is  unclear  how  that  could  impact  estimates  of 
trends  or  conclusions  about  circumstances. 


The  National  Violent  Death  Reporting  System 

34.  What  is  the  National  Violent  Death  Reporting  System? 

•  The  National  Violent  Death  Reporting  System  (NVDRS)  is  a  data  system  that  provides  states  and 
communities  with  a  clearer  understanding  of  violent  deaths.  NVDRS  data  can  be  used  to  guide 
local  decisions  about  efforts  to  prevent  violence  and  track  progress  over  time,  NVDRS  is  the  only 
state-based  surveillance  (reporting)  system  that  pools  data  on  violent  deaths  from  multiple  sources 
into  a  usable,  anonymous  database.  These  sources  include  state  and  local  medical  examiner, 
coroner,  law  enforcement,  toxicology,  and  vital  statistics  records.  Pooling  these  data  can  provide 
CDC  with  a  detailed,  comprehensive  picture  of  how  and  why  violent  deaths  occur. 

•  NVDRS  includes  over  600  unique  data  elements  that  provide  valuable  context  about  violent 
deaths  such  as 

o  Relationship  problems;  mental  health  conditions  and  treatment;  toxicology  results;  and  life 
stressors 

■  Including  recent  problems  with  a  job,  finances,  or  physical  health  problems, 
o  Extensive  information  about  the  incidents,  such  as  weapons  used,  characteristics  of  suspects, 
and  locations  where  they  occurred  are  included.  Such  data  are  far  more  comprehensive  than 
what  is  available  elsewhere. 

•  NVDRS  can  help  identify  populations  particularly  affected  by  fatal  violence.  The  system  not  only 
provides  details  on  specific  manner  of  violent  death,  but  also  identifies  common  factors  that  span 
multiple  types  of  violence. 

•  The  NVDRS  FAQ  page  has  more  details:  https://www,cdc.eov/violer>ceprevention/nvdrs/faQs.html 

35,  How  does  using  the  National  Violent  Death  Reporting  System  help  to  make  the 
statistics  more  complete? 

Although  limited  to  the  27  states  participating  in  NVDRS  during  the  time  period  of  the  study,  data  from 

NVDRS  provide  the  only  detailed  information  available  on  the  circumstances  surrounding  these 
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deaths,  therefore  taking  the  findings  beyond  reporting  numbers  and  rates  and  providing  unique 
information  on  the  context  rn  which  people  die  from  suicide. 

36.  Is  the  National  Violent  Death  Reporting  System  expanding  to  SO  states? 

We  are  happy  to  announce  that  beginning  In  FY13,  we  are  able  to  make  funding  available  to  all  50 
states  for  the  Implementation  of  the  NVORS. 

Currently,  40  states,  Washington,  DC  and  Puerto  Rico  are  funded  by  WVDRS, 

Expanding  IMVDRS  to  SO  states  allows  us  to  meet  one  of  the  national  goals  we-set  forth  for  Healthy 
People  60201  (I  VP-43}' 


Warning  signs  of  suicide  and  what  to  do  if  you  know  someone  at  risk 

37.  A  lot  of  the  problems  mentioned  as  contributing  to  suicide  in  this  study  seem  very 
common,  how  can  someone  tell  who's  at  risk? 

Many  people  think  that  suicide  is  an  inexplicable  act,  when,  in  reality,  many  known  risk  factors  exist 
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These  inciude: 

•  History  of  previous  suicide  attempts 

•  Family  history  of  suicide 

•  History  of  child  maltreatment 

•  History  of  depression  or  other  mental  illness 

•  Aicohoi  or  drug  abuse 

•  Feelings  of  hopelessness  or  isolation 

•  impulsive  or  aggressive  tendencies 

•  Stressful  life  event  or  loss 

•  Easy  access  to  lethal  methods 

•  Exposure  to  the  suicidal  behavior  of  others 

•  Isolation,  lack  of  social  connectedness 


Researchers  agree  that  suicidal  behavior  results  from  an  interaction  of  factors  and  is  rarely  due  to  a 
single  cause. 


38.  What  are  the  warning  signs  for  suicide? 

The  warning  signs  for  suicide  are: 

•  Expressing  hopelessness 

•  Increased  anger  or  rage 

•  Extreme  mood  swings 

•  Sleeping  too  little  or  too  much 

•  Making  plans  for  suicide 

•  Talking  and/or  posting  about  suicide 

•  Feeling  unbearable  pain 

•  Increased  anxiety 

•  Securing  lethal  means 

•  Increased  substance  use 

•  Feeling  like  a  burden 
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Isolation 


39.  What  should  someorie  do  if  they  believe  someone  may  be  suicidal? 

•  Ask  the  question,  "'Are  thinking  about  suicide?"'  Asking  the  question  won't  make  someone 
suicidal,  and  instead,  may  relieve  or  reduce  the  feeling. 

•  If  the  person  says  yes,  keep  them  safe.  Find  out  if  they  have  a  suicide  plan.  Remove  any  iethal 
means  in  the  environment,  if  possible,  and  do  not  leave  the  person  alone. 

•  Be  there  and  show  concern.  Oon"t  act  surprised  or  dismiss  their  feelings.  Take  the  person 
seriously,  and  do  not  assume  they  are  joking. 

•  Help  them  connect  to  resources,  for  example,  by  calling  the  National  Suicide  Prevention  Lifeline 
(1-800-273-TALK  [8255))  or  by  connecting  the  person  to  someone  in  the  community  who  can 
help,  e.g,  emergency  department,  counselor,  pastor. 

•  Follow  up  -  After  the  person  is  safe,  follow  up  in  the  days  ahead  with  a  phone  call,  ask  them  how 

they  are  doing.  See  if  there  is  anything  else  that  you  can^4.  _ _ _ _ _ _ _ 
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40.  Where  can  people  go  for  help? 

No  matter  what  problems  people  deal  with,  we  want  to  help  them  find  a  reason  to  keep  living.  By 
calling  l-SOO-ZTS-TALK  (S255)  people  will  be  connected  to  a  skilled,  trained  counselor  at  a  crisis  center 
in  their  area,  anytime  24/7.  There  are  many  success  stories  where  people  in  need  have  reached  out  to 
others  or  family  or  friends  have  intervened  to  get  people  help.  They  got  the  support  or  treatment  they 
needed  and  were  able  to  get  through  a  crisis. 


Suicide  among  Veterans 

41.  Do  you  have  any  information  on  suicide  among  Veterans  and  Military  service 
members? 

While  we  did  not  describe  Veteran  suicides  In  this  study,  here  are  some  key  epidemiologic  findings  from 
other  reports  published  by  the  Departments  of  Veterans  Affairs  and  Defense,  as  well  as  the  CDC . 

CDC  and  its  partners  are  currently  doing  more  research  to  understand  the  extent  tg  which  the  general 
rise  m  suicide  rates  can  be  attributed  to  the  rise  in  suicide  rates  among  Veterans. 

Veterans: 

*  Veterans  accounted  for  IS  percent  of  adult  suicides  but  constituted  only  S.5  percent  of  the  U.S. 
adult  population  (ages  IS-*-). 

*  An  average  of  ZO  Veterans  died  by  suicide  each  day;  roughly  14  of  these  are  not  using  VHA 
services. 

■  The  overall  burden  of  Veteran  suicide  is  mostly  among  Veterans  of  middle  to  older  adult  ages. 

■  An  estimated  65%  of  Veteran  suicides  occurred  among  Veterans  ages  50  years  an  older 
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•  Rates  dramatically  increased  from  12/100,000  in  2005  to  110/100,000  in  2014  among  young 
Veterans  aged  18-24  years  who  were  using  VHA  services  and  were  in  Operations  Enduring 
Freedom,  Iraqi  Freedom,  or  New  dawn 

•  Suicides  among  young  Veterans  aged  18-35  years  are  highly  concentrated  in  a  small  proportion  of 
counties, 

■  Within  17  NVDRS  states,  an  estimated  33%  of  suicides  among  Veterans  aged  18-35  years 
occurred  in  just  3%  of  U*S,  counties  and  69%  occurred  in  13%  of  counties.  Many  of 
these  high  burden  counties  do  not  have  easy  access  to  VHA  facilities* 

•  Accounting  for  age  and  sex,  risk  for  suicide  was  21  percent  higher  among  Veterans  versus  civilians* 

•  Accounting  for  age,  risk  for  suicide  was  2.4  times  higher  among  female  Veterans  versus  female 
civilians 

Active  duty: 

•  Suicide  rates  have  doubled  from  12.5  per  100,000  in  2005  to  30  deaths  per  100,000  in  2012* 
Steady  declines  in  recent  years  have  been  observed  (although  this  could  be  because  more  service 
members  were  recently  discharged  and  therefore  their  suicides  would  be  reflected  in  the  Veteran 
population) 

9  Since  2001“2014,  51%  of  suicide  decedents  were  Army  service  members;  18%  were  Air  Force 
service  members;  17%  were  Navy  service  members;  14%  were  Marines 

•  Key  epidemiological  findings  include: 

■  94%  were  male 

■  72%  were  of  white  race 

■  87%  were  of  non-Hispanic  ethnicity 

■  83%  were  under  the  age  of  35  years 

■  88%  were  in  the  enlisted  ranks  of  E1-E9 

■  72%  only  had  a  high  school  graduate  level  of  education  (or  less) 

■  52%  were  married 

■  68%  of  suicides  were  the  result  of  firearm  injuries 

■  54%  had  a  history  of  deployment 

42,  Do  you  think  the  rate  increases  in  suicide  across  the  U,S,  is  the  result  of  increases  in 
Veteran  suicides? 

For  this  study,  we  were  unable  to  explore  the  reasons  why  we  observed  these  state  increases. 

Therefore,  we  are  unable  to  determine  the  extent  to  which  tf  the  broad  increase  in  suicide  rates  across 
the  states  is  the  result  of  increases  in  the  Veteran  suicide  rate.  This  question  needs  further  exploration. 

43.  /s  CDC  engaged  in  preventing  suicides  among  Military  service  members  and  Veterans? 

CDC  has  partnered  with  the  Departments  of  Veterans  Affairs  and  Defense  on  numerous  innovative 
suicide  prevention  projects  to  help  address  and  prevent  suicide  among  active  duty  service  members  and 
Veterans, 

•  The  innovations  span  across  public  health  service*  Such  efforts  are  focused  to: 
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o  Improve  surveillance  of  suicide 

o  Increase  understanding  of  the  antecedents  of  suicide  and  potential  factors  that  might 


i  Comment  [ST( I  r  Not  sure  what  this 
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protect  against  risk  of  suicide 

o  improve  early  identification  of  suicide  risk  and  rapid  response  to  those  in  need  of  services, 


/ 


and  evaiuate  -key  population-level  suicide  prevention  policies  and  strategies  being 
implemented  across  states  and  at  military  installations. 


/ 


/ 


The  overall  portfolio  of  work  embraces  the  seven  key  approaches  to  prevent  suicide  as  outlined  in  the 


i 


/ 


.j 


Opioids  and  Suicide 

44.  How  3re  suicide,  opioid  misuse,  and  Adverse  Childhood  Experiences  related? 

We  know  that  adults  who  experienced  Adverse  Chifdhood  Experiences^  or  ACEs^  are  at  risk  for  both 
suicide  and  substance  abuse.  Additionally,  it  is  important  to  note  that  children  whose  parents  are 
dealing  with  substance  abuse  or  have  overdosed  are  experiencing  ACEs,  as  are  children  whose  parents 
attempt  or  die  from  eemplete-suidde.  So  addressing  trauma  and  preventing  ACEs  can  be  important  to 
prevention  of  suicide  and  opioid  misuse  as  well, 

45.  Why  are  opioid  overdoses  fncreasing? 

Drug  overdoses  kiHed  63,632  Americans  in  2016.  Opioids— prescription  and  illicit— are  the  main  driver  of 
drug  overdose  deaths.  Nearly  two-thirds  of  these  deaths  (66%)  involved  a  prescription  or  Illicit  opioid. 
Overdose  deaths  increased  in  all  categories  of  drugs  examined  for  men  and  women,  people  ages  15  and 
older,  all  races  and  ethnicities,  and  across  all  levels  of  urbanization. 

The  rise  in  op/o/d  overdose  deaths  con  be  outiined  in  three  distinct  waves: 

*  The  first  wave  began  with  increased  prescribing  of  opioids  In  the  1990s ,  with  overdose  deaths 
involving  prescription  opioids  [natural  and  semi-synthetic  opioids  and  methadone)  increasing 
since  at  least  1999. 

*  The  second  wave  began  in  2010,  with  rapid  increases  in  overdose  deaths  involving  heroin. 

*  The  third  wave  began  in  2013,  with  significant  increases  in  overdose  deaths  involving  synthetic 
opioids  -  particularly  those  involving  illicitly-manufactured  fentanyi  (IMF).  The  IMF  market 
continues  to  change,  and  IMF  can  be  found  in  combination  with  heroin,  counterfeit  pills,  and 
cocaine. 

*  Recent  CDC  data  [Seth  P,  Scholl  L,  Rudd  RA,  Bacon  S.  Overdose  Deaths  Involving  Opioids, 
Cocaine,  and  Psychostimulants  ^  United  States,  2015-2016.  MMWR  Morb  Mortal  Wkly  Rep. 
ePub:  29  March  201S.)  confirms  that  increases  in  drug  overdose  deaths  are  being  driven  by 
continued  sharp  increases  in  deaths  involving  synthetic  opioids  other  than  methadone,  such  as 
illicitly  manufactured  fentanyi  (IMF). 

46.  Does  prescribing  opioids  to  patients  with  chronic  health  conditions  increase  suicide 
risk? 

Research  has  shown  that  chronic  health  conditions,  including  painful  conditions  such  as  arthritis, 
migraines,  and  fibromyalsia,  are  associated  with  increased  suicide  risk.  Further,  patients  receiving  opioid 
therapy  for  chronic  pain  are  at  elevated  risk  for  mental  health  conditions  and  suicide  attempts.  This 
may  reflect  an  Increased  likelihood  of  prescribing  opioids  by  providers  to  patients  with  risk  factors  for 
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suicide,  including  mental  health  conditions,  chronic  pain,  and  opioid  use  disorder.  Increased  opioid 
availability  can  also  offer  greater  access  to  lethal  means  for  suicide. 

47.  Can  the  increase  in  suicides  among  certain  populations  be  attributed  to  opioid  use^  or 
to  chronic  pain? 

A  recent  study  showed  that  chronic  health  conditions  are  associated  with  increased  suicide  risk, 
particularly  when  multiple  chronic  conditions  are  present  (Ahmedani  et  al.,  2017).  Opioids  can  be 
prescribed  for  chronic  conditions,  and  patients  receiving  opioid  therapy  are  at  elevated  risk  of 
attempting  suicide.  However,  suicide  risk  might  be  able  to  be  reduced  by  improving  pain  management 
consistent  with  prescribing  guidelines.  For  example,  in  a  study  of  veterans  on  long-term  opioid  therapy, 
approximately  1'2%  of  patients  attempted  suicide  within  6  months  of  receiving  a  prescription.  The  VA 
facility  engaged  in  an  effort  to  increase  compliance  with  prescribing  guidelines  by  making  more 
consistent  use  of  drug  screening,  providing  follow-up  within  4  weeks  for  patients  initiating  new  opioid 
prescriptions,  and  avoiding  co-prescribing  of  sedatives  with  opioids.  The  study  found  that  by  providing 
follow-up  as  recommended  in  the  guideline,  the  risk  of  suicide  could  be  reduced  by  5  times  (Im  et  al., 
2015),  In  a  second  study,  researchers  found  that  compliance  with  the  VA/Department  of  Defense  (DOD) 
guideline  improved  patient  safety  for  VA  opioid-prescribed  patients  (Brennan  et  al  2016).  For  example, 
urine  drug  screening  increased  significantly,  and  this  was  associated  with  lower  risk  of  suicide  among 
patients. 

48.  Has  the  CDCs  Guideline  for  Prescribing  Opioids  caused  people  suffering  in  pain  to 
contemplate  or  die  by  suicide? 

Chronic  pain  can  result  in  considerabie  suffering.  Having  a  chronic  pain  condition,  compared  to  no 
physicai  pain,  is  associated  with  a  higher  iikeiihood  of  suicide,  suicidai  ideation  and  suicide  attempts, 
and  in  many  cases  this  association  persists  even  after  controlling  for  co-morbid  mental  health  and/or 
substance  abuse  disorders.  This  is  the  finding  of  a  recent  meta-analysis  of  30  studies  that  examined  the 
association  of  physical  pain  with  a  range  of  suicide  related  outcomes  among  people  with  and  without 
pain  conditions.  (Ref:  Calati,  R.,  Artero,  S.,  Courtet,  P.,  &  Lopez-Castroman,  J.  (2016).  Framing  the  impact 
of  physical  pain  on  suicide  attempts.  A  reply  to  Stubbs.  J  Psychlatr  Res,  72, 102-103. 
doi:10.1016/j.jpsychires.2015. 10.018) 

•  Among  patients  taking  opioids,  a  recent  study  suggests  that  the  most  important  factor  that 
predicts  transition  from  suicidal  ideation  to  suicidal  attempt  is  the  belief  that  pain  can't  be 
successfully  managed  (Ke.  hopelessness  about  pain  management),  rather  than  factors  such  as 
condition  or  pain  severity. 

•  A  recent  study  of  US  veterans  prescribed  opioid  medications  for  chronic  pain  management 
revealed  that  a  very  small  percent  attempted  suicide  (less  than  2%),  and  that  having  a  mood 
disorder  increased  the  risk  for  suicide  attempt.  Importantly,  use  of  guideline-recommended 
practices,  including  use  of  urine  drug  testing,  greater-follow-up,  and  lower  co-prescription  of 
sedatives  was  associated  with  a  lower  risk  of  suicide  attempts. 

Additional  research  would  tell  us  more  about  the  associations  among  chronic  pain,  opioid  use,  and 
suicide,  and  inform  prevention  efforts.  The  available  evidence  highlights  the  importance  of  urine  drug 
testing  and  avoiding  co-prescribing  of  benzodiazepines,  whenever  possible,  and  providers  remaining 
alert  to  signs  of  anxiety  and  depression,  using  validated  instruments  to  assess  for  mental  health 


19 


conditions,  re-evaluating  patients  with  depression  or  mental  health  conditions  more  frequently  than 
every  3  months,  considering  use  of  tricyclic  orSNRI  antidepressants  for  analgesic  as  well  as 
antidepressant  effects,  and  considering  behavioral  health  specialist  consultation  for  any  patient  with  a 
history  of  suicide  attempt  or  mental  health  disorder,  as  recommended  in  the  CDC  Guideline. 


49.  Why  doesn't  CDC  think  chronic  pain  is  important?  Why  is  the  prescription  drug 
overdose  epidemic  the  focus? 

Chronic  pain  is  a  pubiic  health  concern  In  the  United  States.  Patients  with  chronic  pain  deserve  safe 
and  effective  pain  management. 

•  Opioids  can  help  manage  some  types  of  pain  but  also  have  serious  risks  of  addiction  and 
overdose. 

•  While  evidence  supports  shorMerm  effectiveness  of  opioids,  there  is  insufficient  evidence  that 
opioids  control  chronic  pain  effectively  over  the  long  term,  and  there  is  evidence  that  other 
treatments  can  be  effective  with  less  harm. 

•  Primary  care  providers  are  concerned  about  opioid  pain  medication  misuse,  are  worried  about 
patient  addiction,  and  want  more  training  in  prescribing  opioids. 

CDCs  role  is  to  tackle  the  biggest  health  problems  causing  death  and  disability  for  Americans,  putting 
science  and  advanced  technology  into  action  to  prevent  disease  and  promote  healthy  and  safe 
behaviors,  communities  and  environment. 

CDC  recently  played  a  leading  role  in  getting  public  health  goals  pertaining  to  chronic  pain  included  in 
Healthy  People  2020,  and  facilitated  the  inclusion  of  questions  about  chronic  pain  in  the  2016-17 
National  Health  Interview  Survey. 

CDC  scientific  experts  also  provided  review  and  input  regarding  the  overall  National  Pain  Strategy  {NPS) 
led  by  HHS.  The  NPS  outlines  a  coordinated  plan  for  reducing  the  burden  of  chronic  pain  on  the 
American  public.  It  includes  key  recommendations  in  areas  including  population  research,  prevention 
and  care,  disparities,  service  delivery  and  payment,  professional  education  and  training,  and  public 
education  and  training.  The  strategy  calls  for: 

•  "'Developing  methods  and  metrics  to  monitor  and  improve  the  prevention  and  management 
of  pain. 

•  Supporting  the  development  of  a  system  of  patient-centered  integrated  pain  management 
practices  based  on  a  blopsychosocial  model  of  care  that  enables  providers  and  patients  to 
access  the  full  spectrum  of  pain  treatment  options. 

•  Taking  steps  to  reduce  barriers  to  pain  care  and  improve  the  quality  of  pain  care  for 
vulnerable,  stigmatized  and  underserved  populations. 

•  Increasing  public  awareness  of  pain,  increasing  patient  knowledge  of  treatment  options  and 
risks,  and  helping  to  develop  a  better  informed  health  care  workforce  with  regard  to  pain 
management." 

Drug  overdose  one  of  the  few  problems  getting  worse  in  US  -  affecting  all  ages,  races,  communities.  The 
opioid  overdose  crisis  is  being  fueled  by  both  prescription  opioids  and  illicit  drugs,  like  heroin  and 
illicitly-manufactured  fentanyl.  CDC  plays  an  important  role  in  understanding  and  addressing  the  causes 
of  the  opioid  overdose  epidemic. 

o  Opioids  (including  prescription  opioids,  heroin,  and  fentanyl)  killed  more  than  42,000  people  in 
2016,  more  than  any  year  on  record. 
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o  40%  of  all  opioid  overdose  deaths  involve  a  prescription  opioid, 

o  The  best  ways  to  prevent  opioid  overdose  deaths  are  to  improve  opioid  prescribing,  reduce 
exposure  to  opioids,  prevent  misuse,  and  treat  opioid  use  disorder. 

Managing  chronic  pain  is  important  to  the  health  and  well-being  of  all  AmericanSi  and  preventing, 
assessing,  and  treating  chronic  pain  can  be  a  challenge.  Improving  the  way  opioids  are  prescribed 
through  clinical  practice  guidelines  can  ensure  patients  have  access  to  safer,  more  effective  chronic  pain 
treatment  while  reducing  the  number  of  people  who  misuse,  abuse,  or  overdose  from  these  drugs.  The 
CDC  guideline  provides  recommendations  to  help  determine  when  to  initiative  and  continue  opioid 
prescribing  for  pain  outside  of  active  cancer  treatment,  palliative  care,  and  end-of-life  care  to  ensure 
patients  have  access  to  safe  and  effective  chronic  pain  treatment.  CDC  aims  to  save  lives  and  prevent 
prescription  opioid  overdoses  by  equipping  providers  with  the  knowledge,  tools,  and  guidance 
they  need. 

Suicide  Prevention 

50.  Did  the  study  provide  recommendations  for  prevention? 

Comprehensive  suicide  prevention  activities  both  upstream  (before  suicide  risk  begins}  and  downstream 
(after  people  have  been  identified  as  at-risk,  or  have  attempted  suicide)  are  needed  to  address  the  full 
range  of  factors  contributing  to  suicide. 

•  For  example,  among  people  with  mental  health  conditions,  the  study  identified  a  need  for  additional 
safety  supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 
Additionally,  greater  access  to  providers  In  underserved  areas  is  needed,  as  is  expansion  of 
healthcare  systems  that  integrate  physical  and  behavioral  health  with  a  priority  on  suicide 
prevention  and  patient  safety,  especially  through  care  transitions. 

•  In  addition  to  strategies  addressing  mental  health  conditions,  the  study  identified  the  need  for 
attention  to  the  broader  range  of  circumstances  contributing  to  suicide,  including  relationship, 
substance  use,  physical  health,  job,  financial,  and  legal  problems. 

Taken,  together  a  comprehensive  approach  to  suicide  includes  the  following  strategies: 
o  Identifying  and  supporting  people  at  risk  of  suicide, 

o  Teaching  coping  and  problem-solving  skills  to  help  people  manage  challenges  with 
relationships,  jobs,  health,  or  other  concerns, 
o  Promote  safe  and  supportive  environments,  including  safely  storing  medications  and 
firearms  to  reduce  access  among  people  at  risk, 
o  Connecting  people  to  others  in  their  community  so  they  don't  feel  alone, 
o  Connecting  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare, 
o  Expanding  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet, 
o  Preventing  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide 

Effective  approaches  to  prevent  the  many  suicide  risk  factors  are  available.  States  and  communities  can 
use  data  from  NVDRS  and  resources  such  as  CDC's  Pre\/enting  Suicide:  a  Technicoi  Package  of  Policies, 
Programs,  and  Practices,  available  at: 

https://www.cdc.fiQv/violencepfeventiQn/pdf/suicideTechnicalPackaRe.pdf  to  better  understand  their 
suicide  problem,  prioritize  evidence-based  comprehensive  suicide  prevention,  and  save  lives. 


51.  What  can  be  done  to  prevent  suicide? 
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Suicide  is  preventabie. 


CDC  released  a  technical  package  of  pollcieSi  pragramSi  and  practices  to  prevent  suicide  to  help 
communities  focus  on  a  core  set  of  strategies  that  have  the  best  available  evidence  and  greatest 
prevention  potential. 


Coniment  [ST(]:  We  need  to  be  sure  to 
use  "recommendattons"  rather  than 
!  "'guidelines".  This  was  a  deliberate 
H  decision  fn  how  the  document  was  titled.  , 


The  technical  includes  examples  of  programs  that  local  implementers  might  tailor  to  fit  the  needs  of 
their  community.  The  technical  package  includes  7  strategies  designed  to  work  together  to  achieve  the 
greatest  impact  possible, 

i ,  Stre  ngthe  n  e  cono  m  i  c  so  p  po  rts 

ii,  Strengthen  access  and  delivery  of  suicide  care 

iii,  Create  protective  environments 

iv,  Promote  connectedness 

V,  Teach  coping  and  problem-solving  skills 
vi.  Identify  and  support  people  at  risk 
vii^  Lessen  harms  and  prevent  future  risk 


For  example,  an  evidenced  based  suicide  prevention  program  called  Sources  of  Strength  was  developed  I 

with  rural  and  tribal  communities  in  North  Dakota  to  promote  connectedness  between  youth  and  caring  | 
adults.  The  program  works  to  understand  and  respond  to  underlying  causes  of  suicidal  behavior  and  | 

promote  protective  factors  against  suicidal  behavior  before  the  causes  result  in  adverse  outcomes.  ( 

f 

Other  innovative  prevention  strategies,  such  as  teiebehavioral  health  (telephone,  video  and  web-based  j 
technologies),  are  a  promising  option  to  increase  access  to  health  care  and  mental  health  care  in  rural  J 

communities.  However,  rural  communities  often  have  limited  access  to  the  internet  suggesting  a  need  ! 

to  increase  broadband  access  and  to  identify  other  ways  to  deliver  promising  prevention  supports. 


Everyone  can  play  a  role  In  suicide  prevention. 

•  Physicians  have  an  important  role  to  play  in  recognizing  and  appropriately  treating  mental 
health  conditions, 

•  Other  professionals  who  work  with  vulnerable  populations  (e,g*  parole  officers,  teachers,  etc.) 
play  an  important  role  in  identifying  and  referring  at-risk  Individuals, 

•  Employers  can  play  a  role  too. 

Q  EAP  programs  can  work  to  reduce  stigma  about  seeking  help  and  improving  access  to 
care. 

There  are  also  guidelines  frecommendationj  for  the  media  regarding  how  to  report  on  suicide  tp^raise^ 
awareness  without  increasing  the  risk  of  additional  suicides  among  vulnerable  populations.  We  know 
that  risk  can  increase  when  the  media  provides  details  about  the  methods  used,  dramatic/graphic 
headline,s,  or  glamorize  a  death  (see  jhUg  yZreportingonsukide.grg/recprrvmenda^^^^ 


t 

I 
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S2,  What  is  a  technical  package? 

o  A  technical  package  is  a  collection  of  strategies  that  represent  the  best  available  evidence  to 

prevent  or  reduce  public  health  problems  like  violence.  They  can  help  improve  the  health  and  welh 
being  of  communities. 

CDCs  suicide  prevention  technical  package  is  Intended  as  a  resource  to  guide  decision-making  In 
communities  and  states. 
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•  CDC  expert  scientists  reviewed  the  literature  and  summarized  the  best-available  evidence  in  the 
technical  package.  The  package  has  been  reviewed  by  grantees/funded  partners,  federal 
partners,  and  other  audiences, 

•  The  technical  package  highlights  seven  strategies  to  prevent  suicide* 

•  This  technical  package  inclydes  describes  programs,  practices,  and  policies  along  with  the 
evidence  of  their  impact  on  suicide  or  risk  and  protective  factors  for  suicide* 

•  The  strategies  are  presented  in  order  from  those  with  the  greatest  potential  to  produce  broad 
public  health  impact  on  suicide  followed  by  those  with  potential  to  impact  subsets  of  the 
population  (e*g.,  persons  who  have  already  made  a  suicide  attempt). 

53.  If  suicide  rates  are  increasing^  does  that  mean  the  evidenced-based  strategies  that 
have  been  identified  are  not  working? 

The  evidence  tells  us  that  there  are  strategies  that  work- 

•  These  strategies  and  approaches  do  not  work  if  they  aren't  properly  implemented  or  expanded 
to  reach  larger  audiences. 

•  There  are  many  reasons  why  effective  programs  are  not  implemented  and  expanded,  but  a  lack 
of  funding  for  suicide  prevention  has  been  identified  as  a  contributing  factor* 

The  most  effective  strategies  are  comprehensive  and  use  a  public  health  approach  as  opposed  to 
focusing  exclusively  on  mst-a-mental  health  conditionsarmrcmch,  to  impact  a  broader  audience.  There 
is  also  the  issue  of  stigma  around  suicide  and  mental  health  care,  which  discourages  people  at  risk  for 
self-harm  from  seeking  help.  Suicide  is  preventable,  but  we  need  sufficient  investment  and  a 
comprehensive  public  health  approach. 


54,  Where  can  people  go  to  get  more  information  about  suicide  prevention? 

Visit  the  CDC  Injury  Center  website  at  http5;//www.cdc.Eov/violencepreventiQn/suicide/ 

55,  What  partrierships  or  sectors  should  be  involved  in  suicide  prevenf/on? 

•  Public  health  agencies  can  play  an  important  rote  in  preventing  suicide.  They  can  provide  leadership 
and  bring  critical  resources  to  address  the  problem.  However,  the  strategies  and  approaches 
outlined  in  CDC's  technical  package  cannot  be  accomplished  by  the  public  health  sector  alone  and 
require  a  collective  effort  across  sectors, 

•  Other  sectors  vital  to  prevention  efforts  include: 

o  Education 

o  Government  (local,  state,  and  federal) 
o  Social  services 
o  Health  services 
o  Business 
o  Labor 
o  Justice 
o  Housing 
o  Media 

o  Community  organizations  (e.g*,  foundations  or  faith-based  and  other  organizations) 

•  Each  sector  has  an  important  role: 

o  Local  and  state  public  health  agencies  and  organizations  can  work  to  convene  partners,  lead 
efforts,  track  progress,  and  help  evaluate  efforts. 
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o  Education  and  the  public  health  sector  are  vital  to  sopportmg  the  development,  evaluation, 
and  adoption  of  effective  programs  that  promote  connectedness  or  that  teach  coping  and 
problem-solving  skills. 

o  Business,  workplaces,  housing,  and  local  and  state  government  entities  are  in  a  position  to 
help  implement  policies  and  programs  that  directly  address  some  of  the  underlying  risks  and 
environments  that  increase  the  risk  for  suicide, 
o  The  healthcare,  public  health,  justice,  and  social  service  sectors  can  work  together  to 
identify  and  support  people  at-risk  of  suicide  and  their  families, 
o  Across  all  strategies  -  community  organizations  and  other  non-governmental  organizations 
are  vital  to  prevention. 

56.15  it  necessary  to  monitor  and  evaluate  prevention  efforts? 

•  It  is  important  to  have  data  to.  monitor  the  extent  of  the  problem  so  you  can  see  if  your  prevention 
efforts  are  producing  the  de^red  impact. 

•  There  are  existing  data  sources  for  you  to  consider  such  as  CDCs  National  Vital  Statistics  System 
(NV5S),  the  National  Violent  Death  Reporting  System  (NVDR5),  the  National  Electronic  Injury 
Surveillance  System-All  Injury  Program  (NEISS-AIP),  the  Youth  Risk  Behavior  Surveillance  System 
(YRBSS),  and  the  National  Survey  on  Drug  Use  and  Health  (NSDUH). 

o  If  gaps  in  the  data  exist,  you  may  want  to  look  for  data  collected  at  the  local  level.  YRBSS 
provides  some  local  data.  You  may  also  want  to  consider  data  from  state  and  local  Child 
Death  Review  teams  and  Suicide  Death  Review  Teams  (where  available). 

•  The  data  you  collect  can  be  used  to  identify  and  address  gaps  in  surveillance  systems  as  well  as  plan 
programs  and  evaluate  the  impact  of  your  efforts. 


Talking  about  suicide  &  suicide  contagion 


57,  Will  talking  about  suicide  give  people  the  idea  to  do  it?  Could  we  do  more  harm  than 
good? 

Talking  about  suicide  does  not  cause  suicide  to  occur. 

•  In  fact,  it  can  be  an  excellent  prevention  tool. 

o  Talking  breaks  the  secrecy  that  surrounds  suicidal  behavior  and  lets  people  know  that 
help  is  available. 

«  By  not  talking  about  suicide,  we  increase  the  isolation  and  despair  of  individuals  thinking 
about  it  and  perpetuate  the  stigma  associated  with  suicidal  ideation  and  behavior. 

58.  What  is  meant  by  "suicide  contagion"  or  "copy-cat"  suicide? 

These  words  describe  a  process  by  which  exposure  to  suicide  or  suicidal  behavior  of  one  or  more 
persons  influences  similar  behavior  by  vulnerable  individuals.  Research  has  shown  that  graphic, 
sensationalized  or  romanticized  descriptions  of  suicide  deaths  in  the  news  media  can  contribute  to 
suicide  contagion. 

59.  Do  media  reports  regarding  suicide  increase  the  number  of  copy-cat  suicides?  What 
suggestions  does  CDC  have  for  news  media  covering  suicide  issues  in  their 
community? 

CDC  research  suggests  that  stories  about  suicide  can  help  inform  readers  and  viewers  about  the  likely 
causes  of  suicide,  its  warning  signs,  trends  in  suicide  rates,  and  recent  treatment  advances.  They  can 

24 


also  highlight  opportunities  to  prevent  suicide.  Media  stories  about  individual  deaths  by  suicide  may  be 
newsworthy,  but  they  also  have  the  potential  to  do  harm.  Implementation  of  recommendations  for 
media  coverage  of  suicide  has  been  shown  to  decrease  suicide  rates.  For  more  information  about  these 
recommendations  and  tips  for  covering  suicide  visit  Reporting  on  Suicide:  Recommendations  for  the 
Media:  https ://www.atsp.org/news-events/fQr-t he- media/reporting-on-suicide 

60.  What  suicide  story  angles  should  reporters  consider? 

•  Trends  in  suicide  rates  accompanied  by  prevention  strategies 

•  Recent  advances  in  prevention  strategies 

•  Individual  stories  of  how  prevention  was  life-saving 

•  Stories  of  people  who  overcame  desperate  circumstances  without  attempting  suicide 

•  Myths  about  suicide 

•  Warning  signs  of  suicide 

•  Actions  that  individuals  or  families  can  take  to  prevent  suicide  by  others 

•  Actions  that  communities  can  take  to  support  connections  among  people  that  help  to  reduce  risk 


What  role  do  the  economy  and  social  media  play  in  increasing  suicide  rates? 

61.  What  role  does  the  economy  play  in  increasing  suicide  rates? 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges  and  concerns 
about  economic  instability  could  have  contributed  to  increases  in  suicide  risk*  Past  research  on  the 
association  between  business  cycles  and  U.S.  suicide  indicate  that  the  overall  suicide  rate  rises  and  falls 
in  connection  with  the  economy,  with  increases  during  economic  recessions.  We  know  that  suicides 
increase  in  times  of  economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle  down 
resulting  in  vulnerable  youth. 

62.1s  social  media  use  to  blame  for  increasing  suicide  rates? 

More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However,  changes  in 
social  media  content  or  use  patterns  could  potentially  be  contributing  to  risk.  Social  media  can 
exacerbate  bullying,  romanticize  suicide,  and  provide  harmful  content  on  suicide  methods. 
Alternatively,  social  media  can  be  used  to  enhance  connections  between  people,  correct  myths  about 
suicide,  and  facilitate  access  to  help.  Research  Is  needed  to  determine  how  to  reduce  risk  and  enhance 
the  protective  factors  associated  with  social  media. 


New  opportunities  for  tracking  suicide  and  understanding  comprehensive 
suicide  prevention  efforts 


•  Linking  NVORS  with  Departments  of  Defense  and  Veterans  Affairs  data  on  suicide 

o  Partners  who  are  working  on  this  project  include  Department  of  Veterans  Affairs,  Department  of 
Defense  Suicide  Prevention  Office,  and  the  Psychological  Health  Center  of  Excellence/Defense  Health 
Agency. 

o  This  project  will  link  pertinent  data  on  active  duty  Military  and  Veteran  suicide  decedents  across  CDC^s 
National  Violent  Death  Reporting  System  (NDVRS),  the  Department  of  Defense  Suicide  Event  Reports, 
and  the  Veteran  Health  Administrative  databases. 
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o  Provide  more  information  on  suicides  among  active  duty  Military  personnel  and  Veterans  as  well  as 
partition  study  populations  in  the  NVDRS  (e.g.,  civilians,  active  duty,  VHA  Veterans,  non-VHA  Veterans), 
o  Help  agencies  monitor  common  and  unique  precipitating  factors  of  suicide  captured  in  NVDRS  by 
group/population  and  inform  comprehensive  community-based  efforts  to  help  address  specific 
population  needs.  All  linkages  will  use  a  de-identified  matching  technique.  No  personal  identifying 
information  will  be  used. 

•  Social  media  intervention 

o  The  purpose  of  this  project  is  to  implement,  test,  and  refine  a  web-based  peer-to-peer  therapeutic 
support  platform  for  U.S.  Military  Veterans  aimed  at  preventing  suicide  and  related  problems, 
o  This  system  called  TalkVet,  has  the  potential  to  bridge  the  gap  between  the  many  social  media  sites 
that  are  widely  used  by  Veterans  (e.g.,  Facebook,  Snapchat,  etc.)  and  the  growing  number  of  clinical 
interventions  that  are  available  to  Veterans,  but  currently  under-utilized, 
o  With  the  explicit  consent  of  users,  we  will  test  the  novel  features  of  the  TalkVet  platform  in  three  ways: 

1.  Use  an  artificial  intelligence  (Al)  guided  system  to  help  identify  participating  Veterans  most 
in  need  of  help  based  on  their  posts  and  other  user  activity; 

2.  Connect  Veterans  in  need  of  help  with  other  Veterans  in  TalkVet  who  can  support  them;  and 

3.  Conduct  outreach  with  experimentally  refined  methods  for  Veterans  in  need  of  a  higher 
level  of  care  to  encourage  them  to  obtain  such  care  in  the  form  of  links  and  hand-offs 
provided  by  the  TalkVet  system  (this  phase  of  the  work  will  include  the  use  of  Veteran 
moderators  with  training  m  crisis  counseling  who  will  work  with  our  team). 

o  This  project  includes  partners  from  Harvard  University,  West  Virginia  University  ICRC,  Ta3kUfe/Ta Ik/Vet  and 
has  been  approved  by  CDC-F. 

•  Colorado  Collaborative  for  a  Comprehensive  Approach  to  Suicide  Prevention 

o  The  CDC  is  collaborating  with  the  Colorado  Department  of  Public  Health  and  Environment,  the  CDC- 
funded  Injury  Control  Research  Center  (ICRC-S),  the  Colorado  National  Collaborative  (CNC),  and  the 
Colorado  Suicide  Prevention  Commission  on  the  first  state-wide,  large-scale,  population-based 
initiative  to  reduce  suicide  rates  20%  by  202A  in  CO  and  to  serve  as  a  model  for  other  states  to  help 
reduce  suicide  by  20%  by  2025  in  the  nation.  Partners  on  the  CNC  also  include  the  Action  Alliance, 
SAMHSA,  and  AFSP,  among  others. 

o  Through  this  project  we  propose  to  pilot  test  the  implementation  and  evaluation  of  a 

comprehensive,  integrated  approach  to  suicide  prevention— guided,  In  part,  by  the  CDC's  technical 
package  and  the  National  Action  Alliance  for  Suicide  Prevention's  (NAASP)  Transforming 
Communities:  Key  Elements  for  the  Impiementation  of  Comprehensive  Community-Based  Suicide 
Prevention. 

o  Working  with  CDC/F  to  seek  external  funding 
o  Why  Colorado? 

■  Colorado  consistently  ranks  among  the  states  with  the  highest  suicide  rates  in  the  nation 
(rate:  19.5  per  100,000  in  2015— U.S.  rate  13.3  per  100,000}. 

■  Colorado  has  sizable  populations  at  increased  risk  of  suicide,  including  veterans,  American 
Indian/Aiaska  Natives  (AI/AN),  and  people  living  in  rural  communities. 

■  Colorado  demonstrates  readiness  as  evidenced  by  a  strong  state  suicide  prevention 
infrastructure,  a  history  of  political  will,  and  a  proven  track  record  of  valuing  and 
implementing  public  health  approaches  to  prevention.  Specifically,  the  State  has: 

•  A  funded  Office  of  Suicide  Prevention  (OSP;  legislated  in  2000} 

•  Suicide  Prevention  Commission  (legislated  in  2014) 

•  Colorado  National  Collaborative  (est.  2015) 

•  A  strong  platform  of  existing  suicide  prevention  activity 

•  A  commitment  to  'connecting  the  dots'/shared  risk  and  protective  factors 
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Select  Recent  CDC  Research 

•  CDC  has  released  several  publications  recently. 

o  Late  last  year,  we  released  a  JAMA  article  analyzing  the  number  of  youth  visiting  emergency  rooms 
with  nonfatal,  self-inflicted  injuries. 

■  We  found  that  self-inflicted  injuries  are  one  of  the  strongest  risk  factors  for  suicide.  Our 
research  found  that  emergency  room  visits  for  self-inflicted  injuries  among  young  females 
increased  significantly  in  recent  years  (2001-2015)-particularly  among  girts  10-14. 

■  And  since  the  risk  leads  to  a  potentially  fata)  outcome,  monitoring  trends  in  Self-inflicted 
injuries  is  critical  to  preventing  suicide  in  young  people. 

•  Mercado  MC,  Holland  K,  Leemis  RW,  Stone  DM,  Wang  J.  Trends  in  Emereency 

Department  Visits  for  Nonfatal  Self-Inflicted  Injuries  Among  Youth  Aged  10  to  24 

Years  in  the  United  States.  2001-2015.  iAMA.2017:318(19):1931-1933. 

dQi:lQ.lQ01/iama. 2017. 13317 

o  In  February  of  this  year,  CDC  released  a  Morbidity  and  Mortality  Weekly  Report  (MMWR) 

summarizing  2014  data  from  the  IS  states  participating  in  the  National  Violent  Death  Reporting 
System  (NVDRS)  at  that  time* 

■  Violent  deaths  due  to  self-inflicted  injury  or  interpersonal  violence  disproportionately 
affected  people  aged  45-64over  age  65,  men,  and  American  Indian/Alaska  Nativesr-^i^ 
cef-tatn-mmority  populations. 

■  There  were  several  primary  precipitating  factors  for  both  homicides  and  suicides  that  stood 
out  including:  intimate  partner  problems,  interpersonal  conflicts,  mental  health  and 
substance  abuse  cond iti onsprobJems,  and  recent  crises 

■  NVDRS  is  currently  in  40  states,  the  District  of  Columbia,  and  Puerto  Rico,  with  goals  to 
expand  nationally. 

■  Developing  and  expanding  NVDRS  is  crucial  to  public  health  efforts  at  the  federal,  state,  and 
local  levels,  in  order  to  identily  information  like  precipitating  factors  and  also  to  target 
prevention  efforts. 

*  Fowler  KA.  Jack  SP,  Lyons  BH.  Betz  CJ,  Petroskv  E.  Surveillance  for  Violent  Deaths  — 

National  Violent  Death  Reporting  System.  18  States,  2014.  MMWR  Surveill  Summ 

2QlS:67(No.  SS-2l:l-36. 

o  As  part  of  our  commitment  to  suicide  prevention  in  vulnerable  populations,  in  March  of  this  year, 
CDC  released  another  MMWR,  specifically  on  suicides  among  American  Indian/Alaska  Natives. 

■  It  showed  that  the  rates  of  suicide  among  American  Indian/Alaska  Natives  have  been 
increasing  since  2003. 

■  Analysis  of  the  data  from  18  states,  showed  that  AI/AN  people  who  died  by  suicide  were 
younger  and  were  more  likely  to  live  in  a  non-metropolitan  area  than  non-Hlspanic  whites 
who  died  by  suicide. 

■  The  data  show  a  clear  need  for  culturally  relevant  intervention  strategies  for  this  population. 
Leavitt  RA.  ErtI  A,  Sheats  K.  Petroskv  E.  Ivey-Stephenson  A.  Fowler  KA.  Suicides  Among 

American  Indian/Alaska  Natives  —  National  Violent  Death  Reporting  System,  IS  States, 

2003-2014.  MMWR  Morb  Mortal  Wkly  Rep  2018;67:237-242. 


Partner  Activities 

1.  What  is  the  National  Action  Ailiance  for  Suicide  Prevention  ? 

The  National  Action  Alliance,  also  referred  to  as  the  "Action  Alliance"  is  a  public-private  partnership  that  works  to 
advance  the  National  Strategy  for  Suicide  Prevention  and  make  suicide  prevention  a  national  priority. 
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2  What  is  the  National  Strategy  for  Suicide  Prevention  ? 

This  is  a  report  created  by  the  U  S.  Surgeon  General  and  the  Action  Alliance.  It  emphasizes  the  role  everyone  can 
play  in  protecting  their  friends,  family,  and  colleagues  from  suicide.  It  has  been  revised  to  include  a  decade  of 
research  and  other  advancements  in  order  to  provide  guidance  for  several  sectors  like  schools,  businesses,  and 
health  systems. 

2  What  is  Project  2025  ? 

Project  2025  is  a  collaborative  Initiative  developed  by  American  Foundation  of  Suicide  Prevention  (AF5P),  The  goal 
of  Project  2025  is  to  reduce  the  annual  suicide  rate  20  percent  by  year  2025.  AFSP  has  determined  a  series  of 
actions  and  critical  areas  to  help  reach  the  goal,  which  includes  approaches  that  reach  across  all  demographic  and 
sociological  groups. 

4,  What  is  the  Action  Allionce's  Zero  Suicide  Model? 

This  a  key  concept  of  the  National  Strategy  for  Suicide  Prevention.  It  requires  that  health  and  behavioral  health 
care  systems  commit  to  making  suicide  prevention  a  core  priority  and  implement  processes  and  strategies  that 
prevent  suicide  and  improve  the  care  of  patients  at  risk  for  suicide. 

Additional  Resources 

Recommendations  for  Media  about  Safe  Reporting  on  Suicide,  reportingonsuicde.org 

If  you  or  someone  you  know  rs  thinking  about  suicide  or  needs  support,  help  is  always  available.  Call  the 
National  Suicide  Prevention  Lifeline  at  1-800-273-TALK  (8255)  or  visit  http://suicrdepreventionlifeline.Qrfi 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices: 
https://www.cdc.Rov/violenceDrevention/pdf/5uicideTechnicalPackaRe.pdT 

National  Strategy  for  Suicide  Prevention,  http://3ctiona[!ianceforsuicideprevention.orR/natiQnat-strateRV- 
suicide-prevention-0 

Suicide  Prevention  Resource  Center,  http5://www.5prc.orR/ 
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From: 

Sent: 

To: 

Cc; 


Black,  Erin  (CDC/ONDIEH/NCIPC) 

22  Jun  2018  09:10:33 -0400 
Wilkniss,  Sandra 

Colennan,  Akeiisa;Dennehy,  Heather  (CDC/ONDI EH/NCI PC);CrosbY,  Alexander 


(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


Subject: 


RE:  June  22  webinar  -  CDC  introduction  slides 


Thanks  for  the  feedback,  will  do. 

From;  Wilkniss,  Sandra 

Sent:  Friday,  June  22,  2018  7:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Coleman,  Akeiisa  ;  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  June  22  webinar  -  CDC  introduction  slides 

Great,  thanks,  Erin.  Just  one  note  to  consider  -  most  on  the  call  likely  won’t  be  familiar  with 
some  of  the  policy  options  language  (eg  alcohol  outlet  density,  greening),  but  will  be  very 
interested  in  any  recommended  policy  options.  So,  can  you  take  a  minute  to  explain  each  in  lay 
tenns?  thanks! 

On  Jun  21, 2018,  at  1 1:03  AM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>  wrote: 
Attached  are  the  talking  points  I  was  thinking  of  sharing: 


•  In  March,  in  Denver,  Colorado,  DVP  collaborated  with  the  National  Governor's 

Association  and  SAMHSA  to  convene  state  leaders  from  13  states  with  a 
high  burden  of  suicide  to  hear  suicide  prevention  best  practices  from  the 
Indian  Health  Service,  the  VA,  SAMHSA,  and  CO  state  who  is  implementing  a 
comprehensive  suicide  prevention  pilot. 

•  CDC  specifically  sought  out  this  partnership  with  NGA  as  a  way  to  leverage 

their  relationship  with  you,  the  state  health  policy  advisors  and  the 
importance  of  your  rote  in  informing  state  policy.  We  want  to  be  a  resource 
for  you  as  you  work  to  reduce  the  rising  suicide  rates  across  the  nation. 
These  rising  rates  are  outlined  in  our  recent  CDC  Vital  Signs  on  state  suicide 
trends. 

•  We  want  you  to  know  that  comprehensive  suicide  prevention  includes  policy 

options,  such  as  unemployment  benefits,  neighborhood  stabilization, 
mental  health  parity,  alcohol  outlet  density,  and  greening  polices  that  can 
help  prevent  suicide.  These  and  other  best  available  evidence  are  outlined 
in  our  CDC  Suicide  Prevention  Technical  Package  for  Preventing  suicide. 

•  We  want  to  be  a  resource  for  you  in  gathering  the  suicide  prevention  data 

necessary  to  inform  policy  decisions. 

•  Sandra  Wilkniss  will  be  sharing  a  little  bit  more  about  the  convening  we  had  in 

March,  and  my  colleagues  from  CDC,  Deb  Stone  and  Alex  Crosby  will  be 
talking  more  about  CDC's  work  in  suicide  prevention,  the  data  from  our 
CDC's  Vital  Signs  on  suicide  prevention,  and  the  strategies  and  approaches 


from  our  suicide  prevention  technical  package  that  \A/e  know  work  to 
prevent  suicide. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  4:58  PM 

To:  Coleman,  Akeiisa  <AColemanf5)NGA.ORG>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.Eov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.eov>:  Wilkniss,  Sandra  <SWill<niss@NGA.ORG> 
Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Here  are  my  slides  as  well!  Thanks! 

Deb 

From:  Coleman,  Akeiisa  <AColeman^NGA.ORG> 

Sent:  Wednesday,  June  20,  2018  4:42  PM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.eov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6f5)cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9^cdc.Eov>:  Wilkniss,  Sandra  <SWilkniss^NGA.ORG> 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Thanks  Alex! 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624,5344  |  acoleman@nga.org 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 

Sent:  Wednesday,  June  20,  2018  4:39  PM 
To;  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Wilkniss,  Sandra  <SWilkniss@NGA,ORG> 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Greetings: 

!  have  attached  the  slides. 

Alex  C 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Friday,  June  15,  2018  11:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@)cdc.gov>;  Coleman,  Akeiisa 
<AColeman@NGA.QRG>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6g)cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 
Wonderful! 

On  Jun  15,  2018,  at  9:27  AM,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

<aec  I@cdc.gQv>  wrote: 


Greetings: 


It  looks  like  I  am  available  on  the  22nd  for  the  webinar  &  on  Weds, 
20th  for  the  pre-brief. 

Alex  C 


From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Date:  June  15,  2018  at  6:45:31  AM  EDT 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5icdc.gov> 

Cc;  Coleman,  Akeiisa  <AColeman@NGA.ORG>,  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl(g>cdc.Rov>.  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irvS@cdc.gov>.  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.Rov>.  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9t5)cdc.gov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4.  I  could  talk 
later  in  the  day  on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck 
before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Sent:  Thursday,  June  14,  2018  11:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond- 
Crum,  Malia  (CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC); 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a 
quick  peek  at  calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available 
Monday  10:30-11  or  Wed  3:30-4. 

From:  Wilkniss,  Sandra  <$Wilkniss@ NGA.ORG> 

Sent;  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akeiisa  <ACo leman@NGA.ORG>;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9(acdc.gov> 

Subject:  Re;  June  22  webinar 
Hello  Erin  and  Dr  Stone. 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to 
highlight  as  well  as  any  priority  strategies,  federal-state  partnership  aimed  at 
preventing  suicide  you  would  like  to  share.  May  we  schedule  a  call  with  the 
three  of  you  for  when  Alex  returns  early  next  week  to  plan?  Thank  you  I 
Sandra 


On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7Pcdc.gQV>  wrote: 


Ladies  “  what  does  the  federal  overview  in  the  agenda  below 
consist  of?  As  mentioned  I  plan  to  be  on  the  call,  also  the  Vital 
Signs  lead  author.  Deb  Stone  (copied),  wilt  be  on  the  call  to 
present  on  the  Vital  Signs.  Alex  is  currently  on  leave  but  back 
next  week  to  discuss  his  availability. 

From:  Wilkniss,  Sandra  <S\A/ilknis5(^NGA.ORG> 

Sent:  Thursday,  June  14,  2018  1:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman(SNGA.ORG> 

Subject:  June  22  webinar 

Hi  again,  Erin.  We  just  discussed  the  layout  for  this  webinar  and 
wanted  to  bullet  it  out  for  you  for  discussion  you  are  having  at 
CDC: 

Call  is  June  22  from  2  -  3pm  eastern  with  governors  health 
policy  adivisors  (all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce 
themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5-7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive 

approach 

5-7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this 
is  being  nailed  down  in  the  next  couple  days) 

15  min  C1&  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDlEH/NClPC)  <epm7@cdc.gQV> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
HI  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the 
webinar  after  the  paper  was  done.  However,  the  opportunity  on 

the  22*^^  came  up  and  we  thought  it  more  important  to 
capitalize  on  the  momentum  of  your  recent  report  rather  than 
wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind,  Sound  ok? 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7  (gcdc,gov1 


Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <5Wilkniss@NGA.ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening 
that  you  will  be  discussing  on  the  call?  I  will  be  on  the  call  but 
also  still  confirming  if  others  will  attend.  Alex  is  out  until 
Monday. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 

State  Suicide  Rates 

Hi  Erin  - 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are 
you  ok  to  cover  the  new  data  and/or  can  others  join  the  call? 
We  are  super  excited  to  highlight  and  get  the  info  to  all 

1 1  'X- 

governors.  Thanks! 

On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.EOv>  wrote: 

Sandra  - 1  am  available  that  day/time  -  but  let  me 
check  internally  and  see  who  would  be  best  to 
present  on  the  VS  and  get  back  to  you. 

From:  Wilkniss,  Sandra  <SWilkniss(g>NGA.QRG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 
To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

<epm7(g>cdc.gQv> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.fiQv>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Dennehy, 
Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital 
Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Good  morning  Erin,  Alex,  Malia  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are 
updating  the  paper  now  with  new  stats.  In  the 
meantime,  we  have  had  an  opening  for  our  state 
leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital 
Signs  report  and  lessons  learned  from  our  meeting 
and  we  have  a  couple  of  states  available  to  give 
brief  comments  about  their  strategies.  I  am  hoping 
that  it  is  possible  for  you  all  to  be  available  that 


day/time  for  the  webinar  with  governors  health 
policy  advisors?  It  is  usually  very  well  attended  and 
may  help  perpetuate  the  momentum  around  your 
report.  Please  let  me  know  if  it's  possible  and  we 
can  jump  on  a  call  and  sort  out  details.  ThanksI 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
[mailto:epm7@cdc.gov] 

Sent:  Thursday,  June  7,  2018  1:34  PM 
To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>: 
Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy, 
Heather  (CDC/ONDIEH/NCIPC)  <kv?6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital 
Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
I  will  be  on  leave  July  16-20  and  in  an  all-day 
meeting  July  31. 

From;  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 
Sent:  Thursday,  June  7,  2018  1:27  PM 
To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc,eov>:  Coleman,  Akeiisa 
<AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy, 
Heather  (CDC/ONDIEH/NCIPC)  <kv?6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital 
Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Hello  Erin  and  Team.  Congratulations!  We  can't 
wait  to  review  and  will  incorporate  into  the  white 
paper  and  will  share  with  our  folks.  The  date  for 
the  webinar  has  not  yet  but  set,  but  we  are 
looking  at  July.  Would  it  be  possible  for  you  to  let 
us  know  of  dates  that  do  not  work  in  July  for  at 
least  one  of  your  team  to  join  and  share  the  Vital 
Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
[mailto:epm7@cdc.gov] 

Sent:  Thursday,  June  7,  2018  9:56  AM 
To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>; 
Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Richmond-Crum,  Malia 


(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy, 
Heather  (CDC/ONDIEH/NCIPC)  <kvz6(acdc.gov> 
Subject:  EMBARGOED  Until  1pm  June  7:  Vital 
Signs,  Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and 
Increasing  Trends  in  State  Suicide  Rates,  will  be 
released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and, 
with  data  from  CDC's  National  Violent  Death 
Reporting  System,  looks  at  the  circumstances  of 
suicide  among  peopie  with  and  without  known 
mental  health  conditions. 

The  CDC  celebrates  the  National  Governors 
Association's  commitment  to  creating  safe 
communities.  \A/e  hope  that  this  resource  can 
provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their 
states,  as  well  as  potential  solutions  for 
prevention. 

I  would  appreciate  it  if  you  could  help  disseminate 
the  Vital  Signs  to  your  networks  once  the  embargo 
lifts  at  1:00  pm.  Also,  as  discussed  we  will  plan  to 
highlight  the  Vital  Signs  on  the  planned  Webinar 
with  State  health  policy  advisors  (has  a  date  been 
set  yet?). 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010, 
addresses  a  single,  important  public  health 
topic  each  month.  This  month’s  edition 
presents  trends  in  suicide  rates  across  all  states 
and  D.C.,  examines  contributing  factors  to 
suicide  in  27  states,  and  highlights  strategies 
for  comprehensive  suicide  prevention.  We  also 
highlight  strategies  for  state  public  health 
departments  and  others  working  to  help  reduce 
suicides. 

This  e-mail  contains  advance  copies  of  several 
Vital  Signs  materials,  including  the  Morbidity 
and  Mortality  Weekly  Report  (MMWR)  article, 
“Vital  Signs:  Contributing  Circumstances  to 
Suicide  and  Increasing  Trends  in  State  Suicide 
Rates,”  and  a  four-page  consumer  fact  sheet. 
This  latest  edition  of  CDC  Vital  Signs  will  be 
released  today,  Thursday,  June  7,  2018,  at 


1:00  pin  (EST)  following  a  media 
telebriefing  at  noon;  all  attached  materials 
are  EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  20 1 6,  nearly  45,000  suicides 
occurred  in  the  US  among  people  10 
years  and  older 

•  From  1999-2016,  suicide  rates 
increased  in  nearly  every  state,  with  25 
states  experiencing  increases  of  more 
than  30%  each 

•  Data  from  27  states  participating  in  the 
National  Violent  Death  Reporting 
System  in  2015  indicate  that  more  than 
half  of  people  who  died  by  suicide  did 
not  have  a  known  mental  health 
condition 

•  A  range  of  factors  contributes  to 
suicide  beyond  mental  health 
conditions  alone,  including 
relationship,  substance  use,  physical 
health,  job,  financial,  and  legal 
problems. 

After  the  embargo  is  lifted  today  at  1  pm 
(EDT),  please  share  the  CDC  Vital  Signs 
information  broadly  with  your  colleagues  and 
partners.  Visit  the  Vital  Signs  Webpage  to  find 
the  MMWR  article,  fact  sheet,  and  other 
materials.  Take  advantage  of  CDC’s  social 
media  tools,  such  as  the  Vital  Signs  buttons 
and  email  updates.  Visit  CDC’s  Public  Health 
Media  Library  at  www.cdc.gov/svndication 
and  search  on  the  term  Vital  Signs.  We  also 
invite  you  to  join  us  for  the  Vital  Signs  Town 
Hall  Teleconference  on  .lune  12  at  2:00  pm 
(EST). 

Vital  Signs  is  about  more  than  data,  it  is  about 
action.  We  look  forward  to  continuing  our 
work  together  to  prevent  suicides  and 
promoting  healthier  communities. 

The  information  contained  in  this  electronic 
transmission,  including  any  attachments,  is  for 
the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged, 


proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient, 
or  a  person  responsible  for  delivering  it  to  the 
intended  recipient,  you  are  hereby  notified  that 
any  review,  dissemination,  distribution,  or 
copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this 
communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic 
transmission,  including  any  attachments,  is  for 
the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient, 
or  a  person  responsible  for  delivering  it  to  the 
intended  recipient,  you  are  hereby  notified  that 
any  review,  dissemination,  distribution,  or 
copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this 
communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 


intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for 
exclusive  use  of  the  intended  recipients)  and  may  contain  information  that  is  privileged. 


proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 


From:  Dennehy,  Heather  (CDC/ONIDIEH/NCIPC) 

Sent:  21  Jun  2018  14:04:29  -0400 

To:  Coleman,  Akeiisa;Wilkniss,  Sandra 

Cc;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 

Attachments:  vs-0618-suicide-H.pdf,  NVDRS-factsheet.pdf,  Success  Stories  NVDRS_2015.pdf, 

Examples  of  Suicide  Data  From  CDC.PDF 

Hi  Akeiisa, 

We  also  put  together  a  couple  of  "handouts"  we  thought  might  be  helpful  to  share  with  webinar 
attendees, 

•  The  Vital  Signs  Fact  Sheet 

•  NVDRS  Fact  Sheet 

•  NVDRS  Stories  from  the  Field  (how  states  are  currently  using  the  system) 

•  Examples  I  just  pulled  to  give  an  idea  of  the  kind  of  information  (maps,  cost  data,  burden  data, 

etc.)  that  you  can  access  from  our  CDC  web  page. 

Let  me  know  if  you  have  questions  on  anything.  Thanks  again  for  all  your  help  making  this  happen! 
Heather 

From:  Coleman,  Akeiisa 

Sent;  Thursday,  June  21,  2018  1:45  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Wilkniss,  Sandra 

Cc:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Stone, 

Deborah  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  June  22  webinar  -  CDC  introduction  slides 
Thanks  Erin!  These  look  great. 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acoleman@nga.org 
From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Sent:  Thursday,  June  21,  2018  11:03  AM 

To:  Coleman,  Akeiisa  <AColeman@NGA.ORG>;  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Cc:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Attached  are  the  talking  points  I  was  thinking  of  sharing: 

•  In  March,  in  Denver,  Colorado,  DVP  collaborated  with  the  National  Governor's 
Association  and  SAMHSA  to  convene  state  leaders  from  13  states  with  a  high  burden  of 
suicide  to  hear  suicide  prevention  best  practices  from  the  Indian  Health  Service,  the  VA, 
SAMHSA,  and  CO  state  who  is  implementing  a  comprehensive  suicide  prevention  pilot. 

•  CDC  specifically  sought  out  this  partnership  with  NGA  as  a  way  to  leverage  their 
relationship  with  you,  the  state  health  policy  advisors  and  the  importance  of  your  role  in 
informing  state  policy.  We  want  to  be  a  resource  for  you  as  you  work  to  reduce  the 
rising  suicide  rates  across  the  nation.  These  rising  rates  are  outlined  in  our  recent  CDC 
Vital  Signs  on  state  suicide  trends. 


•  We  want  you  to  know  that  comprehensive  suicide  prevention  includes  policy  options, 
such  as  unemployment  benefits,  neighborhood  stabilization,  mental  health  parity, 
alcohol  outlet  density,  and  greening  polices  that  can  help  prevent  suicide.  These  and 
other  best  available  evidence  are  outlined  in  our  CDC  Suicide  Prevention  Technical 
Package  for  Preventing  suicide. 

•  We  want  to  be  a  resource  for  you  in  gathering  the  suicide  prevention  data  necessary  to 
inform  policy  decisions. 

•  Sandra  Wilkniss  will  be  sharing  a  little  bit  more  about  the  convening  we  had  in  March, 
and  my  colleagues  from  CDC,  Deb  Stone  and  Alex  Crosby  will  be  talking  more  about 
CDC's  work  in  suicide  prevention,  the  data  from  our  CDC's  Vital  Signs  on  suicide 
prevention,  and  the  strategies  and  approaches  from  our  suicide  prevention  technical 
package  that  we  know  work  to  prevent  suicide. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  201S  4:58  PM 

To:  Coleman,  Akeiisa  <AColeman@NGA.ORG>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.aov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7f5?cdc.eov>:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6^cdc.eov>;  Wilkniss,  Sandra  <SWilknis5(5)NGA.ORG> 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Here  are  my  slides  as  well!  Thanks! 

Deb 

From:  Coleman,  Akeiisa  <AColemangi>NGA.ORG> 

Sent:  Wednesday,  June  20,  2018  4:42  PM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclt5)cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7f5)cdc.eov>;  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc.Eov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdc.gov>:  Wilkniss,  Sandra 
<5WilknissiaNGA.ORG> 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Thanks  Alex! 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acoleman@nga.org 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 

Sent:  Wednesday,  June  20,  2018  4:39  PM 
To:  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Wilkniss,  Sandra 
<SWiiknissfaNGA.ORG> 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Greetings: 

I  have  attached  the  slides. 

Alex  C 

From:  Wilkniss,  Sandra  <:5Wilkniss@NGA.ORG> 

Sent:  Friday,  June  15,  2018  11:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Eov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Coleman,  Akeiisa  <AColeman@NGA.ORG>; 


Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.eov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6(5icdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.Eov> 
Subject:  Re:  June  22  webinar 
Wonderful! 

On  Jun  15,  2018,  at  9:27  AM,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aect@cdc.t;ov> 
wrote: 


Greetings: 

It  looks  like  I  am  available  on  the  22nd  for  the  webinar  &  on  Weds,  20th  for  the 
pre-brief. 

Alex  C 


From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Date:  June  15,  2018  at  6:45:31  AM  EOT 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG>,  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>.  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8(acdc.gov>.  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc.gov>.  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4, 1  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov> 

Sent:  Thursday,  June  14,  2018  11:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a  quick  peek  at 
calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4. 

From:  Wilkniss,  Sandra  <5Wilkniss@NGA.OR6> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(acdc.gov> 

Cc:  Coleman,  Akeiisa  <AColemangiNGA-ORG>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl^cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8(3icdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9tacdc.gov> 

Subject:  Re:  June  22  webinar 
Hello  Erin  and  Dr  Stone. 


We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  you! 

Sandra 

On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>  wrote: 

Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  I  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author,  Deb  Stone 
(copied),  will  be  on  the  calf  to  present  on  the  Vital  Signs.  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availability. 

From:  Wilkniss,  Sandra  <SWilknissPNGA.ORG> 

Sent;  Thursday,  June  14,  2018  1:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc,gov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Subject:  June  22  webinar 

Hi  again,  Erin.  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  it  out  for  you  for  discussion  you  are  having  at  CDC: 

Call  is  June  22  from  2  -  3pm  eastern  with  governors  health  policy  adivisors 
(all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5'7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 
5-7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 
down  in  the  next  couple  days) 

15  min  Q&  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From:  Wilkniss,  Sandra  <$Wilkniss@NGA.QRG> 

Sent;  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7g)cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind.  Sound  ok? 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC)  [maittQ:epm7@cdc.gov] 

Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <SWilkni$sfi>NGA.QRG> 


Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  I  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend.  Alex  is  out  until  Monday. 

From;  Wilkniss,  Sandra  <SWilknissfgNGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc,EOV> 

Subject;  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin  - 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors.  Thanks! 

On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(gcdc.fiQv>  wrote: 

Sandra  - 1  am  available  that  day/time  -  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 

From:  Wilkniss,  Sandra  <SWilknis5@NGA-ORG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc,eov> 

Cc;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.fiov>: 
Richmond-Crum,  Malta  (CDC/ONDIEH/NCIPC)  <irvS@cdc.fiov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malta  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 
and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 

It  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7@cdc.EOv1 

Sent:  Thursday,  June  7,  2018  1:34  PM 

To:  Wilkniss,  Sandra  <SWilknis5@NGA.QRG>:  Coleman,  Akeiisa 
<AColeman@NGA.ORG> 


Cc:  Crosby,  Alexander  {CDC/ONDI  EH/NCI  PC)  <aecl@cdc.gQV>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8Pcdc.gov>: 
Dennehy,  Heather  {CDC/ONDIEH/NCIPC)  <kvz6@cdc.gQV> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

I  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 
From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>: 

Coleman,  Akeiisa  <ACQleman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gQV>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kyz6#cdcgoy> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Hello  Erin  and  Team.  Congratulations!  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July.  Would  it  be  possible  for  you  to  let  us  know 
of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanksl 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailtQ:epm7@cdc.gov] 

Sent:  Thursday,  June  7,  2018  9:56  AM 

To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>:  Coleman,  Akeiisa 
<AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates,  will  be  released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC's  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities.  We  hope  that  this 
resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 


I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 
planned  Webinar  with  State  health  policy  advisors  (has  a  date 
been  set  yet?). 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  month.  This 
month’s  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contributing  factors  to  suicide  in 
27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 
publie  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs 
materials,  \nc\a<img  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  article,  “Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a 
media  telebriefing  at  noon;  all  attached  materials  are 
EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US 
among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly 
every  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

•  Data  from  27  states  participating  in  the  National 
Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond 
mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please 
share  the  CDC  Vita!  Signs  information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials. 

Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public 
Health  Media  Library  at  www.cdc.gQv/svndication  and 


search  on  the  terni  Vi  tal  Signs.  Wc  also  invite  you  to  join 
us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12 
at  2:00  pm  {ESTf 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting  healthier  communities. 
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are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
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you  have  received  this  communication  in  error,  please  immediately  the  sender  and  delete 
this  message. 


Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 
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•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 
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Teach  coping  and  problem-solving  skills. 

L  J 

n 
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Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 
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CDC's  National  Violent  Death 
Reporting  System  (NVDRS) 


Violence  is  a  Major  Public  Health  Problem 

In  the  United  States,  seven  people  per  hour  die  a  violent  death.  More  than  19,000  people  were  victims  of  homicide 
and  almost  45,000  people  died  by  suicide  in  2016  alone, The  economic  costs  are  staggering — with  suicide  costing  the 
U.S.  economy  $57  billion  and  homicide  $30  billion,  and  this  is  just  the  costs  for  medical  care  and  lost  work.  Other  costs, 
including  the  emotional  toll  on  victims' families  and  the  costs  to  the  criminal  justice  system  for  arrest  and  incarceration  of 
offenders  are  substantial  and  not  included  in  this  estimate.  Also,  many  Americans  survive  violent  experiences  and  are  left 
struggling  with  long-term  physical,  psychological,  and  emotional  consequences.  Violence  erodes  entire  communities — 
reducing  productivity,  decreasing  property  values,  disrupting  social  services,  and  making  people  feel  unsafe  in  the  places 
where  they  live,  work,  and  learn. 


A  Comprehensive 
Look  at  Violent  Deaths 


Linking  Data  to 
Get  the  Whole  Story 


NVDRS  covers  all  types  of  violent  deaths — including 
homicides  and  suicides — in  ail  settings  and  for  all  age 
groups.  NVDRS  includes  over  600  unique  data  elements 

that  provide  valuable  context  about  violent  deaths  such 
as  relationship  problems;  mental  health  problems  and 
treatment;  toxicology  results;  and  life  stressors,  including 
recent  problems  with  a  job,  finances,  or  physical  health 
problems.  Extensive  information  about  the  incidents,  such 
as  weapons  used,  characteristics  of  suspects,  and  locations 
where  they  occurred  are  included.  Such  data  are  far  more 
comprehensive  than  what  is  available  elsewhere. 


To  help  find  answers  to  prevent  violent  deaths,  we  need 
to  know  the  facts,  CDC's  NVDRS  links  information  about 

the  "who,  when,  where,  and  how"  from  data  on  violent 
deaths  and  provides  insights  about  "why"  they  occurred. 

Frontline  investigators  including  law  enforcement,  coroners, 
and  medical  examiners  collect  valuable  information  about 
violent  deaths.  However,  these  data  are  seldom  combined 
in  a  systematic  manner  to  provide  a  complete  picture. 

NVDRS  provides  a  dearer  understanding  of  violent  deaths. 
NVDRS  is  the  only  state-based  surveillance  (reporting) 
system  that  pools  data  on  violent  deaths  and  their 
circumstances  from  multiple  sources  into  one  anonymous 
database.  No  personally  identifiable  information  is  collected. 


National  Center  for  Injury  Prevention  and  Control 
Division  of  Violence  Prevention 


The  Reach  of  ^VDRS 

NVDRS  pulls  together  data  on 
violent  deaths  in  40  states, 
the  District  of  Columbia, 
and  Puerto  Rico.  If  data  are  not 
available  for  your  state,  you  can 
still  use  NVDRS  data  to  better 
understand  general  patterns  of 
violent  deaths  in  participating 
states.  However,  keep  in  mind 
that  NVDRS  data  are  not  nationally 
representative.  We  still  do  not 
have  a  complete  picture  of  violent 
deaths  across  the  nation. 


What  NVDRS  Can  Do 


•  Inform  decision  makers  and  program  planners 
about  the  magnitude,  trends,  and  characteristics 
of  violent  deaths. 

•  Educate  your  community  about  circumstances 
that  contribute  to  violence  in  your  county,  state, 
or  territory. 

•  Develop  and  tailor  violence  prevention  efforts 
to  maximize  benefits, 

•  Evaluate  the  impact  of  prevention  programs 
and  strategies. 


Accessing  NVDRS 

CDC's  Injury  Center  distributes  information  from 
NVDRS  at  the  state  and  national  level  in  both 
summary  and  topic-specific  reports. 

NVDRS  data  are  stored  in  an  incident-based 
database.  Descriptive  data  can  be  accessed  free  of 
charge  from  Web-Based  Injury  Statistics  Query 
And  Reporting  System  (WISQARS). 


What  Makes  NVDRS  Unique 


Other  data  systems  mainly  count  deaths  and  provide  basic 
demographic  information.  In  contrast,  NVDRS: 


•  Gathers  and  links  detailed  investigative  information 
from  several  sources,  including  law  enforcement, 
medical  examiners  and  coroners,  toxicology,  and 
death  certificates.  With  this  linked  information,  NVDRS 
is  able  to  provide  a  more  complete  picture  of  the 
circumstances  that  contribute  to  violent  deaths. 


•  Helps  identify  emerging  issues,  such  as 
veteran  suicide. 


•  Combines  data  about  deaths  that  occurred  during 
the  same  violent  event  to  help  identify  circumstances 
of  multiple  homicides  or  homicides  followed  by  the 
suicide  of  the  homicide  suspect. 

•  Collects  information  on  the  suspect  and  the 
relationship  of  the  victim  to  the  suspect  to  better 
characterize  homicides. 


CDC  provides  technical  assistance  for  NVDRS 

in  the  form  of  manuals  and  complementary  resources. 

For  further  information  on  NVDRS,  visit 

https://www.cdc,gov/violenceprevention/nvdrs 
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About  the  Safe  States  Alliance 

Established  in  1993,  the  Safe  States  Alliance  is  a  national  non-profit  organization  and  professional  association 
whose  mission  is  to  strengthen  the  practice  of  injury  and  violence  prevention*  Safe  States  is  the  only  national 
non-profit  organization  and  professional  association  that  represents  the  diverse  and  ever-expanding  group  of 
professionals  who  comprise  the  field  of  injury  and  violence  prevention.  Safe  States  Alliance  engages  in  a  variety 
of  activities  to  advance  the  organization's  mission,  including: 

•  Increasing  awareness  of  injury  and  violence  throughout  the  lifespan  as  a  public  health  problem; 

•  Enhancing  the  capacity  of  public  health  agencies  and  their  partners  to  ensure  effective  injury  and 
violence  prevention  programs  by  disseminating  best  practices,  setting  standards  for  surveillance, 
conducting  program  assessments,  and  facilitating  peer-to-peer  technical  assistance; 

•  Providing  educational  opportunities,  training,  and  professional  development  for  those  within  the 
injury  and  violence  prevention  field; 

•  Collaborating  with  other  national  organizations  and  federal  agencies  to  achieve  shared  goals; 

•  Advocating  for  public  health  policies  designed  to  advance  injury  and  violence  prevention; 

•  Convening  leaders  and  serving  as  the  voice  of  injury  and  violence  prevention  programs  within  state 
health  departments;  and 

•  Representing  the  diverse  professionals  making  up  the  injury  and  violence  prevention  field. 

For  more  information  about  the  Safe  States  Alliance,  contact  the  national  office: 

Safe  States  Alliance 
2200  Century  Parkway,  Suite  700 
Atlanta^  Georgia  30345 
(770)  690-9000  (Phone) 
info@safesatates.org  (Email) 
www.safestates.org 
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The  development  and  publication  of  this  document  was  made  possible  through  funding  from  the  Centers  for  Disease 
Control  and  Prevention  (CDC)  under  the  Cooperative  Agreement  5U50CE001475-05j,  ^'Strengthening  State  and 
Territorial  Public  Health  Injury  and  Violence  Prevention  Programs."  CDC  and  the  US.  Department  of  Health  and  Human 
Services  (DHHS)  assume  no  responsibility  for  the  factual  accuracy  of  the  items  presented.  The  selection,  omission,  or 
content  of  items  does  not  imply  any  endorsement  or  other  position  taken  by  CDC  or  DHHS,  Opinions  expressed  by 
and  findings  and  conclusions  in  this  report  by  the  Safe  States  Alliance  are  strictly  their  own  and  are  in  no  way  meant 
to  represent  the  opinion,  views^  or  po//cfes  of  CDC  or  DHHS.  References  to  products,  trade  names,  publications,  hews 
sources,  and  nomCDC  websites  are  provided  solely  for  informatioH^t' purpose  and  do  not  imply  endorsement  by  CDC 
or  DHHS. 


A  2015  update  to  this  document  was  made  possible  through  funding  from  The  Joyce  Foundation.  The  Joyce 
Foundation  supports  the  deve/opment  of  policies  that  both  improve  the  quality  of  life  for  people  in  the  Great  Lakes 
region  and  serve  as  mode/s  for  the  rest  of  the  country.  The  Joyce  Foundation's  grant  making  supports  research  into 
Great  Lakes  protection  and  restoration,  energy  efficiency,  teacher  quality  and  early  reading,  workforce  development, 
gun  violence  prevention,  diverse  art  for  diverse  audiences,  and  a  strong,  thriving  democracy.  The  Foundation 
encourages  innovative  and  collaborative  approaches  with  a  regional  focus  and  the  potential  fora  national  reach. 
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FOREWORD 

We  are  pleased  to  present  NVDRS:  Stories  from  the  Pronttines  ofViotent  Death  Survei/Zance,  a  docunrient 
designed  to  communicate  the  unique  capacity  of  the  National  Violence  Death  Reporting  System  (NVDRS) 
and  the  benefits  states  gain  from  participating  in  this  nationwide,  state-based  surveillance  system. 

The  NVDRS  links  data  from  vital  statistics,  medical  examiners  and  coroners,  law  enforcement  crime 
laboratories,  and  other  sources  to  provide  -  for  the  first  time  -  a  more  complete  understanding  of  violent 
deaths  in  the  U.S.,  states  and  local  communities.  It  was  established  in  2002,  is  funded  by  CDC  and  currently 
operates  in  32  states.  The  goal  is  to  expand  NVDRS  participation  to  all  U.S.  states  and  territories- 

The  stories  in  this  document  highlight  the  experience  of  several  NVDRS  states  by  first  telling  the  story  of 
a  typical  violent  death  in  the  state.  Each  story  is  told  using  the  kind  of  data  typically  gleaned  from  NVDRS 
sources  -  information  about  victims  and  suspects,  their  relationships,  important  circumstances  contributing 
to  the  death,  and  weapons  used.  To  protect  confidentiality^  the  stones  reflect  typ/ca/  information,  not  real 
deaths. 

The  document  also  presents  recent  rates  and  trends  for  specific  types  of  violent  deaths  -  valuable  data 
generated  by  state  violent  death  reporting  systems  not  feasibly  collected,  linked  and  analyzed  prior  to  the 
NVDRS.  These  data  expand  our  understanding  of  factors  contributing  to  violent  deaths,  from  homicide- 
suicides  to  suicides  related  to  domestic  violence  and  elder  abuse.  Also  included  are  exciting  examples  of 
how  states  have  translated  NVDRS  data  into  actions  targeting  and  informing  violence  prevention  efforts  at 
state  and  local  levels. 

We  hope  you  find  this  an  engaging,  useful  tool  for  demonstrating  the  unique  capacity  of  the  NVDRS, 
building  support  for  this  surveillance  system  and  helping  expand  state  participation.  As  this  document 
illustrates,  linking  data  about  violence  can  save  lives. 


Amber  Williams 

Executive  Director 
Safe  States  Alliance 
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THE  NATIONAL  VIOLENT  DEATH  REPORTING  SYSTEM  (NVDRS) 

Creating  a  more  complete  picture  of  violent  deaths 

In  201 3/  a  total  of  1 6;121  people  were  victims  of  homicide  and  41 ,1 49  people  took  their  own  life,  according  to  the  CDC.  Valuable 
information  about  these  and  other  violent  deaths  is  collected  by  many  sources  -  law  enforcement  agents,  coroners,  medical 
examiners,  crime  lab  investigators,  and  state  vital  records  offices.  But  these  data  are  rarely  combined  in  a  systematic  way  to  provide 
a  complete  picture  of  violent  incidents  -  a  picture  with  details  about  victims  and  suspectSi  their  relationships^  important 
circumstances  contributing  to  a  death,  and  weapons  used. 

The  National  Violent  Death  Reporting  System  {NVDRS)  is  a  nationwide,  state-based  surveillance 
system  established  in  2002  and  funded  by  CDC  to  collect  data  on  violent  deaths  from 
participating  states.  The  CDC  currently  funds  32  states,  who  have  each  established  a  state 
violent  death  reporting  system  and  voluntarily  report  state  data  to  CDC 


nSAVIOLENT 

DEATH? 


According  to  the  CDC:  A  violent 
death  is  a  death  that  results  from  the 
intentional  use  of  physical  force  or 
power,  threatened  or  actual,  against 
oneself  another  person,  ora  group 
or  community. 


Unking  data  from  multiple  sources 

The  NVDRS  collects  and  links  data  from  four  major  sources  about  the  same  violent  death 
incident: 

•  Death  certificates 

•  Coroner/medical  examiner  reports 

•  Law  enforcement  reports 

•  Crime  laboratories 

Some  states  may  incorporate  additional  data  sources,  including  Child  Fatality  Reviews  or  Domestic 

Violence  Fatality  Reviews.  After  all  identifying  information  is  removed,  these  data  are  linked  in  an  anonymous  state  database  and 
submitted  to  the  NVDRS,  The  names  of  individual  victims  and  suspects  are  not  released,  and  laws  protecting  other  types  of  health 
department  records,  such  as  communicable  disease  records,  also  apply  to  NVDRS  files. 

The  power  of  an  incrdent-based  system 

While  some  systems  -  such  as  vital  statistics  -  count  deaths,  the  NVDRS  collects  data  on  the  entire  violent  incident  A  single  incident 
can  have  one  or  more  victims  and/or  suspects.  The  NVDRS  can  identify  all  victims  in  a  multi-homicide,  or  link  victims  and  a  suspect 
in  a  homidde^suicide. 


Linking  data  into  one  database  places  a  death  into  context  and  provides  information  not 
previously  possible,  such  as: 

•  the  relationship  between  the  victim  and  perpetrator,  including  if  they  knew  each  other; 

•  information  about  the  perpetrator,  including  criminal  history; 

•  circumstances  such  as  a  history  of  depression  or  other  mental  health  problems,  chronic  illness,  alcohol  or  drug  use,  recent 
problems  with  a  job,  finances  or  relationships,  gang  activityi  or  the  recent  death  of  a  family  member;  and 

•  circumstances  unique  to  intimate  partner  violence,  including  prior  incidents  of  abuse. 

Translating  data  into  action 

The  NVDRS  provides  the  nation,  states  and  communities  with  a  clearer  understanding  of  violent  deaths  and  their  circumstances  by: 

•  describing  the  magnitude  of  and  trends  for  specific  types  of  violence, 

•  identifying  risk  factors  associated  with  violence  at  state  and  local  levels,  and 

•  targeting  and  guiding  state  and  local  violence  prevention  programs,  policies  and  practices. 


CURRENT  NVDRS  STATES 

Alaska  •  Arizona  •  Colorado  •  Connecticut  •  Georgia  •  Hawaii  •  Illinois  •  Indiana  •  Iowa 
Kansas  •  Kentucky  •  Maine  *  Maryland  •  Massachusetts  •  Michigan  •  Minnesota  •  New  Hampshire 
New  Jersey  *  New  Mexico  •  New  York  •  North  Carolina  •  Ohio  •  Oklahoma  •  Oregon  •  Pennsylvania 
Rhode  Island  •  South  Carolina  •  Utah  •  Vermont  •  Virginia  •  Washington  •  Wisconsin 


TOXICOLOGY 

•  Presence  or  absence  of  alcohol  or  drugs  in  vid:im(s} 


CRIME  LAB 

Firearms  involved 

•  Type,  make  & 
model 

•  Caliber  or 
gauge 

•  Serial  number 

•  Importer's  name 
&  address 
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TYPICAL  DATA  FROM  NVDRS  SOURCES 


DATA  ELEMENTS  OVERLAP 
Same  information  may  come  from  muitipie  sources 


LAW  ENFORCEMENT 

•  Narrative  on  the  circumstances  of  the  death 

•  Wound  locations 

•  Weapon  information 

•  Relationships  among  victim,  perpetrator,  others  involved 

•  Information  on  suspect(s) 

•  Potential  evidence  to  substantiate/support  conclusion 
about  violent  death  type  (suicide,  homicide) 

•  Presence/absence  of  suicide  note 

•  Interviews  with  any  witnesses,  family  members,  others 

•  Critical  stressors  in  victim'£life 


DOMESTIC  VIOLENCE  FATALITY  REVIEW 

InfornriatipR  on  current/  former  girlfriend,  boyfriend,  date,  spouse 

•  Length  bf  relationship 

•  Breakup/breakup  in  progress 

•  Court/prosecutor  &  restraining  order  records 

•  Domestic-violence  related  services  (safety  planning, 
shelter,  lethality  assessment) 

•  Perpetrator  criminal  history,  charge/conviction 

•  #  of  children  exposed  to  homicide 


DEATH  CERTIFICATE 

•  Age 

•  Gender 

•  Residence 

•  Marital  status 

•  Profession 

•  Employment  status 

•  Veteran  status 

•  Cause  of  death 

•  Manner  of  death 

•  Time  of  death 

•  Pregnancy  status 


MEDICAL  EXAMINER/ 
CORONER 

•  Brief  narrative  of  incident 

•  Demographics 

•  Wound  location 

•  Weapon  information, 
patterns  on  victim 

•  Cause  of  death 

•  Manner  of  death 

•  Current  disease/  health 
condition 

•  Current/recent  medical 
treatment 

•  Current  medication 

•  Relationships  among 
involved  persons  (if 
available) 

•  Circumstances  relevant 
to  death 


CHILD  FATALITY  REVIEW 

Information  on  victim's: 

•  Household 

•  Caregivers 

•  Supervision 

•  Previous  contacts  with  child  protective  services 

•  Relationship  with  perpetrator 


•  Died  from  gunshot 
wound  to  the  head 


DEATH 

CERTIFICATE 


•  26-yea r-o Id  female 
*  Suicide 


A  SUICIDE  IN  ALASKA 


ALASKA  Violent  Death  Reporting  System 

Part  of  CDC^s  Nationaf  Viofent  Death  Reporting  System 


Operated  by  the  Alaska  Division  of  Public  Health, 
Injury  Surveillance  Unit 


Collecting  data  since  2003 


MEDICAL 

EXAMINER 


Victim  was  seen  at  ED 
within  last  year  for 
domestic  violence 
related  injuries 


LAW 

ENFORCEMENT 

*  Victim's  body  found 


hik 


tria 


on 


eft 


by 


note 


cti 


al  uded 


dating 


to 


VI  o 


ence 


icid 


deations 


Past 


su 


drug 


use 


To  ensure  confidentiality,  the  example  below  is  not  the  story  of  an  actual  death  in  Alaska.  The  example  was  created  to 


illustrate  the  violent  death  data  typically  collected  and  linked  in  the  Alaska  Violent  Death  Reporting  System  (AKVDRS). 


LAW  ENFORCEMENT 

After  being  unsuccessful  in  locating  the  g 

victim,  the  family  contacted  911.  Troopers  ^ 

issued  a  missing  persons  notice  and 
initiated  a  search.  On  the  third  day  of 
the  search,  troopers  found  the  victim's  ' 

vehicle  parked  at  a  popular  trail  head  with  the  keys  in  the 
ignition  and  the  victim's  personal  belongings  inside  and 
untouched.  A  notebook  on  the  passenger  seat  contained 
a  suicide  note  alluding  to  feeling  threatened  by  her 
boyfriend  and  living  in  fear  of  his  continual  "on  again, 
off  again"  physical  and  sexual  assaults,  as  well  as  her 
frustration  of  not  being  able  to  stop  using  heroin  and  the 
resulting  financial  burdens. 

Hikers  found  a  backpack  in  a  ravine  next  to  a  small  creek, 
and  upon  closer  inspection,  a  portion  of  the  victim's 
remains  in  a  face  down  position  a  short  distance  from  the 
backpack. 

Interviews  with  family  members  and  friends  revealed  the 
victim  had  made  vague  suicide  ideations  in  the  past,  but 
the  family  did  not  think  they  were  serious  and  did  not  act 
The  victim's  employer  stated  that  the  victim  was  working 
as  a  check-out  clerk  at  a  local  store  and  was  recently 
disciplined  for  poor  performance. 


A  26-year  old  female  was  last  seen  alive  m 

by  her  sister  as  she  left  a  family  event  in  a  ii 

small  community.  Skeletal  remains  found 

several  months  later  near  a  hiking  trail  were 

identified  as  the  victim.  Victim  died  from  a 

self-inflicted  gunshot  wound  to  the  head.  The  manner  of 

death  was  suicide. 


MEDICAL  EXAMINER 

The  victim  was  a  2  ear-old  female  who 

died  from  a  single  gunshot  wound  to  the 

head.  The  victim's  remains  were  found  next 

to  a  small  creek.  A  forensic  odonatologist 

and  a  forensic  anthropologist  were 

consulted  to  provide  positive  identification  and  assist  in 

identifying  the  breakage  patterns  of  the  skull  to  determine 

a  probable  cause  of  death. 

A  review  of  the  victim's  medical  records  indicated  she 
had  been  seen  approximately  1 1  months  prior  in  a  local 
emergency  department  for  domestic  violence-related 
injuries  but  otherwise  had  no  significant  medical  or  mental 
health  issues.  She  had  no  history  of  drug  or  alcohol 
treatment,  but  court  records  indicate  a  previous  arrest  for 
possession  of  narcotics. 


TOXICOLOGY 

Postmortem  toxicological  studies  (tissue 
only)  determined  the  victim  had  used  heroin 
prior  to  her  demise. 


ALASKA  Violent  Death  Reporting  System 

Part  of  CDC's  National  Violent  Death  Reporting  System 

Operated  by  the  Alaska  Division  of  Public  Health, 

Injury  Surveillance  Unit 

Collecting  data  since  2003 

THE  BIG  PICTURE 


Alaska  Violent  Death  Reporting  System  (AKVDRS)  data 

show  that  suicide  is  a  significant  public  and  mental  health 

issue  in  Alaska* 

•  Alaska  had  the  secon^J  Highest  suicide  rate  in  the  nation  in 
2013. 

•  During  2009-2013  in  Alaska,  suicide  was  the  leading 
cause  of  death  among  Alaskans  ages  15-44,  the  sixth 
leading  cause  of  death  overall,  and  the  most  common  type 
of  violent  death  (62%). 

Among  the  798  suicide  deaths  recorded  in  Alaska  during 
2009-2013: 

•  Males,  young  adults,  American  Indian/Alaska  Native  people, 
and  persons  living  in  rural  regions  of  the  state  had  the 
highest  suicide  rates 

•  The  vast  majority  (92%)  had  at  least  one  of  the  mental 
health  problems  and/or  other  life  stressors  highly 
associated  with  suicide 

•  Alcohol  intoxication  and  current  depressed  mood  were  the 
most  common  suicide  characteristics,  and  22%  had  a  known 
alcohol  or  substance  abuse  problem  (dependency) 


Intimate  partner  problem  was  often  identified  (33%);  59 
(5%)  decedents  perpetrated 
intimate  partner  violence 
within  the  past  month 

26  (3%)  decedents  killed 
at  least  one  other  person 
before  taking  his/her 
own  life,  resulting  in  14 
homicide  deaths 


Intimate  partner 
problem  identified  in 


ilk 


Gunshot  injury  was  the 
most  common  cause  of 
death  (males:  427/631, 

68%;  females:  79/1 58, 

50%),  followed  by  hanging/ 
strangulation/suffocation  and 
poisoning 


33% 


of  suicides 


•  169  (21%)  were  current  or  former  U.S.  military  personnel; 
with  about  1 5%  of  the  Alaska  population  composed  of 
current  or  former  U.S.  military  personnel,  this  population 
may  be  at  increased  risk  for  suicide  in  Alaska 


TRANSLATING  DATA  INTO  ACTION 


Improving  quality  of  veteran  suicide  data 

Collaboration  and  data  sharing  between  the  AKVDRS  and 

Alaska  Suicide  Prevention  programs  (municipal,  state,  tribal, 

and  veteran)  resulted  in: 

•  Improved  identifi cation  of  suicide  victims  particularly  those 
individuals  qualifying  for  veteran  services,  when  ''military 
experience"  is  reflected  on  death  certificates 

•  Expanded  data  on  the  circumstances  around  family/ 
domestic  violence  and  veteran  suicides,  such  as  if  the 
victim  was  engaged  with  mental  health  services 

Improving  suicide  prevention  &  postvention 

•  AKVDRS  data  have  been  used  to  develop  prevention 
strategies  such  as  the  Alaska  State  Suicide  Prevention 
Plan,  and  inform  interventions  with  those  most  at  risk  for 
suicide.  These  strategies  include  the  Applied  Suicide 
Intervention  Skills  Training  to  help  caregivers  become 
more  willing,  ready  and  able  to  help  persons  at  risk,  and 
Gatekeeper  Training  that  teaches  anyone  -  public  or 
private  -  how  to  determine  if  a  person  is  at  risk  and  connect 
them  to  help. 

•  Local  and  tribal  health  care  facilities  serving  veterans  have 
used  AKVDRS  data  on  veterans'  engagement  with 
mental  health  services  to  improve  these  services  and 


Expanded 
data  on  family/ 
domestic  violence 
and  veteran  suicides 


AKVDRS 
data  inform 
state  and  local 


a  suicide  \ 


suicide  prevention  efforts. 

AKVDRS  data  on  sui 
circumstances  and  local  suicide 
patterns  help  inform  ^ate  and 
local  ''postvention"  efforts 
after  a  suicide,  especially 
among  small  villages 
where  suicide  may  run 


in  families  or  groups. 

Postvention  is 
a  best  practice 

to  document 
and  understand  a 
suicide  death,  help 
answer  the  question  of 
''why?"  and  improve  suicide 
prevention  efforts.  Postvention 
supports  family,  friends  and 
others  affected  by  the  suicide, 
and  aims  to  reduce  suicidal 
behavior  among  these  surviving 
individuals  and  break  the  chain  of 
events  that  lead  to  self-harm. 


MEDICAL 

EXAMINER 


DEATH 

CERTIFICATE 


•  Female  died  from 
4  gunshots  to  torso 

•  Male  died  from 
1  gunshot  to  head 


*  Homicide  victim; 
43-year-old  white  female 

•  Suicide  victim:  52-year 
L  old  white  male  ^ 


LAW 

ENFORCEMENT 

•  Co-worker  stated  victim 
had  broken  up  with  suspect 
1 0  days  ago 

•  No  prior  reports  of 
domestic  violence 


MASSACHUSETTS  Violent  Death  Reporting  System 

Part  of  CDCs  Nationai  Violent  Death  Reporting  System 

Operated  by  the  Massachusetts  Department  of  Public  Health, 

Injury  Surveillance  Program 

Collecting  data  since  2003 


A  HOMICIDE-SUICIDE  IN  MASSACHUSETTS 

The  example  below  tells  the  story  of  a  suicide  in  Massachusetts,  but  to  ensure  confidentiality,  it  is  not  the  story  of 
an  actual  death*  The  example  was  created  to  illustrate  the  violent  death  data  typically  collected  and  linked  in  the 
Massachusetts  Violent  Death  Reporting  System  (MAVDRS)* 


LAW  ENFORCEMENT 

When  the  victim,  a  43-  year-old  white  ' 
female,  did  not  show  up  for  work,  the  ^  ^  ^ 

victim's  co-workers  catled  police  to  assist 
in  a  well-being  check.  Police  responded  to 
the  victim's  residence  and  found  her  on  the 
floor  of  the  living  room  with  gunshot  wounds  to  her  torso. 
Upon  further  investigation,  police  discovered  the  body 
of  a  52-year-o!d  white  male  in  the  rear  of  the  home  with 
a  gunshot  wound  to  his  head.  A  co-worker  on  the  scene 
stated  that  the  deceased  male  was  the  victim's  estranged 
boyfriend.  The  co-worker  stated  the  victim  had  broken 
up  with  the  boyfriend  1 0  days  prior  after  a  relationship  of 
many  years. 

The  victim  and  the  boyfriend  had  one  minor  child,  a 
4-yea r-o id  son,  between  them.  The  child  was  not  at 
home  at  the  time  of  the  incident.  The  child  was  with  his 
grandmother,  the  victim's  mother,  who  lives  nearby.  The 
victim's  mother  told  law  enforcement  that  the  victi  m  had 
complained  to  her  that  the  boyfriend  would  get  very 
angry  whenever  the  victim  talked  about  breaking  up. 

According  to  police  reports,  there  were  no  prior  incidents 
of  domestic  violence  reported.  Family  and  neighbors  also 
were  unaware  of  any  domestic  disturbance  between  the 
victim  and  the  boyfriend. 


MEDICAL  EXAMINER 

Police  responded  to  the  victim's  residence. 

The  victim,  a  43-year-old  white  female, 
died  from  4  gunshot  wounds  to  her  torso. 

A  second  victim,  a  52-year-old  white  male, 
was  also  at  the  scene.  He  died  from  a 
self-inflicted  gunshot  wound  to  the  head.  The  male  Is 
suspected  of  killing  the  female,  and  then  killing  himself. 
The  victims  were  intimate  paftners. 


TOXICOLOGY 

Both  the  victim  and  the  boyfriend  had 
negative  toxicology  results. 


DEATH  CERTIFICATE 

The  victim  was  a  43-year-old  white  female. 

She  was  injured  and  died  in  her  residence 
from  gunshot  wounds. The  manner  of 
death  was  homicide.  She  was  an  office 
secretary.  Another  victim  was  a  52-year-old 
white  male.  He  died  at  the  scene  from  a  gunshot  wound 
to  the  head.  The  manner  of  death  was  suicide.  He  was  a 
laborer  working  in  construction. 


MASSACHUSETTS  Violent  Death  Reporting  System 

Part  of  CDCs  Nationai  Violent  Death  Reporting  System 

Operated  by  the  Massachusetts  Department  of  Public  Health, 

Injury  Surveillance  Program 

Collecting  data  since  2003 


THE  BIG  PICTURE 

Homicide-suicide  incidents  are  rare  but  violent  events 
with  long-lasting  effects  on  families  and  communities. 

From  2003-2007  in  Massachusetts,  there  were  41  homi- 
cide-suictde  incidents  in  the  state  that  resulted  in  49  homi¬ 
cides  and  41  suicides,  for  a  total  of  90  deaths,  per  Massachu¬ 
setts  Violent  Death  Reporting  System  (MAVDRS)  data. 

Among  the  41  homicide-suicide  incidents  (in  which  the  fatal 
injuries  were  inflicted  less  than  24  hours  apart)  during  2003- 
2007,  most  were: 

•  intimate  partner  violence-related, 

•  perpetrated  by  white  males, 

•  involved  the  use  of  a  firearm, 


did  not  involve  an 
intoxicated  perpetrator, 

had  homicide  victims 
who  were  female 
and  older  than  all 
other  homicide 
victims  on  average, 
and 


41% 


had  perpetrators 
who  were  known  to 
the  homicide  victim. 


homicide-suicide  incidents 
resulted  in  49  homicides  & 
41  suicides  (90  deaths) 


TRANSLATING  DATA  INTO  ACTION 


Capturing  new  information 

Before  the  MAVDRS,  there  was  no  official  way  to  capture 
information  on  homicide-suicide  incidents  because  existing 
surveillance  systems  were  person-hased . 

•  The  MAVDRS  is  incident-based,  which  enables 
identification  of  multiple  deaths  from  the  same  incident 
or  between  victims  and  suspects,  and  provides  a  better 
understanding  of  the  violent  deaths. 

•  Without  the  M  AVDRS,  important  differences  between 
homicide-suicides  and  separate,  unrelated  homicides  or 
suicides  could  be  missed. 

Sharing  new  information 

New  information  about  violent  deaths  is  available  through 
the  MAVDRS,  and  the  Injury  Surveillance  Program  has 
disseminated  these  findings  through  7  annual  data  reports, 

4  special  bulletins  and  many  responses  to  data  requests.  For 
example,  the  program: 

•  identified  and  disseminated  new  findings  about  an 
increase  in  suicides  among  middle  aged  white  males, 

•  identified  and  disseminated  new  findings  about  an  increase 
in  multiple-victim  incidents  in  general,  and  particularly 
among  homicide-suicide  incidents, 

•  is  tracking  the  emerging  issue  of  suicide  by  hydrogen 
sulfide,  which  results  from  mixing  household  chemicals 
-  chemicals  that  can  produce  fumes  dangerous  to  first 
responders  and  other  people  living  in  the  building  where 
an  incident  occurs; 

•  analyzed  train-related  death  data  for  the  state  suicide 
prevention  program; 


•  analyzed  youth-related  violent  death  data  for  the 

governor's  Safe  and  Successful  Youth  Program;  and 

•  regularly  responds  to  a  variety  of  data  requests  from 
counties,  cities  and  towns. 

Improving  data  quality 

Because  it  double  checks  data  from  each  source  and 
corrects  coding  mistakes,  the  MAVDRS  has  improved  the 
quality  of  data  from  Vital  Records,  medical  examiners  and 
law  enforcement. 


MAVDRS  improved 
data  sharing  between 
pubfic  health  St  Boston 
Police  Department 


'^MAVDRS  can  track 
emerging  issues,  e,g. 
suicide  by  hydrogen 
sulfide  (household 
chemicals) 


Improved  collaboration 

Other  benefits  of  implementing 
the  MAVDRS  are  impro^ 
relationships  and  data 
sharing  among  public  health, 
medical  examiners  and  ^ 
law  enforcement 
agencies.  Improved 
collaboration 
■^h  the  Boston 
~  epartment 
n  creased 
the  amount  of 
information  on 
circumstances  and 
suspects  that  the  agency 
shares  with  the  Injury  Surveillance 
Program. 


MAVDRS 
^  identifies 

multiple  deaths 
from  the  same  incident, 
connects  victims  8t 
suspects 


LAW 

ENFORCEMENT 

•  Abused  methadone, 

used  cocaine 

•  Depressed,  financial 

problems 

•  Previous  suicide  / 
L  attempt  / 


DEATH 

CERTIFICATE 


•  6^-year-old  male  \ 

•  Died  from  intentional 
overdose  of 
.  methadone 


MEDICAL 

EXAMINER/ 

CORONER 

*  Victim's  pain  was 
worsening 

*  Treated  for  bi¬ 
polar  disorder 


NORTH  CAROLINA  Violent  Death  Reporting  System 

Part  of  CDCs  Hationai  Violent  Death  Repoiting  System 

Operated  by  the  North  Carolina  Division  of  Public  Health, 

Injury  &  Violence  Prevention  Branch 

Collecting  data  since  2004 


ADULT 
PROTECTIVE 
SERVICES  (APS) 


Prior  reports  due  to 


self-neglect 

Extensive  psychiatric  history, 
2  previous  suicide  attempts 
by  overdose 

•  Last  co?itact  with  APS 
was  1  year  ago  a 


AN  ELDER  ABUSE  SUICIDE  IN  NORTH  CAROLINA 


The  example  below  tells  the  stoty  of  a  suicide  in  North  Carolina,  but  to  ensure  confidentiality,  it  is  not  the  story  of  an  actual 


death.  The  example  was  created  to  illustrate  the  violent  death  data  typically  collected  and  linked  in  the  North  Carolina 


Vioient  Death  Repotting  System  (NC-VDRS). 


DEATH  CERTIFICATE 

The  victim  was  a  62  year  old  male  who  died 
from  an  intentional  overdose  of  methadone 


MEDICAL  EXAMINER/ 

CORONER 

The  victim  was  a  62  year  old  male  who  was 
found  unresponsive  in  his  residence  by  a  ™ 

family  member  who  checked  on  him  every 
morning.  EIV15  was  called  and  the  vicrtim  was  pronounced 
dead  on  the  scene.  The  victim  had  many  health  problems 
which  resulted  in  significant  pain.  He  was  prescribed 
methadone  to  control  the  pain.  According  to  his  friends, 
the  victim  felt  his  condition  was  worsening  and  didn't 
feel  that  he  would  get  any  better.  The  victim  also  had 
been  diagnosed  with  bipolar  disorder  and  was  receiving 
treatment.  The  victim  was  described  as  depressed  In 
the  weeks  leading  up  to  his  death  due  to  his  health 
condition  and  limited  finances.  There  was  no  information 
on  whether  the  victim  had  ever  attempted  or  threatened 
suicide  in  the  past  and  he  did  not  leave  a  note.  It  was 
determined  that  the  victim  died  from  an  intentional 
overdose  of  methadone. 


LAW  ENFORCEMENT 

The  victim  was  a  62  year  old  male  who  was  '  f  M 
found  unresponsive  in  his  residence  after 
a  family  member  requested  authorities  do  a 
welfare  check  on  the  victim.  The  victim  was 
found  lying  unresponsive  inside  his  home  with  an  empty 
medication  bottle  lying  nearby.  According  to  his  family,  the 
victim  suffered  from  chronic  pain  after  being  injured  in  a 
motor  vehicle  crash  several  years  earlier.  He  was  prescribed 
methadone  to  control  the  pain  and  was  noted  to  abuse  his 
medication.  This  addiction  to  prescription  medication  led 
to  the  victim  using  crack  cocaine  as  well.  The  victim  had 
been  diagnosed  with  bipolar  disorder  and  was  receiving 
treatment  He  was  described  as  depressed  in  the  weeks 
leading  up  to  his  death  due  to  his  addiction,  which  had 
resulted  in  financial  probiems.The  victim  had  attempted 
suicide  in  the  past  but  the  method  is  not  known.  The  victim 
did  not  leave  a  note. 


ADULT  PROTECTIVE  SERVICES  ~ 

Several  reports  were  made  due  to  self- neglect  ^ 
and  concern  from  the  victim's  family.  The  victini 
was  known  to  have  a  long  psychiatric  history 
and  was  not  compliant  with  his  medication, 

The  victim  had  been  involuntarily  committed  on  several 
occasions  and  attempted  suicide  twice  by  overdose.  The 
reports  were  substantiated  and  the  victim  last  had  contact 
with  the  Department  of  Social  Services  a  year  prior  to  his 
death. 


NORTH  CAROLINA  Violent  Death  Reporting  System 

Part  of  CDC's  National  Violent  Death  Reporting  System 

Operated  by  the  North  Carolina  Division  of  Public  Health, 

Injury  &  Violence  Prevention  Branch 

Collecting  data  since  2004 


THE  BIG  PICTURE 

Elder  maltreatment  is  an  increasing  problem  across  the 
U.S,,  and  this  maltreatment  may  contribute  to  suicide  and 
homicide  among  older  adults.  Data  from  the  North  Carolina 
Violent  Death  Reporting  System  (NC^VDRS)  show  that  for  the 

652  elder  North  Carolina  residents  who  died  as  a  result  of 
violence  from  2008  to  2009, 

•  530  (81%)  were  suicide-related, 

•  34%  of  all  elder  males  and  48%  of  elder  females  had  been 
characterized  as  having  a  current  mental  health  problem  by 
a  medical  professional,  and 

•  32%  of  males  and  31%  of  fema  les  disclosed  their  intention 
to  commit  suicide  to  someone  else. 


Older  adults, 
disabled  adults 
and  disabled 
emancipated 
minors  served  by 
North  Carolina's 


Adult  Protective 
Services  may  be 
particularly  vuh 
nerable  to  abuse 
and  neglect,  and  at 
risk  for  a  violent  death. 


i  from  violence  in  2008-2009  J 
L  were  suicide-related  M 


TRANSLATING  DATA  INTO  ACTION 


Few  states  have  sarveillance  systems  which  allow  them  to 
adequately  understand  the  magnitude  of  elder  maltreatment 
in  their  state.  North  Carolina  improved  its  eider 
maltreatment  surveillatice  by  linking  data  from  the  North 
Carolina  Violent  Death  Reporting  System  (NC-VDRS)  with 
records  from  the  Division  of  Aging  and  Adult  Services' 
Adult  Protective  Services  (APS),  which  works  through  100 
county  social  services  departments  to  identify  and  serve 
adults  in  need  of  protective  services. 

New  linked  data 

North  Carolina  quantified  and  described  -  for  the  first  time 
-violent  deaths  among  persons  age  18  and  above  in  card  of 
APS.  During  2005-2008; 

•  Most  APS  deaths  were  among  females,  but  males 
accounted  for  over  60%  of  violence-related  APS  deaths. 

•  Violence-related  APS  deaths  occurred  most  often  among 
persons  ages  45-54,  while  all  other  types  of  APS  deaths 
occurred  most  often  overage  75. 

•  Among  adults  in  APS  care  who  died  from  suicide,  over  70% 
were  identified  as  having  a  mental  health  diagnosis  and 
almost  70%  were  receiving  treatment  at  the  time  of  their  death. 

Case-level  data 

Linking  NC-VDRS  and  APS  data  provided  important  case- 
/eve/ information,  including  if  the  person  had  ever  been  or 
was  currently  in  APS  care  at  the  time  of  death,  and  if  so,  the 
county  social  service  involved  at  the  time  of  death,  the  length 
of  time  in  this  care,  and  the  type  of  protective  services  received. 


Targeted  services  &  improved  programs 

The  Division  of  Aging  and  Adult  Services  used  the  linked  data 
to  work  with  APS  in  counties  where  these  deaths  occurred 

to  better  target  elder  maltreatment  prevention  programs 
and  improve  staff  training  to  identify  violent  death  risks, 

such  as  indications  of  suicidal  ideation  or  prior  attempts. 


New  adult  fatality  review  process 


Based  on  its  collaboration  with 
the  NC-VDRS,  the  Division  of 
Aging  and  Adult  Services  is 

developing  an  adult  fatality 
case  review  protocol  and 
data  collection  process  that 

will  be  conducted  for 
every  adult  in  APS 
who  dies. 


NC-VDRS 

APS  data  linked  for 
the 

first  time 


APS  can  better 
target  elder 
maltreatment 
prevention 
programs 


Adult  Fatality  Case 
Review  will  be 
conducted  for  every 
adult  who  dies  in 
APS  care 


OHIO  Violent  Death  Reporting  System 

Part  of  CDC^s  Natlona!  Violent  Death  Reporting  System 

Operated  by  the  Ohio  Department  of  Health, 
Violence  &  Injury  Prevention  Program 

Collecting  data  since  2010 


ESTABLISHING  OHIO'S  VIOLENT  DEATH  REPORTING  SYSTEM 


ESTABLISH  ^ 

ADVISORY  BOARD 

that  includes  partners  who 
will  provide  data  to  - 
&  use  data  from  - 
the  state  violent  death 
Reporting  system 


f  EDUCATE  PARTNERS  ^ 

such  as  Coroners  ^  Law 
Enforcement  about  benefits  of 
a  state  violent  death  reporting 
system 
L  S(  how  it  works 


NO  CENTRALIZED 
SOURCE  FOR  CORONER  & 
LAW  ENFORCEMENT  DATA 

•  88  county  coroners 

•  900+  law  enforcement  aqencii 


'  PARTNERS  CAN 
ADVOCATE 

through  their  professiona 
organizations  for  the 
new  system 


PARTNERSHIPS 


r  EXISTING  STATE 
CONFIDENTIALITY  i 
LAWS  I 

■  Public  Records  Law 
Open  Meeting  Acts 

Parts  of  Coroner  reports 
considered  confidential 


CHALLENGES 


LINKED  DATA 
in  the  OH-VDRS 

provide  a  more 

COMPLETE  PICTURE 

of  violent  deaths 
in  Ohio 


r  LEGAL  COUNSEL  &  1 

^  GOVERNMENT 

AFFAIRS  STAFF 

for  the  state  health  department 
can  provide  assistance 


Law  enforcement  records 
confidential  while  death 
under  investigation 
(can  take  years) 


r  EASED  J 

CONFIDENTIALITY  | 
CONCERNS  I 

■  Law  supports  OH-VDRS  I 
when  it  requests  data  % 

Law  supports  coroners  &  law 
enforcement  when  they 
L  provide  data  / 


BENEFITS  OF 
LEGISLATION 


HIGH  PARTICIPATION 
RATES  fro  m  coroners  8c 
law  enforcement 


LOCAL-LEVEL  \ 
VIOLENT  DEATH 
DATA  AVAILABLE  for 

partners  to  use  in  their 
communities 


Ensures  data  will 
be  used  for  VALID 
PUBLIC  HEALTH 
REPORTING 
PURPOSES 


OHIO  Violent  Death  Reporting  System 

Part  of  CDC^s  National  Violent  Death  Reporting  System 

Operated  by  the  Ohio  Department  of  Health, 
Violence  &  Injury  Prevention  Program 

Collecting  data  since  2010 


A  LEGISLATIVE  APPROACH  TO  ESTABLISHING 


To  establish  the  Ohio  Violent  Death  Reporting  System 
(OH-VDRS},  the  Ohio  Department  of  Health  determined 
that  legislation  that  mandates  reporting  by  key  data 
providers  -  including  coroners  and  law  enforcement 
agencies  -  was  a  necessary  first  step. 

CHALLENGES 

Like  many  stateSf  Ohio  has  no  centralized  coroner  or 
law  enforcement  data  systems.  Prior  to  the  OH-VDRS,  a 
request  for  data  about  a  death  had  to  be  made  to  one  of  88 
county  coroners,  and  at  least  one  of  the  state's  900+  local  law 
enforcement  agencies. 

Existing  state  laws  regarding  confidentiality  presented 
challenges  for  establishing  the  OH-VDRS,  including  Ohio's 
Sunshine  Laws  (Public  Records  Law  &  Open  Meeting  Acts), 
which  allow  any  person  to  make  a  request  for  information; 
law  enforcement  records  that  remain  confidential  while  a 
death  is  under  investigation  (for  homicides,  this  may  take 
years);  and  coroner  records,  which  include  investigative 
notes  that  may  remain  confidentiai,  white  other  coroner  data 
are  made  public. 

PARTNERSHIPS 

Partnerships  with  coroners,  medical  examiners  and  law 
enforcement  agencies  -  and  the  professional  associations 
representing  these  partners  -  were  central  to  the 
successful  passage  of  the  legislation. 

To  educate  partners,  the  Vi  olence  St  Injury  Prevention 
Program  (VIPP)  provided  information  about  the  OH-VDRS  to 
coroners,  law  enforcement  and  others.  Partners  supported  the 
OH-VDRS  and  recommended  a  legislative  approach  once  they 
understood  how  their  data  would  be  kept  confidential  and 
used  for  violence  prevention  efforts  (not  typical  prior  to  the 
OH-VDRS).  They  also  valued  being  able  to  share  county-level 
data  from  the  OH-VDRS  with  prevention  partners  in  their 

THE  BIG  PICTURE 

Prior  to  establishing  the  OH-VDRS,  the  Violence  &  Injury  Pre¬ 
vention  Program  (VIPP)  had  little  data  to  support  its  assump¬ 
tions  about  different  kinds  of  violent  deaths.  Now  the  state 
has  important  information  about  violent  deaths.  For  example: 

•  In  2010,  there  were  2,1 92  violent  deaths  in  Ohio. 

•  65%,  or  nearly  two-thirds,  of  these  violent  deaths  were 
suicides. 

•  About  25%  of  these  deaths  were  homicides, 

OH-VDRS  data  also  includes  information  a  bout  the 
circumstances  of  violent  deaths.  With  these  data,  the  VIPP  has 
evidence  that: 


THE  OH-VDRS 

communities. 

The  OH-VDRS  Advisory  Board  included  representatives 
from  coroner  and  law  enforcement  associations,  who  spoke 
on  behalf  of  the  OH-VDRS  during  legislative  hearings. 

Legal  counsel  from  the  Ohio  Department  of  Health  helped  the 
VfPP  to  draft  model  language.  Staff  from  the  department's  Office  of 
Government  Affairs  helped  to  identify  potential  legislative  paths  for 
the  OH-VDRS  legislation  (e.g,  state  biennium  and  mid-biennium 
budget  bills)  and  respond  to  requests  about  the  legislation. 

LEGISLATION 

After  multiple  attempts  over  two  years,  legislation  was 
passed  that  (1 )  established  the  OH-VDRS,  (2)  authorized 

the  Ohio  Department  of  Health  to  study  and  collect  violent 
death  data,  (3)  mandated  reporting  from  key  data  sources 
relevant  to  the  OH-VDRS,  and  (4)  deemed  all  data  collected 
and  subsequent  work  products  to  be  confidential  and 
exempt  from  public  record  requests. 

IMPACT  OF  LEGISLATION 
&  MANDATED  REPORTING 

Ohio's  legislation  requiring  confidential,  mandated 
reporting  contributed  to  the  credibility  and  effectiveness 
of  the  OH-VDRS.  The  legislation: 

•  supports  the  OH-VDRS  when  it  requests  data  from 
coroners,  medical  examiners  and  law  enforcement,  and 

supports  coroners  and  law  enforcement  when  they 
release  data  to  the  OH-VDRS; 

•  ensures  that  data  collected  for  the  OH-VDRS  will  be  used 
for  valid  public  health  reporting  purposes;  and 

•  has  resulted  in  high  participation  rates  -  almost  1 00% 
among  coroners  and  about  80%  among  law  enforcement 
-  which  in  turn  help  ensure  OH-VDRS's  long-term 
sustainability. 


Among  women  who  died  from  homicide 

•  54.2%  of  these  deaths  were  related  to  intimate  partner 
violence. 

Among  persons  who  died  from  suh 

•  41 .3%  were  currently  depressed, 

•  53.1%  had  a  current  mental 
health  problem, 

•  21-7%  had  a  previous  suicide 
attempt,  and  30.8%  had 
disclosed  their  intent  to  someone 


OKLAHOMA  Violent  Death  Reporting  System 

Part  of  CDC's  NBtional  Violent  Death  Reporting  System 

Operated  by  the  Oklahoma  State  Department  of  Health, 

Injury  Prevention  Service 

Collecting  data  since  2004 


MEDICAL 

EXAMINER 

•  Had  been  drinking  earlier 
in  the  day 

*  Recent  health  scare 
•  History  of  depression 
•  Problems  at  work 


DEATH 

CERTIFICATE 


-old  white  male 
Married 
Veteran  / 
Suicide  /  / 


^  LAW 

ENFORCEMENT 

•  9  mm  semi-automatic  pistol 
found  near  the  victim 

•  No  suicide  note  left 

•  Threatened  to  kill  himself 
during  recent  argument  with 
L  wife  as  he  often  did  a 


A  SUICIDE  IN  OKLAHOMA 


The  example  below  tells  the  story  of  a  suicide  in  Oklahoma^  but  to  ensure  confidentiality,  it  is  not  the  story  of  an  actual 


death.  The  example  was  created  to  Illustrate  the  violent  death  data  typically  collected  and  linked  in  the  Oklahoma 


Violent  Death  Reporting  System  (OKVDRS). 


DEATH  CERTIFICATE 

The  victim  was  a  47-yea r-otd  white  male 

who  lived  in  a  rural  area  of  eastern  ItBSlIjH 

Oklahoma.  He  was  a  married  oilfield 

worker  with  a  high  school  diploma.  He  ^ 

died  at  home  due  to  a  single  gunshot 

wound  to  the  head*  The  manner  of  death  was  suicide 

The  victim  was  a  veteran  of  the  U.S*  Armed  Forces. 


LAW  ENFORCEMENT 

Law  enforcement  responded  to  the 

home  when  the  victim's  son  called  police  W  ^  ^ 

after  hearing  a  gunshot  and  finding  his 

fathenn  the  bedroom.  The  victim  s  wife 

reported  that  she  and  the  victim  had 

argued  that  morning  over  finances*  She  said  the  victim 

had  threatened  to  kill  himself  during  the  argument,  but 

he  often  threatened  to  kill  himself  when  they  argued  and 

she  didn't  think  anything  of  it.  She  said  the  victim  went 

to  a  nearby  pond  to  drink  alcohol  and  shoot  guns,  but 

he  returned  later  that  afternoon  and  acted  normal.  An 

interview  with  the  victim's  son  revealed  that  the  victim  had 

seemed  stressed  lately  due  to  problems  at  work,  concern 

about  losing  his  job,  and  a  recent  diagnosis  of  cancer 

with  possible  related  surgery  and  treatment  There  was  no 

suicide  note  left.  A  9mm  semi-automatic  pistol  was  found 

near  the  victim. 


MEDICAL  EXAMINER 

A  47-year-old  white  male  died  from  a  - 

single  gunshot  wound  to  the  head*  The 
investigator  reports  the  victim  was  found 
in  his  bedroom  after  the  victim's  son  heard 
a  shot.  The  victim  was  reported  to  have 
been  drinking  earlier  that  day  and  had  argued  with  his 
wife*  The  victim  had  recently  been  having  trouble  at  work 
due  to  layoffs.  The  victim  had  a  previous  medical  history 
of  depression  and  had  been  stressed  about  a  recent 
health  scare*  No  suicide  note  was  found. 


TOXICOLOGY 

Toxicology  reports  showed  the  victim  had  a 
blood  alcohol  concentration  of  0*16. 


OKLAHOMA  Violent  Death  Reporting  System 

Part  oi  CDC*s  National  Violent  Death  Reporting  System 

Operated  by  the  Oklahoma  State  Department  of  Health, 

Injury  Prevention  Service 

Collecting  data  since  2004 


THE  BIG  PICTURE 


The  age-adjusted  suicide  rate  in  Oklahoma  was  33% 
higher  than  the  same  rate  for  the  U.5.  in  2013.  Oklahoma 
Violent  Death  Reporting  System  (OKVDRS)  data  illustrate 
the  extent  of  this  problem. 


*  Suicide  was  the  third  leading  cause  of  death  for 
Oklahomans  age  1 0-34  in  2013,  and  the  most  prevalent 
type  of  violent  death  from  2004-2013,  accounting  for  nearly 
600  resident  deaths  each  yean 

•  Suicides  outnumber  homicides  by 


three  to  one 

The  Veteran  suicide  death  rate  incr^ll^  by  34%  from 
2005-2012^  with  over  1,000  veteran  suicides  during  that 
time;  the  suicide  rate  among  veterans  was  twice  that  of 
non- veterans. 


Among  the  5i881  suicide  deaths  in  Oklahoma  from  2004- 
2013: 

•  79%  were  male,  and  21  %  were  female 

•  22%  of  suicide  victims  were  veterans 


•144  (2,4%)  victims  killed  at  least  one  other  person  before 
taking  his/her  own  life,  resulting  in 
173  homicide  deaths. 


•  Firearms  (61  %)  were  the 
most  prevalent  means 
of  suicide^  followed  by 
hanging/strangulation  (20%), 
poisoning  (14%),  and  other 
means  (5%);  immediate 
access  to  lethal  means  may 
increase  the  risk  for  suicide. 


•  Among  suicide  victims  noted  to 
have  a  diagnosed  mental  health 
problem  (2,098),  62%  were  currently 
receiving  mental  health  treatment. 


•  A  significant  number  of  suicides  were  associated  with  a 
current  depressed  mood,  intimate  partner  problem,  mental 
and/or  physical  health  problem,  and/or  crisis  in  the  past 
weeks. 


TRANSLATING  DATA  INTO  ACTION 


Informing  prevention  planning 

•  The  Oklahoma  Injury  Prevention  Service  provides  OKVDRS 
data  and  statistics  and  works  closely  with  the  Oklahoma 
Department  of  Mental  Health  and  Substance  Abuse 
Services  (ODMHSAS),  the  Oktahoma  Suicide  Prevention 
Council^  and  other  suicide  prevention  groups, 

•  OKVDRS  suicide  data  informed  the  Council's  201 1 

Oklahoma  Strategy  for  Suicide  Prevention, 

Supporting  veteran  suicide  prevention 

With  five  military  bases  in  Oklahoma,  veterans'  health  issues 
impact  more  than  300,000  Oklahomans.  An  OKVDRS  special 
study  and  report  on  veteran  suicides  opened  doors 
for  collaboration  with  the  Veterans  Administration  in 
Oklahoma,  and  helped  illustrate  the: 

•  increased  risk  for  su  icide  among  veterans  of  all  ages 

•  leading  circumstances  associated  with  veteran  suicides 
across  the  lifespan  ”  physical  and  mental  health  problems^ 
depressed  mood,  and  intimate  partner  problems 

•  most  common  means  of  suicide  (firearms) 

Expanding  the  power  of  OKVDRS  data 

•  OKVDRS  data  will  be  linked  to  other  state  databases  to 

better  inform  suicide  prevention,  mental  health  treatment, 
and  problematic  drug  prescriptions  related  to  suicide. 


^  OKVDRS  ^ 
data  showed 
increased  risk  8t 
leading  cicu instances 
of  suicide  among 
veterans 


Informs  statewide 
suicide  prevention 
program  planning 


•  OKVDRS  staff  worked  with  law 
enforcement,  the  Child  Death 
Review  Board,  and  the  Oklahoma 
Suicide  Prevention  Council  to 
modify  a  pocket  card  that  helps 
law  enforcement  collect 
more  complete  and 
accurate  suicide 
circumstances 
data,  which 
are  used  to 
understand 
suicide  risks. 

Partnering  with 
law  enforcement 

•  The  Oklahoma  Association  of 
Chiefs  of  Police  hosts  the  OKVDRS 
Advisory  Committee  meetings 
and  distributes  data  reports  to  its 
members. 


•  The  Oklahoma  State  Bureau  of  Investigation 
maintains  a  full  time  program  officer  to  collect  law 
enforcement  data  for  the  OKVDRS  through  a  contract  with 
the  Injury  Prevention  Service, 


RHODE  ISLAND  Violent  Death  Reporting  System 

Part  of  CDC^s  Nationa!  Violent  Death  Reporting  System 

Operated  by  the  Rhode  Island  Department  of  Health 

Center  for  Health  Data  and  Analysis  and  Office  of  State  Medical  Examiners 
Collecting  data  since  2004 


hanging  in  garage 

•  Ex-wife  stated  victim  had 
history  of  alcoholism  Sc  their 
divorce  was  finalized  one 
.  week  ago 


A  SUICIDE  IN  RHODE  ISLAND 


TOXICOLOGY 

•  Victim  had  a  Blood 
Alcohol  Concentration 
:  of  032 


LAW 


ENFORCEMENT 

•  Neighbor  saw  victim 


hang 


93 


ge 


DEATH 
CERTIFICATE 

•  43-yearold  white 

male  victim 

Divorced,  unemployed 

•  Died  at  home  due 
to  asphyxiation 

from  hanging 


The  example  below  tells  the  story  of  a  suicide  in  Rhode  Island,  but  to  ensure  confidentiality,  it  is  not  the  story  of  an 


actual  death.  The  example  was  created  to  illustrate  the  violent  death  data  typically  collected  and  linked  in  the  Rhode 


Island  Violent  Death  Reporting  System  (RlVDRS). 


MEDICAL  EXAMINER/ 

CORONER 

The  43-year'  old,  white  male  wictim  died 

from  asphyxia  due  to  hanging.  He  had  a 

tattoo  of  the  Road  Runner  on  his  lower  left 

forearm  and  a  tattoo  of  a  knife  over  his 

heart.  He  had  ligature  marks  under  and  around  his  neck. 

The  investigator  reports  the  victim  was  found  hanged  in 

his  garage  where  there  were  numerous  empty  beer  cans 

scattered  around.  The  victim's  friend  reports  the  victim 

had  recently  lost  his  job  and  recently  been  divorced. 


TOXICOLOGY 

Toxicology  reports  showed  the  victim  had 
a  Blood  Alcohol  Concentration  of  32, 
There  were  no  other  drugs  in  his  system. 


MEDICAL  RECORDS 

The  victim  had  been  treated  for 
depression  several  years  earlier  and  had 
no  history  of  suicide  ideation  or  attempts*! 


DEATH  CERTIFICATE 

The  victim  was  a  43-year-otd  white  male 
who  lived  in  a  suburb  in  central  Rhode 
Island.  He  was  a  divorced,  unemployed 
machinist  He  died  at  home  due  to 
asphyxia  from  hanging.The  manner  of 
death  was  suicide. 


LAW  ENFORCEMENT 

Law  enforcement  responded  to 
the  victim's  home  when  a  neighbor 
notified  law  enforcement  that  when  I  ^  jU 

he  was  returning  a  tool  he  borrowed 
from  the  victim,  he  noticed  the  victim  " 
hanging  in  the  victim's  garage.  While 
law  enforcement  were  investigating,  the  victim's  ex- 
wife  arrived  on  scene  and  stated  that  a  week  prior 
their  divorce  had  been  finalized.  The  victim's  wife  also 
stated  that  she  had  left  him  because  he  stopped  going 
to  treatment  for  his  alcoholism.  She  stated  the  victim 
would  become  violent  when  he  drank  and  she  thinks  his 
drinking  also  caused  him  to  lose  his  job.  She  said  he  has 
a  history  of  depression  and  had  been  treated  for  it  in  the 
past.  She  also  stated  he  had  no  past  history  of  suicide 
attempts  or  ideation.  A  note  was  found  where  the  victim 
stated  he  felt  worthless  and  could  not  go  on  without  his 
family. 


RHODE  ISLAND  Violent  Death  Reporting  System 

Part  of  CDC^s  Nationa!  Violent  Death  Reporting  System 

Operated  by  the  Rhode  Island  Department  of  Health, 

Injury  &  Violence  Prevention  Program 

Collecting  data  since  2003 


THE  BIG  PICTURE 

In  Rhode  Island  during  201 0,  there  were  165  violent  deaths: 

1 35  suicides,  26  homicides  and  4  deaths  of  undetermined 

manner*  The  number  of  suicides  in  Rhode  Island  peaked 

in  2010,  declining  from  102  suicides  in  201 1  to  89  in  2012, 

based  on  provisional  2012  data. 

RIVDRS  data  for  2004-201 0  show  that: 

•  During  this  seven  year  period,  there  were  a  total  of  731 
suicides  in  Rhode  Island* 

•  Males  (78%)  were  far  more  likely  to  commit  suicide  than 
females  (  22%), 

•  Male  and  female  suicide  deaths  peaked  in  the  age  group 
45-54  years. 

•  There  were  1 8  suicides  among  those  aged  less  than  18(15 
males,  3  females), 

•Just  over  half  (52%)  of  those  who  died  by  suicide  had  a 
current  mental  health  problem,  and  43%  were  currently 


receiving  mental  health 
treatment 

Nearly  one  in  five 
(18%)  of  those  who 
died  by  suicide 
experienced  an 
intimate  partner 
problem. 


1 


25“/c 


of  those  who  died  by 
suicide  experienced  a 
crisis  in  the  two  weeks 
prior  to  death. 


25%  of  those  who 
died  by  suicide 
experienced  a  crisis 
in  the  two  weeks  prior  to 
death. 

Only  37%  of  those  who  died  by  suicide  left  a  note. 


TRANSLATING  DATA  INTO  ACTION 


Data  from  the  Rhode  Island  Violent  Death 
Reporting  System  (RIVDRS)  provided 
new  information  on  suicide  and  a  better 
understanding  of  who  is  at  risk. 

•  RIVDRS  data  were  used  by  the  Department  of  Health's 
Violence  &  Injury  Prevention  Program  and  its  prevention 
partners  for  ground-breaking  priority  setting  and 
program  planning. 

•  Using  new  suicide  data  from  the  RIVDRS,  the  Suicide 
Prevention  Subcommittee  of  the  Rhode  Island  Injury 
Community  Planning  Group  identified  the  adult,  working 
age  population  as  being  at  increased  risk  for  suicide  and 
suicide  attempts. 

•  The  data  were  shared  with  key  partners  through  the 
subcommittee's  members,  including  the  State  Medical 
Examiner,  RIVDRS  Program  Manager  and  Epidemiologist, 
Violence  &  Injury  Prevention  Program  manager,  and 
representatives  from  the  Samaritans,  American  Foundation 
for  Suicide  Prevention,  community  health  and  mental  health 
centers,  Bradley  Children's  Hospital,  Brown  University, 
Coastline  Employee  Assistance  Program,  and  the  Rhode 
Island  Student  Assistance  Program. 


An  ^Economic  Impact  of  Depression  and  Suicide  in  the 
Workplace"  symposium,  co-sponsored  by  the  Violence 
&  Injury  Prevention  Program  and  Coastline  Employee 
Assistance  Program,  increased 
awareness  of  depression  and 
suicide  among  working  age  adults  j 
and  provided  strategies  for 
integrating  suicide  prevention 
into  worksites. 


RIVDRS  data 
show  working  age 
adults  are  at  increased 
risk  for  suicide 


RIVDRS  shares 
data  with  suicide 
prevention  partners 
&  2  of  state's  largest 
employers 


yEmployee  ^ 
assistance 

program  adds  suicide 
prevention  to  its 
mission,  refers  at-risk 
kemployeesto  clinicaL 
^  staff  ^ 


Symposium 
participants 
included  high-level 
managers  and 
human  resource  | 
representatives 
from  the  two 
largest  employers 
in  Rhode  Island. 


Coastiine  Employee 
Assistance  Program  integrated 
suicide  prevention  into  its  mission 
statement  and  now 
training  in  early  identification  and 
referral  of  at  risk  employees  to  their 
clinical  staff  as  well  as  their  clients. 


•  54-year-old  Hispanic 
male  suspect  has  history 
of  assault/domestic 
violence  / 


•  Victim's  ex-boyfriend 
confessed  to  homidde 

•  14-year-old  daughter 
witnessed  homicide 


DEATH 

CERTIFICATE 


Victim  referred  to  victim 
advocate  after  being  hos¬ 
pital  i  zed  fro  m  i  nj  u  r  i  es 
V inflicted  by  suspect 
\  \  2  months  ago 


•  Sl-year-oid  Hispanic  fe^ 
male  died  in  her  home 
fro  m  sta  b  wo  u  n  d  s  ^ 


UTAH  Violent  Death  Reporting  System 

Fart  of  CDC%  Natrona/  Violent  Death  Reporting  System 

Operated  by  the  Utah  Department  of  Health,  Violence 
&  Injury  Prevention  Program 

Collecting  data  since  2005 


MEDICAL  ^ 
EXAMINER/  1 
CORONER 


DOMESTIC 
VIOLENCE 
FATATUTTY  REVIEW 
COMMITTEE 


DEATH  CERTIFICATE 

A  51-year-otd  Hispanic  female  died  at  her 
residence.  She  was  stabbed  five  times  in 
her  abdomen  with  a  targe  kitchen  knife. 
The  manner  of  death  is  homicide. 


A  DOMESTIC  VIOLENCE  HOMICIDE  IN  UTAH 

The  example  below  tells  the  story  of  a  suicide  tn  Utah,  but  to  ensure  confidentiality,  it  is  not  the  story  of  an  actual 
death.  The  example  was  created  to  illustrate  the  violent  death  data  typically  collected  and  linked  in  the  Utah  Violent 
Death  Reporting  System  (UTVDRS). 


LAW  ENFORCEMENT 

The  suspect  is  a  54-year-old  Hispanic  male.  The 
victim  and  suspect  were  reported  as  arguing 
early  this  morning.  Witnesses  at  the  scene 
indicated  they  saw  the  suspect  at  the  victim's 
home  several  times  in  the  past  few  days.  Once, 
the  victim  and  suspect  were  seen  fighting  in  the  yard;  the 
suspect  slapped  the  victim  and  then  immediately  left. 

The  suspect  had  a  long  criminal  history  with  several  charges 
relating  to  assault  and  domestic  violence  in  the  presence  of 
a  child,  The  suspect's  criminal  history  shows  an  escalation 
in  violence-related  charges  over  the  past  year.  The  last 
incident  occurred  five  weeks  prior  to  the  victim's  death. 

Two  months  prior,  the  suspect  assaulted  the  victim,  who 
required  hospitalization  due  to  the  assault  The  suspect 
confessed  to  clergy  that  he  had  assaulted  the  victim  two 
months  prion 


DOMESTIC  VIOLENCE  FATALITY 
REVIEW  COMMITTEE 

The  suspect  stalked  and  harassed  the  victim, _ _ _ 

Two  months  prior  to  her  death,  the  victim  was 
referred  to  a  victim  advocate  after  she  was 
hospitalized  for  injuries  inflicted  by  the  suspect  The  victim 
was  advised  to  seek  domestic  violence  shelter  services.  The 
victim  received  relocation  funds  for  a  new  apartment  after 
the  assault  For  the  homicide,  the  Office  of  Crime  Victim 
Reparations  paid  for  counseling  and  mental  health  services 
for  the  14-year  old  daughter  and  for  costs  of  the  victim's 
funeral.  The  suspect  pleaded  down  from  manslaughter  (First 
Degree  Felony)  to  a  Second  Degree  Felony. 


MEDICAL  EXAMINER/CORONER 

The  victim  was  a  51  -year-old  Hispanic  female 
who  died  from  five  stab  wounds  to  her 
abdomen.Thes u spect u sed  a  kitch e n  kn if e to 
stab  the  victim.  The  death  was  determined  to 
be  a  homidde. 

Emergency  medical  services  responded  to 
the  victim's  residence  early  this  morning.  The  call  was  made 
by  the  1 4-year  old  daughter  of  the  victim  and  the  suspect,  a 
54-yeanold  Hispanic  male,  who  is  the  victim's  ex-boyfriend. 
The  suspect  confessed  to  their  daughter  that  he  had 
stabbed  the  victim. 

The  14-year  old  daughter  indicated  that  the  victim 
was  afraid  of  the  suspect  and  overheard  her  mother 
telling  a  friend  that  he  would  kill  her  one  day.  The 
victim  was  no  longer  interested  in  the  suspect  and  was 
planning  on  getting  married  to  another  man.  The  victim 
indicated  that  this  news  upset  the  suspect,  but  that  he 
Just  needed  time,  would  soon  accept  her  decision  to 
re-marry,  and  would  then  leave  her  alone. 

The  victim  also  had  three  fractures  in  her  arm  and 
bruises  on  her  back  in  various  stages  of  healing. 
Toxicology  reports  indicate  that  the  victim  had  no 
substances  present. 


UTAH  Violent  Death  Reporting  System 

Part  of  CDC^s  National  Violent  Death  Reporting  System 

Operated  by  the  Utah  Department  of  Health,  Violence 
&  Injury  Prevention  Program 

Collecting  data  since  2005 


THE  BIG  PICTURE 

Domestic  violence  is  one  of  the  fastest  growing  violent  crimes 
in  Utah.  Findings  from  the  2010  publication,  Domestic  Vio¬ 
lence  FatBlities  in  Utah,  2003-2008,  by  the  Utah  Department 
of  Health's  Violence  and  Injury  Prevention  Program  and  the 
Domestic  Violence  Fatality  Review  Committee,  include: 

•  1  out  of  3  adult  homicides  are  domestic  violence  hornicides- 

•  Females  are  1 0  times  more  likely  than  males  to  die  from 
domestic  violence. 

•  The  majority  of  domestic  violence  homicides  are  committed 
by  males. 

•  While  Hispanic  persons  comprise  only  1 0%  of  Utah's 
population,  they  account  for  77%  of  domestic  violence 
victims. 

•  52%  of  intimate  partner  homicides  were  premeditated. 

•  One-third  of  domestic  violence  perpetrators  committed 
suicide  after  committing  a  homicide. 

•  91%  of  the  domestic  violence-related  suicide  victims 


experienced  a  crisis  prior 
to  the  incident  or  faced 
an  impending  crisis  -  the 
most  common  of  which 
was  facing  a  criminal  legal 
problem  such  as  a  recent 
or  impending  arrest,  police 
pursuit,  or  an  impending 
criminal  court  date  (32.7%). 

•  In  44%  of  intimate  partner 
violence  incidents,  one  or  more 

children  under  age  18  were  living  at  the  victim's  home  at 
the  time  of  the  incident  (76  children  total). 

•  147  children  under  age  1 8  were  directly  exposed  to  the 
homicide  -  they  saw  it,  heard  it  through  the  walls,  were 
attacked  or  threatened  during  the  incident,  or  discovered 
the  body.  Of  these  children,  78%  were  5  years  old  or 
younger. 


78% 

of  the  147  children  directly 
exposed  to  a  homicide  in 
2003-2008  were  age 

5  or  younger 


TRANSLATING  DATA  INTO  ACTION 

Better  data  provide  more  complete  picture 
of  domestic  violence  deaths 

A  decade  ago,  it  was  difficult  to  know  the  extent  of  domestic 
violence  in  Utah  because  of  limited  data.  The  Utah  Violent 
Death  Reporting  System  (UTVDRS)  has  developed  a  more 
complete  picture  of  domestic  violence  and  its  tragic  impact 
on  men,  women,  and  children  by: 

•  fostering  a  strong  partnership  between  the  Utah 
Department  of  Health's  Violence  and  Injury  Prevention 
Program  (VIPP)  and  the  state's  multi-disciplinary  Domestic 
Violence  Fatality  Review  Committee  (DVFRC),  which 
includes  more  than  9  agencies, 

•  expanding  domestic  violence  data  collection  beyond 
the  victim  and  suspect  to  include  any  intimate  partner^ 
family  member  and/or  roommate  involved  in  the 
incident. 


•  combining  national  and  state-specific  intimate  partner 
violence  variables  to  enable  the  UTVDRS  to  collect  more  - 
and  more  detailed  -  domestic  violence-related  data,  and 

•  linking  data  in  the  UTVDRS  to  identify  and  review  -  for  the 
first  time  -  when  a  domestic  violence  suspect  committed 
suicide  after  the  homicide. 

Linking  children  of  victims  to  needed 
services 

Intimate  partner  violence  is  particularly  damaging  to  children 
who  witness  this  violence.  They  are  at  greater  risk  of  develop¬ 
ing  psychiatric  disorders,  developmental  problems,  school 
failure,  violence  against  others,  and  low  self-esteem,  and 


younger  children  typically  display 
higher  levels  of  distress  than  do 
older  children. 


UTVDRS 
data  expanded 
to  include  any  intimate 
partner,  family  member  or 
roommate  in  incident 


Worked  with 
state  DFCS  j 

to  close  gap  j 

in  services  for 
victim's  children 


iiiii 


Children  of  victims 
now  connected  to 
mental  health  St 
other  services 


Through  their  collaboration 
on  the  UTVDRS,  the  VIPP 
and  DVFRC  helped  inforn 
a  policy  change  to  close 
a  gap  in  services  for  the 
children  of  domestic 
violence-related 
homicide  victims, 

•  Following 

recommendations  from  | 

a  Domestic  Violence  Fatality  ' 

Recommendations  Symposium, 
the  VIPP  and  DVFRC  worked  with 
the  state  Department  of  Children 
and  Family  Services  (DFCS)  to  increase 
immediate  referrals  to  DFCS  at  the  time  of  a  homicide  - 
usually  by  law  enforcement  investigating  the  death  -  if  the 
victim  or  perpetrator  has  one  or  more  children  in  the  home, 
regardless  if  a  child  was  present  during  the  incident 

•  These  referrals  enabled  these  children  and  their 
families  to  receive  an  assessment  and  get  connected 
to  intervention  and  follow-up  services,  such  as  mental 
health  services,  to  help  cope  with  the  homicide  and  other 
domestic  violence-related  issues. 

•  A  referral  to  DFCS  was  made  in  13  (46%)  of  the  28  intimate 
partner  violence  incidents  with  children  in  the  home  during 
2003-2008. 
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VIRGINIA  Violent  Death  Reporting  System 

Part  of  CDCs  Natrona/  Viofent  Death  Reporting  System 

Operated  by  the  Virginia  Department  of  Health, 

Office  of  the  Chief  Medical  Examiner 


MEDICAL  ^ 
EXAMINER 

•  Suffering  from  lung  cancer 
'  Had  stopped  chemotherapy 
•  Taking  pain  medication  J 


DEATH 

CERTIFICATE 


S^-year-old  white  me 
•  Widowed  veteran 
•  Suicide  / 


LAW  ^ 

ENFORCEMENT 

2  bottles  of  prescription  pain 
meds  on  counter 

•  Suicide  note  left  by  victim 

•  Victim's  daughter  said  her 
father  would  kill  himself  if 

cancer  got  bad  again  a 


Collecting  data  since  2003 


A  SUICIDE  IN  VIRGINIA 


The  example  below  tells  the  story  of  a  suicide  in  Virginia,  but  to  ensure  confidentiality,  it  is  not  the  story  of  an  actual 


death.  The  example  was  created  to  illustrate  the  violent  death  data  typically  collected  and  linked  in  the  Virginia  Violent 


Death  Reporting  System  (WDRS). 


The  victim  was  an  82-year-old  white  man 
who  lived  in  a  small  rural  community  in 
Southwest  Virginia.  He  was  a  U.S.  citizen 


MEDICAL  EXAMINER/ 

CORONER 

The  victim  died  from  a  gunshot  wound  to 
the  head.  Entrance  and  exit  wounds  reveal 
a  single  intra-oral  shot  using  a  revolver 
Other  pathological  diagnosis  included 
lesions  on  his  right  lung  and  a  history  of  surgical  removal 
of  the  lower  lobe  of  the  left  lung.  The  victim  had  a  tattoo 
with  a  U,S.  Navy  1949-1951  anchor  on  his  rightforearm. 
Bruising  on  his  forehead  at  autopsy  suggested  that  he  had 
fallen  and  hit  his  head  nearthe  time  of  his  death.  Medical 
records  revealed  that  he  was  suffering  from  lung  cancer, 
had  stopped  receiving  chemotherapy,  and  was  recently 
referred  to  a  pain  management  specialist  because  he  was 
frustrated  with  his  level  of  pain.  Pill  counts  revealed  he  had 
taken  one  dose  of  Oxymor phone  and  one  of  Percocet 


DEATH  CERTIFICATE 


_ I 

born  in  North  Carolina,  He  was  a  widowed 

veteran  and  a  retired  truck  driver  for  a 

regional  supermarket  chain.  He  died  at  home  from  a 

gunshot  wound  to  the  head.  The  manner  of  death  was 

suicide. 


LAW  ENFORCEMENT 

Law  e  nf  o  rce  m  e  nt  was  ca  I  led  to  the  victi  m 's  ~ 

home  when  a  neighbor  reported  that  she 
had  not  seen  him  for  a  few  days.  His  car 
was  in  the  driveway.  Law  enforcement 
responded  for  a  welfare  check  and  - 

discovered  a  mildly  decomposed  body  on  the  living 
room  floor  of  the  home  with  a  revolver  lying  near  the 
right  side  of  his  body.  The  home  was  locked  and  secure. 
Law  enforcement  described  the  home  as  clean  and  neat 
with  no  evidence  of  foul  play  or  intrusion.  Notes  on  a 
nearby  table  provided  post-mortem  instructions  on  bills 
and  funeral  arrangements  and  a  copy  of  his  will.  Two 
bottles  of  prescription  medicine,  one  for  Oxymorphone 
and  one  for  Percocet,  were  found  on  the  kitchen  counter. 
Law  enforcement  interviewed  the  victim's  daughter 
who  reported  that  her  father  had  been  diagnosed 
with  a  recurrence  of  lung  cancer  five  months  ago  and 
complained  about  significant  pain.  He  had  told  family  and 
friends  repeatedly  that  if  his  cancer  ever  got  bad  again,  he 
would  just  end  it.  The  daughter  reported  that  her  father 
had  no  history  of  mental  health  problems  and  that  he  did 
not  like  to  take  pain  medications  because  it  made  him 
sleepy  and  caused  him  to  lose  his  balance. 


TOXICOLOGY 

Toxicology  studies  revealed  that  the  victim  did 
not  have  any  opiates  in  his  blood,  but  did  have  /: 
a  Blood  Alcohol  Concentration  of  .028.  Medical 
records  showed  that  he  had  gone  to  a  pain 
specialist  who  prescribed  Oxymorphone  and  Percocet 


VIRGINIA  Violent  Death  Reporting  System 

Part  of  CDC^s  National  Violent  Death  Reporting  System 

Operated  by  the  Virginia  Department  of  Health, 

Office  of  the  Chief  Medical  Examiner 

Collecting  data  since  2003 


THE  BIG  PICTURE 

Elder  suicide  is  a  complex  social  problem  that  is  often  over¬ 
shadowed  by  a  focus  on  suicide  among  youth,  college 
students  or  veterans*  Data  from  the  Virginia  Violent  Death 

Reporting  System  (WDRS)  show  that: 

•  elders  have  a  higher  suicide  risk  (rate  of  1 5.6)  than  non¬ 
elders  (rate  of  1 0.7); 

•  elder  men  are  6  times  more  likely  than  eider  women  to  die 
from  suicide,  and  as  elder  men  age,  their  suictde  rate 
increases  while  it  decreases  for  elder  women;  and 


•  elder  and  non-elder 
suicides  differ  notably  in 
the  circumstances  and 
life  events  that  lead 
to  suicide.  Including 
the  presence  of  mental 
and  physical  health 
problems. 


Suicide  rates 

increase  for  elder 
men  as  they  age,  but 
decrease  for  elder 


TRANSLATING  DATA  INTO  ACTION 


A  new  picture  of  elder  suicide 

Combining  data  sources  through  the  WDRS  enabled  the 
Virginia  Department  of  Health  to: 

•  develop  a  new  and  more  complete  picture  of  elder 
suicide  by  exploring  it  as  a  separate  and  unique 
phenomenon; 

•  identify  what  makes  elder  suicide  fundamentally 

different  from  non-elder  suicide  -  including  life  altering 
events  such  as  a  change  in  marital  status,  onset  of  illness,  toss 
of  capacity  for  independent  tiving,  and  mental  and  physical 
health  problems; 

•  make  recommendations  for  where  to  target  prevention 
efforts,  particularly  among  older  men;  and 

•  conclude,  in  its  report  Elder  Suicide  in  Virginia:  2003-2010, 

that  elder  suicide  is  an  issue  that  can  only  be  addressed 
by  treating  it  as  distinct  from  non-elder  suicide. 

Regional  summits  increase  resources 

•  Spurred  by  the  release  of  the  WDRS  data,  the  Virginia 
Department  of  Behavioral  Health  and  Developmental 
Services  -  a  key  partner  and  WDRS  Advisory  Committee 
member  -  funded  7  regional  suicide  summits  to  bring 
together  mental  health,  public  health  and  other  violence 
prevention  advocates  fora  day  of  suicide  prevention 
planning. 

•  In  each  region,  Department  of  Health  staff  used  WDRS 
data  to  give  a  tailored  data  presentation  on  suicide*  Summit 
participants  then  looked  at  state  and  local  resources 

and  developed  a  regional  suicide  prevention  plan  to 

address  at-risk  populations  and  the  specific  circumstances 
associated  with  suicide  in  their  communities. 

•  Based  on  WDRS  data  and  the  momentum  generated  by 
the  regional  summits,  the  Virginia  Department  of  Behavioral 


Health  and  Developmental 
Services  requested  and 

received  funding  for  a  state 
suicide  prevention 
coordinator  to 
address  suicide 
issues  across  the 
lifespan. 


prevention 

plans 

developed  via 
7  summits 


State  suicide 
prevention  coordinator 
hired  by  state  menta 
health  agency 


Educating 
through  data 

•  In  response  to  frequent 
media  and  community- 
level  requests  for  data.  WDRS 
staff  have  provided  data,  radio 
and  newspaper  interviews,  and 
education  around  the  fact  that 
suicide  is  more  common  than 
homicide  in  Virginia  -  a  fact  that  often 
surprises  those  requesting  the  data. 

•  Since  the  WDRS  began  publishing  its  data,  staff  has  seen  a 
jump  in  requests  -  from  about  3  to  30  per  year. 

•  With  the  WDRS,  the  Department  of  Health  can  respond  with 
more  robust,  useful  and  finely-tuned  information  --  including  the 
circumstances,  methods  of  fatal  injury,  and  risk  factors  related 
to  violent  deaths  that  enable  communities  to  hone  in  on 
specific  local  issues  and  inform  the  work  of  their  prevention 
specialists. 

•  Specialized  WDRS  reports  on  the  circumstances  of  a 
particular  type  of  violent  death  -  such  as  who  dies  at  work 
and  the  issue  of  suicide  among  military  members  -  have 
garnered  extensive  interest  from  the  media,  data  users  and 
stakeholders* 


WISCONSIN  Violent  Death  Reporting  System 

Part  of  CDC's  National  Violent  Death  RepoJting  System 

Operated  by  the  Wisconsin  Department  of  Health  Services, 
Injury  and  Violence  Prevention  Program 

Collecting  data  since  2004 


A  SUICIDE  IN  WISCONSIN 


To  ensure  confidentiality,  this  is  not  an  actual  suicide  but  the  profile  of  a  suicide  in  Wisconsin.  The  example  was 


created  to  illustrate  the  type  of  violent  death  data  collected  and  linked  in  the  Wisconsin  Violent  Death  Reporting 


System  (WVDRS). 


MEDICAL  EXAMINER/ 
CORONER 

The  16-year-old  white  male  victim  died 
from  a  self-inflicted  gunshot  wound  to 


MEDICAL  EXAMINER/ 
CORONER 

The  16-year-old  white  male  victim  died 
from  a  self-inflicted  gunshot  wound  to 


I.  M  c?  11^  UU  r  IIIC^  V-J  O  LCJ  M 

that  he  suffered  from  mild  depression  - 

but  only  occasionally  saw  a  therapist, 
since  she  was  30  miles  away.  They  stated  he  did  not 
have  a  lot  of  friends,  and  one  day  in  the  past  week  he 
came  home  from  schoo!  very  upset  after  being  teased 
by  a  few  classmates  for  being  overweight. 


TOXICOLOGY 

There  were  no  drugs  or  alcohol  found  in 
the  victim's  system. 


DEATH  CERTIFICATE 

The  victim  was  a  16-year-old  white 
male  who  lived  in  rural  northern 
Wisconsin.  He  was  a  high  school 
student.  He  died  at  his  residence  due 
to  a  gunshot  wound  to  the  head.  The 
manner  of  death  was  suicide. 


LAW  ENFORCEMENT 

The  victim  told  his  parents  he  was  going 

for  a  walk  in  the  evening.  About  1 5 

minutes  later,  they  heard  the  sound  of  i  ■  ■ 

a  gunshot  nearby.  They  went  outside 

and  found  their  son  m  a  wooded  area  m 

their  backyard  with  a  gunshot  wound  to 

the  head.  Law  enforcement  responded  upon  receiving  a 

call  from  the  parents.  The  victim  was  pronounced  dead 

at  the  scene.  The  father  stated  that  the  gun  that  was  used 

belonged  to  him;  he  kept  it  hidden  (not  locked)  in  the 

basement  There  was  no  suicide  note  found,  and  the 

parents  stated  he  had  not  had  any  past  suicidal  attempts 

or  ideations. 


WISCONSIN  Violent  Death  Reporting  System 

Part  of  CDCs  National  Viohnt  Death  Reportfiig  System 

Operated  by  the  Wisconsin  Department  of  Health  Services, 
Injury  and  Violence  Prevention  Program 

Collecting  data  since  2004 
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THE  BIG  PICTURE 

The  Wisconstn  Violent  Death  Reporting  System  (WVDRS)  has 
provided  a  better  understanding  of  who  is  dying,  how  they 
are  dying,  and  the  circumstances  that  may  be  associated  with 
those  violent  deaths. 

•  Among  the  249  youth  under  age  1 8  who  died  fronn 
suicide  during  2004-2013; 

•  1 86  (75%)  were  male 

•  1 03  [41 .4%)  of  the  deaths  were  committed  with  a 
firearm;  among  these  cases,  the  firearm  owner  was  the 

child's  parent  in  at  least  40  cases  (38.8%)  and  the  firearm 
was  stored  unlocked  in  at  least  22  cases  (21 .4%) 

•  Among  the  228  (91.6%)  youth  suicides  where  circumstances 
surrounding  the  death  were  known  by  either  the  coroner/ 
medical  examiner  or  law  enforcement: 

•  97  (42,5%)  had  a  current  mental  health  problem  and 

1 04  (45.6%)  currently  or  in  the  past  had  treatment  for 
mental  illness 


•  1 1 9  (52.2%)  experienced  a  crisis 

in  the  preceding  two  weeks 
(compared  to  37.2%  of  adult 
suicides) 

•  70  (30.7%)  were  experiencing 
problems  at  or  related  to  school 

The  highest  age-adjusted  death  rates 
for  youth  suicides  tend  to  be  in  more 
rurai  counties,  yet  Wisconsin's  western 
and  northern  rural  counties  have  the  lowest 
number  of  mental  health  providers  per  capita 


41% 

of  youth  suicide  deaths 
were  committed 
with  a  firearm 


•  Groups  at  higher  risk  for  suicide  in  Wisconsin  include  youth 
in  more  rural  counties,  American  Indians/Alaska  Natives, 
LGBT  persons,  and  veterans. 

•  Whites  have  the  highest  suicide  rate  overall,  but  non- 
white  students  were  more  likely  to  report  attempting, 
planning  or  considering  suicide  in  the  past  12  months. 


TRANSLATING  DATA  INTO  ACTION 


Informing  prevention 

•  WVDRS  data  were  used  to  develop  and  inform  content  of 

the  2015  Wisconsin  Suicide  Prevention  Strategy,  and 
local-level  WVDRS  data  can  help  local  coalitions  Identify 
how  best  to  target  their  suicide  prevention  efforts. 

•  Wisconsin's  WVDRS  and  Maternal  Child  Health  (MCH) 
program  partnered  with  Mental  Health  America 

of  Wisconsin  to  support  and  advise  local  health 
departments  in  Wisconsin  on  best  practices  for  adolescent 
suicide  prevention,  including  coalitfon  development, 

QPR  gatekeeper  training,  Zero  Suicide,  and  means 
reduction. 

Improving  access  to  and  quality  of  mental 
health  services 

WVDRS  data  helped  inform  the  Wisconsin  School  Mental 
Health  Project,  a  five-year  project  launched  in  2015  in  over 
25  school  districts  that  includes  youth  suicide  prevention.  The 
project  reflects  efforts  of  Wisconsin's  mental  health,  public 
health,  and  education  agencies  and  advocates  to  reduce  per¬ 
ceived  stigma  attached  to  mental  illness  and  accessing  mental 
health  services;  train  school-community  teams;  and  increase 
the  number  of  adults  who  recognize  the  signs  of  youth 
who  are  having  trouble  and  know  how  to  approach  students 
and  their  families  to  access  appropriate  services. 

Addressing  the  how  in  suicide 

How  persons  attempt  suicide  plays  a  key  role  in  whether 
they  live  or  die,  "Means  reduction"  -  reducing  a  suicidal 


level  data 
helps  coalitions 
target  suicide 
prevention 
efforts 


person's  access  to  highly  lethal  means  such  as  firearms 
-  is  recognized  as  an  evidence-based 
practice  that  is  an  important  part  of  a 
comprehensive  approach  to  suicide 
prevention. 


The  20  T  5  Wisconsin  Soicide 
Prevention  Strategy 

Includes  an  objective 
to  create  suicide- 
safe  environments 
for  people  at  risk 
of  suicide  through 
strategies  such  as 
means  reduction. 


WVDRS 

data  informed  the 
Wisconsin  School 
Mental  Health  Project 


The  best-practice 
program  CALM: 

Counseling  on  Access  to  Lethal 
Means  trains  providers  to 
implement  counseling  strategies  to 
help  clients  at  risk  for  suicide  and 
their  families  reduce  access  to  lethal 
means,  particularly  (but  not  exclusively) 
firearms. 


•  County-level  suicide  prevention  efforts  have  included 
offering  cable  gun  locks  and  providing  firearm  safety  and 
means  restriction/red  action  education.  Acknowledging 
that  most  teens  know  where  their  parents  keep  their  guns, 
messages  include  storing  guns  that  are  locked,  unloaded 
and  with  ammunition  locked  and  stored  separately. 
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EXAMPLES  OE  SUICIDE  DATA 
AVAILABLE  EROM  CDC'S  WEB  SITE 

https://www.cdc.gov/injury/wisqars/fataLhtml 


EXAMPLE  ONE:  MAP  OF  SUICIDE  RATES 


2008-2014,  United  States 

Death  Rates  per  100,000  Population 

Suffocation,  Suicide,  All  Races,  All  Ethnicities,  Both  Sexes,  All  Ages 
Annualized  Crude  Rate  for  United  States  3  14 


Reports  for  All  Ages  include  those  of  unknown  age. 

Rates  based  on  20  or  fewer  deaths  may  be  unstable.  States  wifi  these  rates  are  cross-hatched  in  the  map  (see  legend  above).  Such  rates  have  an  asterisk. 


Produced  by:  the  StatiaticSr  Program miug  k.  Economics  Eranch,  National  Center  for  Injuiy  Prevention  ic  Control,  CDC 
Data  Sources:  NCES  National  Vital  Statistics  STstem  for  numbers  of  deaths;  US  Census  Bureau  for  population  estimates. 


EXAMPLE  TWO:  MAP  OF  SUICIDE  RATES, 
AI/AN  MALES 


2008-2014,  United  States 
Death  Rates  per  100,000  Population 

All  Injury,  Suicide,  American  Indian,  All  Ethnicities,  Males,  All  Ages 
Annualized  Crude  Rate  for  United  States:  16  33 


Reports  for  All  Ages  include  those  of  unknown  age. 

*  Rates  based  en  20  w  fewer  deaths  may  be  unstable.  States;  with  these  rates  are  cross-hatched  In  the  rnap  (see  legend  above),  StJch  rates  have  an  asterisl . 


Produced  hji  the  Siut^tica,  Prograiamkig  k  EconoBuica  Brauclir  Watioual  Center  for  lajuiy  Prevention  k  Control,  CCC 
Date  Sources:  NCHS  National  Vital  Statistics  Syslem  for  numbers  of  deaths;  US  Census  Bureau  for  population  estimates 
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EXAMPLE  THREE:  CIRCUMSTANCES  OF  SUICIDE 
DEATHS,  HISPANIC,  FEMALES,  STATE  OF 
COLORADO 

2014,  NVWS  StVtes:  CO 
VeVth  Counts  by  CircumstVnces  of  VeVth 

Suicide  CircumstVnces,  AVV  MechVnisms 
AVV  Wees,  HispVnic,  FemVVes,  AW  Ages 

HouseA^pVrtment/yVrd/drivewVy,  VesidentiW  institution/sheVter/prison, 
HighwVy/street/roVd/VutomobiVe,  VecreVtionW/cuVturW  VreV/pubVic  buiVding, 
CommerciW/fVrm/industriW/construction  VreV,  NVturW  VreV/countryside/forest,  Other 

ineVuding  schooV/sports  VreVs 


Circumstance 

Death  Counts 

Percentage 

Total  number  of  victims 

24 

100.00 

All  victims  with  unknown  circumstances 

— * 

All  victims  with  known  circumstances 

21 

87.50 

Current  Depressed  Mood 

11 

52.38 

Current  Mental  Health  Problem 

11 

52.38 

Current  treatment  for  mental  illness 

9 

42.86 

Ever  Treated  for  Mental  Problem 

12 

57.14 

Person  left  a  suicide  note 

7 

33.33 

Disclosed  intent  to  commit  suicide 

5 

23.81 

History  of  Suicide  Attempts 

10 

47.62 

Crisis  in  past  2  weeks 

7 

33.33 

Intimate  partner  problem 

13 

61.90 

Eviction  or  loss  of  home  ** 

0 

0.00 

Other  relationship  problem 

1 

4.76 

Physical  health  probfem 

7 

33.33 

Alcohol  Dependence 

8 

38.10 

Other  Substance  Probfem 

3 

14.29 

Recent  criminal  legal  problem 

3 

14.29 

Other  legal  problems 

0 

0.00 

Job  problem 

0 

0.00 

Financial  problem 

1 

4.76 

School  problem 

2 

9.52 

Suicide  of  friend  or  family  in  past  five  years 

2 

9.52 

Other  death  of  friend  or  family 

3 

14.29 

Other  suicide  circumstance 

0 

0.00 

Other  undetermined  circumstance 

0 

0.00 

https  :/Avisqars  xdc  .gov :  8443/nvdrs/nvdrsController.j  sp 
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Reports  for  All  Ages  include  those  of  unknown  age,  Manner  of  death  reported  here  is  assigned  by  the  state  abstractor  based  on 
all  available  standard  NVDRS  data  sources^ 

Note1:  Victims  can  have  one  or  more  circumstances;  therefore,  subcategories  may  not  sum  to  all  known  circumstances. 

Note2!  Percentages  for  specific  known  circumstance  categories  were  computed  using  the  count  of  'All  victims  with  known 
circumstances'  as  the  denominator. 

Data  Sources:  National  Violent  Death  Reporting  System  (NVDRS)  for  Number  of  Deaths,  Bureau  of  Census  for  Population 
Estimates, 

Produced  by:  Office  of  Statistics  and  Programming,  National  Center  for  Injury  Prevention  and  Control,  CDC 
The  number  of  deaths  fewer  than  10;  the  number  has  been  suppressed  to  retain  confidentiality. 

**  The  circumstance  'eviction  or  loss  of  home'  was  added  to  NVDRS  in  2010,  Counts  for  this  variable  prior  to  2010  are  considered 
unreliable. 


https  ://wisqars  xdc  .gov : 8443/nvdrs/nvdrsController.j  sp 
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EXAMPLE  FOUR:  COST  OF  SUICIDE,  MALES,  WESTERN 
REGION 

Fatal  Injuries,  Male,  All  Ages  ,  West,  2010 

Inteni:  Suicide 
Mechanism:  All 

Number  of  Deaths  and  Estimated  Average  and  Total  Lifetime  Costs 
Cl93allb«t  by  Mechafiism  and  bilafll 
Cosls  ExprBESBd  In  2010  Regional  Prices 


Injury  Classification  Scheme:  Mechanism  by  tntent  of  Injury. 

Reports  ler  AH  Ages  tni^ude  ihasa  oT  unknown  sge. 

Total  CD3l  Bstlmotea  are  oddlllve  within  the  region. 

'  Cotl  esRmeles  based  on  20  or  tewwr  deaths  ore  cortsldtred  unstable.  Eslimales  based  04i  more  lhan  20  daeths  may  aito  be  unstable  4ue  lo  high  relalive 
variability  af  case^level  coslE.  IntBrprBl  unstabls  estimBlies  with  cautlen. 

Mole;  For  Injury-related  dealhs,  Hfetljne  nucUcal  costs  refer  to  the  medkst  cosis  a^odsTed  with  ihe  faiai  irtjury  event. 

Produced  by;  Natlonel  Canter  lor  KijUry  Prevention  and  Control,  CtX: 

□sla  Seuree;  fJCHS  Vllal  SlaUsUcs  System  fer  numbers  el  deaths.  MEtSS  All  ln|ury  PriT^ram  operaled  by  Uib  ll-S'.  Consumer  Product  Safety 
Commission  (CPSC)  for  numbars  of  ncmlBlad  Injuries.  Pscliic  tnalhute  far  Research  and  Evalualicin  (PIHE),  Catvertan.  MD  for  unit  coal  eallmates. 
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WISQARS  YPLL  Report 


EXAMPLE  FIVE:  YEARS  OF  POTENTIAL  LIFE  LOST 


Cause 
of  Death 


YPLL 


All  Causes 

Unintentional 

Injury 

Malignant 

Neoplasms 

Heart  Disease 

Suicide 

Perinatal  Period 

Homicide 

Congenital 

Anomalies 

Liver  Disease 

Diabetes 

Mellitus 

Cerebrovascular 
All  Others 


11,928,107 

2,739,490 

1,715,904 

1,349,164 

895,466 

745,134 

607,886 

421,944 

301,329 

252,804 

228,104 

2,670,882 


Years  of  Potential  Life  Lost  (YPLL)  Before  Age  65 

2016  United  States 
Alf  Races,  Both  Sexes 

Percent  All  Deaths 


■  2.5% 


■  2.1% 


■  1.9% 


22.4% 


Download  Results  in  a  Spreadsheet  (CSV)  Fite  Terms  for  Causes  of  Death 

Hefp  with  Download 

Produced  By:  National  Center  for  Injury  Prevention  and  Control,  CDC 

Data  Source:  National  Center  for  Health  Statistics  (NCHS)  Vital  Statistics  System. 


h  tt  p  s  ://weba  ppa ,  cxic  ,g  o  v/ eg  i-bi  n/broke  r  exe 
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From: 

Sent: 

To: 

Cc; 


Coleman,  Akeiisa 

20Jun  2018  21:02:50+0000 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);CrosbY,  Alexander  (CDC/ONDIEH/NCIPC) 
Black,  Erin  (CDC/ONDIEH/NCIPC);Dennehv,  Heather 


(CDC/ONDIEH/NCIPC);Wilkniss,  Sandra 


Subject: 


RE:  June  22  webinar  -  CDC  introduction  slides 


Thanks  Deb! 

Akeiisa  Coieman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acoleman@,nga.org 
From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  20,  2018  4:58  PM 

To:  Coleman,  Akeiisa  ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  ;  Wilkniss, 
Sandra 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Here  are  my  slides  as  well!  Thanks! 

Deb 

From:  Coleman,  Akeiisa  <ACQleman@NGA.ORG> 

Sent;  Wednesday,  June  20,  2018  4:42  PM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@.edc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEEI/NCIPC)  <eDm7 @,cdc . gov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc,gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
Wilkniss,  Sandra  <SWiIkniss@NGA.ORG> 

Subject:  RE;  June  22  webinar  -  CDC  introduction  slides 
Thanks  Alex! 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acoleman@nga.org 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aec  i  @cdc.gov> 

Sent:  Wednesday,  June  20,  2018  4:39  PM 
To:  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <enm7@cdc.aov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@,cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <za(P@cdc.gov>: 
Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Greetings: 

1  have  attached  the  slides. 

Alex  C 

From:  Wilkniss,  Sandra  <SW ilkniss@.NG A.ORG> 

Sent:  Friday,  June  15,  2018  1 1 :25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@,cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7@cdc . gov>:  Coleman,  Akeiisa 
<AColeman(a:NGA.ORG>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc . gov> ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 


Wonderful! 


On  Jun  15,  2018,  at  9:27  AM,  Crosby,  Alexander  (CDC/ONDIEH/MCIPC)  <aecl@cdc.tzov> 
wrote: 


Greetings: 

It  looks  like  I  am  available  on  the  22nd  for  the  webinar  &  on  Weds,  20th  for  the  pre¬ 
brief. 

Alex  C 


From:  Wilkniss,  Sandra  <SWilkniss@,NGA.ORG> 

Date:  June  15,  201 8  at  6:45:31  AM  EDT 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG>,  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl  @cdc.gov>.  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>.  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>.  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4. 1  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Sent:  Thursday,  June  14,  20]  8  1 1 :34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Cmm, 
Malia  (CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone, 
Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a  quick  peek  at 
calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4, 

From:  Wilkniss,  Sandra  <5Wilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(acdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman(3NGA.ORG>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl^cdc.Eov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <ky26^cdcj;py>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <^af9@cdc.gov> 

Subject:  Re:  June  22  webinar 
Hello  Erin  and  Dr  Stone. 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  you! 


Sandra 


On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>  wrote: 

Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  I  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author.  Deb  Stone 
(copied),  will  be  on  the  call  to  present  on  the  Vital  Signs,  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availability. 

From;  Wilkniss,  Sandra  <SWilknissfSNGA.ORG> 

Sent:  Thursday,  June  14,  2018  1:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7Pcdc.gov> 

Cc:  Coleman,  Akelisa  <AColem3n{®  NGA.ORG> 

Subject:  June  22  webinar 

Hi  again,  Erin,  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  it  out  for  you  for  discussion  you  are  having  at  CDC: 

Call  is  June  22  from  2  -  3pm  eastern  with  governors  health  policy  adivisors 
(all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5'7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 
5-7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 
down  in  the  next  couple  days) 

15  min  Q  St  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(g>cdCROV> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
HI  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind.  Sound  ok? 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.gov] 

Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <SWilknis5@NGA.ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  I  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend.  Alex  is  out  until  Monday. 


From:  Wilkniss^  Sandra  <SWilknis5@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7f@cdc.EOV> 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin  - 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors.  Thanks! 

On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7{5)cdc.Eov>  wrote: 

Sandra  - 1  am  available  that  day/time  -  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 

From:  Wilkniss,  Sandra  <SWilkniss@N6A.0RG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.EOV>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS(gcdc.Eov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz:6@cdc.fiov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malia  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 
and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 

It  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  Thanks! 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailtQ:epm7(gcdc.EQv] 

Sent:  Thursday,  June  7,  2018  1:34  PM 

To:  Wilkniss,  Sandra  <SWilknis5@NGA.QRG>:  Coleman,  Akeiisa 
<ACQleman(5)NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.EQV>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.EQV>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 

Subject:  RE:  EMBARGOED  Ur^il  1pm  June  7:  Vital  Signs, 


.11 


Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

I  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 
From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>: 

Coleman,  Akeiisa  <AColeman@NGA.QRG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Rov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8(5)cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6(@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Hello  Erin  and  Team.  Congratulations!  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July.  Would  it  be  possible  for  you  to  let  us  know 
of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7^cdc.fiovl 

Sent:  Thursday,  June  7,  2018  9:56  AM 

To:  Wilkniss,  Sandra  <SWi[kniss@NGA,ORG>:  Coleman,  Akeiisa 
<AColeman(^NGA.QRG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kv26fg)cdc.fiOv> 
Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstonces  to  Suicide  and  increasing  Trends  in  State  Suicide 
Rotes^  will  be  released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC's  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities.  We  hope  that  this 
resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 

I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 


planned  Webinar  with  State  health  policy  advisors  (has  a  date 
been  set  yet?), 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  nnonth.  This 
month's  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contributing  factors  to  suicide  in 
27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 
public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vitai  Signs 
materials,  including  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  article,  "Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates,"  and  a  four-page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a 
media  telebriefing  at  noon;  all  attached  materials  are 
EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  201 6,  nearly  45,000  suicides  occurred  in  the  US 
among  people  1 0  years  and  older 

•  From  1 999-2016,  suicide  rates  increased  in  nearly 
eveiy  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

•  Data  from  27  states  participating  in  the  National 
Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond 
mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EOT),  please 
share  the  CDC  Vital  Signs  Information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials. 
Take  advantage  of  CDCs  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC's  Public 
Health  Media  Library  at  www.cdc.gov/svndication  and 
search  on  the  term  Vital  Signs.  We  also  invite  you  to  join 


US  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12 
at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting  healthier  communities. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader 
of  this  transmission  is  not  an  intended  recipient,  or  a 
person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review, 
dissemination,  distribution,  or  copying  of  this 
communication  is  strictly  prohibited.  If  you  have  received 
this  communication  in  error,  please  immediately  notify  the 
sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader 
of  this  transmission  is  not  an  intended  recipient,  or  a 
person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review, 
dissemination,  distribution,  or  copying  of  this 
communication  is  strictly  prohibited.  If  you  have  received 
this  communication  in  error,  please  immediately  notify  the 
sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s} 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  ora  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  ora  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 


you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient{s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it 
to  the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipients)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 


review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  20  Jun  2018  20:57:30  +0000 

To:  Coleman,  Akeiisa;Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc;  Black,  Erin  (CDC/ONDIEH/NCIPC);Dennehv,  Heather 

(CDC/ONDIEH/NCIPC);Wilkniss,  Sandra 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 

Attachments:  Vital  Signs  NGA  Meeting  6.22.18_clean.pptx 

Here  are  my  slides  as  well  I  Thanks! 

Deb 

From:  Coleman,  Akeiisa 

Sent:  \A/ednesdav,  June  20,  2018  4:42  PM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Wilkniss,  Sandra 
Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Thanks  Alex! 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acoleman@nEa.orE 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Eov> 

Sent:  Wednesday,  June  20,  2018  4:39  PM 
To:  Coleman,  Akeiisa  <AColeman@NGA,ORG> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7@cdc.Eov>;  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc.Eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov>;  Wilkniss,  Sandra 
<5Wilkniss@NGA.ORG> 

Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 
Greetings: 

I  have  attached  the  slides. 

Alex  C 

From;  Wilkniss,  Sandra  <SWilknissg>NGA.ORG> 

Sent;  Friday,  June  15,  2018  11:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.EOv> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc,gov>;  Coleman,  Akeiisa  <AColeman@NGA.QRG>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS@cdc.Eov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.Eov> 
Subject;  Re:  June  22  webinar 
Wonderful! 

On  Jun  15,  2018,  at  9:27  AM,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aec I (a),cdc.Eov> 
wrote: 


Greetings: 

It  looks  like  I  am  available  on  the  22nd  for  the  webinar  &  on  Weds,  20th  for  the 
pre-brief. 

Alex  C 


From:  Wilkniss,  Sandra  <SWilkni5s@ NGA.ORG> 

Date:  June  15,  2018  at  6:45:31  AM  EOT 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7f5)cdc.BOV> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG>.  Crosby,  Alexander 
(CDC/ONDIEH/ISICIPC)  <aecl@cdc.gov>.  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8(5)cdc.gov>.  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc.gov>.  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.Rov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4.  I  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Sent:  Thursday,  June  14,  2018  11:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a  quick  peek  at 
calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4. 

From:  Wilkniss,  Sandra  <SWilkni5s@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman^NGA.ORG>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl(acdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9i5)cdc.gov> 

Subject:  Re:  June  22  webinar 
Hello  Erin  and  Dr  Stone. 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  you! 

Sandra 

On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>  wrote: 

Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  I  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author,  Deb  Stone 
(copied),  will  be  on  the  call  to  present  on  the  Vital  Signs.  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availability. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  1:25  PM 


To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(Qcdc.EOV> 

Cc:  Coleman,  Akeiisa  <ACQleman@NGA.ORG> 

Subject:  June  22  webinar 

Hi  again,  Erin.  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  rt  out  for  you  for  discussion  you  are  having  at  CDC: 

Call  is  June  22  from  2  -  3pm  eastern  with  governors  health  policy  adivisors 
{all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5-7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 
5-7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 
down  in  the  next  couple  days) 

15  min  Q  &  A 

We  will  be  able  to  show  slides; 

I  hope  this  helps! 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent;  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7fgcdc£OV> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  increasing  Trends  in  State  Suicide  Rates 
HI  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind*  Sound  ok? 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.EOv] 

Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  I  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend.  Alex  is  out  until  Monday. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc*EOV> 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin  - 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors*  Thanks! 


On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<eprn7Pcdc.gQV>  wrote: 


Sandra  -  I  am  available  that  day/time  -  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 

From:  Wilkniss,  Sandra  <SWilkniss{^NGA.QRG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malia  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  fortune  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 
and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 
It  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  Thanks! 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailtQ:epm7@cdc.gov1 

Sent:  Thursday,  June  7,  2018  1:34  PM 

To:  Wilkniss,  Sandra  <$Wi[knissg)NGA.ORG>;  Coleman,  Akeiisa 
<AColeman@NGA.QRG> 

Cc:  Crosby,  Alexander  (CDC/ONDlEH/NClPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gQV>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6(g)cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

I  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 
From:  Wilkniss,  Sandra  <SWilknis5@NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>; 

Coleman,  Akeiisa  <AColeman@NGA.QRG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 


Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Hello  Erin  and  Team.  Congratulations!  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July.  Would  it  be  possible  for  you  to  let  us  know 
of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailtoiepmypcdc.govl 

Sent:  Thursday,  June  7,  2018  9:56  AM 

To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>:  Coleman,  Akeiisa 
<ACo[eman@NGA.QRG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.RQv>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc,gov> 
Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rotes,  will  be  released  later  today.  The  report  includes  state^ 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC"s  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities.  We  hope  that  this 
resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 

I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 
planned  Webinar  with  State  health  policy  advisors  (has  a  date 
been  set  yet?). 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  month.  This 
month’s  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contributing  factors  to  suicide  in 
27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 


public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs 
materials,  including  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  article,  “Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates,”  and  a  four- page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a 
media  telebriefing  at  noon;  all  attached  materials  are 
EMBARGOED  until  I  pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US 
among  people  1 0  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly 
every  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

•  Data  from  27  states  participating  in  the  National 
Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond 
mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please 
share  the  CDC  Vital  Signs  information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials. 

Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public 
Health  Media  Library  at  www.cdc.gov/svndication  and 
search  on  the  term  Vital  Signs.  We  also  invite  you  to  join 
us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12 
at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting  healthier  communities. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 


are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  infonnation  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipients)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  infonnation  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient) s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 


transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient{s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it 
to  the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient! s)  ^nd  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 
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Objectives 


Examine  trends  in  state-level  suicide 
rates  Assess  contributing  factors  to 
suicide  Share  prevention  strategies 
based  on  the  best  available 
evidence 


Vital  Signs  Methods  Overview 


National  Vital  Statistics  System  National  Violent  Death  Reporting  System 
Modeled  average  annual  201 5, 27  StatesExamined 

percentage  changeSO  states,  DemographicDescriptive  characteristics 
Washington,  D.C.1 999-201 6  (3yr  andContributing  circumstances  to 

aggregates)RankingsCurrent  state  suicideAmong  people:with  and  without 
rankAbsolute  rate  change  Percent  known  mental  health  conditions 

change 


yi  ~  1^  Nearly  45,000  lives  lost 
1%  to  suicide  in  2016. 


Suicide  rates  went  up 

30%  nnore  than  30%  in  half  of 

states  since  1999. 


54% 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


mcstitCIDE  RATES  INCREASED  INALMOS 

EVERY  STATE. 


Suicide  rates  rose  across  the 
USfrom  1999  to  2016. 


Increase  38  -  58% 
Increase  31-37% 
Increase  19  -  30% 
Increase  6  - 18% 
Decrease  1% 


SOURCE;  CDC's  National  Vital  Statistics  System; 
CDC  Vital  Signs,  June  2018, 


HI 


Many  factors  contribute  to  suicide  among 
thosewith  and  without  known  mental  health 
conditions. 


RelationshipPro 

blem{42%) 


Problematic 
substance  use 


(28%) 


Crisis  in  trie  pastor 
upcoming 
twoweeks  (29%) 


Job/Financial 
problem  (16%) 


Physical  health 
problem  (22%) 


Criminal  legal 
problem  (9%) 


Note:  Persons  who  died  by  suicide  may 
haveexperienced  muhiple  factors^  Data  on 
mentalhealth  conditions  and  contributing  factors  are 
fromcoroner/medical  examiner  and  iaw 
enforcementreports.  it  is  possrbie  that  mental  health 
conditionsor  other  contributing  factors  could  have 
beenpresent  and  not  diagnosed,  known,  or 
re  ported  .SOURCE:  CPC's  National  Violent  Death 
Reporting  System,  data  from  27  states  participating  in 
2015 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and 

Practiceshttps/::go. usa.gov/xQBGc 


Provide  financial  support  to  individuals  rn  need* 


States  can  help  ease  unemployment  and  housing 
stress  by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Healthcare  systems  can  offer  treatment  options 
byphone  or  online  where  services  are  not  widely 
available. 


Create  protective  environments. 


Employers  can  apply  policies  that  create  a 
healthyenvironment  and  reduce  stigma  about 
seeking  help. 


Connect  people  with  their  communities. 


Teach  coping  and  problem-solving  skills.  ■ 


Schoolscan  teach  students  skills  to  manage 
challenges  like  relationship  and  school  problems. 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk, 


•  • 
vIJ; 

Everyone  can  learn  the  warning  signs  for  suicide, 
how  to  respond,  and  where  to  get  help. 


Identify  and  support  people  at  risk. 


Communities  can  offer  programs  and  events 
toincrease  a  sense  of  belonging  among 
residents. 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  ISTracking  the 
problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violenceprevention/nvdrs). Developin 
g,  implementing,  and  evaluating  suicide  prevention 
strategies. Supporting  local,  state,  tribal,  national, 
and  other  partners  to  prevent  suicide  (for  example, 
see  https://go.u5a.gov/xQBGc). 


Preventing  Suicide: 

A  Technical  Package  of  Policy, 
Programs,  and  Practices 


STATES  AND  COMMUNITIES  CANIdentify  and 
support  people  at  risk  of  suicide.Teach  coping  and 
problem-solving  skills  to  help  people  manage 
challenges  with  relationships,  jobs,  health,  or  other 
concerns.Promote  safe  and  supportive 
environments.  This  includes  safely  storing 
medications  and  firearms  to  reduce  access  among 
people  at  risk.Offer  activities  that  bring  people 
together  so  they  feel  connected  and  not 
alone.Connect  people  at  risk  to  effective  and 
coordinated  mental  and  physical  healthcare.Expand 
options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet.Prevent  future  risk  of 
suicide  among  those  who  have  lost  a  friend  or  loved 
one  to  suicide. 


WHAT  CAN  BE  DONE 


HEALTH  CARE  SYSTEMS  CANProvide  high-quaJity, 
ongoing  care  focused  on  patient  safety  and 
suicide  prevention.Make  sure  affordable  and 
effective  mental  and  physical  healthcare  is 
available  where  people  live.Train  providers  in 
adopting  proven  treatments  for  patients  at  risk  of 
suicide. 


EMPLOYERS  CANPromote  employee  health  and 
well-being,  support  employees  at  risk,  and  have 
plans  in  place  to  respond  to  people  showing 
warning  signs.Encourage  employees  to  seek  help. 
Provide  referrals  to  mental  health,  substance  use, 
legal,  or  financial  counseling  services  as  needed. 


EVERYONE  CANAsk  someone  you  are  worried 
about  if  they're  thinking  about  suicide.Keep  them 
safe.  Reduce  access  to  lethal  means  for  those  at 
risk.Be  there  with  them.  Listen  to  what  they 
need.Help  them  connect  with  ongoing  support. 
You  can  start  with  the  Lifeline  (1-800-273- 
8255). Follow  up  to  see  how  they're  doing.Find  out 
why  this  can  save  a  life  by  visiting; 
w  ww.  BeThe  1 T  o.com . 


The  media  can  avoid  increasing  suicide 
risk(e.g.,  by  not  using  dramatic  headlines 
orproviding  explicit  details)  and 
encouragepeople  to  seek  help.View 
recommendations  available 
at:www.ReportingOnSuicide.org 


Know  the  SuicideWARNtNG 
SIGNS 


Preventing  suicide 
invoives  everyone  in 
the  community. 


Feeling  like  a 
burdenlsolation 


Increased 

anxietyFeeling  trapped 
or  in  unbearable  pain 


Increased  substance 
useLooking  for  a  way  to 
access  lethal  means 


f 


Increased  anger  or 
rageExtreme  mood 
swings 


Talking  or  posting 
about  wanting  to 
dieMaking  plans  for 
suicide 


M BeThe  lYo 

b«  III*  orM  help  Ih^fTi  by  Ithaiig  lN«i«  S 

ASK.  KEEP  THEM 
SAFE.  BE  THERE. 

HELP  THEM  CONNECT. 
FOLLOW  UP. 


www.0«ThetTo.com 
1<800<273>TALK  (S2Si) 


NATIOMAt 


PREVEN 


ION 


LIFELINE 


1*eOO<273-TALK(82SS) 

ISSSSaSKEi 


Thank  You! 


www.cdc.gov/vita  Isigns.suicidewww.cdc.g 

ov/mmwr 

dstone3@cdc.gov 

The  findings  and  conclusions  in  this  presentation  are  those  of  the  author  and  do  not  necessarily  represent  the  official 
position  of  the  Centers  for  Disease  Control  and  Prevention 


For  more  information,  please  contact! - 
SOO<DC-INFO  (232-4636)TTY;  1-^888*232- 
6348  I  www.cdc-govCenters  for  Disease 
Control  and  Prevention!  600  Clifton  Road 
NE,  Atlanta  GA  30333 


From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  20  Jun  2018  16:39:11  -0400 

To:  Coleman,  Akeiisa 

Cc;  Black,  Erin  (CDC/OIMDIEH/NCIPC);Dennehv,  Heather 

(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);Wilkniss,  Sandra 
Subject:  RE:  June  22  webinar  -  CDC  introduction  slides 

Attachments:  NGA  intro  slides_20Junel8.pptx 

Greetings: 

I  have  attached  the  slides. 

Alex  C 

From;  Wilkniss,  Sandra 

Sent:  Friday,  June  15,  2018  11:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Coleman,  Akeiisa  ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  June  22  webinar 
Wonderful! 

On  Jun  15,  2018,  at  9:27  AM,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 
wrote: 


Greetings: 

It  looks  like  I  am  available  on  the  22nd  for  the  webinar  &  on  Weds,  20th  for  the 
pre-brief. 

Alex  C 


From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Date:  June  15,  2018  at  6:45:31  AM  EOT 

To;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7t5)cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG>.  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>,  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8facdc.gov>.  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc.gov>.  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4. 1  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7Ocdc.B0v> 

Sent:  Thursday,  June  14,  2018  11:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 


(CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week*  From  a  quick  peek  at 
calendars  it  looks  like  Alex^  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4. 

From:  Wilkniss,  Sandra  <5Wilkni5s#NGA*ORG> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akeiisa  <ACQleman^NGA*ORG>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc*gQV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gQV>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQV> 

Subject:  Re:  June  22  webinar 
Hello  Erin  and  Dr  Stone, 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  you! 

Sandra 

On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Rov>  wrote: 

Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  I  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author,  Deb  Stone 
(copied),  will  be  on  the  call  to  present  on  the  Vital  Signs.  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availability. 

From:  Wilkniss,  Sandra  <$W[|kni5S@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  1:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7g>cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColem3n(g>NGA.ORG> 

Subject:  June  22  webinar 

Hi  again,  Erin.  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  it  out  for  you  for  discussion  you  are  having  at  CDC: 

Call  is  June  22  from  2  -  3pm  eastern  with  governors  health  policy  adivisors 
(all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5-7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 
5-7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 
down  in  the  next  couple  days) 

15  min  Q  &  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From;  Wilkniss,  Sandra  <SWilknissf53NGA.ORG> 

Sent:  Thursday,  June  14,  2018  10:50  AM 


To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(Scdc.eov> 

Subject:  RE:  EMBARGOED  Until  Ipm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
HI  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^*^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind.  Sound  ok? 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc-gov] 

Sent;  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <$Wilkniss@NGA.ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  I  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend.  Alex  is  out  until  Monday. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent;  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin- 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors.  Thanks! 

On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(5)cdc.gov>  wrote: 

Sandra  - 1  am  available  that  day/time  -  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(acdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malia  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 


and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 
It  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  ThanksI 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7fBcdc.gov1 

Sent:  Thursday,  June  7,  2018  1:34  PM 

To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>;  Coleman,  Akeiisa 
<AColemangiNGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclgicdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8gicdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6(S)cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

I  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 
From:  \A/ilkniss,  Sandra  <SWilknissg)NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7facdc.gov>: 

Coleman,  Akeiisa  <AColemang)NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclg)cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8g)cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Hello  Erin  and  Team.  Congratulations!  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July.  Would  it  be  possible  for  you  to  let  us  know 
of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7@cdc.gov] 

Sent:  Thursday,  June  7,  2018  9:56  AM 

To:  Wilkniss,  Sandra  <SWi!kniss@NGA.QRG>;  Coleman,  Akeiisa 
<AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 


Sandra  and  Akeiisa^ 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  increasing  Trends  in  State  Suicide 
Rates,  will  be  released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC's  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities.  We  hope  that  this 
resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 

I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 
planned  Webinar  with  State  health  policy  advisors  (has  a  date 
been  set  yet?). 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  month.  This 
month’s  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contributing  factors  to  suicide  in 
27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 
public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs 
materials,  including  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  article,  “Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a 
media  telebriefing  at  noon;  all  attached  materials  are 
EMBARGOED  until  Ipin  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US 
among  people  1 0  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly 
every  state,  with  25  states  experiencing  increases  of 
more  than  30Vo  each 

•  Data  from  27  states  participating  in  tlie  National 
Violent  Death  Reporting  System  in  2015  indicate 


that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 
•  A  range  of  factors  contributes  to  suicide  beyond 
mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please 
share  the  CDC  Vital  Signs  information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  matertals. 

Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public 
Health  Media  Library  at  www.cdc.fiov/svndication  and 
search  on  the  term  Vital  Signs.  We  also  invite  you  to  join 
us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12 
at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting  healthier  communities. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  infonnation  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 


recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  eopying  of  this  eommunication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  eleetronie  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  infonnation  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it 
to  the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 
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Thank  You  Being  a  Suicide 
Prevention  Champion! 


From: 

Sent: 

To: 

Cc; 

(CDC/ONDIEH/NCIPC) 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

21Jun201S  14:58:09  +0000 

Crosby,  Alexander  {CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malta 


RE:  June  22  webinar 


Looks  good  to  me  too! 

Thanks, 

Deb 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  21,  2018  10:52  AM 
To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 
Greetings: 

Looks  good.  Just  a  couple  of  suggestions.  Please  see  below, 

Alex  C 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  21,  2018  10:47  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv80cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl(Sicdc.eov> 

Cc:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kv?6@cdc-gov> 

Subject;  RE:  June  22  webinar 

Here  are  the  TPs  Heather  and  I  were  thinking  for  my  portion,  let  me  know  what  you  think  before  I  send 
to  N6A. 

•  In  March,  in  Denver,  Colorado,  DVP  collaborated  with  the  National  Governor's  Association 

and  SAMHSA  to  convene  state  leaders  from  13  states  with  a  high  burden  of  suicide  to 
hear  suicide  prevention  best  practices  from  the  Bureau  of  Indian  Affairs,  Indian  Health 
Service,  the  VA,  SAMHSA,  and  CO  state  who  is  implementing  a  comprehensive  suicide 
prevention  pilot. 

•  CDC  specifically  sought  out  this  partnership  with  NGA  as  a  way  to  leverage  their 

relationship  with  you,  the  state  health  policy  advisors  and  the  importance  of  your  role  in 
informing  state  policy.  We  want  to  be  a  resource  for  you  as  you  work  to  reduce  the 
rising  suicide  rates  across  the  nation.  These  rising  rates  are  outlined  in  our  recent  CDC 
Vital  Signs  on  state  suicide  trends. 

•  We  want  you  to  know  that  comprehensive  suicide  prevention  includes  policy  options,  such 

as  unemployment  benefits,  neighborhood  stabilization,  mental  health  parity,  alcohol 
outlet  density,  and  greening  polices  that  can  help  prevent  suicide.  These  and  other  best 
available  evidence  are  outlined  in  our  CDC  Suicide  Prevention  Technical  Package  for 
Preventing  suicide. 

•  We  want  to  be  a  resource  for  you  in  gathering  the  suicide  prevention  data  necessary  to 

inform  policy  decisions. 

•  Sandra  Witkniss  will  be  sharing  a  little  bit  more  about  the  convening  we  had  in  March,  and 

my  colleagues  from  CDC,  Deb  Stone  and  Alex  Crosby  will  be  talking  more  about  CDC's 


work  in  suicide  prevention,  the  latest  data  from  our  CDC's  Vital  Signs  on  suicide 
prevention,  and  the  strategies  and  approaches  from  our  suicide  prevention  technical 
package  that  we  know  work  to  prevent  suicide. 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  4:52  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl(acdc.Eov> 

Cc:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6(5)cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.gov> 

Subject:  RE:  June  22  webinar 

No,  nothing  changed.  I  just  streamlined  the  talking  points  a  bit. 

Deb 

From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  4:42  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9t5)cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov> 

Cc:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kv26fScdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(Scdc.gov> 

Subject;  RE:  June  22  webinar 

Hi  Deb-  Did  anything  change  from  the  VS  Town  Hall? 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  4:40  PM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6gDcdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7tacdc.gov> 

Subject:  RE:  June  22  webinar 

Thanks,  Alex.  I'm  going  to  go  ahead  and  send  them  in  a  few  mins. 

Deb 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  20,  2018  4:39  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gQV> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6^cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7facdc.gov> 

Subject:  RE:  June  22  webinar 
Greetings: 

I  think  those  look  good. 

Alex  C 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  3:58  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7fScdc.gov> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6(Scdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclfScdc.gov> 
Subject:  RE:  June  22  webinar 
Hi  Guys, 

These  are  the  slides  and  talking  points  I  had.  Do  you  think  these  are  ok? 

Deb 


From:  Coleman,  Akeiisa  <AColeman@FMGA.ORG> 

Sent:  Monday,  June  18,  2018  11:07  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov>:  Wilkniss,  Sandra  <SWilkni5s@NGA.ORG> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6facdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf90cdc.gov>; 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.EQV>:  Picher,  Caroline  <:CPicher(SNGA.ORG> 
Subject:  RE:  June  22  webinar 

Attached  is  a  calendar  invite  that  was  shared  with  governors'  staff  and  health  secretaries.  Also,  here  is 
the  link  to  register  for  the  webinar: 

hltps:// attendee,  gotowebinar.com/rcgistcr/29 105  8469 1 522729474 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acoleman@nEa.org 
From;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Sent;  Monday,  June  18,  2018  10:42  AM 

To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>:  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.Eov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.Eov>: 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Eov> 

Subject:  RE:  June  22  webinar 

Can  you  please  forward  the  invitation  for  the  webinar  on  Friday  so  that  we  have  it  on  our  calendars  and 
have  the  call-in  information.  Thank  you. 

From:  Wilkniss,  Sandra  <SWi lknis5@NGA.ORG> 

Sent;  Friday,  June  15,  2018  11:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov>:  Coleman,  Akeiisa  <AColeman@NGA.ORG>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.sov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 
Subject:  Re:  June  22  webinar 
Wonderful! 

On  Jun  15,  2018,  at  9;27  AM,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 
wrote: 


Greetings: 

It  looks  like  I  am  available  on  the  22nd  for  the  webinar  &  on  Weds,  20th  for  the 
pre-brief. 

Alex  C 


From:  Wilkniss,  Sandra  <SWilkni5s@ NGA.ORG> 

Date:  June  15,  2018  at  6:45:31  AM  EDT 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG>.  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>,  Richmond-Crum,  Malia 


(CDC/ONDIEH/NCIPC)  <irv8(5)cdc.gov>.  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc-gov>.  Stone,  Deborah  (COC/ONDIEH/NCIPC)  <zaf9j®cdc£ov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4.  I  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov> 

Sent:  Thursday,  June  14,  2018  11:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a  quick  peek  at 
calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4. 

From:  Wilkniss,  Sandra  <5Wilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm70cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman(aNGA.ORG>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aeclPcdc.Eov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 
Hello  Erin  and  Dr  Stone. 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  you! 

Sandra 

On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>  wrote; 

Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  I  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author.  Deb  Stone 
(copied),  will  be  on  the  call  to  present  on  the  Vital  Signs.  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availability. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  1:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7g)cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Subject:  June  22  webinar 

Hi  again,  Erin.  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  it  out  for  you  for  discussion  you  are  having  at  CDC: 

Call  is  June  22  from  2  -  3pm  eastern  with  governors  health  policy  adivisors 
(all  states  and  territories  invited) 


5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5-7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 
5-7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 
down  in  the  next  couple  days) 

15  min  Q  &  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From;  Wilkniss,  Sandra  <SWilknis5(^NGA.ORG> 

Sent:  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(gcdcgov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
HI  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^*^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind.  Sound  ok? 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.ROv] 

Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <SWilknis5@NGA,ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  I  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend.  Alex  is  out  until  Monday. 

From:  Wilkniss,  Sandra  <SWtlkni55@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.ROV> 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin  - 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors.  Thanks! 

On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.Rov>  wrote: 

Sandra  - 1  am  available  that  day/time  -  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 


From:  Wilkniss,  Sandra  <SWilknisst5)NGA.QRG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8f5)cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malia  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 
and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 
It  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  ThanksI 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7Pcdc.govj 

Sent:  Thursday,  June  7,  2018  1:34  PM 

To:  Wilkniss,  Sandra  <SWilknis5@NGA.ORG>;  Coleman,  Akeiisa 
<AColemanpNGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8Pcdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kv26Pcdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

I  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 
From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7Pcdc.gov>; 

Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Hello  Erin  and  Team.  Congratulations!  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July.  Would  it  be  possible  for  you  to  let  us  know 


of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7t5)cdc.gov1 

Sent:  Thursday,  June  7,  2018  9:56  AM 

To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>;  Coleman,  Akeiisa 
<AColeman^NGA,ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates,  will  be  released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC's  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities.  We  hope  that  this 
resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 

I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 
planned  Webinar  with  State  health  policy  advisors  (has  a  date 
been  set  yet?). 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  month.  This 
month’s  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contributing  factors  to  suicide  in 
27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 
public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs 
materials,  including  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  article,  “Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  will  be  released  today, 


Thursday,  June  7,  2018,  at  1 :00  pm  (EST)  following  a 
media  telebrieflng  at  noon;  all  attached  materials  are 
EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US 
among  people  1 0  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly 
every  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

•  Data  from  27  states  participating  in  the  National 
Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond 
mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
tmancial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please 
share  the  CDC  Vital  Signs  information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials. 

Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public 
Health  Media  Library  at  www.cdc.gov/svndication  and 
search  on  the  term  Vital  Signs.  We  also  invite  you  to  join 
us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12 
at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting' healthier  communities. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  reeipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 


privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  infomiation  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 


transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it 
to  the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient{s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 


From:  Coleman,  Akeiisa 

Sent:  18  Jun  2018  21:09:55  +0000 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC);Wilkniss,  Sandra 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Dennehy,  Heather 

(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);Crosbv,  Alexander 

iCDC/ONDIEH/NaPC);Picher,  Caroline 

Subject:  RE:  June  22  webinar 

Aftenioon  all! 

1  know  we're  talking  on  Wednesday  to  prep  for  Friday's  webinar  If  anyone  plans  to  use  a  couple  slides 
for  their  piece,  we'd  appreciate  it  if  you  could  send  these  by  the  end  of  the  day  Wednesday. 

Additionally 3  Caroline,  who  is  handling  the  webinar  logistics,  would  like  to  do  a  quick  check  to  make 
sure  everyone's  comfortable  using  Go  To  Meeting. 

Thanks, 

Akeiisa 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acQlcman@:nga.Qrg 
From:  Coleman,  Akeiisa 
Sent:  Monday,  June  18,  201 8  1 1:07  AM 
To:  ’Black,  Erin  (CDC/ONDIEH/NCIPC)’ ;  Wilkniss,  Sandra 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ; 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Picher, 
Caroline 

Subject:  RE:  June  22  webinar 

Attached  is  a  calendar  invite  that  was  shared  with  governors'  staff  and  health  secretaries.  Also,  here  is  the 
link  to  register  for  the  webinar: 

https  [//attendee.  EOtovvebinar.com/regtster/29  i  058469 1 522729474 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acolcman@nEa.orE 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <enm7@cdc.EQv> 

Sent:  Monday,  June  18,  2018  10:42  AM 

To:  Wilkniss,  Sandra  <SWilkniss@.NGA.ORG>:  Coleman,  Akeiisa  <AColeman@.NGA.ORG> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.Eov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.E0v>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zat^@cdc.gov>: 
Crosby,  Alexander  (CDC/ONDlEH/NClPC)  <aecl@cdc.Eov> 

Subject:  RE:  June  22  webinai* 

Can  you  please  forward  the  mvitation  tor  the  webinar  on  Friday  so  that  we  have  it  on  our  calendars  and 
have  the  call-in  information.  Thank  you. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent;  Friday,  June  15,2018  11:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aec  l@cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7@cdc.EOv>:  Coleman,  Akeiisa 
<ACQleman@NGA.ORG>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <Trv8@cdc.Eov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kv26@cdc.E0v>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc. eg  v> 

Subject:  Re:  June  22  webinar 


Wonderful! 


On  Jun  15,  2018,  at  9:27  AM,  Crosby,  Alexander  (CDC/ONDIEH/MCIPC)  <aecl@cdc.tzov> 
wrote: 


Greetings: 

It  looks  like  I  am  available  on  the  22nd  for  the  webinar  &  on  Weds,  20th  for  the  pre¬ 
brief. 

Alex  C 


From:  Wilkniss,  Sandra  <SWilkniss@,NGA.ORG> 

Date:  June  15,  201 8  at  6:45:31  AM  EDT 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG>,  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aec  1  @cdc.gov>.  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>.  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>.  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4. 1  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Sent:  Thursday,  June  14,  2{)]8  11:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Cmm, 
Malia  (CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone, 
Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a  quick  peek  at 
calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4, 

From:  Wilkniss,  Sandra  <5Wilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(acdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman(SNGA.ORG>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl^cdc.Eov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kv^6@cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <^af9@cdc.gov> 

Subject:  Re:  June  22  webinar 
Hello  Erin  and  Dr  Stone. 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  you! 


Sandra 


On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>  wrote: 

Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  I  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author.  Deb  Stone 
(copied),  will  be  on  the  call  to  present  on  the  Vital  Signs,  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availability. 

From;  Wilkniss,  Sandra  <SWilknissfSNGA.ORG> 

Sent:  Thursday,  June  14,  2018  1:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7Pcdc.gov> 

Cc:  Coleman,  Akelisa  <AColem3n{®  NGA.ORG> 

Subject:  June  22  webinar 

Hi  again,  Erin,  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  it  out  for  you  for  discussion  you  are  having  at  CDC: 

Call  is  June  22  from  2  -  3pm  eastern  with  governors  health  policy  adivisors 
(all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5'7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 
5-7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 
down  in  the  next  couple  days) 

15  min  Q  St  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(g>cdCROV> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
HI  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind.  Sound  ok? 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.gov] 

Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <SWilknis5@NGA.ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  I  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend.  Alex  is  out  until  Monday. 


From:  Wilkniss^  Sandra  <SWilknis5@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7f@cdc.EOV> 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin  - 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors.  Thanks! 

On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7{5)cdc.Eov>  wrote: 

Sandra  - 1  am  available  that  day/time  -  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 

From:  Wilkniss,  Sandra  <SWilkniss@N6A.0RG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.EOV>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS(gcdc.Eov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz:6@cdc.fiov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malia  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 
and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 

It  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  Thanks! 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailtQ:epm7(gcdc.EQv] 

Sent:  Thursday,  June  7,  2018  1:34  PM 

To:  Wilkniss,  Sandra  <SWilknis5@NGA.QRG>:  Coleman,  Akeiisa 
<ACQleman(5)NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.EQV>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.EQV>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 

Subject:  RE:  EMBARGOED  Ur^il  1pm  June  7:  Vital  Signs, 
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Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

I  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 
From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>: 

Coleman,  Akeiisa  <AColeman@NGA.QRG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Rov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8(5)cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6(@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Hello  Erin  and  Team.  Congratulations!  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July.  Would  it  be  possible  for  you  to  let  us  know 
of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7^cdc.fiovl 

Sent:  Thursday,  June  7,  2018  9:56  AM 

To:  Wilkniss,  Sandra  <SWi[kniss@NGA,ORG>:  Coleman,  Akeiisa 
<AColeman(^NGA.QRG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kv26fg)cdc.fiOv> 
Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstonces  to  Suicide  and  increasing  Trends  in  State  Suicide 
Rotes^  will  be  released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC's  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities.  We  hope  that  this 
resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 

I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 


planned  Webinar  with  State  health  policy  advisors  (has  a  date 
been  set  yet?), 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  nnonth.  This 
month's  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contributing  factors  to  suicide  in 
27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 
public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vitai  Signs 
materials,  including  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  article,  "Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates,"  and  a  four-page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a 
media  telebriefing  at  noon;  all  attached  materials  are 
EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  201 6,  nearly  45,000  suicides  occurred  in  the  US 
among  people  1 0  years  and  older 

•  From  1 999-2016,  suicide  rates  increased  in  nearly 
eveiy  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

•  Data  from  27  states  participating  in  the  National 
Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond 
mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EOT),  please 
share  the  CDC  Vital  Signs  Information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials. 
Take  advantage  of  CDCs  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC's  Public 
Health  Media  Library  at  www.cdc.gov/svndication  and 
search  on  the  term  Vital  Signs.  We  also  invite  you  to  join 


US  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12 
at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting  healthier  communities. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader 
of  this  transmission  is  not  an  intended  recipient,  or  a 
person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review, 
dissemination,  distribution,  or  copying  of  this 
communication  is  strictly  prohibited.  If  you  have  received 
this  communication  in  error,  please  immediately  notify  the 
sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader 
of  this  transmission  is  not  an  intended  recipient,  or  a 
person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review, 
dissemination,  distribution,  or  copying  of  this 
communication  is  strictly  prohibited.  If  you  have  received 
this  communication  in  error,  please  immediately  notify  the 
sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s} 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  ora  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  ora  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 


you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient{s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it 
to  the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipients)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 


From:  Coleman,  Akeiisa 

Sent:  18  Jun  2018  15:07:01  +0000 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC);Wilkniss,  Sandra 

Cc;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Dennehy,  Heather 

(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);Crosbv,  Alexander 

(CDC/ONDIEH/NCIPC);Picher,  Caroline 

Subject:  RE:  June  22  webinar 

Attachments:  Governors'  Health  Care  Leadership  Webinar  on  State  Strategies  for  Suicide 

Prevention. msg 

Attached  is  a  calendar  invite  that  was  shared  with  governors’  staff  and  health  secretaries.  Also,  here  is  the 
link  to  register  for  the  webinar: 

https://attendee. goto  webinar,  coni' re  gister/2  910584691522729474 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  aco  1  em an @ng a . org 
From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  18,  2018  10:42  AM 
To:  Wilkniss,  Sandra  ;  Coleman,  Akeiisa 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ; 
Stone,  Deborah  (CDC./ONDIEH/NCtPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  .lone  22  webinar 

Can  you  please  forward  the  invitation  for  the  webinar  on  Friday  so  that  we  have  it  on  our  calendars  and 
have  the  call-in  information.  Thank  you. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Friday,  June  15,  2018  1 1:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Coleman,  Akeiisa 
<AColeinan@NGA.ORG>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc . gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 
Wonderful! 

On  Jun  1 5,  2018,  at  9:27  AM,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aec  I@cdc.Eov> 
wrote: 


Greetings: 

It  looks  like  1  am  available  on  the  22nd  for  the  webinar  &  on  Weds,  20th  for  the  pre¬ 
brief. 

Alex  C 


From:  Wilkniss,  Sandra  <SWil]cniss@NGA.ORG> 

Date:  June  15,  2018  at  6:45:31  AM  EDT 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.u:ov> 

Cc:  Coleman,  Akeiisa  <AColeman(ajNGA.ORG>,  Crosby,  Alexander 


(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>.  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@,cdc.gQv>'  Denneliy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>.  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@:cdc.eov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4. 1  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks ! 

Sandra 


From:  Black,  Erin  (CDC/ONDlEH/NClPC)  <e pm 7 @cdc . go v> 

Sent:  Thursday,  June  14,  2018  1 1:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone, 
Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a  quick  peek  at 
calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColemant5)NGA.ORG>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecltacdc.gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 
Hello  Erin  and  Dr  Stone. 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  you  I 
Sandra 

On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCiPC)  <epm7(acdc.gov>  wrote; 

Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  I  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author.  Deb  Stone 
(copied),  will  be  on  the  call  to  present  on  the  Vital  Signs.  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availability. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent;  Thursday,  June  14,  2018  1:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7@cdc.eov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Subject:  June  22  webinar 

Hi  again,  Erin.  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  it  out  for  you  for  discussion  you  are  having  at  CDC; 


Call  is  June  22  from  2  “  3pm  eastern  with  governors  health  policy  adivisors 
(all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5-7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 
5'7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 
down  in  the  next  couple  days) 

15  min  Q  &  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From;  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(gcdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
HI  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^*^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind.  Sound  ok? 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailtQ:epm7@cdc.gov] 

Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  1  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend,  Alex  is  out  until  Monday. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV> 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin  - 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors.  Thanks! 


On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.gov>  wrote: 


Sandra  - 1  am  available  that  day/time  -  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 

From:  Wilkniss,  Sandra  <SWilkni5s@NGA.ORG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malia  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 
and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 
It  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  ThanksI 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7@cdc.govl 

Sent:  Thursday,  June  7,  2018  1:34  PM 

To;  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>;  Coleman,  Akeiisa 
<AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kv26@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

!  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 
From:  Wilkniss,  Sandra  <$Wilkniss@NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>; 

Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 


Hello  Erin  and  Team,  Congratulations]  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July.  Would  it  be  possible  for  you  to  let  us  know 
of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7(5?cdc,govl 

Sent:  Thursday,  June  7,  2018  9:56  AM 

To:  Wilkniss,  Sandra  <SWi[kniss@NGA,ORG>:  Coleman,  Akeiisa 
<AColemanfSNGA,QRG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc,gov>: 
Richmond’Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc,gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstonces  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates,  will  be  released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC's  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities.  We  hope  that  this 
resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 

I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 
planned  Webinar  with  State  health  policy  advisors  (has  a  date 
been  set  yet?). 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  month.  This 
month's  edition  presents  trends  in  suicide  rates  across  all 
states  and  DX.,  examines  contributing  factors  to  suicide  in 
27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 
public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs 
materials,  including  the  Morbidity  and  Mortality  Weekly 


Report  (MMWR)  article,  "Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates/'  and  a  four-page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a 
media  telebriefing  at  noon;  all  attached  materials  are 
EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US 
among  people  1 0  years  and  older 

•  From  1 999-2016,  suicide  rates  increased  in  nearly 
every  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

•  Data  from  27  states  participating  in  the  National 
Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond 
mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please 
share  the  CDC  Vital  Signs  information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials. 
Take  advantage  of  CDC's  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC's  Public 
Health  Media  Library  at  www.cdc.gov/svndication  and 
search  on  the  term  Vital  Signs.  We  also  invite  you  to  join 
us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12 
at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting  healthier  communities. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader 
of  this  transmission  is  not  an  intended  recipient,  or  a 
person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review, 
dissemination,  distribution,  or  copying  of  this 
communication  is  strictly  prohibited.  If  you  have  received 


this  communication  in  error,  please  immediately  notify  the 
sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader 
of  this  transmission  is  not  an  intended  recipient,  or  a 
person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review, 
dissemination,  distribution,  or  copying  of  this 
communication  is  strictly  prohibited.  If  you  have  received 
this  communication  in  error,  please  immediately  notify  the 
sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  ora  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including 
any  attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s) 
and  may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 


transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it 
to  the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 


From:  Richer,  Caroline 

Sent:  14  Jun  2018  22:32:29  +0000 

To;  Richer,  Caroline 

Subject:  Governors'  Health  Care  Leadership  Webinar  on  State  Strategies  for  Suicide 

Prevention 

Please  register  for  Governors^  Health  Care  Leadership  Call  on  State  Strategies  for  Suicide  Prevention  on  Jun 
22,  2018  2:00  PM  EDT  at: 


h!tps://attendee,, auto  webinar  a^om/reaisl^^^^  f  058469 1 522729474 


After  registering,  you  will  receive  a  confinnation  email  containing  information  about  joining  the  webinar. 
Agenda  TBD 


From: 

Sent: 

To: 

Cc; 

Subject: 

Got  it.  Thanks. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  4:52  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

No,  nothing  changed,  I  just  streamlined  the  talking  points  a  bit. 

Deb 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  20,  2018  4:42  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(acdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov> 

Cc:  Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6t5>cdc,gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<eDm7(S>cdc,gov> 

Subject:  RE:  June  22  webinar 

Hi  Deb-  Did  anything  change  from  the  VS  Town  Hall? 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  20,  2018  4:40  PM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl(Scdc,gov> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6(5icdc,gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7f5icdc,gov> 

Subject:  RE:  June  22  webinar 

Thanks,  Alex.  I'm  going  to  go  ahead  and  send  them  in  a  few  mins. 

Deb 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  4:39  PM 

To;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7glcdc,gov> 

Subject;  RE:  June  22  webinar 
Greetings: 

I  think  those  look  good. 

Alex  C 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  20,  2018  3:58  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc,gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 
Subject;  RE:  June  22  webinar 
Hi  Guys, 

These  are  the  slides  and  talking  points  I  had.  Do  you  think  these  are  ok? 


Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

21  Jun  2018  07:43:35  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);CrosbY,  Alexander  (CDC/ONDIEH/NCIPC) 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 

RE:  June  22  webinar 


Deb 

From:  Coleman,  Akeiisa  <ACQleman@NGA.ORG> 

Sent:  Monday,  June  IS,  2018  11:07  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov>:  Wilkniss,  Sandra  <SWilkniss(SiNGA.ORG> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.eov>: 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Eov>:  Picher,  Caroline  <CPicherf5)NGA.ORG> 
Subject:  RE:  June  22  webinar 

Attached  is  a  calendar  invite  that  was  shared  with  governors'  staff  and  health  secretaries.  Also,  here  is 
the  link  to  register  for  the  webinar: 

https:// attendee,  gotowebinar.com/rcgistcr/29 105  8469 1522729474 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acolemantSnga.orE 
From;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7@cdc.Eov> 

Sent:  Monday,  June  IS,  2018  10:42  AM 

To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>:  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6(acdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf90cdc.Eov>: 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl^cdc.Eov> 

Subject:  RE:  June  22  webinar 

Can  you  please  forward  the  invitation  for  the  webinar  on  Friday  so  that  we  have  it  on  our  calendars  and 
have  the  call-in  information.  Thank  you. 

From:  Wilkniss,  Sandra  <SWilkni5s@NGA.ORG> 

Sent:  Friday,  June  15,  2018  11:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Eov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov>;  Coleman,  Akeiisa  <AColeman@NGA.ORG>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kyz6@cdcgoy>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9f5)cdc.gov> 
Subject;  Re:  June  22  webinar 
Wonderful! 

On  Jun  15,  2018,  at  9:27  AM,  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 
wrote: 

Greetings: 

It  looks  like  I  am  available  on  the  22nd  for  the  webinar  &  on  Weds,  20th  for  the 
pre-brief. 

Alex  C 


From;  Wilkniss,  Sandra  <SWilkni5s@NGA.ORG> 

I., ,  Date:  June  15,  2018  at  6:45:31  AM  EDT 

‘-'tpi.'Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.gov> 

’  Coleman,  Akeiisa  <AColeman@NGA.ORG>.  Crosby,  Alexander 


(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>,  Richmond-Crum,  Malta 
(CDC/ONDIEH/NCIPC)  <jrv8@cdcgov>,  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc.gov>.  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(S)cdc.gov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4. 1  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.eov> 

Sent:  Thursday,  June  14,  2018  11:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akelisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a  quick  peek  at 
calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akelisa  <AColeman[5)NGA.ORG>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aeclt5)cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gQV>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9t5)cdc.gov> 

Subject:  Re;  June  22  webinar 
Hello  Erin  and  Dr  Stone. 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  you  I 
Sandra 

On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(acdc.gov>  wrote; 

Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  i  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author,  Deb  Stone 
(copied),  will  be  on  the  call  to  present  on  the  Vital  Signs.  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availabiiity. 

From;  Wilkniss,  Sandra  <SWilkniss@NGA,ORG> 

Sent;  Thursday,  June  14,  2018  1:25  PM 

To:  Black,  Erin  (CDC/ONDiEH/NCiPC)  <epm7facdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman(5)NGA.ORG> 

Subject:  June  22  webinar 

Hi  again,  Erin,  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  it  out  for  you  for  discussion  you  are  having  at  CDC: 


Call  is  June  22  from  2  “  3pm  eastern  with  governors  health  policy  adivisors 
(all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5-7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 
5'7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 
down  in  the  next  couple  days) 

15  min  Q  &  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From;  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(gcdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
HI  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^*^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind.  Sound  ok? 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailtQ:epm7@cdc.gov] 

Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  1  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend,  Alex  is  out  until  Monday. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV> 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin  - 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors.  Thanks! 


On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.gov>  wrote: 


Sandra  - 1  am  available  that  day/time  -  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 

From:  Wilkniss,  Sandra  <SWilkni5s@NGA.ORG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malia  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 
and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 
It  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  ThanksI 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7@cdc.govl 

Sent:  Thursday,  June  7,  2018  1:34  PM 

To;  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>;  Coleman,  Akeiisa 
<AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kv26@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

!  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 
From:  Wilkniss,  Sandra  <$Wilkniss@NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>; 

Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 


Hello  Erin  and  Team,  Congratulations!  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July.  Would  it  be  possible  for  you  to  let  us  know 
of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7(^cdc,govl 

Sent:  Thursday,  June  7,  2018  9:56  AM 

To:  Wilkniss,  Sandra  <SWilknissi^NGA,ORG>:  Coleman,  Akeiisa 
<AColeman^NGA,QRG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>: 
Richmond’Crum,  Malia  (CDC/ONDIEH/NCIPC)  <jrvS#cdcgOT>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc,gov> 
Subject;  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstonces  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates,  will  be  released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC's  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities-  We  hope  that  this 
resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 

I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 
planned  Webinar  with  State  health  policy  advisors  (has  a  date 
been  set  yet?). 

Erin 

The  CDC  Vital  Signs  series^  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  month.  This 
month’s  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contributing  factors  to  suicide  in 
27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 
public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs 
materials,  including  the  Morbidity  and  Mortality  Weekly 


Report  (MMWR)  article,  “Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a 
media  telebriefing  at  noon;  all  attached  materials  are 
EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US 
among  people  1 0  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly 
every  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

•  Data  from  27  states  participating  in  the  National 
Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond 
mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please 
share  the  CDC  Vital  Signs  information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials. 

Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public 
Health  Media  Library  at  www.cdc.Eov/svndication  and 
search  on  the  term  Vital  Signs.  We  also  invite  you  to  join 
us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  1 2 
at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting  healthier  communities. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 


error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  eontained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  infonnation  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 


received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it 
to  the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 


From: 

Sent: 

To: 

Cc; 

Subject: 


Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 

20Jun  2018  16:39:56  -0400 

Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 
RE:  June  22  webinar 


Agreed  I  They  look  great  to  me! 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  4:39  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 
Greetings: 

I  think  those  look  good. 

Alex  C 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  20,  2018  3:58  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5>cdc,gov> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6<a)cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclf3cdc.gov> 
Subject:  RE:  June  22  webinar 
Hi  Guys, 

These  are  the  slides  and  talking  points  I  had.  Do  you  think  these  are  ok? 

Deb 

From:  Coleman,  Akeiisa  <AColeman@NGA,ORG> 

Sent;  Monday,  June  18,  2018  11:07  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7g)cdc.gov>:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.fiov>; 

Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclg)cdc.gov>;  Richer,  Caroline  <CPicher@NGA.ORG> 
Subject;  RE:  June  22  webinar 

Attached  is  a  calendar  invite  that  was  shared  with  governors'  staff  and  health  secretaries.  Also,  here  is 
the  link  to  register  for  the  webinar: 

https://attendee.  go  to  webinar. com/register/ 2910584691522729474 

Akeiisa  Coleman,  MSW 
Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acoleman@nga.org 
From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Sent;  Monday,  June  18,  2018  10:42  AM 

To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>;  Coleman,  Akeiisa  <AColeman@NGA.QRG> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>; 

Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc-gov> 

Subject:  RE:  June  22  webinar 

Can  you  please  forward  the  invitation  for  the  webinar  on  Friday  so  that  we  have  it  on  our  calendars  and 
have  the  call-in  information.  Thank  you. 


From:  Wilkniss,  Sandra  <SWilknisst5)NGA,ORG> 

Sent:  Friday,  June  15,  2018  11:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl^cdc.Eov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov>;  Colernan,  Akeiisa  <AColeman@NGA.ORG>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5>cdc.eov> 
Subject:  Re:  June  22  webinar 
Wonderful! 

On  Jun  1 5,  2018,  at  9;27  AM,  Crosby,  Alexander  (CDC/ONDIEH/TMCIPC)  <aecl@,cdc.gov> 
wrote: 


Greetings: 

It  looks  like  I  am  available  on  the  22nd  for  the  webinar  &  on  Weds,  20th  for  the 
pre-brief. 

'  I  A'lex  C 


From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Date:  June  15,  2018  at  6:45:31  AM  EDT 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(Scdc,eov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG>,  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.60v>.  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8(5)cdc.gov>,  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc.gov>.  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4, 1  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.eov> 

Sent:  Thursday,  June  14,  2018  11:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Colennan,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) 

Subject;  RE;  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a  quick  peek  at 
calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4, 

From:  Wilkniss,  Sandra  <5Wilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(acdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman(aNGA.ORG>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aeclPcdc.gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS@cdc,Eov>; 


Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.RQV>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  webinar 
Hello  Erin  and  Dr  Stone. 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  youl 
Sandra 

On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>  wrote; 

Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  I  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author.  Deb  Stone 
(copied),  will  be  on  the  call  to  present  on  the  Vital  Signs.  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availability. 

From;  Wilkniss,  Sandra  <SWilknissfSNGA.ORG> 

Sent;  Thursday,  June  14,  2018  1:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdcgov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Subject;  June  22  webinar 

Hi  again,  Erin.  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  it  out  for  you  for  discussion  you  are  having  at  CDC: 

Call  is  June  22  from  2  -  3pm  eastern  with  governors  health  policy  adivisors 
(all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5'7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 

5-7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 

down  in  the  next  couple  days) 

15  min  Q  &  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From;  Wilkniss,  Sandra  <SWilkni55(g3NGA.ORG> 

Sent:  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(gcdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin, 

it  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind,  Sound  ok? 


From;  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.eov] 

Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  i  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend.  Alex  is  out  until  Monday. 

From;  Wrikniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.EQV> 

Subject:  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin  - 

We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors.  Thanks! 

On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc,Eov>  wrote: 

Sandra  -  I  am  available  that  day/time  -  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 

From:  Wilkniss,  Sandra  <5Wilkniss@NGA,ORG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.EQV> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.fiQV>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvS@cdc.eQV>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malia  and  Heather^ 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 
and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 
ft  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7(g)cdc.gov] 


Sent:  Thursday,  June  7,  2018  1:34  PM 

To:  Wilkniss,  Sandra  <5Wilkniss@NGA.ORG>:  Coleman,  Akeiisa 
<AColeman^NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecliS)cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

I  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 
From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.gov>: 

Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.eov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8(gcdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Hello  Erin  and  Team.  Congratulations!  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July.  Would  it  be  possible  for  you  to  let  us  know 
of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7g)cdc.govl 

Sent:  Thursday,  June  7,  2018  9:56  AM 

To:  Wilkniss,  Sandra  <SWi[kniss@NGA.ORG>;  Coleman,  Akeiisa 
<ACoieman@NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  increasing  Trends  in  State  Suicide 
Rates,  will  be  released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC's  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities.  We  hope  that  this 


resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 

I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 
planned  Webinar  with  State  health  policy  advisors  {has  a  date 
been  set  yet?). 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  month.  This 
month’s  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contributing  factors  to  suicide  in 
27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 
public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vita!  Signs 
materials,  including  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  article,  “Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  will  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a 
media  telebriefing  at  noon;  all  attached  materials  are 
EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US 
among  people  1 0  years  and  older 

•  From  1 999-2016,  suicide  rates  increased  in  nearly 
every  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

•  Data  from  27  states  participating  in  the  National 
Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond 
mental  healtli  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please 
share  the  CDC  Vital  Signs  information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  fact  sheet,  and  other  materials. 

Take  advantage  of  CDC’s  social  media  tools,  such  as  the 


Vila!  Signs  buttons  and  email  updates.  Visit  CDC's  Public 
Health  Media  Library  at  wwwxdc.Eov/svndication  and 
search  on  the  term  Vital  Signs.  We  also  invite  you  to  join 
us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12 
at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting  healthier  communities. 

The  infonuation  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  yon  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  infonuation  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipients)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  infonnation  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  infonnation  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
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From: 

Sent: 

To: 

Cc; 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
20Jun  2018  19:58:10+0000 
Black,  Erin  (CDC/ONDIEH/NCIPC) 


Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);'Dennehy,  Heather 


(CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 


Subject: 

Attachments: 


RE:  June  22  webinar 

Vital  Signs  NGA  Meeting  6.22.18.pptx 


Hi  Guys, 

These  are  the  slides  and  talking  points  I  had.  Do  you  think  these  are  ok? 

Deb 

From;  Coleman,  Akeiisa 

Sent;  Monday,  June  18,  2018  11:07  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Wilkniss,  Sandra 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) ;  Stone, 
Deborah  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Richer,  Caroline 
Subject:  RE:  June  22  webinar 

Attached  is  a  calendar  invite  that  was  shared  with  governors'  staff  and  health  secretaries.  Also,  here  is 
the  link  to  register  for  the  webinar: 

https: //attendee,  goto  webinar,  com, ''register/29 1 058469 1522729474 

Akeiisa  Coleman,  MS\A/ 

Senior  Policy  Analyst,  Health  Division 
National  Governors  Association 
202.624.5344  |  acoleman@nga.org 
From;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Sent;  Monday,  June  18,  2018  10:42  AM 

To:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG>:  Coleman,  Akeiisa  <AColeman@NGA.ORG> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc,gov> 

Subject:  RE:  June  22  webinar 

Can  you  please  forward  the  invitation  for  the  webinar  on  Friday  so  that  we  have  it  on  our  calendars  and 
have  the  call-in  information.  Thank  you. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Friday,  June  15,  2018  11:25  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Coleman,  Akeiisa  <AColeman@NGA.ORG>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Dennehy,  Heather 
(CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 
Subject;  Re:  June  22  webinar 
Wonderful! 


On  Jun  15,  2018,  at  9:27  AM,  Crosby,  Alexander  { CDC/ONDIEH/NCIPC)  <aecl@cdc.gov> 


wrote: 


Greetings: 


It  looks  like  I  am  available  on  the  22nd  for  the  vwebinar  &  on  Weds,  20th  for  the 
pre-brief. 

Alex  C 


From;  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Date:  June  15,  2018  at  6:45:31  AM  EOT 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7ta)cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman@NGA.ORG>.  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>,  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8f5)cdc.gov>.  Dennehy,  Heather  (CDC/ONDIEH/NCIPC) 
<kvz6@cdc.gov>.  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Re:  June  22  \Afebinar 

Great.  Will  send  and  invitation  for  Wednesday  at  3:30-4. 1  could  talk  later  in  the  day 
on  Monday  if  you  want  to  do  it  sooner,  but  am  stuck  before  noon,  thanks! 

Sandra 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Sent:  Thursday,  June  14,  2018  11:34:07  PM 
To:  Wilkniss,  Sandra 

Cc:  Coleman,  Akeiisa;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);  Dennehy,  Heather  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  22  webinar 

Yes,  it  would  be  helpful  if  you  could  schedule  a  pre-brief  next  week.  From  a  quick  peek  at 
calendars  it  looks  like  Alex,  Deb  and  myself  might  be  available  Monday  10:30-11  or  Wed 
3:30-4. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  11:25  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akeiisa  <AColeman(S)NGA.ORG>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl(5)cdc.gQV>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gQV>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov> 

Subject:  Re:  June  22  webinar 
Hello  Erin  and  Dr  Stone. 

We  can  be  flexible  in  the  federal  overview  and  take  your  lead  on  the  data  to  highlight  as 
well  as  any  priority  strategies,  federal-state  partnership  aimed  at  preventing  suicide  you 
would  like  to  share.  May  we  schedule  a  call  with  the  three  of  you  for  when  Alex  returns 
early  next  week  to  plan?  Thank  you  I 
Sandra 

On  Jun  14,  2018,  at  11:19  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(acdc.gov>  wrote: 


Ladies  -  what  does  the  federal  overview  in  the  agenda  below  consist  of?  As 
mentioned  I  plan  to  be  on  the  call,  also  the  Vital  Signs  lead  author.  Deb  Stone 


(copied),  will  be  on  the  call  to  present  on  the  Vital  Signs.  Alex  is  currently  on 
leave  but  back  next  week  to  discuss  his  availability. 

From:  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  1:25  PM 

Toi  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Coleman,  Akeiisa  <ACQleman@NGA.ORG> 

Subject;  June  22  webinar 

Hi  again,  Erin.  We  just  discussed  the  layout  for  this  webinar  and  wanted  to 
bullet  it  out  for  you  for  discussion  you  are  having  at  CDC: 

Call  is  June  22  from  2  -  3pm  eastern  with  governors  health  policy  adivisors 
(all  states  and  territories  invited) 

5  minutes  flex  time  for  people  to  get  on  the  call  and  announce  themselves 

10  min  federal  overview 

2  min  overview  of  what  to  expect  -  NGA 

5-7  min  CDC  talking  about  recent  data 

5-7  min  NGA  to  summarize  meeting  highlights 

5-7  min  state  rep  from  CO  to  talk  about  their  comprehensive  approach 
5-7  min  ID/UT  rep  to  talk  about  prevention  or  partnership  (this  is  being  nailed 
down  in  the  next  couple  days) 

15  min  Q  &  A 

We  will  be  able  to  show  slides. 

I  hope  this  helps! 

From:  Wilkniss,  Sandra  <5Wilkniss(gNGA.ORG> 

Sent:  Thursday,  June  14,  2018  10:50  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.£OV> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
HI  Erin, 

It  is  still  being  reviewed  internally.  So,  we  had  hoped  to  do  the  webinar  after 
the  paper  was  done.  However,  the  opportunity  on  the  22^^  came  up  and  we 
thought  it  more  important  to  capitalize  on  the  momentum  of  your  recent 
report  rather  than  wait  for  our  paper  to  be  final.  We  think  it  critical  to  get 
attention  to  the  issue  while  its  top  of  mind*  Sound  ok? 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC)  [mailto:epm7@cdc.eov] 

Sent:  Thursday,  June  14,  2018  10:25  AM 
To:  Wilkniss,  Sandra  <SWilknis5@NGA.ORG> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Have  you  sent  us  a  copy  of  the  report  yet  from  the  convening  that  you  will  be 
discussing  on  the  call?  I  will  be  on  the  call  but  also  still  confirming  if  others 
will  attend.  Alex  is  out  until  Monday. 

From;  Wilkniss,  Sandra  <SWilkniss@NGA.ORG> 

Sent:  Thursday,  June  14,  2018  9:49  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdceQV> 

Subject;  Re:  EMBARGOED  Until  1pm  June  7:  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Hi  Erin  - 


We  have  all  things  ready  to  go  for  the  webinar  next  Friday.  Are  you  ok  to 
cover  the  new  data  and/or  can  others  join  the  call?  We  are  super  excited  to 
highlight  and  get  the  info  to  all  governors.  Thanks! 

On  Jun  12,  2018,  at  1:30  PM,  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.gov>  wrote: 

Sandra  - 1  am  available  that  day/time  ^  but  let  me  check 
internally  and  see  who  would  be  best  to  present  on  the  VS  and 
get  back  to  you. 

From:  Wilkniss,  Sandra  <SWilkni5s@NGA.ORG> 

Sent:  Tuesday,  June  12,  2018  9:00  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.fiov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irvSg>cdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz:6@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

Good  morning  Erin,  Alex,  Malia  and  Heather, 

Thanks  again  for  this  terrific  report!  We  are  updating  the  paper 
now  with  new  stats.  In  the  meantime,  we  have  had  an  opening 
for  our  state  leadership  calls  for  June  22  2-3pm  eastern  which 
we  could  use  to  highlight  the  findings  of  the  Vital  Signs  report 
and  lessons  learned  from  our  meeting  and  we  have  a  couple  of 
states  available  to  give  brief  comments  about  their  strategies.  I 
am  hoping  that  it  is  possible  for  you  all  to  be  available  that 
day/time  for  the  webinar  with  governors  health  policy  advisors? 

It  is  usually  very  well  attended  and  may  help  perpetuate  the 
momentum  around  your  report.  Please  let  me  know  if  it's 
possible  and  we  can  jump  on  a  call  and  sort  out  details.  Thanks! 
Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCtPC) 

[mailtQ:epm7(g)cdc.gQv1 

Sent:  Thursday,  June  7,  2018  1:34  PM 

To:  Wilkniss,  Sandra  <5Wilkniss@NGA.ORG>;  Coleman,  Akeiisa 
<AColeman(g?NGA.ORG> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8(gcdc.gov>; 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 

Subject:  RE:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 

\  will  be  on  leave  July  16-20  and  in  an  all-day  meeting  July  31. 

From:  Wilkniss,  Sandra  <5Wilknis5fS)NGA.ORG> 

Sent:  Thursday,  June  7,  2018  1:27  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>: 

Coleman,  Akeiisa  <ACQleman@NGA.ORG> 


Cc:  Crosby,  Alexander  {CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8Pcdc.gov>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  RE:  EMBARGOED  Until  1pm  June  7;  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  increasing  Trends  in 
State  Suicide  Rates 

Hello  Erin  and  Team.  Congratulations!  We  can't  wait  to  review 
and  will  incorporate  into  the  white  paper  and  will  share  with 
our  folks.  The  date  for  the  webinar  has  not  yet  but  set,  but  we 
are  looking  at  July,  Would  it  be  possible  for  you  to  let  us  know 
of  dates  that  do  not  work  in  July  for  at  least  one  of  your  team  to 
join  and  share  the  Vital  Signs  highlights?  Thanks! 

Sandra 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

[mailto:epm7@cdG,gQvj^,  - 

Sent:  Thursday,  June  7,  2018  &r56  AM 

To:  Wilkniss,  Sandra  g-$Wij!fflj55@NGA,ORG>:  Coleman,  Akeiisa 
<AColeman@NGA,ORGV 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc,gov>: 
Richmond'Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8(^cdc,ROV>: 
Dennehy,  Heather  (CDC/ONDIEH/NCIPC)  <kvz6@cdc.gov> 
Subject:  EMBARGOED  Until  1pm  June  7:  Vital  Signs, 
Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 
State  Suicide  Rates 
Sandra  and  Akeiisa, 

As  we  mentioned,  our  new  Vital  Signs,  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates,  will  be  released  later  today.  The  report  includes  state- 
level  trends  in  suicide  rates  from  1999-2016,  and,  with  data 
from  CDC's  National  Violent  Death  Reporting  System,  looks  at 
the  circumstances  of  suicide  among  people  with  and  without 
known  mental  health  conditions. 

The  CDC  celebrates  the  National  Governors  Association's 
commitment  to  creating  safe  communities.  We  hope  that  this 
resource  can  provide  state  leaders  with  an  increased 
understanding  of  the  impact  of  suicide  in  their  states,  as  well  as 
potential  solutions  for  prevention. 

I  would  appreciate  it  if  you  could  help  disseminate  the  Vital 
Signs  to  your  networks  once  the  embargo  lifts  at  1:00  pm.  Also, 
as  discussed  we  will  plan  to  highlight  the  Vital  Signs  on  the 
planned  Webinar  with  State  health  policy  advisors  (has  a  date 
been  set  yet?). 

Erin 

The  CDC  Vital  Signs  series,  launched  in  2010,  addresses  a 
single,  important  public  health  topic  each  month.  This 
month’s  edition  presents  trends  in  suicide  rates  across  all 
states  and  D.C.,  examines  contributing  factors  to  suicide  in 


27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state 
public  health  departments  and  others  working  to  help 
reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs 
materials,  including  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  article,  “Vital  Signs:  Contributing 
Circumstances  to  Suicide  and  Increasing  Trends  in  State 
Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This 
latest  edition  of  CDC  Vital  Signs  w  ill  be  released  today, 
Thursday,  June  7,  2018,  at  1:00  pm  (EST)  following  a 
media  telebricfing  at  noon;  all  attached  materials  are 
EMBARGOED  until  1pm  EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US 
among  people  1 0  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly 
every  state,  with  25  states  experiencing  increases  of 
more  than  30%  each 

•  Data  from  27  states  participating  in  the  National 
Violent  Death  Reporting  System  in  2015  indicate 
that  more  than  half  of  people  who  died  by  suicide 
did  not  have  a  known  mental  health  condition 

•  A  range  of  faetors  contributes  to  suieide  beyond 
mental  health  conditions  alone,  including 
relationship,  substance  use,  physical  health,  job, 
financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please 
share  the  CDC  Vital  Signs  information  broadly  with  your 
colleagues  and  partners.  Visit  the  Vital  Signs  Webpage  to 
find  the  MMWR  article,  foet  sheet,  and  other  materials. 

Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public 
Health  Media  Library  at  www.cdc.Rov/svndication  and 
search  on  the  tenn  Vital  Signs.  We  also  invite  you  to  join 
us  for  the  Vital  Signs  Town  Hall  Teleconference  on  June  12 
at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We 
look  forward  to  continuing  our  work  together  to  prevent 
suicides  and  promoting  healthier  communities. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietaiy,  and/or  confidential.  If  the  reader  of 


this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission, 
including  any  attachments,  is  for  the  exclusive  use  of  the 
intended  recipient(s)  and  may  contain  information  that  is 
privileged,  proprietary,  and/or  confidential.  If  the  reader  of 
this  transmission  is  not  an  intended  recipient,  or  a  person 
responsible  for  delivering  it  to  the  intended  recipient,  you 
are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly 
prohibited.  If  you  have  received  this  communication  in 
error,  please  immediately  notify  the  sender  and  delete  this 
message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and 
may  contain  information  that  is  privileged,  proprietary,  and/or 
confidential.  If  the  reader  of  this  transmission  is  not  an  intended 
recipient,  or  a  person  responsible  for  delivering  it  to  the  intended 
recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately 
notify  the  sender  and  delete  this  message. 


The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it  to 
the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any 
attachments,  is  for  the  exclusive  use  of  the  intended  recipient(s)  and  may  contain 
information  that  is  privileged,  proprietary,  and/or  confidential.  If  the  reader  of  this 
transmission  is  not  an  intended  recipient,  or  a  person  responsible  for  delivering  it 
to  the  intended  recipient,  you  are  hereby  notified  that  any  review,  dissemination, 
distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If  you  have 
received  this  communication  in  error,  please  immediately  notify  the  sender  and 
delete  this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 

The  information  contained  in  this  electronic  transmission,  including  any  attachments,  is  for  the 
exclusive  use  of  the  intended  recipient(s)  and  may  contain  information  that  is  privileged, 
proprietary,  and/or  confidential.  If  the  reader  of  this  transmission  is  not  an  intended  recipient,  or 
a  person  responsible  for  delivering  it  to  the  intended  recipient,  you  are  hereby  notified  that  any 
review,  dissemination,  distribution,  or  copying  of  this  communication  is  strictly  prohibited.  If 
you  have  received  this  communication  in  error,  please  immediately  notify  the  sender  and  delete 
this  message. 
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Objectives 


Examine  trends  in  state-level  suicide 
rates  Assess  contributing  factors  to 
suicide  Share  prevention  strategies 
based  on  the  best  available 
evidence 


Vital  SignsMethods  Overview 

National  Vital  Statistics  System  National  Violent  Death  Reporting  System 
Modeled  average  annual  201 5, 27  StatesExamined 

percentage  changeSO  states,  DemographicDescriptive  characteristics 
Washington,  D.C.1 999-201 6  (3yr  andContributing  circumstances  to 
aggregates)RankingsCurrent  state  suicideAmong  people:with  and  without 
rankAbsolute  rate  change  Percent  known  mental  health  conditions 

change 


yi  ~  1^  Nearly  45,000  lives  lost 
1%  to  suicide  in  2016. 


Suicide  rates  went  up 

30%  nnore  than  30%  in  half  of 

states  since  1999. 


54% 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


mcstitCIDE  RATES  INCREASED  INALMOS 

EVERY  STATE. 


Suicide  rates  rose  across  the 
USfrom  1999  to  2016. 


Increase  38  -  58% 
Increase  31-37% 
Increase  19  -  30% 
Increase  6  - 18% 
Decrease  1% 


SOURCE;  CDC's  National  Vital  Statistics  System; 
CDC  Vital  Signs,  June  2018, 


HI 


Many  factors  contribute  to  suicide  among 
thosewith  and  without  known  mental  health 
conditions. 


RelationshipPro 

blem{42%) 


Problematic 
substance  use 


(28%) 


Crisis  in  trie  pastor 
upcoming 
twoweeks  (29%) 


Job/Financial 
problem  (16%) 


Physical  health 
problem  (22%) 


Criminal  legal 
problem  (9%) 


Note:  Persons  who  died  by  suicide  may 
haveexperienced  muhiple  factors^  Data  on 
mentalhealth  conditions  and  contributing  factors  are 
fromcoroner/medical  examiner  and  iaw 
enforcementreports.  it  is  possrbie  that  mental  health 
conditionsor  other  contributing  factors  could  have 
beenpresent  and  not  diagnosed,  known,  or 
re  ported  .SOURCE:  CPC's  National  Violent  Death 
Reporting  System,  data  from  27  states  participating  in 
2015 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and 

Practiceshttps/::go. usa.gov/xQBGc 


Provide  financial  support  to  individuals  rn  need* 


States  can  help  ease  unemployment  and  housing 
stress  by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Healthcare  systems  can  offer  treatment  options 
byphone  or  online  where  services  are  not  widely 
available. 


Create  protective  environments. 


Employers  can  apply  policies  that  create  a 
healthyenvironment  and  reduce  stigma  about 
seeking  help. 


Connect  people  with  their  communities. 


Teach  coping  and  problem-solving  skills.  ■ 


Schoolscan  teach  students  skills  to  manage 
challenges  like  relationship  and  school  problems. 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk, 


•  • 
vIJ; 

Everyone  can  learn  the  warning  signs  for  suicide, 
how  to  respond,  and  where  to  get  help. 


Identify  and  support  people  at  risk. 


Communities  can  offer  programs  and  events 
toincrease  a  sense  of  belonging  among 
residents. 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  ISTracking  the 
problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violenceprevention/nvdrs). Developin 
g,  implementing,  and  evaluating  suicide  prevention 
strategies. Supporting  local,  state,  tribal,  national, 
and  other  partners  to  prevent  suicide  (for  example, 
see  https://go.u5a.gov/xQBGc). 


Preventing  Suicide: 

A  Technical  Package  of  Policy, 
Programs,  and  Practices 


STATES  AND  COMMUNITIES  CANIdentify  and 
support  people  at  risk  of  suicide.Teach  coping  and 
problem-solving  skills  to  help  people  manage 
challenges  with  relationships,  jobs,  health,  or  other 
concerns.Promote  safe  and  supportive 
environments.  This  includes  safely  storing 
medications  and  firearms  to  reduce  access  among 
people  at  risk.Offer  activities  that  bring  people 
together  so  they  feel  connected  and  not 
alone.Connect  people  at  risk  to  effective  and 
coordinated  mental  and  physical  healthcare.Expand 
options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet.Prevent  future  risk  of 
suicide  among  those  who  have  lost  a  friend  or  loved 
one  to  suicide. 


WHAT  CAN  BE  DONE 


HEALTH  CARE  SYSTEMS  CANProvide  high-quaJity, 
ongoing  care  focused  on  patient  safety  and 
suicide  prevention.Make  sure  affordable  and 
effective  mental  and  physical  healthcare  is 
available  where  people  live.Train  providers  in 
adopting  proven  treatments  for  patients  at  risk  of 
suicide. 


EMPLOYERS  CANPromote  employee  health  and 
well-being,  support  employees  at  risk,  and  have 
plans  in  place  to  respond  to  people  showing 
warning  signs.Encourage  employees  to  seek  help. 
Provide  referrals  to  mental  health,  substance  use, 
legal,  or  financial  counseling  services  as  needed. 


EVERYONE  CANAsk  someone  you  are  worried 
about  if  they're  thinking  about  suicide.Keep  them 
safe.  Reduce  access  to  lethal  means  for  those  at 
risk.Be  there  with  them.  Listen  to  what  they 
need.Help  them  connect  with  ongoing  support. 
You  can  start  with  the  Lifeline  (1-800-273- 
8255). Follow  up  to  see  how  they're  doing.Find  out 
why  this  can  save  a  life  by  visiting; 
w  ww.  BeThe  1 T  o.com . 


The  media  can  avoid  increasing  suicide 
risk(e.g.,  by  not  using  dramatic  headlines 
orproviding  explicit  details)  and 
encouragepeople  to  seek  help.View 
recommendations  available 
at:www.ReportingOnSuicide.org 


Know  the  SuicideWARNtNG 
SIGNS 


Preventing  suicide 
invoives  everyone  in 
the  community. 


Feeling  like  a 
burdenlsolation 


Increased 

anxietyFeeling  trapped 
or  in  unbearable  pain 


Increased  substance 
useLooking  for  a  way  to 
access  lethal  means 


f 


Increased  anger  or 
rageExtreme  mood 
swings 


Talking  or  posting 
about  wanting  to 
dieMaking  plans  for 
suicide 


M BeThe  lYo 

b«  III*  orM  help  Ih^fTi  by  Ithaiig  lN«i«  S 

ASK.  KEEP  THEM 
SAFE.  BE  THERE. 

HELP  THEM  CONNECT. 
FOLLOW  UP. 


www.0«ThetTo.com 
1<800<273>TALK  (S2Si) 


NATIOMAt 


PREVEN 


ION 


LIFELINE 


1*eOO<273-TALK(82SS) 

ISSSSaSKEi 


Thank  You! 


www.cdc.gov/vita  Isigns.suicidewww.cdc.g 

ov/mmwr 

dstone3@cdc.gov 

The  findings  and  conclusions  in  this  presentation  are  those  of  the  author  and  do  not  necessarily  represent  the  official 
position  of  the  Centers  for  Disease  Control  and  Prevention 


For  more  information,  please  contact! - 
SOO<DC-INFO  (232-4636)TTY;  1-^888*232- 
6348  I  www.cdc-govCenters  for  Disease 
Control  and  Prevention!  600  Clifton  Road 
NE,  Atlanta  GA  30333 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  22  Apr  2018  23:51:20 +0000 

To:  Sokler,  Lynn  (CDC/OD/OADC);Peaker,  Brandy 

(CDC/OPHSS/CSELS/DPHID);Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID);Omisore,  Shannon  L. 
(CDC/OD/OADC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

Thank  you  Lynn  and  Brandy  for  the  information  and  guidance.  I  will  go  ahead  and  prepare  the  Scholar 
One  submission  but  will  not  submit  until  the  25**^  in  case  the  guidance  changes  for  some  reason. 
Sincerely, 

Deb 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  April  20,  2018  4:24  PM 

To:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Schieber, 
Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Sokler,  Lynn  (CDC/OD/OADC) 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

I  believe  that  Katherine  Lyon-Daniel  will  be  sending  to  him  to  look  over  because  he  wanted  to  see  it  for 
him  to  do  telebrief.  Don't  know  about  whether  he  will  make  any  comments  or  when  exactly  he  will  look 
over  it  just  for  his  own  information.  As  Brandy  says,  no  expecting  him  to  have  comments  at  this  point, 
but  you  never  know.  We'll  keep  doing  what  we  are  doing  within  our  process. 

Lynn. 

From;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent;  Friday,  April  20,  2018  4:13  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc,gov>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rb54(g)cdc.gov>;  Omisore,  Shannon 
L.  (CDC/OD/OADC)  <hvl5f5)cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov> 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

Just  to  clarify  -  Dr.  Redfieid  did  not  review  your  MMWR  when  it  was  sent  for  review  with  the  FS  because 
he  had  Just  started  as  Director.  As  Dr.  Redfieid  learns  more  about  the  agency,  we'll  get  more  guidance 
from  OD  on  how  he  wants  to  engage  with  Vital  Signs.  Since  he  has  requested  a  copy  of  your  MMWR,  if 
he  has  comments  at  this  point,  we  will  not  expect  you  to  incorporate  them  by  the  time  the  MMWR  is 
due  to  ScholarOne  on  4/25.  We  will  work  with  the  MMWR  editors  to  let  them  know  that  his  comments 
were  just  received  and  that  you  ail  will  incorporate  his  requested  changes  in  the  first  round  of  edits  with 
the  MMWR  editors. 

Thanks,  Brandy 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Friday,  April  20,  2018  3:59  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0Pcdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdcgpy>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.eov>:  Omisore,  Shannon 
L.  (CDC/OD/OADC)  <hvl5facdc.gov> 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

Hi  Deb  -  CDC/OD  had  the  opportunity  to  review  your  MMWR  when  they  reviewed  the  FS.  They  will 
review  it  again  after  it  is  submitted  to  ScholarOne.  You  may  get  more  comments  from  them  at  that 


point.  No  need  to  worry.  They  have  already  seen  it  once  when  reviewing  the  FS,  they  will  see  again 
during  MMWR  production,  and  then  before  the  prebrief.  They  may  not  have  many  comments  because  it 
is  written  so  well. 

Brandy 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent;  Friday,  April  20,  2018  3:36  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rb54(5)cdc.EQV>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.Eov>;  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszOPcdc.gQV> 

Subject;  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 
Hi  Deb, 

Didn't  want  you  fretting  over  the  weekend.  Rich  is  out  today  and  Rich  and/or  Brandy  will  get  back  to  you 
-  probably  on  Monday. 

Thanks  and  have  a  good  weekend. 

Lynn 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  April  20,  2018  3:08  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0(5icdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
<rbs4@cdc.Eov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6(g>cdc.gov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5(5)cdc.gov> 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

Hello  VS  team.  I'm  concerned  that  I  haven't  gotten  any  comments  back  on  our  MMWR  yet  and  revisions 
are  due  back  on  the  25^^. 

Do  you  have  any  information  about  this  you  can  provide? 

Thank  you, 

Deb 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent;  Friday,  April  20,  2018  2:26  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9g)cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9f5)cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQt5)cdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
<rbs4(5)cdc.Eov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6t5)cdc.Eov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5@cdc.gQV> 

Subject:  FW:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 
Hi  Folks, 

Just  wanted  you  to  know  that  Dr.  Redfield  asked  for  a  copy  of  the  MMWR  now  so  that  he  can  determine 
whether  he  or  Anne  Schuchat  will  do  the  Telebriefing. 

Either  one  is  probably  a  good  thing! 

Will  keep  you  posted. 

Lynn 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent;  Friday,  April  20,  2018  2:21  PM 

To:  Daniel,  Katherine  Lyon  (CDC/OD/OADC)  <kdl8^cdc.gov> 


Subject:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 
This  is  an  early  draft  of  the  MMWR. 


Currently,  the  pre-brief  with  Anne  is  set  up  for  May  8* 

To  acconnmodate  her  travel  schedule  we  set  up  the  media  telebrief  and  launch  of  the  Vital  Signs  for 
Thursday,  June  7.  Invites  have  been  issued. 

If  Dr.  Redfield  is  able  to  and  wants  to  do  this  one,  is  it  possible  to  change  to  our  normal  Tuesday,  June  5 
schedule?  FYI  and  isn't  any  deciding  factor  at  all,  but  I  am  on  leave  and  on  a  plane  on  June  7,  but  I  am 
here  on  June  5. 

Please  let  us  know. 

Thanks,  Lynn 


From:  Peaker,  Brandy  {CDC/OPHSS/CSELS/DPHID) 

Sent:  20  Apr  2018  16:18:24  -0400 

To:  Sokler,  Lynn  (CDC/OD/OADC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);5chieber, 

Richard  A.  (CDC/OPHSS/CSELS/DPHID);Om!Sore,  Shannon  L  (CDC/OD/OADC) 

Cc;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

Meant  to  add  -  Dr.  Schuchat  did  review  the  MMWR  when  reviewing  the  FS  and  she  did  not  have  any 
comments.  We  don't  expect  any  more  comments  from  her  until  after  the  MMWR  is  submitted  to 
ScholarOne. 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Friday,  April  20,  2018  4:13  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID) ;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Cc:  Simon/Thomas  (CDC/ONDIEH/NCIPC) ;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

Just  to  clarify  -  Dr,  Redfield  did  not  review  your  MMWR  when  it  was  sent  for  review  with  the  FS  because 
he  had  just  started  as  Director.  As  Dn  Redfield  learns  more  about  the  agency,  we'll  get  more  guidance 
from  OD  on  how  he  wants  to  engage  with  Vital  Signs.  Since  he  has  requested  a  copy  of  your  MMWR,  if 
he  has  comments  at  this  point,  we  will  not  expect  you  to  incorporate  them  by  the  time  the  MMWR  is 
due  to  ScholarOne  on  4/25.  We  will  work  with  the  MMWR  editors  to  let  them  know  that  his  comments 
were  just  received  and  that  you  all  will  incorporate  his  requested  changes  in  the  first  round  of  edits  with 
the  MMWR  editors. 

Thanks,  Brandy 

From:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Sent:  Friday,  April  20,  2018  3:59  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQ(g)cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<;af9@cdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gQv>:  Omisore,  Shannon 
L.  (CDC/OD/OADC)  <hvl5(g)cdc.gov> 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

Hi  Deb  ”  CDC/OD  had  the  opportunity  to  review  your  MMWR  when  they  reviewed  the  ES.  They  will 
review  it  again  after  it  is  submitted  to  ScholarOne.  You  may  get  more  comments  from  them  at  that 
point.  No  need  to  worry.  They  have  already  seen  it  once  when  reviewing  the  FS,  they  will  see  again 
during  MMWR  production,  and  then  before  the  prebrief.  They  may  not  have  many  comments  because  it 
is  written  so  well. 

Brandy 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  April  20,  2018  3:36  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rb54(g>cdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gQV>:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5(g?cdc.gQV> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <Z5zQ@cdc.gov> 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 
Hi  Deb, 

Didn't  want  you  fretting  over  the  weekend.  Rich  is  out  today  and  Rich  and/or  Brandy  will  get  back  to  you 
-probably on  Monday. 

Thanks  and  have  a  good  weekend. 

Lynn 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  20,  2018  3:08  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszOj®cdcEoy>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
<rbs4@cdc>Rov>;  Peaker,  Brandy  {CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gQV>:  Omisore,  Shannon  L- 
(CDC/OD/OADC)  <hvl5(S)cdc.gQv> 

Subject:  RE:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 

Hello  VS  team.  Tm  concerned  that  I  haven't  gotten  any  comments  back  on  our  MMWR  yet  and  revisions 
are  due  back  on  the  25^^. 

Do  you  have  any  information  about  this  you  can  provide? 

Thank  you. 

Deb 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  April  20,  2018  2:26  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tfis9(g>cdc.ROv>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc,gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zQ(@cdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
<rbs4(5)cdc.Rov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6(g>cdc.gov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5g)cdc.gOv> 

Subject:  FW:  June  Vital  Signs  -  Suicide  Prevention  ’  MMWR  early  draft 
Hi  Folks, 

Just  wanted  you  to  know  that  Dr.  Redfield  asked  for  a  copy  of  the  MMWR  now  so  that  he  can  determine 
whether  he  or  Anne  Schuchat  will  do  the  Telebriefing. 

Either  one  is  probably  a  good  thing! 

Will  keep  you  posted. 

Lynn 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  April  20,  2018  2:21  PM 

To:  Daniel,  Katherine  Lyon  (CDC/OD/OADC)  <kdl8@cdc.gov> 

Subject:  June  Vital  Signs  -  Suicide  Prevention  -  MMWR  early  draft 
This  is  an  early  draft  of  the  MMWR. 

Currently,  the  pre-brief  with  Anne  is  set  up  for  May  8. 

To  accommodate  her  travel  schedule  we  set  up  the  media  telebrief  and  launch  of  the  Vital  Signs  for 
Thursday,  June  7.  Invites  have  been  issued. 

If  Dr.  Redfield  is  able  to  and  wants  to  do  this  one,  is  it  possible  to  change  to  our  normal  Tuesday,  June  5 
schedule?  FYI  and  isn't  any  deciding  factor  at  all,  but  I  am  on  leave  and  on  a  plane  on  June  7,  but  I  am 
here  on  June  5. 

Please  let  us  know. 

Thanks,  Lynn 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  09:09:09 -0400 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Holland,  Kristin 

(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);Daniel,  Valerie  M.  (CDC/ONDIEH/NClPC);Kurnit, 

Molly  Regina  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Baliman,  Marie  R. 
(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Media  Messaging  Work  Group  Call 

Attachments:  FINAL  MATERIALS  FOR  DI5TRlBUTION_  June  7  -  Vital  Signs  Suicide 

Prevention. msg 


Looks  like  you  guys  are  all  on  the  invite  for  the  call  with  the  Action  Alliance  Messaging  Work  Group 
today.  Per  Lynn  Sokter's  email  attached  we  can  distribute  VS  materials  to  key  partners  and  constituents 
as  of  9am  today.  Are  you  all  ok  with  sharing  an  embargoed  copy  of  the  Fact  Sheet  with  those  on  the 
invite  in  advance  of  the  call  this  afternoon  with  the  stipulation  that  it  is  embargoed  until  1pm  and 
cannot  be  shared  or  forwarded?  On  the  call  I  wilt  plan  to  briefly  highlight  the  fact  sheet  and  Molly  will 
discuss  our  messaging  plans. 

. Original  Appointment - 

From:Torguson,  Kimberly 

Sent:  Monday,  May  14,  2018  6:59  PM 

To:Torguson,  Kimberly;  Belyeu,  Avery;  jbenson@reingold.com;  Black,  Erin  (CDC/ONDIEH/NCIPC);  Bray, 
Miranda  (SAMHSA/OC);  Sam.Brinton@thetrevorproJect.org;  Bruce,  Crystal  (CDC/OPHPR/OD);  Carr, 
Colleen;  SCoggin@afsp.org;  ccreighton@suicidologv.org;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC); 
Curtin,  Sally  C.  (CDC/OPHSS/NCHS);  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC); 
Ashbv.Dodge@thetrevorprDject.org;  mgdvak@eiconline.org;  JohnD@mhaofnYC.org; 
fgon2ale2@mhaofnyc.org;  Gass,  Jesse;  Hausman,  Bridgette;  Hedegaard,  Holly  (CDC/OPHSS/NCHS); 
Holland,  Kristin  (CDC/ONDIEH/NCIPC);  ajkulp@suicidology.org;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC);  wendy.e.lakso.civ@maiLmil;  plauricell3@reingold.com; 

sheri.lunn@thetrevorproject.org;  cmaxwell@suicidology.org;  McElroy,  James  (NIH/NIMH)  [E];  McShane, 
Kristen  (SAMHSA/OC);  steve.mendelsohn@thetrevorproject.org;  eneely@reingold.com; 
AOBrien@afsp.org;  O'Keefe,  Lindsey  (NIH/NIMH)  [E];  Amit.Palev@thetrevorproject.org; 
jpearson@nih.gov;  Pearson,  Jane  L  (NIH/NIMH)  [E];  Reed,  Jerry;  dreidenberg@save.org;  Richmond- 
Crum,  Malia  (CDC/ONDIEH/NCIPC);  mrosen@mhaofnyc.org;  michaelle.scanlon@nih.gov;  Sobottka, 
Linda;  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Stout,  Elly;  calvin.stowell@thetrevorproject.org; 
AVactor@mhaofnvc.org;  Warner,  Margaret  (CDC/OPHSS/NCHS);  katherine.v.warrick.civ@maiLmil; 
kevin.wong@thetrevorproject.org;  Wright,  James  (SAMHSA/DPTSSP) 

Subject:  Media  Messaging  Work  Group  Call 

When;  Thursday,  June  7,  2018  11:00  AM-11:30  AM  (UTC-05:00)  Eastern  Time  (US  &  Canada). 

Where:  Phone  Number:  866-370-2808  (access  code  |(bV6l 


Phone  Number:  866-370-2808  (access  code  1(11)16 
Email  Context  (From  5/14): 

Hello  Media  Messaging  Work  Group  (MMWG), 

Following  the  email  below,  we  wanted  to  let  you  know  that  the  CDC  data  expected  to  be  released  on 
June  5  will  now  be  released  on  June  7.  Additionally,  we  received  word  that  we  will  not  be  receiving  an 
embargoed  copy  so  we'll  be  rescheduling  our  MMWG  group  call  (originally  scheduled  for  Thursday,  May 

31)  to  Thursday,  June  7  at  11:00  a.m. 


The  goal  of  this  call  is  to  convene  our  partners  to:  1)  discuss  the  data,  and  2)  develop  consensus  on  our 


messaging  that  will  be  used  to  craft  a  statement.  If  you  are  unable  to  join  the  call,  you  will  still  have  the 
opportunity  to  weigh  in  on  the  statement  via  email. 

We  hope  you  can  join  us  on  Thursday,  June  7  at  11:00  a.m. 

Lastly,  we  want  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Best, 


Hello  Media  Messaging  Work  Group, 

We  wanted  to  call  to  your  attention  to  a  just-released  article  published  in  the  Amerlcon  Journo!  of 
Preventive  Medidne  that  looks  at  county-specific  estimates  of  suicide  rates.  The  paper  titled  "County- 
level  Trends  in  Suicide  Rates  in  the  U.5,,  2005-2015"  was  written  by  our  Partner,  CDC  (authors  include: 
Lauren  M.  Rossen,  Holly  Hedegaard,  Diba  Khan  and  Margaret  Warner  from  NCHS). 

Key  findings  include: 

•  Posterior  predicted  mean  county-level  suicide  rates  increased  by  >10%  from  2005  to  2015  for  99% 

of  counties  in  the  U.S.,  with  87%  of  counties  showing  increases  of  >20%. 

•  Counties  with  the  highest  model-based  suicide  rates  were  consistently  located  across  the  western 

and  northwestern  U.S.,  with  the  exception  of  southern  California  and  parts  of  Washington. 

•  Compared  with  more  urban  counties,  more  rural  counties  had  the  highest  estimated  suicide  rates 

from  2005  to  2015,  and  also  the  largest  increases  over  time. 

Overall  the  data  underscores  the  importance  of  looking  at  geographic  areas  to  identify  high  risk  and 
need  for  more  coordinated  and  comprehensive  community-based  suicide  prevention  efforts  in  the  U.S. 
While  the  Action  Alliance  does  notplan  to  put  out  a  formal  statement  about  the  data  at  this  time,  we 
encourage  you  to  reference  our  past  collective  statement  (written  in  collaboration  with  the  MMWG 
partners)  released  last  year  that  looks  at  suicide  rates  in  urban  and  rural  areas.  Youll  notice  much  of  the 
information  is  very  relevant  and  timely  as  it  relates  to  the  county-level  trends  data. 

Please  find  below  some  tailorable  social  media  posts  to  help  further  promote  the  data: 

•  Data  released  by  (5)  CDC  Injury  featured  in  @AmJPrevMed  shows  county-level  trends  in  suicide 

rates  in  the  US  http://bitJv/2iHo6hk 

•  New  article  featured  in  @AmJPrevMed  underscores  need  for  coordinated  and  comprehensive 

community-based  suicide  prevention  efforts  http://bitJv/2IHo6hk 

•  Trends  about  suicide,  like  geographic  patterns,  helps  us  develop  more  targeted  community-based 

#suicideprevention  strategies  http://bit.lv/2IHo6hk  so  we  can  reduce  annual  suicide  rate  20%  by 
2025 

•  Rural  counties  in  the  U.S.  had  the  highest  estimated  suicide  rates  from  2005-2015  according  to 

just-released  @AmJPrevMed  http://bit.lv/2IHo6hk 

•  Tracking  county-level  suicide  rates  helps  our  field  to  better  understand  changes  in  suicide  rates 

overtime  and  develop  more  targeted  suicide  prevention  efforts  http://bit.lv/2IHo6hk 

•  Together  we  can  reduce  the  annual  suicide  rate  20  percent  by  2025  but  we  need  continued 

research  on  community-level  risk  and  protective  factors  as  shown  in  recent  data  by  (©CDCinjury 
http://bit.lv/2IHQ6hk 

When  posting,  please  consider  incorporating  Media  Messaging  Work  Group  Partner  Twitter  handles: 

•  @Action  Alliance 

•  @AASuicidologv 

•  @afspnational 

•  @CDCiniurv 

»  (aCDCMMWR 

•  {gOeptofDefense 

•  (gPeptVetAffairs 


•  @EDCTweet5 

>  @N]H 

•  {gNiMHROV 

•  {^ReinHoldlnc 

•  @sanihsagQV 

•  (gSAVEvQtcesofedu 

•  @SPRCtweet5 

•  @TrevofProiect 

>  @800273TAIK 

Some  resources  that  you  may  also  find  helpful  as  you  promote  the  data  include: 

•  Action  Aliiance^s  Transforming  Communities:  Key  Elements  for  the  implementation  of 

Comprehensive  Community-Based  Suicide  Prevention  -  A  resource  that  outlines  strategic 
components  that  should  guide  program  planning  and  implementation  at  the  community  level. 

•  CPC's  Preventing  Suicide:  A  Technical  Packape  of  Policy,  Programs,  and  Practices  -  A 

resourcethat  helps  states  and  communities  prioritize  efforts  to  prevent  suicide. 

We  wanted  to  give  you  all  the  heads  up  that  CDC  is  also  expected  to  release  additional  relevant  data  to 

inform  suicide  prevention  efforts  on  or  around  June  5^^.  The  Action  Alliance  Secretariat  does  plan  to 
convene  this  group  to  develop  consensus  messaging  around  this  impending  data  release.  In  preparation 
for  this  larger  data  release,  we'll  be  convening  the  MIVIWG  for  a  call  in  late  May  to  discuss  the  data  and 
our  collective  statement, 

REQUEST:  Please  join  us  for  a  planning  caii  on  Thursday,  May  31  at  2:00  jj.m,  ET  to  pian  ahead  for 
collective  statement  about  CDC  data- 

We  will  send  you  a  calendar  invite  (containing  call-in  information)  to  you  shortly.  If  you  are  unable  to 
participate  on  this  call,  youll  have  the  opportunity  to  weigh  in  on  the  statement  electronically. 

Lastly,  we  wanted  to  thank  CDC  for  giving  us  the  heads  up  about  the  data. 

Thank  you. 


From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  6  Jun  2018  14:32:49  -0400 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NICIPC);Lenardj  Courtney 

{CDC/ONDIEH/NCfPC);Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);MercY, 
James  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Bruce,  Crystal 
(CDC/OPHPR/OD);Simon,  Thomas  (CDC/ONDIEH/NCIPC);B!ack,  Erin  (CDC/ONDIEH/NCIPC);Gaines- 
McCollom,  Molly  (CDC/OPHPR/DEO);DeNoon,  Daniel  (CDC/OD/OADC)  (CTR);Grusich,  Katherina  (Kate) 
{CDC/OD/OADC);Hoskins,  Sharon  (K.D.)  (COC/OD/OADC);lverson,  Dontae  {CDC/OD/OADC);Balluz,  Lina 
(ATSDR/DTHHS/OD);Bonds,  Michelle  E,  (CDC/OD/OADC);Brand,  Anstice  M.  (CDC/OD/CDCWO); Brown, 
Renee  (CDC/ONDIEH/NCCDPHP);Bumpus,  Stefanie  (CDC/OID/NCEZID);Burden,  Bernadette 
(CDC/OD/OADC);Burns,  Annina  (CDC/OD/CDCWO);Charles,  Julia  {CDC/OD/OCS);Clark,  Cynthia  K. 
{CDC/OD/OCS);Crawford,  Carol  Y.  (CDC/OD/OADC); Daniel,  Katherine  Lyon  (CDC/OD/OADC);Das,  Mansi 
5.  (CDC/OD/OADC);Dempsev,  Jay  H.  (CDC/OD/OADC);Diaz,  Shelly  S.  (CDC/OID/NCHHSTP);Dills,  Kimberly 
C.  (ATSDR/OPPE);DPAID(CDC);Dunn,  Evelyn  (CDC/OCOO/OFR/OA);Galatas,  Kate 
(CDC/OD/OADC);Gonzalez,  Belsie  (CDC/OD/OADC);Grant,  Llelwyn  (CDC/OD/OADC);Green,  Hugh 
(CDC/OD/OC5);Guest,  Megan  (CDC/OD/OADC);Heldman,  Amy  6.  {CDC/OD/OADC};Hogg,  Jarrad 
(CDC/OD/OADC); Hoo,  Elizabeth  (CDC/OD/PPEO);lademarco,  Michael  (CDC/OPHSS/CSELS/OD);Joyner, 
Tonya  (CDC/OSTLTS/OD)  (CTR);Kelly,  Alison  (CDC/OCOO/OFR/OA);Kent,  Charlotte 
{CDC/OPHSS/CSELS/DPHID);Knight,  Dianna  (CDC/OD/OADC); Knotts,  Ashley  (CDC/OD/OCS);Kroop,  Seth 
{CDC/OD/OCS);Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD);Martin,  Laura  Yerdon 
(CDC/OPHSS/CSELS/OD); McGowan,  Robert  (Kyle)  (CDC/OD/OCS);Olivares,  Dagny 
(CDC/OSTLTS/OD); Pa rikh,  Sapana  (CDC/0C00/0FR/0A);P3rker,  Stacey  M.  (CDC/OSTLTS/OD) 
(CTR);Pavne,  Chelsea  C.  (CDC/OSTLTS/OD);Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS);Rasmussen,  Sonja 
(CDC/OID/OD);Redd,  Stephen  (CDC/OPHPR/OD);Redfield,  Robert  R.  (CDC/OD);Schattner,  Aimee 
(CDC/OD/CDCWO);5chindelar,  Jessica  (CDC/OD/OADC);Schuchat,  Anne  MD  (CDC/OD);Simon,  Gia  M. 
(CDC/OSTLTS/OD);Smith,  Patti  (CDC/OD/OADC);Sokler,  Lynn  (CDC/OD/OADC);Sorrells,  Marjorie  J. 
(CDC/OD/OCS);Stanojevich,  Joel  G.  (CDC/CGH/OD);Ware,  Nina  (CDC/OD/OADS);Weatherwax,  Douglas 
(CDC/OPHSS/CSELS/DPHID);Wilkinson,  Kelly  (CDC/OSTLTS/OD)  (CTR);Wilson,  Michelle 
(CDC/OCOO/OFR/OA) 

Cc:  Sokler,  Lynn  (CDC/OD/OADC);Schieber,  Richard  A. 

(CDC/OPHSS/CSELS/DPH(D);Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID);Omisore,  Shannon  L. 
(CDC/OD/OADC);Turner,  Cheryl  L.  (CDC/OD/OADC)  (CTR);Guest,  Megan  (CDC/OD/OADC);McGuire, 
Delaney  (CDC/OD/OADC); Roberts,  Ursula  (CDC/OD/OCS)  (aR) 

Subject:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 

Attachments:  DEAR  COLLEAGUE_V2_5.15.18.13.02pm_rev_FinaLDOCX,  PRESS 

RELEASE_Suicide_VS_V6  _FinaLdocx,  FACT  SHEET_Vital  Signs_June_2018_Suicide_Final_WEB.pdf, 
GRAPHIC_  PR_VSJune_2018_Suicide-Eng_v4_Final.pdf,  TELEBRIEF  SCRIPT_V6_06.6.18_206pm_pgm 
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Hi  Folks, 

This  month's  issue  of  Vital  Signs  is  on  Suicide  Rates  Rising  across  the  U.S.  and  releases  Thursday, 
June  7  with  a  Media  Telebriefing  at  noon.  Ail  materials  go  live  on  the  CPC  website  at  1  pm.  Here  are 
the  key  materials  to  use  to  distribute  to  stakeholders  and  partners:  The  Dear  Colleague  letter,  MMWR, 
Fact  Sheet,  Press  Release  and  Graphic. 


For  those  distributing  to  media,  please  send  the  MMWR,  Fact  Sheet,  Press  Release  and  Graphic.  Dr. 
Schuchat  will  be  the  primary  spokesperson  for  this  Vital  Signs, 

For  those  of  you  distributing  out  to  partners  and  other  constituents  Thursday  morning  at  9  am, 

please  make  sure  they  know  these  are  advance  copies  only.  These  materials  are  embargoed  untit 
Thursday  June  7  at  1  pm.  Please  adjust  the  Dear  Colleague  letter  for  those  people  to  which  you  send. 
Also  please  send  Rich  and  me  a  copy  when  you  email  this  out  to  your  groups. 

We  will  also  have  the  press  release  on  CDC  en  Espanol  and  available  through  the  Vital  Signs  website. 

For  those  attending  the  media  telebriefinq,  I  have  also  attached  the  Tefebriefing  Script  and  the  Q&A 
document.  These  do  not  get  distributed  externally. 

For  each  Vital  Signs  issue,  we  track  and  report  on  results  two  times  -  after  24  hours  and  after  30  days. 
We  track  the  number  of  audiences  reached  {from  all  media  and  web  sources),  #  of  stories  and  type  of 
media,  the  dollar  value  of  the  media  coverage  if  CDC  had  to  purchase  it  as  advertising,  social  media  use 
and  reuse,  and  #  of  people  looking  at  Vital  Signs  on  our  web  pages. 

Vital  Signs  reaches  out  to  a  lot  of  different  people  with  our  topics  and,  from  our  evaluation  surveys,  the 
uptake  out  in  the  field  is  impressive.  In  a  survey,  an  astounding  95%  of  state  health  officers  and  state 
epidemiologists  were  aware  of  and  used  VS  issues,  with  about  3  in  4  using  VS  in  the  past  year.  All 
shared  the  material  with  their  constituents  via  conference  call,  e-mail,  newsletter,  or  mailing  for  topics 
appropriate  to  their  members.  A  stratified  random  sample  survey,  used  with  NACCHO  member 
organizations,  reported  that  74%  of  all  county  or  local  health  departments  had  heard  of  or  used  VS  in  the 
past  year  to  educate  staff,  improve  programs,  and  guide  policy  formation.  As  well,  a  2017  internal 
evaluation  showed  that  most  program  staff  involved  believe  the  value  derived  from  it  is  worth  the  work, 
although  producing  Vital  Signs  takes  a  lot  of  effort. 

I  want  to  thank  everyone  who  has  worked  on  this  issue  for  all  their  extra  efforts.  It’s  a  very  important  topic 
and  will  be  valuable  information  for  many  people.  We  hope  that  program  continues  to  use  this  Vital  Signs 
to  promote  its  messages  and  the  recommended  actions  in  it  to  achieve  new  results. 

Cheers, 

Lynn 

Lynn  A,  Soldcr|  Senior  Communication  Advisor|  Office  of  the  Dirce tor  j  Office  of  the  Assocjate  Director 
for  Communication  I  Centers  for  Disease  Control  and  Prevention  IMailing:  i6oo  Clifton  Road  MS-E-6ci| 
Atlanta,  GA  30:129!  zszQ@cdc..gQvl  office  404-498-6517  |bus.  cell  404-409-5556|fx  404-498-0945 


Dear  Colleague: 


The  CDC  Vital  Sis^^s  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vita!  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Tuesday,  June  7,  2018,  at  1:00  pm  (EST) 
tdllowing  a  media  telebriefing  at  noon;  all  attached  materials  are  ElVIBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 
increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 
indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone, 
including  relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  infonnation 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Web  page  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
ww^w.cdc.gov/syndi cation  and  search  on  the  tenn  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Signs  Town  Hall  Teleconferenee  on  June  12  at  2:00  pra  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  support. 

Debra  Houry,  MD,  MPH  James  A.  Mercy,  PhD 

Director  Director 

National  Center  for  Injury  Prevention  and  Control  Division  of  Violence  Preven  tion 

National  Center  for  Injury  Prevention  and  Control 


Press  Release 

Embargoed  until  1:00  pm  ET 
Thursday,  June  7,  2018 

Contact:  CPC  Media  Relations 
404-639-3286 

Suicide  rates  rising  across  the  U.S. 

Comprehensive  prevention  goes  beyond  a  focus  on  mental  health  concerns 

Suicide  rates  have  been  rising  in  nearly  every  state,  according  to  the  latest  Vital  Signs  report  by  the 
Centers  for  Disease  Control  and  Prevention  (CDC). 

In  2016,  nearly  45,000  Americans  age  10  or  older  died  by  suicide.  Suicide  is  the  1 0th  leading  cause  of 
death  and  is  one  of  just  three  leading  causes  that  are  on  the  rise. 

Suicide  is  rarely  caused  by  a  single  factor.  Although  suicide  prevention  efforts  largely  focus  on 
identi lying  and  providing  treatment  for  people  with  mental  health  conditions,  there  are  many  additional 
opportunities  for  prevention. 

“Suicide  is  a  leading  cause  of  death  for  Americans  —  and  it’s  a  tragedy  for  families  and  communities 
across  the  country,”  said  CDC  Principal  Deputy  Director  Anne  Schuchat,  M.D.  “From  individuals  and 
communities  to  employers  and  healthcare  professionals,  everyone  can  play  a  role  in  efforts  to  help  save 
lives  and  reverse  this  troubling  rise  in  suicide.” 

Many  factors  contribute  to  suicide 

For  this  Vital  Signs  report,  CDC  researchers  examined  state-level  trends  in  suicide  rates  from  1999- 
2016.  In  addition,  they  used  201 5  data  from  CDC’s  National  Violent  Death  Reporting  System,  which 
covered  27  states,  to  look  at  the  circumstances  of  suicide  among  people  with  and  without  known  mental 
health  conditions. 

Researchers  found  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  diagnosed 
mental  health  condition  at  the  time  of  death.  Relationship  problems  or  loss,  substance  misuse;  physical 
health  problems;  and  job,  money,  legal  or  housing  stress  often  contributed  to  risk  for  suicide.  Firearms 
were  the  most  common  method  of  suicide  used  by  those  with  and  without  a  known  diagnosed  mental 
health  condition. 

State  suicide  rates  vary  widely 

The  most  recent  overall  suicide  rates  (2014-2016)  varied  four-fold;  from  6.9  per  100,000  residents  per 
year  in  Washington,  D.C.  to  29.2  per  100,000  residents  in  Montana. 

Across  the  study  period,  rates  increased  in  nearly  all  states.  Percentage  increases  in  suicide  rates  ranged 
from  just  under  6  percent  in  Delaware  to  over  57  percent  in  North  Dakota.  Twenty-five  states  had 
suicide  rate  increases  of  more  than  30  percent. 


Wide  range  of  prevention  activities  needed 

The  report  recommends  that  states  take  a  comprehensive  public  health  approach  to  suicide  prevention 
and  address  the  range  of  factors  contributing  to  suicide.  This  requires  coordination  and  cooperation  fi'om 
every  sector  of  society:  government,  public  health,  healthcare,  employers,  education,  media  and 
community  organizations. 

To  help  states  with  this  important  work,  in  2017  CDC  released  a  technical  package  on  suicide 
prevention  that  describes  strategies  and  approaches  based  on  the  best  available  evidence.  This  can  help 
inform  states  and  communities  as  they  make  decisions  about  prevention  activities  and  priorities. 

Eveiyone  can  help  prevent  suicide: 

•  Learn  the  warning  signs  of  suicide  to  identify  and  appropriately  respond  to  people  at  risk.  Find 
out  how  this  can  save  a  life  by  visiting:  www.BeThe  1  to.com 

•  Reduce  access  to  lethal  means  —  such  as  medications  and  firearms  -  among  people  at  risk  of 
suicide, 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help:  1 -800-273-TALK  (8255), 
https://suicidepreventionlifeline.orE 

The  media  can  avoid  increasing  risk  when  reporting  on  suicide  by: 

•  Following  and  sharing  recommendations  available  at  www.repoftinEonsuicide.ors  (for  example, 
avoiding  dramatic  headlines  or  explicit  details  on  suicide  methods); 

•  Providing  information  on  suicide  warning  signs  and  suicide  prevention  resources;  and 

•  Sharing  stories  of  hope  and  healing. 

Vita!  Sisns  is  a  CDC  report  that  typically  appears  on  the  first  T uesday  of  the  month  as  part  of  the  CDC 
journal  Morbidity  and  Mortality  Weekly  Renan.  The  report  provides  the  latest  data  and  infonnation  on 
key  health  indicators,  and  what  can  be  done  to  drive  down  these  healtli  threats. 


### 

U  S.  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


Nearly  45,000  lives  lost  to 
suicide  in  2016. 


Suicide  rising  across  the  US 

More  than  a  mental  health  concern 


yk  A  A  fl  /  Suicide  rates  went  up 
I  411  Vn  more  than  30%  in  half 
*  WW  /U  of  states  since  1999. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not 
known  to  have  a  diagnosed  mental  health  condition  at  the  time  of 
death.  Other  problems  often  contribute  to  suicide,  such  as  those 
related  to  relationships,  substance  use,  physical  health,  and  job, 
money,  legal,  or  housing  stress.  Making  sure  government,  public 
health,  healthcare,  employers,  education,  the  media  and  community 
organizations  are  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition. 


likelihood  of  preventing  suicide. 


States  and  communities  can 


'i 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely 
storing  medications  and  firearms  to  reduce  access  among 
people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
friend  or  loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase 

Increase 


Increase 
•  Increase 


38  -  58% 
31  -  37% 
19  -  30% 
6  -  18% 


Decrease  1% 


SOURCE:  CDC's  N^tionai  Vital  Stathtics  System: 
CDC  V^’ral'  Signs,  June  2018. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Known  mental  health  conditions 

Sex  Method 


Female 

16% 


Female 


Relationship 

problem 


(42%) 


Many  factors  contribute  to  suicide  among  those 
with  and  without  known  mental  health  conditions. 


Problematic 
substance  use 

(28%) 


Job/Financial 

problem 

(16%) 


Loss  of 
housing 

(4%) 


Criminal  legal 
problem 

(9%) 


Physical  health 
problem 

(22%) 


Crisis  in  the  past 
or  upcoming  two 
weeks  (29^4)) 


Note:  Persons  who  died  by  suldde  may  have  had 
multiple  drcumstances.  Data  on  mental  health 
conditions  and  other  factors  are  from  coroner/ 
medical  examiner  and  law  enforcement  reports.  It 
IS  possible  that  mental  health  conditions  or  other 
circumstances  could  have  been  present  and  not 
diagnosed,  known,  or  reported, 

SOURCE:  CDC's  Nationai  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2015. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
httosJ/ao.usa.aov/xQBGc 


Preventing  suicide  involves 
everyone  in  the  community. 


Provide  financial  support  to  individuals  in  need. 


States  can  help  ease  unemployment  and  housing  stress 
by  providing  temporary  help. 


Strengthen  access  to  and  delivery  of  care. 


Health  care  systems  can  offer  treatment  options  by 
phone  or  online  where  services  are  not  widely  available. 


Employ, cam  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  people  within  their  communities. 


Communities  can  offer  programs  and  events  to 
increase  a  sense  of  belonging  among  residents. 


•  • 


Schools  can  teach  students  skills  to  manage  challenges 
like  relationship  and  school  problems. 


r 

Know  the  Suicide 

WARNING  SIGNS 

Feeling  like  a  burden 
Being  isolated 


► 


% 


Increased  anxiety 

Feeling  trapped  or  in 
unbearable  pain 


*  Increased  substance  use 

•  Looking  for  a  way  to 
access  lethal  means 


M 
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•  increased  anger  or  rage 

•  Extreme  mood  swings 


Expressif>g  hopelessness 


Sleeping  too  little 
or  too  much 


L  © 

r 
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Teach  coping  and  problem-solving  skills. 

L  J 

n 
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Talking  or  posting  about 
wanting  to  die 

Making  plans  for  suicide 


5  STEPS  TO  HELP  SOMEONE  AT  RISK 


Prevent  future  risk. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  support  people  at  risk 


Everyone  can  learn  the  warning  signs  for  suicide,  how 
to  respond,  and  whereto  get  help. 


rNEWS 


^ii 


1 .  Ask. 

2.  Keep  them  safe, 

3.  Be  there. 

4.  Help  them  connect. 

5.  Follow  up. 

Find  out  why  this  can  save  a  life  by  visiting: 
WWW.  BeThel  To.  com 


SOURCE:  www-BeTheTTo, 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example,  see 
www.cdc.gov/violencepreventiQn/nvdrs). 

•  Developing,  implementing,  and  evaluating  suicide 
prevention  strategies. 

•  Supporting  local,  state,  tribal,  national,  and  other 
partners  to  prevent  suicide  (for  example,  see 
httpsy/go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Offer  activities  that  bring  people  together  so  they  feel 
connected  and  not  alone. 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  pfans  in  place  to  respond 
to  people  showing  warning  signs, 

•  Encourage  employees  to  seek  help,  and  provide 
referrals  to  mental  health,  substance  use,  legal, 
or  financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they're 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 

•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support.  You  can 
start  with  the  Lifeline  (1-800-273-8255). 

•  Follow  up  to  see  how  they're  doing. 

•  Find  out  why  this  can  save  a  life  by  visiting: 

WWW.  BeThe  1  To .  com . 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  friend  or  loved  one  to  suicide. 


HEALTH  CARE  SYSTEMS  CAN 

•  Provide  high-quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live, 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  suicide  risk 
(e,g.,  by  not  using  dramatic  headlines  or 
providing  explicit  details)  and  encourage 
people  to  seek  help. 

View  recommendations  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800.273-TALK  (8255) 

Chat;  www.suiddepreventionlifeline.Qn 


www.cdc.gov/vitalsigns/suicide 

wwwxdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web;  wwwxdc.gov 


CS292322^ 


Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date:  June  7,  2018 


Suicide  rates  rose  across  the  US  from  1999  to  2016. 


|::i(  .pi  Increase  38  -  58% 
Increase  31  -  37% 
V////  Increase  19-30% 

^  Increase  6-18% 
Decrease  1  % 

SOURCE:  CDC's  National  Vital  Statistics  System. 
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Vital  Signs  Rising  Suicide  Rates  Across  U.S. 
June  1,  2018 


Desired  Headlines 

•  Nearly  45,000  lives  lost  to  suicide  in  2016,  but  suicide  is  preventable. 

•  Suicide  rates  up  in  almost  all  states,  but  suicide  is  preventable. 

•  Suicide  rates  went  up  more  than  30%  in  half  of  U.S.  states  between  1999  and  2016. 

•  Many  factors  contribute  to  suicide,  beyond  mental  health  conditions  alone. 


Moderator:  Thank  you  (OPERATOR  NAME).  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  CPC  Vital  Signs  report  on  Trends  in  Suicide  Rates  and  contributing 

circumstances  to  suicide.  We  are  joined  by  Dr.  Anne  Schuchat,  CDCs  Principal  Deputy 

Director  and  Dr.  Deb  Stone,  lead  author  of  the  study.  Following  opening  remarks,  Drs. 

Schuchat  and  Stone  will  respond  to  questions.  IMI  turn  the  call  over  now  to  Dr.  Anne 

Schuchat. 


Dr.  Schuchat: 

•  Good  afternoon  and  thank  you  for  joining  us  today. 

•  CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDCs 
Vital  Signs  report^  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it. 
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•  Today's  report  contains  new  information  about  state  suicide  trends,  the  factors 
that  contribute  to  suicide,  and  the  implications  for  prevention. 

•  In  2016  alone,  45,000  people  in  the  U.S.  lost  their  lives  to  suicide. 

•  Unfortunately,  our  data  show  that  the  problem  is  getting  worse. 

•  Suicide  is  one  of  just  three  leading  causes  of  death  that  are  on  the  rise. 

•  And  these  statistics  don't  begin  to  reveal  the  emotional,  social  and  financial  toll 
that  suicide  exacts  on  individuals,  families  and  communities  who  are  left 
devastated. 

•  Many  of  us  have  lost  friends,  neighbors  and  family  members  to  suicide  -  or  have 
loved  ones  who  have  considered  or  attempted  it. 

•  Between  1999  and  2016,  suicide  rates  increased  among  all  age  groups  younger 
than  75  years.  During  that  period,  middle-aged  adults  had  the  largest  number  of 
suicides  and  particularly  high  increases  in  rates. 

•  We  found  that  suicide  rates  increased  in  nearly  every  state  across  the  nation. 

•  These  findings  are  disturbing.  Suicide  is  a  public  health  problem  that  can  be 
prevented. 

•  For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics 
System  to  look  at  trends  in  suicide  rates  for  all  50  states  and  Washington,  D.C. 

•  We  then  looked  at  data  from  CDC's  National  Violent  Death  Reporting  System  (the 
NVDRS),  which  included  information  for  27  states  in  2015,  and  looked  at 
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circumstances  around  suicides  among  people  with  and  without  known  mental 
health  conditions. 

o  [As  a  side  note,  CDC  is  now  collecting  data  in  40  states,  D.C.  and  Puerto 
Rico.  And  Congress  has  provided  additional  funding  in  the  fiscal  year  2018 
omnibus  so  that  CDC  can  expand  the  system  to  all  50  states]. 

•  Suicide  is  often  attributed  solely  to  a  mental  health  concern.  But,  according  to 
our  data  (NVORS),  fewer  than  half  of  the  people  who  died  by  suicide  had  a 
known  mental  health  condition. 

•  Our  research  found  that  those  people  who  died  by  suicide  and  did  not  have  a 
diagnosed  mental  health  condition  were  somewhat  more  likely  than  those  with  a 
mental  health  condition  to  struggle  with  relationship  problems  or  loss,  other  life 
stressors,  and  experience  recent  or  impending  crises.  However,  and  importantly, 
these  circumstances  were  likely  to  occur  in  all  people  who  died  by  suicide, 
regardless  of  whether  or  not  they  had  a  diagnosed  mental  health  condition. 

•  Suicide  IS  preventable. 

•  That's  why  it's  so  important  to  understand  the  range  of  factors  and  circumstances 
that  contribute  to  suicide  risk,  including  relationship  problems,  substance 
misuse,  physical  and  mental  health  conditions,  job  issues,  financial  troubles,  and 
legal  problems. 
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•  With  this  information  in  mind,  states  and  communities  can  develop  a 
comprehensive  approach  to  suicide  prevention.  One  example  of  a  successful 
program  is  The  United  States  Air  Force  Suicide  Prevention  Program.  This 
program,  {which  includes  11  policy  and  education  initiatives  designed  to  increase 
social  support,  social  skills,  and  help-seeking)  shifted  the  culture  of  the  Air  Force 
away  from  viewing  suicide  as  an  individual-oriented  mental  health  concern  to  a 
larger,  service-wide  problem  impacting  the  whole  community.  After  the  program 
was  begun,  the  Air  Force  saw  a  33%  reduction  in  suicide  as  well  as  reductions  in 
other  related  problems,  such  as  severe  family  violence  (54%)  and  homicide  (51%). 

•  By  increasing  awareness  of  the  range  of  circumstances  contributing  to  suicide 
risk,  and  acting  to  address  them  through  a  comprehensive  approach,  we  could 
reach  our  national  goal  of  reducing  the  annual  suicide  rate  by  20  percent  by 
2025. 

•  Today's  report  suggests  we  have  a  lot  of  important  work  to  do  to  reach  this  goal. 
Nearly  all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25 
states  had  rate  increases  of  more  than  30  percent. 

•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide 
to  understand  trends  and  groups  at  greatest  risk;  developing,  implementing,  and 
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evaluating  what  works  to  prevent  suicide  in  communities;  supporting  local, 
territorial,  state,  tribal,  and  other  partners  to  prevent  suicide;  and  working  with 
public  and  private  partners  to  advance  the  National  Strategy  for  Suicide 
Prevention. 

•  In  states  and  communities,  close  coordination  of  activities  between  public  health 
agencies  and  other  sectors  of  society  is  critical  for  preventing  suicide.  Necessary 
partners  include  health  and  mental  healthcare  providers,  social  services,  first 
responders,  educators,  faith  communities,  and  the  media. 

•  States  and  communities  can  and  should tBke  action  now. 

•  To  help  prioritize  prevention,  CDC  developed  Preventing  Suicide:  A  Technical 
Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available  evidence 
for  states  and  communities  to  guide  their  prevention  activities. 

•  Some  of  the  strategies  are  designed  to  prevent  suicide  risk  before  it  emerges  in 
the  first  place.  These  strategies  include  teaching  coping  and  problem-solving  skills 
to  help  people  manage  life  challenges;  promoting  safe  and  supportive 
environments,  including  safe  storage  of  medications  and  firearms  among  people 
at  risk;  providing  temporary  help  for  people  struggling  to  make  ends  meet;  and 
encouraging  connectedness  so  people  are  less  likely  to  feel  alone  or  isolated. 
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•  Other  strategies  in  the  technical  package  are  designed  to  support  people  who 
may  already  be  struggling,  by  providing  effective  treatment  and  crisis  intervention 
strategies. 

•  Health  and  behavioral  health  care  providers  have  an  important  role  to  play  in 
suicide  prevention  as  well,  so  that  nobody  in  these  systems  falls  through  the 
cracks.  Policies  and  protocols  that  prioritize  patient  safety  and  that  help  get 
people  into  ongoing  care,  especially  during  care  transitions,  can  help  prevent 
suicide. 

•  Last  and  very  important,  the  technical  package  describes  approaches  to  prevent 
future  suicide  risk  among  people  who  have  attempted  suicide  or  have  lost  a  friend 
or  loved  one  to  suicide. 

•  You  can  find  the  link  to  the  technical  package  is  on  our  Vital  Signs  website. 

•  Preventing  suicide  takes  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders,  healthcare  providers,  and  people  affected  by  suicide - 
everyone  in  the  community  can  help  prevent  suicide  risk  by  learning  the  warning 
signs  of  suicide  and  how  best  to  respond  effectively.  Together  we  can  work  to 
bring  hope  and  save  lives. 
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General  Background  on  the  Problem  of  Suicide 

•  Suicide  is  a  public  health  problem. 

o  Nearly  45,000  lives  were  lost  to  suicide  in  2016,  which  is  approximately  one  suicide  every  12 
minutes. 

o  Rates  have  increased  by  nearly  30%  from  1999-2016  (28.1%) 

o  Suicide  rates  vary  by  race/ethnicity,  age,  and  other  population  characteristics,  with  the  highest 
rates  across  the  lifespan  occurring  among  non-Hispanic  American  Indian/Alaska  Native  (AI/AN) 
and  non-Hispanic  White  population  groups,  middle-aged  adults,  veterans  and  active  duty 
personnel,  certain  occupational  groups,  and  sexual  minority  youth, 
o  More  than  half  of  suicide  deaths  occur  among  adults  in  the  prime  of  their  lives,  ages  35-64. 
o  Suicide  rates  in  rural  areas  are  consistently  higher  than  rates  in  more  urban  areas, 
o  Suicide  and  nonfatal  self-harm  injuries  cost  more  than  $69  billion  annually  in  direct  medical  and 
work  loss  costs. 


1 


o  Decades  of  research  have  shown  that  suicide  is  preventable. 


What  was  the  impetus  for  this  study? 

1.  what  was  the  impetus  for  this  study? 

The  CDC  has  a  strong  portfolio  of  research  describing  the  increasing  trends  in  suicide  as  well  as  rich 
data  on  circumstances  contributing  to  suicide  from  the  National  Violent  Death  Reporting  System.  CDC 
also  has  a  technical  package  geared  towards  states  and  communities  that  provides  what  works  to 
prevent  suicide  based  on  the  best  available  evidence. 

With  all  of  this  infornnation  in  hand  and  in  the  context  of  increasing  national  suicide  rates^  the  present 
study  was  motivated  to  support  states  and  our  nation  as  we  seek  to  meet  the  national  goal  of  reducing 
annual  suicide  rates  20%  by  2025. 

2.  A  CDC  employee  went  missing  in  February  and  was  later  found  deceased.  His  death 
was  determined  to  be  suicide.  Is  that  why  you're  publishing  this  study  now? 

The  CDC  community  continues  to  be  deeply  saddened  and  impacted  by  the  death  of  Commander 
Cunningham.  As  you  correctly  state,  his  death  was  recently  ruled  a  suicide  by  the  Medical  Examiner's 
office.  While  it's  true  the  timing  of  our  study  is  close  to  Comnnander  Cunnigham's  death,  this  study 
began  many  months  before  Commander  Cunningham  disappeared. 

CDC  has  worked  to  prevent  suicide  for  many  years  and  suicide  prevention  is  currently  a  priority  area.  We 
have  a  strong  portfolio  of  research  describing  the  increasing  trends  in  suicide  and  rich  data  on 
circumstances  contributing  to  suicide  from  the  National  Violent  Death  Reporting  System.  CDC  also  has  a 
technical  package  geared  towards  states  and  communities  that  provides  what  works  to  prevent  suicide 
based  on  the  best  available  evidence. 

With  all  of  this  information  in  hand  and  in  the  context  of  increasing  national  suicide  rates,  the  present 

study  was  motivated  to  support  states  and  our  nation  as  we  seek  to  meet  the  national  goal  of  reducing 

•111', 

annual  suicide  rates  20%  by  2025. 

What  is  CDC  doing  to  prevent  suicide? 

3.  Has  CDC  provided  states  resources  to  prevent  suicide?  Who  in  the  state  does  this 
work? 

CDC  does  not  provide  direct  funding  to  states  to  conduct  suicide  prevention  work  specif icaliy,  as 
CDC  has  no  appropriation  for  suicide  prevention. 
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However,  the  Substance  Abuse  and  Mental  Health  Services  Adnr>inistration  (SAMHSA)  provides 
grants  to  states,  tribal  communities,  and  campuses  through  its  Garrett  Lee  Smith,  National  Strategy, 
and  Zero  Suicide  grant  programs. 

CDC  funds  23  state  health  departments  through  the  Core  State  Violence  and  Injury  Prevention 
Program,  which  helps  states  implement,  evaluate,  and  disseminate  strategies  to  prevent  injuries  and 
violence.  Some  of  the  states  funded  under  this  initiative  are  focusing  their  efforts  on  su  icide 
prevention. 

The  CDC  also  funds  ten  Injury  Control  Research  Centers  (ICRCs).  These  centers  study  ways  to  prevent 
injuries  and  violence  and  work  with  community  partners  to  put  research  findings  into  action.  Four 
of  the  currently  funded  ICRCs  are  working  to  prevent  suicide  through  research,  training,  or  outreach 
activities:  University  of  Iowa,  University  of  North  Carolina  at  Chapel  Hill,  University  of  Rochester, 
and  West  Virginia  University. 

CDC  has  also  created  a  technical  package  for  suicide  prevention  that  states  and  communities  can 
use  to  inform  and  guide  their  prevention  ej^foits, 

4.  What  is  CDC  doing  to  prevent  suicide? 

The  CDC  takes  a  public  health  approach  to  preventing  suicide,  which  involves  a  number  of  steps.  CDC  is: 

•  Tracking  and  monitoring  trends  in  suicide  and  suicide  attempts  to  inform  prevention  policies 
and  programs  (for  example--) 

o  Leavitt  RA,  ErtI  A,  Sheets  K,  Petrosky  E,  Ivey-Stephenson  A.  Fowler  KA.  Suicides  Among 

American  Indian/Alaska  Natives  —  National  Violent  Death  Reporting  System,  18  States, 

2QQ3-2Q14.  MMWR  Morb  Mortal  Wkly  Rep  2018:67:237-242. 

•  Identifying  risk  and  protective  factors;  and  developing  evidence-based  prevention  programs. 

o  Developing  an  environmental  scan  of  all  50  states,  D.C,,  territories,  and  select  tribes 
(STTs)  to  gain  a  greater  understanding  of  what  factors  at  the  STT-level  may  be 
associated  with  rising  suicide  rates  (e.g.  lack  of  suicide  prevention  infrastructure, 
prevention  activities,  legislation  passed,  partnerships/collaborations,  barriers  & 
facilitators  to  suicide  prevention). 

•  Evaluating  programs,  policies,  practices  to  determine  if  they  prevent  suicide  risk. 

o  Currently  evaluating  two  RCTs  with  interventions  focused  on  middle-aged  males.  These 
projects  are  in  year  3  of  4  currently  so  results  are  not  yet  available.  One  project  uses  a 
multi-media  program  in  the  waiting  room  to  help  men  at  high-risk  to  raise  their  suicidal 
thoughts  with  their  primary  care  clinicians.  The  second  project  evaluates  the  impact  of 
mantherapy  (www.mantherapy.orRl,  an  intervention  designed  specifically  males  that 
uses  humor  and  male  stereotypes  to  get  across  messages  on  suicide  prevention,  plus 
screening  for  mental  health  resources  compared  to  just  screening  for  mental  health 
resources 

•  Sharing  information  about  the  best  available  evidence  (for  example,  the  suicide  prevention 
technical  packagel. 

New  projects  (Also  included  on  page  32-33) 

•  Linking  NVDRS  with  Departments  of  Defense  and  Veterans  Affairs  data  on  suicide 
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o  Partners  who  are  working  on  this  project  include  Department  of  Veterans  Affairs,  Department  of 
Defense  Suicide  Prevention  Office,  and  the  Psychological  Health  Center  of  Excellence/Defense 
Health  Agency. 

o  This  project  will  link  pertinent  data  on  active  duty  Military  and  Veteran  suicide  decedents  across 
CDC's  National  Violent  Death  Reporting  System  (NDVRS),  the  Department  of  Defense  Suicide 
Event  Reports,  and  the  Veteran  Health  Administrative  databases, 
o  Provide  more  information  on  suicides  among  active  duty  Military  personnel  and  Veterans  as  well 
as  partition  study  populations  in  the  NVDRS  (e.g.,  civilians,  active  duty,  VHA  Veterans,  non-VHA 
Veterans}. 

o  Help  agencies  monitor  common  and  unique  precipitating  factors  of  suicide  captured  in  NVDRS  by 
group/population  and  inform  comprehensive  community-based  efforts  to  help  address  specific 
population  needs.  All  linkages  will  use  a  de-identified  matching  technique.  No  personal  identifying 
information  will  be  used. 

•  Social  media  intervention 

o  The  purpose  of  this  project  is  to  implement,  test,  and  refine  a  web-based  peer-to-peer  therapeutic 
support  platform  for  U.S*  Military  Veterans  aimed  at  preventing  suicide  and  related  problems, 
o  This  system  called  TalkVet,  has  the  potential  to  bridge  the  gap  between  the  many  social  media 
sites  that  are  widely  used  by  Veterans  {e*g.,  Facebook,  Snapchat,  etc.)  and  the  growing  number  of 
clinical  interventions  that  are  available  to  Veterans,  but  currently  under-utilized, 
o  With  the  explicit  consent  of  users,  we  will  test  the  novel  features  of  the  TalkVet  platform  in  three 
ways: 

1*  Use  an  artificial  intelligence  (Al)  guided  system  to  help  identify  participating  Veterans 
most  in  need  of  help  based  on  their  posts  and  other  user  activity; 

2*  Connect  Veterans  in  need  of  help  with  other  Veterans  in  TalkVet  who  can  support  them; 
and 

3.  Conduct  outreach  with  experimentally  refined  methods  for  Veterans  in  need  of  a  higher 
level  of  care  to  encourage  them  to  obtain  such  care  in  the  form  of  links  and  hand-offs 
provided  by  the  TalkVet  system  (this  phase  of  the  work  will  include  the  use  of  Veteran 
moderators  with  training  in  crisis  counseling  who  will  work  with  our  team), 
o  This  project  includes  partners  from  Harvard  University,  West  Virginia  University  ICRC, 
TalkLife/Talk/Vet  and  has  been  approved  by  CDC-F, 

•  Colorado  Collaborative  for  a  Comprehensive  Approach  to  Suicide  Prevention 

o  The  CDC  is  collaborating  with  the  Colorado  Department  of  Public  Health  and  Environment,  the 
CDC-funded  Injury  Control  Research  Center  (ICRC-S),  the  Colorado  National  Collaborative  (CNC), 
and  the  Colorado  Suicide  Prevention  Commission  on  the  first  state-wide,  large-scale, 
population-based  initiative  to  reduce  suicide  rates  20%  by  2024  in  CO  and  to  serve  as  a  model 
for  other  states  to  help  reduce  suicide  by  20%  by  2025  in  the  nation.  Partners  on  the  CNC  also 
include  the  Action  Alliance,  SAMH5A,  and  AFSP,  among  others, 
o  Through  this  project  we  propose  to  pilot  test  the  implementation  and  evaluation  of  a 
comprehensive,  integrated  approach  to  suicide  prevention— guided,  in  part,  by  the  CDC's 
technical  package  and  the  National  Action  Alliance  for  Suicide  Prevention's  (NAASP) 
Transforming  Communities:  Key  Elements  for  the  Implementation  of  Comprehensive  Community- 
Based  Suicide  Prevention. 

Q  Working  with  CDC/F  to  seek  external  funding 
o  Why  Colorado? 

■  Colorado  consistently  ranks  among  the  states  with  the  highest  suicide  rates  in  the 
nation  (rate:  19.5  per  100,000  in  2015— U.S.  rate  13.3  per  100,000). 
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•  Colorado  has  sizable  populations  at  increased  risk  of  suicide,  including  veterans, 
American  indian/Alaska  Natives  (AI/AN),  and  people  living  in  rural  communities. 

•  Colorado  demonstrates  readiness  as  evidenced  by  a  strong  state  suicide  prevention 
infrastructure,  a  history  of  political  will,  and  a  proven  track  record  of  valuing  and 
implementing  public  health  approaches  to  prevention.  Specifically,  the  State  has: 

•  A  funded  Office  of  Suicide  Prevention  (OSP;  legislated  in  2000) 

•  Suicide  Prevention  Commission  (legislated  in  2014) 

•  Colorado  National  Collaborative  (est.  2015) 

•  A  strong  platform  of  existing  suicide  prevention  activity 

•  A  commitment  to  'connecting  the  dotsYshared  risk  and  protective  factors 
CDC  Foundation  is  seeking  funds  from  donors  to  support  this  work.  It  is  also  partially  funded  by  a  grant  from 

SAMHSA  and  other  state  and  local  resources  (to  a  small  degree). 


Why  are  suicide  rates  increasing? 

5.  Why  are  suicide  rates  increasing? 

While  the  Vital  Statistics  data  are  great  for  describing  trends  they  don't  tell  us  about  the  causal  factors 
that  are  driving  the  increases. 

We  do  know  that  suicide  is  not  caused  by  one  factor,  but  instead,  it  is  typically  caused  by  a  combination 
of  individual,  relationship,  community,  and  societal  factors. 

Several  such  factors  could  be  contributing  to  the  increases: 

Economic  conditions 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges  and  concerns 
about  economic  instability  could  have  contributed  to  increases  in  suicide  risk.  Past  research  on  the 
association  between  business  cycles  and  U.S.  suicide  rates  indicates  that  the  overall  suicide  rate  rises 
and  falls  in  connection  with  the  economy,  with  increases  during  economic  recessions.  We  know  that 
suicides  increase  in  times  of  economic  turmoil,  and  financial  stress  experienced  by  parents  may  trickle 
down  resulting  in  vulnerable  youth. 

Opioid  epidemic 

Increased  availability  and  misuse  of  prescription  opioids  may  be  related  to  increases  in  suicide  rates. 
Substance  misuse  itself  is  an  established  risk  factor  for  suicide  and,  therefore,  opioid  misuse  associated 
with  the  opioid  overdose  epidemic  could  be  driving  the  suicide  rate  higher.  When  we  look  at  who  is 
dying  from  suicide  and  who  is  dying  from  unintentional  overdoses  involving  opioids,  we  see  that  there  is 
overlap  in  the  demographics  of  the  populations  most  highly  affected  by  suicide  and  unintended  opioid 
overdose  deaths,  Data  also  indicate  that  opioid  prescribing  rates  are  higher  in  counties  where  there  are 
higher  rates  of  suicide. 

Social  media 
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More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However,  changes  in  social 
media  content  or  use  patterns  could  potentially  be  contributing  to  risk.  Social  media  can  exacerbate 
bullying,  romanticize  suicide,  and  provide  harmful  content  on  suicide  methods.  Alternatively,  social 
media  can  be  used  to  enhance  connections  between  people,  correct  myths  about  suicide,  and  facilitate 
access  to  help.  Research  is  needed  to  determine  how  to  reduce  risk  and  enhance  the  protective  factors 
associated  with  social  media. 

Rural 

While  there  have  been  increases  and  decreases  in  rates  over  time,  research  shows  that  rates  across 
cities  and  towns  in  the  United  States  have  been  rising,  with  rural  areas  experiencing  the  most  increases. 
The  increased  rates  may  be  associated  with  suicide  risk  factors  that  are  more  common  in  less  urban 
areas,  such  as  limited  access  to  mental  healthcare  as  well  as  greater  social  isolation. 

Bridge  to: 

Although  the  reasons  for  the  increases  in  suicide  rates  are  not  fully  understood,  we  do  know  a  lot 
about  the  circumstances  that  contribute  to  suicide  risk.  It  is  clear  that  many  factors  contribute  to 
suicide  beyond  mental  health  factors  alone. 

•  These  factors  include  such  things  as  relationship  problems  (e.g.  relationship  loss  through  death, 
divorce,  or  break-up;  arguments,  interpersonal  violence),  problematic  substance,  physical  health 
problems,  job/financial  problems,  and  legal  problems. 

6,  Why  are  suicide  rates  increasing  so  much  in  Western  states? 

Suicide  rates  have  consistently  been  higher  in  Western  states  and  these  data  show  that  several 
Western  states  have  seen  substantial  increases  in  suicide  rates.  While  the  reasons  for  this  need 
additional  study,  research  has  shown  that  suicide  rates  have  increased  faster  in  rural  areas,  which  may 
explain  some  of  the  difference.  Also,  the  timing  of  the  increase  seems  to  coincide  with  the  Great 
Recession.  Though  the  recession  is  over,  rural  areas  were  disproportionately  impacted  and  have  had  a 
slower  recovery  time.  Others  have  also  pointed  to  social  isolation  and  access  to  mental  and  behavioral 
health  treatment  as  potential  contributing  factors  to  the  higher  suicide  rates  in  Western  states. 


7,  Why  are  suicide  rates  increasing  more  in  less  urban  (or  more  rural)  areas? 

White  there  have  been  increases  and  decreases  in  rates  over  time,  research  shows  that  rates  across 
cities  and  towns  in  the  United  States  have  been  rising,  with  rural  areas  experiencing  the  greatest 
increases. 


o  Increased  rates  may  be  associated  with  suicide  risk  factors  that  are  more  common 
in  less  urban  areas, 

■  Limited  access  to  mental  healthcare 

■  Greater  social  isolation. 
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■  Loss  of  jobs,  homes,  and  income  associated  with  the  Great  Recession  as 
well  as  the  prescription  opioid  overdose  epidemic,  which  has  had  a  greater 
impact  on  less  urban  areas. 

o  Urban  areas  may  also  experience  these  risk  factors,  but  to  a  lesser  extent. 

8.  During  the  Great  Recession,  there  was  an  increase  in  suicide,  but  why  are  rates  still 
going  up  since  the  economy  has  bounced  back? 

Suicide  rates  have  continued  to  rise  after  the  Great  Recession. 

A  previous  study  found  that  suicide  rates  across  all  urbanization  levels  in  the  U.S.  increased  over  the 
period  from  1999-2015,  but  the  gap  in  rates  between  less  urban  and  more  urban  areas  widened  over 
this  period,  and  rates  in  more  rural  areas  increased  at  a  more  rapid  pace  than  more  urban  areas 
beginning  in  2007-2008* 

The  rapid  acceleration  of  increasing  suicide  rates  in  more  rural  areas  in  2007-2008  may  reflect  the 
corresponding  start  of  the  Great  Recession  at  about  this  same  time. 

•  The  disproportionate  impact  of  the  recession  on  rural  areas  and  the  longer  economic  recovery 
time  in  these  areas  may  help  to  explain  why  suicide  rates  have  remained  high  overall. 

•  Other  common  suicide  risk  factors  including  mental  health  and  substance  use  problems  may  be 
exacerbated  in  rural  areas  potentially  influenced  by  the  prescription  opioid  overdose  epidemic, 
poor  access  to  mental  healthcare,  made  worse  by  shortages  in  behavioral  health  care  providers 
in  rural  areas,  and  greater  social  isolation  in  rural  areas. 

The  potential  cumulative  burden  of  suicide  risk  factors  in  less  urban  areas  may  impact  not  only 
individuals  but  relationships,  families,  and  communities  as  well,  suggesting  the  need  for  comprehensive 
suicide  prevention  measures* 


9.  Is  the  opioid  overdose  epidemic  associated  with  rises  in  suicide  rates? 

Both  suicide  and  drug  overdoses  are  on  the  rise.  CDC  is  actively  working  to  analyze  and  better 
understand  the  trends  and  risk  factors  for  opioid  overdose  and  suicide,  and  the  connections  between 
the  two  public  health  challenges. 

Increased  availability  and  misuse  of  opioids  may  be  related  to  increases  in  suicide  rates.  Substance 
misuse  itself  is  an  established  risk  factor  for  suicide  and,  therefore,  opioid  misuse  associated  with  the 
opioid  overdose  epidemic  could  be  driving  the  suicide  rate  higher.  When  we  look  at  who  is  dying  from 
suicide  and  who  is  dying  from  unintentional  overdoses  involving  opioids,  we  see  that  there  is  overlap  in 
the  demographics  of  the  populations  most  highly  affected  by  suicide  and  unintended  opioid  overdose 
deaths*  Data  also  indicate  that  opioid  prescribing  rates  are  higher  in  counties  where  there  are  higher 
rates  of  suicide. 

CDC  uses  several  systems  to  monitor  overdoses,  overdose  deaths  &  suicide: 
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•  Deaths  -  Death  certificates,  National  Violent  Death  Reporting  System  (NVDR5)  and  State 
Unintentional  Drug  Overdose  Reporting  System  (SUDORS) 

•  Nonfatal  -  National  Electronic  Injury  Surveillance  System-All  Injury  Program  (NEISS-AIP), 
Healthcare  Cost  and  Utilization  Project  from  AHRQ,  and  emergency  department 
syndromic/medical  claims  and  EMS  surveillance  data  from  CDC's  Enhanced  State  Opioid 
Overdose  Surveillance  program 

10.  Why  are  suicide  rates  increasing  more  among  females? 

This  study  showed  that  suicide  rates  were  increasing  for  females  and  males*  The  increases  for  females 
were  significant  in  43  states  and  the  increases  for  males  were  significant  in  34  states.  It  is  important  to 
note  that  while  the  relative  increases  in  rates  were  higher  for  females  than  for  males  overall,  the 
absolute  suicide  rates  rose  faster  for  males  than  females*  Male  suicide  rates  are  consistently  3  to  5  times 
higher  than  the  suicide  rates  for  females.  It  is  important  for  suicide  prevention  strategies  to  address  the 
needs  of  males  and  females. 

While  the  Vital  Statistics  data  can  be  used  to  describe  such  trends,  these  data  cannot  tell  us  about  the 
causal  factors  that  are  driving  the  increases.  We  do  know  that  suicide  is  not  caused  by  one  factor,  but 
instead,  it  is  typically  caused  by  a  combination  of  individual,  relationship,  community,  and  societal 
factors* 

11.  A  paper  came  out  recently  about  county-level  trends  in  suicide  rates  in  the  US  from  2005-2015,  hovi/ 
do  the  results  of  that  study  compare  with  the  results  from  the  Vital  Signs? 

That  paper  and  the  VS  both  look  at  trends  in  suicide  rates  overtime,  however,  this  month's  VS  examines 
state-level  trends  in  suicide  rates  whereas  the  other  examines  county-level  trends.  Despite  this 
difference  in  the  level  of  analysis  undertaken  (state  vs  county),  both  articles  point  to  the  same  sobering 
conclusion  that  rates  of  suicide  at  both  the  state  and  county  level  have  increased.  States  may  use  both 
sets  of  findings  to  tailor  comprehensive  suicide  prevention  to  areas  most  impacted  by  suicide*  CDCs 
technical  package  inclusive  of  the  best  available  evidence  to  prevent  suicide  is  an  important  resource 
that  can  benefit  both  states  and  local  communities. 

Note:  Some  counties  with  the  highest  and  lowest  rates  of  suicide  do  not  align  with  our  map,  and  in  some 
cases,  they  contradict  each  other*  This  is  because  our  map  shows  percentage  increases  in  suicide  rates 
over  time  at  the  state  level  vs.  aggregated  average  rates  of  suicide  over  time  at  the  county  level  as 
presented  in  the  study  by  Rossen  and  colleagues. 


County  level  suicide  prevention  paper  {Rossen  et  at,  2018)  compared  to  VS 


County  paper 

VS 

Dates  for  analysis 

2005-2015 

1999-2016 
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12.  Are  part  of  the  increases  In  suicide  rates  being  driven,  or  impacted,  by  cases  of 
physician  assisted-suicide? 

No,  The  suicide  rates  increases  observed  in  this  study  are  not  related  to  cases  of  physician-assisted 
suicide.  Physician-assisted  suicide  is  currently  legal  in  just  a  handful  of  states  and  such  deaths  are  not 
classified  as  suicide. 


13.  Does  CDC  endorse  or  support  physician-assisted  suicide? 

CDC  does  not  take  a  stand,  either  for  or  against,  physician-assisted  suicide. 


What's  going  on  globally  with  respect  to  suicide  rates? 


14.  How  does  the  U.S.  compare  to  other  nations  with  respect  to  trends  in  suicide  rates? 
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Globally^  suicide  rates  hai/e  been  deciining. 


Global  data  from  the  World  Health  Organization  indicates  that  nearly  all  European  societies  experienced 
rising  suicide  rates  after  the  Great  Recession.  However,  unlike  the  U.S.,  the  suicide  rate  in  many 
European  nations  stabilized  or  returned  to  pre-recession  levels  after  the  recession.  This  may  be  because 
the  economic  recession  impacted  different  countries  in  different  ways,  and  areas  within  the  U.S.  may 
have  taken  longer  to  recover  from  the  recession. 

Although  suicide  rates  also  increased  in  Canada  during  the  Great  Recession,  Canada  has  experienced  a 
fairly  level  suicide  rate  over  the  past  17  years,  with  a  rate  between  12.5  to  13.0  per  100,000. 

Unlike  in  the  U.S.,  ingestion  of  pesticide  is  one  of  the  most  common  methods  of  suicide  globally.  Policies 
related  to  the  sales  and  import  of  pesticides,  which  have  reduced  access  to  this  lethal  means  of  suicide, 
have  demonstrated  impact  in  preventing  suicide  in  some  countries.  For  instance,  in  Sri  Lanka,  the  suicide 
rate  decreased  from  47  per  100,000  in  1995  to  30.9  per  100,000  in  2005  after  the  implementation  of 
such  policies. 

15,  What's  going  on  in  the  U,S,  that's  not  occurring  in  other  countries  to  explain  the 
increase  in  suicide  rates  here? 

The  U.S.  has  good  surveillance  systems  in  place  to  track  mortality,  allowing  us  to  identify  the  increases  in 
suicide  rates  and  even  which  areas  of  the  country,  age  groups,  and  racial/ethnic  groups  are  most  at  risk. 
Unfortunately,  these  surveillance  systems  do  not  assess  and  track  the  risk  factors  that  may  be 
contributing  to  these  trends. 

We  know  that  suicide  rates  are  increasing  in  most  age  groups  and  demographic  groups  and  we  are 
seeing  increases  across  suicide  methods. 

The  increases  in  suicide  rates  are  unlikely  to  be  due  to  any  single  factor.  Factors  at  the  individual, 
relationship,  and  community  levels  -  such  as  a  prior  suicide  attempt,  age;  substance  abuse  history; 
school,  job,  or  legal  problems;  exposure  to  another  person's  suicidal  behavior;  and  the  accessibility  of 
assistance  in  the  community  all  contribute  to  risk. 

It  is  likely  that  multiple  factors  are  influencing  suicide  trends. 

16,  Last  year.  Hurricanes  Irma  and  Maria  caused  a  great  deal  of  both  distress  and  fatalities 
in  PR,  Do  we  know  how  many  of  these  deaths  were  suicide?  How  can  we  prevent 
these  in  the  future? 

Final  data  from  Puerto  Rico  on  the  number  of  suicides  is  not  yet  available.  CDC  is  collaborating  with  the 
Commission  for  Suicide  Prevention  at  the  Puerto  Rico  Department  of  Health  in  an  effort  to  prevent 
suicide,  increase  awareness  about  factors  that  increase  and  decrease  suicide  risk,  and  to  conduct 
training  of  healthcare  providers  and  others  in  the  community.  CDC  is  also  translating  Preventing  Suicide: 
A  Technical  Package  of  Policy,  Programs,  and  Practices  into  Spanish.  This  document  helps  communities 
to  prioritize  prevention  activities  based  on  the  best  available  evidence. 


10 


Firearms  and  Suicide 


17.  Are  firearms  a  major  means  of  suicide  globally? 

Unlike  m  the  U.S.,  ingestion  of  pesticide  and  hanging  are  the  two  most  common  methods  of  suicide 
globally. 

Policies  related  to  the  sales  and  import  of  pesticides,  which  have  reduced  access  to  this  lethal  means  of 
suicide,  have  demonstrated  impact  in  preventing  suicide  in  some  countries.  For  instance,  in  Sri  Lanka, 
the  suicide  rate  decreased  from  47  per  100,000  in  1995  to  30,9  per  100,000  in  2005  after  the 
implementation  of  such  policies- 

18.  How  many  lives  are  lost  to  firearm-related  suicides  per  year? 

In  2016,  almost  23,000  lives  were  lost  due  to  suicides  by  firearm.  This  equates  to  51%  of  suicides  in  the 
U.S,  in2016. 

19.  Does  the  CDC  want  to  restrict  access  to  firearms? 

The  CDC  is  not  suggesting  that  firearms  should  be  taken  away  from  U.S.  residents. 

An  important  function  of  public  health  is  to  prevent  injury  and  death.  Given  the  lethality  of  firearms,  it  is 
important  to  identify  ways  to  prevent  them  from  being  used  for  self-harm.  Based  on  prior  research,  we 
know  that  safe  storage  practices  can  help  reduce  the  risk  for  suicide  by  separating  people  at-risk,  or 
who  have  made  prior  attempts,  from  easy  access  to  lethal  means.  This  can  involve  safely  storing 
firearms  locked  and  unloaded  in  a  secure  place  (e.g,,  gun  safe  or  lock  box)  and  separate  from 
ammunition.  This  can  help  to  provide  a  buffer  for  those  who  are  thinking  about  suicide  and  increases 
the  time  it  takes  them  to  access  lethal  means.  We  know  from  prior  research  that  simply  providing  a 
buffer  in  this  critical  time  period  can  help  reduce  risk. 

20.  What  are  the  leading  ways  that  people  die  by  suicide? 

Firearms  are  the  mechanism  for  about  half  of  all  suicides  in  the  United  States. 

The  next  leading  methods  are  suffocation  and  poisoning. 

Reducing  access  to  lethal  means  of  suicide  among  persons  at  risk  for  suicide  Is  an  intervention  with 
robust  supporting  evidence;  such  intervention  includes: 

•  Intervening  at  suicide  hotspots  such  as  bridges 

•  Counseling  around  safe  storage  of  medications,  firearms,  or  other  household  products  to  keep 
them  away  from  people  at  risk, 

•  These  interventions  can  be  combined  with  other  strategies  for  a  comprehensive  approach  to 
prevention. 
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21,  What  was  the  process  of  obtainirig  support  and  resources  from  the  CDC  to  do  this 
research,  given  the  agency’s  historical  lack  of  funding  for  gun  violence  research? 

This  study  used  data  from  existing  public  health  surveillance  systems  that  collect  data  on  many  different 
causes  of  injury  and  death.  CDC  has,  and  continues  to,  support  surveillance  activities  and  analyses  of 
surveillance  and  other  data  to  document  the  public  health  burden  of  firearm  injuries  in  the  U.5. 
Understanding  the  patterns,  characteristics,  and  impacts  of  firearm-related  injuries  is  an  important  step 
toward  prevention. 

22.  A  previous  report  shows  that  a  substantial  number  of  gun-caused  deaths  are  suicides. 
What  could  drive  children  to  take  their  own  lives  and  how  do  they  access  firearms  in 
the  first  place? 

When  looking  at  the  circumstances  surrounding  child  firearm  suicides,  while  mental  health  factors  are 
important,  firearm  suicides  are  also  frequently  related  to  situational  life  stressors  and  relationship 
problems  with  an  intimate  partner,  friend,  or  family  member.  It  is  important  for  parents  and  other 
adults  who  interact  with  children  to  be  aware  that  life  stressors  such  as  these  can  have  a  big  impact  on 
children  and  put  them  at  risk  for  suicide. 

Other  researchers  have  found  that  safe  storage  of  firearms  (storing  firearms  locked,  unloaded,  and 
separate  from  ammunition)  is  associated  with  reductions  in  adolescent  firearm  suicide  attempts  and 
also  unintentional  firearm  deaths  in  children. 


The  Present  Study  -  MMWR  Content  and  Methods 

23.  How  was  the  current  study  conducted? 

Trends  in  age-adjusted  suicide  rates  were  assessed  among  people  aged  >10  years,  by  state  and  sex,  and 
across  six  consecutive  three-year  periods  (1999-2016),  using  data  from  the  National  Vital  Statistics  System 
for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting  System,  covering  27 
states  in  2015,  were  used  to  examine  contributing  circumstances  among  suicide  decedents  with  and  without 
known  mental  health  conditions. 

24,  What  are  some  of  the  key  findings? 

«  Across  the  study  period,  suicide  rates  increased  in  all  states,  except  Nevada  (which  had  a  consistently 
high  rate  throughout). 

o  These  increases  were  statistically  significant  in  44  states. 

o  The  percentage  increases  rn  rates  ranged  from  5.9%  in  Delaware  to  57.6%  in  North  Dakota,  with 
increases  of  more  than  30%  observed  in  25  states. 

•  Suicide  rate  trends  indicated  significant  increases  for  males  (34  states)  and  females  (43  states),  as  well 
as  for  the  U.S,  overall. 
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•  While  all  decedents  were  predominately  male  (76,8%)  and  non-Hispanic  white  (83,6%),  those  without 
known  mental  health  conditions^  relative  to  those  with  mental  health  conditions,  were  more  likely  to: 

o  be  male  (83,6%  vs,  68,8%;  odds  ratio  (OR}=2.3,  95%  Cl  =  2, 2-2,5) 
o  be  racial/ethnic  minorities  (OR  range:  1. 2-2,0) 
o  to  die  by  firearms  (OR=1.6,  95%  Cl=  (1.5-1.7). 

•  Overall,  the  large  majority  of  suicides  occurred  among  people  ages  of  25-64, 

•  More  than  half  of  suicide  decedents  in  NVDRS  (27  states)  did  not  have  a  known  mental  health 
condition. 

o  This  group  suffered  more  from  relationship  problems  and  other  life  stressors  such  as  criminal 
legal  matters,  eviction/loss  of  home,  and  recent  or  impending  crises,  however  such 
circumstances  were  also  common  in  people  with  mental  health  conditions, 

•  To  address  the  full  range  of  contributing  factors  to  suicide,  comprehensive  suicide  prevention 
activities  are  needed. 

o  Such  strategies  include  both  upstream  prevention  to  prevent  risk  from  occurring  in  the  first 
place  as  well  as  more  downstream  activities  responsive  to  the  needs  of  people  at  increased  risk 
and  to  prevent  re-attempts, 

o  The  CDC's  technical  package  to  prevent  suicide  provides  information  about  evidence-based 
strategies,  as  well  as  information  about  the  need  for  a  broad,  comprehensive  approach  to 
preventing  suicide. 

25,  For  some  states,  the  reported  percentage  increase  in  the  suicide  rate  is  quite  large.  Is 
this  due  simply  to  fluctuations  in  small  numbers  of  suicides? 

The  percentages  represent  increases  in  rates  between  the  first  three-year  reporting  period  (1999-2001) 
and  the  last  three-year  reporting  period  (2014-2016),  By  aggregating  the  data  into  three-year  periods, 
small  suicide  counts  were  avoided.  The  table  below  provides  the  beginning  and  ending  suicide  counts  and 
rates  for  the  ten  states  showing  the  largest  percentage  rate  increases. 

No  suicide  count  appearing  in  the  table  below  is  less  than  200,  and  some  counts  range  into  the  thousands. 
Even  after  recognizing  the  growth  in  state  populations  and  any  shifts  in  their  age  profiles,  changes  such 
as  those  shown  would  not  typically  be  expected  due  to  random  fluctuations  alone. 


State 

Reporting 

Period 

Average 
Population  * 

Totai 

Suicides 

Annuai 
Rate  + 

Percentage 

Increase 

Rank 

ND 

1999-2001 

0.56  M 

220 

13.3 

57.6  % 

1 

2014-2016 

0,65  M 

401 

20.9 

VT 

1999-2001 

0.53  M 

212 

13.2 

48.6  % 

2 

2014-2016 

0.56  M 

345 

19.7 

NH 

1999-2001 

1.08  M 

435 

13.5 

48.3% 

3 

2014-2016 

1.20  M 

719 

20.0 

UT 

1999-2001 

1.84  M 

898 

17.2 

46.5  % 

4 

2014-2016 

2.48  M 

1,809 

25.2 

13 


KS 

1999-2001 

2.31  M 

917 

13.3 

45.0  % 

5 

2014-2016 

2.51  M 

1,446 

19.4 

SD 

1999-2001 

0.65  M 

303 

15,7 

44.5  % 

6 

2014-2016 

0.74  M 

477 

22.6 

ID 

1999-2001 

1.10  M 

558 

17.3 

43.2% 

1 

2014-2016 

1.42  M 

1,030 

24.7 

MN 

1999-2001 

4.25  M 

1,357 

10.7 

40.6  % 

8 

2014-2016 

4.77  M 

2,161 

15.0 

WY 

1999-2001 

0,43  M 

264 

20.7 

39.0  % 

9 

2014-2016 

0.51  M 

421 

28.8 

SC 

1999-2001 

3.47  M 

1,328 

12,8 

38.3  % 

10 

2014-2016 

4.29  M 

2,310 

17.7 

*  Average  population  >  10  years  old  during  reporting  period. 

+  Annual  age-adjusted  rate  per  100,000  population  >  10  years  old. 

26«  What  is  known  about  which  groups  are  experiencing  increases? 

The  current  study  found  that  rates  of  suicide  are  increasing,  overall,  and  for  males  and  females.  Rates 
among  females  increased  significantly  in  43  states  and  rates  among  males  increased  significantly  in  34 
states. 

•  In  general,  suicide  rates  in  the  U,S.  have  increased  by  nearly  30%  since  1999. 

i.  Increases  were  observed  for  both  women  and  men  in  all  age  groups  under  75. 

•  Certain  groups  have  had  particularly  high  greatest  increases  since  1999,  including: 

i.  Working-age  adults  35-64  yrs 

ii.  Non-Hispanic  whites,  and  non-Hispanic  American  Indians  /  Alaska  Natives  and 

iii.  People  living  in  rural  areas. 

iv.  Rates  have  increased  for  males  and  female  however  the  rate  for  males  is  consistently  3- 
5  times  higher  than  the  rate  for  females 

27.  How  do  people  with  and  without  mental  health  conditions  differ  with  respect  to 
suicide? 

People  with  and  without  mental  health  conditions  had  similarities  and  differences 

•  While  all  decedents  were  predominately  male  (76.8%)  and  non-Hispanic  white  (83.6%),  those 
without  known  mental  health  conditions,  relative  to  those  with  mental  health  conditions,  were 
more  likely  male  (83.6%  vs.  68.8%;)  and  racial/ethnic  minorities  (OR  range:  1.2”2.0). 

•  Suicide  decedents  without  known  mental  health  conditions  also  had  significantly  greater  odds  of 
perpetrating  homicide-suicide  (adjusted  odds  ratio  aOR  =  2.9,  95%  Cl  =  2. 2-3.8),  Although  this 
represents  a  small  percentage  of  suicides  in  both  groups. 

•  While  firearms  were  the  most  common  method  of  suicide  used  overall  (48,5%)  and  for  both 
groups,  decedents  without  known  mental  health  conditions  were  more  likely  to  die  by  firearm 
(55,3%  vs.  40.6%)  and  less  likely  to  die  by  hanging/strangulation/suffocation  (26,9%  vs  31,3%)  or 
poisoning  (10.4%  vs  19.8%)  than  those  with  known  mental  health  conditions.  (These  differences 
remained  significant  in  the  adjusted  models). 
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•  Among  decedents  with  toxicology  results,  decedents  without  known  mental  health  conditions 
were  less  likely  to  test  positive  for  any  substance  overall  (aOR=0,8,  95%  CI=0,7-0,8),  such  as 
opioids  (aOR=.90  95%  CI-D,81-.99)  but  more  likely  to  test  positive  for  alcohol  (aOR=l,2,  95% 
01=1.1-1.3), 

•  People  without  known  mental  health  conditions  were  less  likely  to  have  substance  abuse 
problems  (aOR=0.7,  95%  CI=0.7-0.8). 

•  Two-thirds  of  those  with  known  mental  health  conditions  had  a  history  of  mental  health  or 
substance  abuse  treatment  (67.2%)  and  just  over  half  (54.0%)  were  in  current  treatment. 

•  Decedents  without,  versus  those  with,  known  mental  health  conditions,  had  significantly  greater 
likelihood  of  any  relationship  problem/loss  (45.1%  vs.  39.6%),  specifically  intimate  partner 
problems  (30.2%  vs.  24.1%),  arguments/conflicts  (17.5%  vs.  13.6%),  and  recently  perpetrating 
interpersonal  violence  (3.0%  vs.  1.4%).  They  also  were  more  likely  to  have  experienced  any  life 
stressors  (50.5%  vs  47.2%),  such  as  criminal-legal  problems  (10.7%  vs.  6.2%),  or  eviction/loss  of 
home  (4.3%  vs.  3.4%)  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcoming  two  weeks  (32.9%  vs.  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models. 

•  Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did 
not  differ  by  mental  health  group  status. 

•  Physical  health  problems  (23.2%  and  21.4%)  and  job/financial  problems  (15.6%  and  16.8%)  were 
commonly  experienced  by  both  groups  (with  and  without  mental  health  conditions, 
respectively) 

•  Decedents  without  known  mental  health  conditions  had  significantly  lower  odds  of  recent 
release  from  any  institution  (aOR=0.5,  95%  CI=0.4-0.5),  but  among  those  who  were  recently 
released  (5.1%),  they  were  significantly  more  likely  to  be  released  from  a  correctional  facility 
(25.7%  vs.  8.7%),  hospital  (43.7%  vs.  33.0%),  or  other  facility  (e.g.,  alcohol/substance  treatment) 
(aOR=2.5  95%  CI=1.8-3.3),  than  those  with  a  known  mental  health  conditions.  Among  decedents 
with  known  mental  health  conditions  who  were  recently  released  from  an  institution  (10.2%), 
46.7%  of  this  group  were  released  from  psychiatric  facilities. 

•  Decedents  without  known  mental  health  conditions,  compared  to  those  with  mental  health 
conditions,  were  significantly  less  likely  to  have  a  history  of  suicidal  ideation  (23.0%  vs.  40.8%) 
and  prior  suicide  attempts  (10.3%  vs.  29.4%).  More  than  one  in  five  people  in  both  groups 
disclosed  suicide  intent  (22.4%  vs.  24.5%). 


28.  Why  did  Nevada  not  see  an  increase  in  suicide  rates? 

While  Nevada's  suicide  rate  did  not  increase,  it  remained  consistently  high  across  the  study  period. 

29.  Why  did  this  study  focus  on  those  aged  10  and  older? 

Suicide  rates  were  analyzed  for  people  aged  >10  years  only,  because  determining  suicidal  intent  in 
younger  children  can  be  difficult. 

a.  Suicide  is  defined  as  self-directed  injurious  behavior  with  an  intent  to  die  as  a  result  of  the 
behavior,  and  youth  under  the  age  of  10  may  not  fully  understand  the  implications  of  their 
actions.  (CDC  web  site) 

30.  How  was  "crisis''  defined  in  this  study? 

For  this  study,  a  "crisis"  was  a  current/acute  event  that  occurred  within  the  2  weeks  of  a  suicide.  Crises 
are  indicated  in  an  NVDRS  source  report  to  have  contributed  to  the  suicide.  A  crisis  can  precede  the 
death  (e.g.,  had  a  bad  argument  the  day  before  the  incident,  divorce  papers  served  that  day,  or  victim 
laid  off  the  week  before)  or  be  an  impending  event  (e.g.,  house  was  to  be  foreclosed  on  the  day  after 
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the  incident  or  court  date  for  a  criminal  offense  three  days  after  the  suicide).  Crises  are  interpreted  from 
the  eyes  of  the  victim.  This  is  particularly  relevant  for  young  victims  whose  crises,  such  as  a  bad  grade  or 
a  dispute  with  parents  over  a  curfew,  may  appear  to  others  as  relatively  minor. 

31.  How  did  you  define  a  mental  health  condition? 

The  National  Violent  Death  Reporting  System  (NVDRS)  defines  a  mental  health  condition  as  disorders 
and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (9),  with 
the  exception  of  alcohol  and  other  substance  use  problems,  which  are  captured  separately  in  the 
system. 

a.  Data  on  mental  health  conditions  are  abstracted  from  the  investigative  reports  included  within 
NVDRS  and  that  are  associated  with  each  suicide. 

b.  Investigative  reports  are  those  filed  by  law  enforcement  and  coroners/medical  examiners  which 
reflect  information  provided  by  family  and  friends. 

c.  Information  obtained  from  these  reports  is  dependent  upon  the  extent  of  informant  knowledge 
that  may  impact  data  completeness  and  accuracy*  Some  decedents  might  have  mental  health 
conditions  that  were  not  diagnosed  or  reported.  The  high  prevalence  of  diverse  contributing 
circumstances  among  those  with  and  without  known  mental  health  conditions  suggests  the 
importance  of  addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

32.  Are  the  people  without  mental  health  conditions  just  people  who  haven't  been 
diagnosed  with  a  mental  health  conditions? 

It  is  possible  that  the  people  without  mental  health  conditions  in  this  study  had  a  diagnosable  mental 
health  condition  but  had  not  been  diagnosed,  or  that  their  mental  health  conditions  was  unknown  to 
informants  who  provided  circumstantial  information  to  law  enforcement.  Studies  including  more  in- 
depth  interviews  with  next-of“kin  often  cite  greater  attributions  to  mental  disorders,  however  many 
methodological  variations  across  studies  exist.  It  is  likely  that  some  people  without  known  mental 
health  conditions  in  the  current  study  were  experiencing  mental  health  challenges  that  were  unknown, 
and  hence  underreported  by  key  informants.  Nonetheless,  the  high  prevalence  of  diverse  contributing 
circumstances  among  those  with  and  without  known  mental  health  conditions  suggests  the  importance 
of  addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

33.  Are  suicides  by  people  without  mental  health  conditions  considered  impulsive? 

Suicide  decedents  who  do  not  have  mental  health  conditions  should  not  necessarily  be  considered 
impulsive. 

•  As  this  study  demonstrates,  there  are  many  reasons,  beyond  mental  health  conditions  alone, 
why  people  take  their  own  lives. 

•  54%  of  the  study  sample  did  not  have  a  known  mental  health  condition,  but  people  in  this  group 
still  experienced  challenges  in  their  lives  that  contributed  to  their  suicide. 

•  They  may  have  been  experiencing  these  challenges  for  an  extended  period  of  time  and  may 
have  had  suicidal  thoughts  leading  up  to  their  suicide,  which  may  indicate  that  the  suicide  was 
not  impulsive 

o  35%  of  those  without  mental  health  conditions  left  a  suicide  note 
o  23%  were  known  to  have  a  history  of  suicidal  ideation 
o  22%  had  disclosed  suicidal  intent  to  another  person 
o  10%  had  previously  attempted  suicide 

34.  How  many  suicides  are  considered  impulsive? 
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•  4  previous  case-control  study  of  survivors  of  nearly  lethal  suicide  attempts  indicates  that 

about  24%  of  this  group  acted  impulsively  on  their  suicidal  thoughts 

o  i.e.,  less  than  5  minutes  passed  between  their  initial  thought  of  suicide  and  their  nearly 
lethal  suicide  attempt 

o  76%  of  attempt  survivors  did  not  meet  this  definition  of  impulslvity  with  respect  to 
their  suicide  attempt. 


35,  Is  a  trigger  usually  identified,  even  if  that  trigger  may  seem  trivial  to  us?  Also,  is  there 
data  on  the  effectiveness  of  resiliency  training  in  preventing  suicide? 

Triggering  events  can  be  difficult  to  identify.  We  found  that  29%  of  suicide  decedents  had  experienced  a 
crisis  (intimate  partner  problem,  health  problem,  legal  problem),  in  the  past  or  upcoming  two  weeks. 
These  crises  were  seen  as  contributing  to  their  suicide.  That  said,  it  is  important  to  acknowledge  that 
contributing  crises  can  differ  across  people  depending  on  individual  reactions  but  also  family,  friend, 
employer,  and  community  supports. 

Programs  like  the  Good  Behavior  Game  (page  32),  and  Youth  Aware  of  Mental  Health  program  (p32), 
which  are  referenced  in  our  technical  package  and  are  designed  to  build  coping  and  problem-solving 
skills,  have  shown  positive  impacts  on  suicide  ideation  and/or  behavior,  however,  a  key  point  in  our 
technical  package  and  the  conclusion  we  mean  to  draw  in  our  MMWR  is  a  comprehensive  public  health 
approach  to  suicide  is  important.  Ideally  suicide  prevention  activities  will  be  incorporated  at  the 
individual,  relationship,  community,  and  societal  levels  to  have  a  real  impact.  The  CDC  Foundation  is 
currently  helping  to  raise  money  for  us  to  test  this  concept  in  Colorado  which  consistently  has  one  of  the 
highest  rates  of  suicide  in  the  country.  The  US  Air  Force  Suicide  Prevention  Program  is  the  best  example 
of  a  comprehensive  approach  that  worked  (while  it  was  being  fully  implemented)— they  saw  reductions 
in  suicide  rates  of  33%  and  reductions  in  related  outcomes  as  well. 


36.  Why  does  this  study  find  such  a  low  rate  of  mental  health  conditions  compared  to 
psych  autopsy  studies? 

Psychological  autopsy  studies  that  utilize  in-depth  interviewing  of  surviving  friends/family  and  often 
include  record  reviews  typically  show  that  a  larger  proportion  of  suicide  decedents  have  a  mental  health 
diagnosis  or  a  substance  use  disorder.  However,  variations  in  the  methodology  of  psychological  autopsy 
studies  and  the  current  study  may  impact  the  prevalence  of  mental  health  conditions  identified.  It  is 
likely  that  some  people  without  known  mental  health  conditions  in  the  current  study  were  experiencing 
mental  health  challenges  that  were  unknown,  and  hence  underreported  by  key  informants.  NVDRS 
measures  problematic  substance  use  separately  from  mental  health  conditions  and  this  report  provides 
an  estimate  of  problematic  substance  use  among  those  with  and  without  mental  health  conditions. 

The  high  prevalence  of  diverse  contributing  circumstances  among  those  with  and  without  known  mental 
health  conditions  suggests  the  importance  of  addressing  the  broad  range  of  factors  that  contribute  to 
suicide. 


37,  Why  did  you  only  look  at  suicide  circumstances  in  27  states? 

a.  In  2015,  the  National  Violent  Death  Reporting  System  collected  data  from  27  states.  The  data 
collected  from  these  states  were  used  for  the  analysis.  More  current  data  is  not  yet  available. 
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b.  In  2016,  NVDRS  collected  data  from  40  states,  D.C.  and  Puerto  Rico  however  data  are  not  yet 
available. 

c.  The  FY  2018  omnibus  appropriation  bifi  provided  funding  and  Congressional  direction  to  expand 
the  NVDRS  program  to  all  50  states  and  the  District  of  Columbia.  CDC  is  actively  working  toward 
that  goal. 

38.  What  are  some  of  the  limitations  to  this  study? 

There  are  three  limitations  to  the  study: 

•  First,  in  the  state-ievel  analysis,  rankings  for  four  states  {MD,  MA,  Rl,  UT)  might  have  been 
impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent  (potentially  biasing 
reported  suicide  rates  downward),  or  decreased  percentages  of  such  deaths  over  time  (potentially 
biasing  estimated  rate  trends  upward). 

•  Second,  NVDRS  is  not  yet  nationally  representative;  the  27  states  included  in  this  study  represent 
49.6%  of  the  U,S,  population 

(http5://factfinder.censu5.gQv/face5/tableservices/isf/paEes/productview.xhtmlh 

•  Third,  abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative  reports. 
Therefore,  the  extent  of  informant  knowledge  can  affect  data  completeness  and  accuracy.  Studies 
including  more  in-depth  interviews  with  next-of-kin  often  cite  greater  attributions  to  mental 
disorders,  however  many  methodological  variations  across  studies  exist.  It  is  likely  that  some 
people  without  known  mental  health  conditions  in  the  current  study  were  experiencing  mental 
health  challenges  that  were  unknown,  and  hence  underreported  by  key  Informants.  Nonetheless, 
the  high  prevalence  of  diverse  contributing  circumstances  among  those  with  and  without  known 
mental  health  conditions  suggests  the  importance  of  addressing  the  broad  range  of  factors  that 
contribute  to  suicide, 

•  We  know  that  suicides  are  underreported.  It  is  possible  that  some  suicides  were  coded  as 
unintentional  or  deaths  of  undetermined  intent.  It  is  unclear  how  that  could  impact  estimates  of 
trends  or  conclusions  about  circumstances. 


The  National  Violent  Death  Reporting  System 

39.  What  is  the  National  Violent  Death  Reporting  System? 

•  The  National  Violent  Death  Reporting  System  (NVDRS)  is  a  data  system  that  provides  states  and 
communities  with  a  clearer  understanding  of  violent  deaths.  NVDRS  data  can  be  used  to  guide 
local  decisions  about  efforts  to  prevent  violence  and  track  progress  over  time.  NVDRS  is  the  only 
state-based  surveillance  (reporting)  system  that  pools  data  on  violent  deaths  from  multiple  sources 
into  a  usable,  anonymous  database.  These  sources  include  state  and  local  medical  examiner, 
coroner,  law  enforcement,  toxicology,  and  vital  statistics  records.  Pooling  these  data  can  provide 
CDC  with  a  detailed,  comprehensive  picture  of  how  and  why  violent  deaths  occur. 

•  NVDRS  includes  over  600  unique  data  elements  that  provide  valuable  context  about  violent 
deaths  such  as 

o  Relationship  problems;  mental  health  conditions  and  treatment;  toxicology  results;  and  life 
stressors 

■  Including  recent  problems  with  a  job,  finances,  or  physical  health  problems. 
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o  Extensive  information  about  the  incidents^  such  as  weapons  used,  characteristics  of  suspects, 
and  locations  where  they  occurred  are  included.  Such  data  are  far  more  comprehensive  than 
what  is  available  elsewhere. 

•  NVDRS  can  help  identify  populations  particularly  affected  by  fatal  violence.  The  system  not  only 
provides  details  on  specific  manner  of  violent  death,  but  also  identifies  common  factors  that  span 
multiple  types  of  violence. 

•  The  NVDRS  FAQ  page  has  more  details:  https://www.cdc.Rov/violenceprevention/nvdr5/faas>htrnl 

40,  How  does  using  the  National  Violent  Death  Reporting  System  help  to  make  the 
statistics  more  complete? 

Although  limited  to  the  27  states  participating  in  NVDRS  during  the  time  period  of  the  study,  data  from 
NVDRS  provide  the  only  detailed  information  available  on  the  circumstances  surrounding  these 
deaths,  therefore  taking  the  findings  beyond  reporting  numbers  and  rates  and  providing  unique 
information  on  the  context  in  which  people  die  from  suicide. 

41.  Is  the  National  Violent  Death  Reporting  System  expanding  to  50  states? 

We  are  happy  to  announce  that  beginning  in  FY18,  we  are  able  to  make  funding  available  to  all  50 
states  for  the  implementation  of  the  NVDRS. 

Currently,  40  states,  Washington,  DC  and  Puerto  Rico  are  funded  by  NVDRS. 

Expanding  NVDRS  to  SO  states  allows  us  to  meet  one  of  the  national  goals  set  forth  for  Healthy  People 
2020  OVP-43). 

Warning  signs  of  suicide  and  what  to  do  if  you  know  someone  at  risk 


42.  A  lot  of  the  problems  mentioned  as  contributing  to  suicide  in  this  study  seem  very 
common,  how  can  someone  tell  who's  at  risk? 

Many  people  think  that  suicide  is  an  inexplicable  act,  when,  in  reality,  many  known  risk  factors  exist. 
These  include: 

•  History  of  previous  suicide  attempts 

•  Family  history  of  suicide 

•  History  of  child  maltreatment 

•  History  of  depression  or  other  mental  illness 

•  Alcohol  or  drug  abuse 

•  Feelings  of  hopelessness  or  isolation 

•  Impulsive  or  aggressive  tendencies 

•  Stressful  life  event  or  loss 

•  Easy  access  to  lethal  methods 

•  Exposure  to  the  suicidal  behavior  of  others 

•  Isolation,  lack  of  social  connectedness 
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Researchers  agree  that  suicidal  behavior  results  from  an  interaction  of  factors  and  is  rarely  due  to  a 
single  cause.  .  t:' 

43.  Is  suicide  genetic? 

Research  suggests  that  suicide  can  run  in  families.  A  famous  example  is  the  multiple  deaths  by  suicide  in 
the  family  of  American  novelist  Ernest  Hemingway,  Both  genetics  (nature)  and  environment  (nurture) 
can  impact  suicide  risk;  however,  there  are  many  strategies  to  prevent  suicide.  Suicide  is  never 
inevitable. 

•  A  new  field  of  study  called  epigenetics  looks  at  the  interaction  of  nurture  and  nature  to  help  us 
understand  risk  of  suicide. 

44.  What  are  the  warning  signs  for  suicide? 

The  warning  signs  for  suicide  are: 

•  Expressing  hopelessness 
t  Increased  anger  or  rage 

•  Extreme  mood  swings 

•  Sleeping  too  little  or  too  much 

•  Making  plans  for  suicide 

•  Talking  and/or  posting  about  suicide 

•  Feeling  unbearable  pain 

•  Increased  anxiety 

•  Securing  lethal  means 

•  Increased  substance  use 

•  Feeling  like  a  burden 

•  Isolation 

45.  What  should  someone  do  if  they  believe  someone  may  be  suicidal? 

•  Ask  the  question,  ''Are  you  thinking  about  suicide?"'  Asking  the  question  won't  make  someone 
suicidal,  and  instead,  may  relieve  or  reduce  the  feeling. 

•  If  the  person  says  yes,  keep  them  safe.  Find  out  if  they  have  a  suicide  plan.  Remove  any  lethal 
means  in  the  environment,  if  possible,  and  do  not  leave  the  person  alone. 

•  Be  there  and  show  concern.  Don't  act  surprised  or  dismiss  their  feelings.  Take  the  person 
seriously,  and  do  not  assume  they  are  joking, 

•  Help  them  connect  to  resources,  for  example,  by  calling  the  National  Suicide  Prevention  Lifeline 
(1-S00-273-TALK  (8255))  or  by  connecting  the  person  to  someone  in  the  community  who  can 
help,  e.g.  emergency  department,  counselor,  pastor. 

•  Follow  up  -  After  the  person  Is  safe,  follow  up  in  the  days  ahead  with  a  phone  cad,  ask  them  how 
they  are  doing.  See  if  there  is  anything  else  that  you  can  do. 

You  can  (earn  more  about  these  steps  to  help  by  going  to  www.bethelto.com. 

46.  Where  can  people  go  for  help? 

No  matter  what  problems  people  deal  with,  we  want  to  help  them  find  a  reason  to  keep  living.  By 
calling  1-800-273-TALK  (8255)  people  will  be  connected  to  a  skilled,  trained  counselor  at  a  crisis  center 
in  their  area,  anytime  24/7.  There  are  many  success  stories  and  stories  of  hope  where  people  in  need 
have  reached  out  to  others  or  family  or  friends  have  intervened  to  get  people  help.  They  got  the  support 
they  needed  and  were  able  to  get  through  a  crisis  and  go  on  to  live  productive  and  fulfilling  lives. 
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Suicide  among  Youth 


47.  Today's  Quick  Stat  shows  rates  of  suicide  and  homicide  going  up  among  youth.  How 
does  this  align  with  rates  found  in  the  VS? 


The  Vital  Signs  report  did  not  examine  suicide  rate  increases  by  age  group  or  homicide  at  all,  but  we 
know  that  suicide  is  a  problem  across  the  lifespan.  In  fact,  suicide  rates  increase  with  age  up  to  age  54. 

Nationally,  we  have  seen  that  suicide  rates  are  increasing  across  all  age  groups  younger  than  age  75.  For 
example,  middle  aged  adults  have  the  largest  number  of  suicides  and  have  seen  particularly  high 
increases  in  rates.  Suicide  prevention  strategies  are  needed  across  the  lifespan.  States  and  communities 
can  adopt  prevention  strategies  based  on  the  best  available  evidence  such  as  those  found  in  the  CDCs 
technical  package  to  prioritize  populations  with  the  greatest  burden  based  on  both  rates  and  numbers 
of  suicide. 
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48.  A  report  came  out  recently  about  suicidal  thoughts  and  behavior  in  youth  in  Utah. 
Between  these  results  and  other  recent  findings,  should  we  be  focused  primarily  on 
youth  suicide  prevention? 

Suicide  at  any  age  is  troubling  and  a  cause  for  concern.  Today's  Vital  Signs  did  not  look  at  suicide  rate 
increases  by  age  group;  however,  in  order  to  bring  rates  down,  we  must  apply  effective  suicide 
prevention  strategies  to  those  population  groups  at  greatest  risk  and  with  the  greatest  burden  (based 
on  rates  and  numbers  of  suicide). 
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Note:  The  Utah  study  results  show  similar  suicide  attempt  rates  to  the  National  YRBS  and  while  the 
percentage  of  people  with  ideation  is  greater  than  the  national  percentage,  in  Utah,  rates  of  suicide 
ideation  were  defined  by  any  serious  thoughts  of  suicide  in  the  past  12  months  or  any  suicide  planning. 
National  rates  do  not  combine  these  questions,  which  may  explain  the  difference  in  state  and  national 
prevalence. 


Utah  study  National  YR8S 
Suicide  ideation  20%*  17.7% 

Suicide  attempts  8.2%  8.6% 

*The  Utah  study  included  students  in  grades  6,  8;10,  and  12  whereas  National  YRBS  is  for  students  in  9- 
12^^  grades.  Also,  the  Utah  study  combined  two  questions  (any  serious  thoughts  of  suicide  or  suicide 
plans).  The  National  YRBS  estimate  shown  in  for  thoughts  of  suicide  only. 

49,  Is  the  Netflix  series,  13  Reasons  Why,  making  youth  suicide  rates  increase? 

while  we  have  seen  youth  suicide  rates  increase  over  the  past  several  years,  it  is  difficult  to  attribute  the 
increases  to  any  one  factor.  However,  we  do  know  that  suicide  contagion  is  a  real  phenomenon,  and 
that  when  vulnerable  youth  are  exposed  to  suicidal  thoughts  or  behaviors,  their  risk  for  suicide  can 
increase.  The  media,  including  the  entertainment  industry,  can  help  prevent  the  risk  of  suicide 
contagion  by  safely  reporting  on  suicide  and  referring  to  recommendations  available  at 
www.reportingonsuicide.org.  In  response  to  season  one  of  13RW  and  in  preparation  for  Season  2, 

SAVE  (Suicide  Awareness  Voices  of  Education)  convened  a  group  of  experts  in  suicide  prevention, 
mental  and  physical  health,  and  education  to  develop  tools  to  help  encourage  positive  responses  to  the 
13  Reasons  Why  series. 

•  The  group  developed  a  toolkit  providing  practical  guidance  and  reliable  resources  for  parents, 
educators,  clinicians,  youth  and  media  related  to  the  content  of  the  series  (suicide,  school 
violence,  sexual  assault,  bullying,  substance  abuse,  etc.).  The  toolkit  can  help  encourage 
conversations,  identify  those  at  risk  and  prevent  unexpected  tragedies. 
https://www.13reasonswhvtooikit.Qfg/ 

50.  Recently  a  study  came  out  about  high  levels  of  loneliness  among  youth.  Is  that  why 
youth  suicide  rates  are  going  up? 

Loneliness  or  feeling  a  lack  of  connectedness  to  others  is  a  risk  factor  for  suicide  among  people  of  all 
ages.  However,  for  any  given  individual,  suicide  is  typically  not  caused  by  any  one  thing.  Today's  Vital 
Signs  reports  on  the  multiple  contributing  factors  to  suicide  including  relationship  problems,  substance 
misuse,  and  health,  job/financial,  and  criminal  legal  problems.  To  help  communities  make  use  of  the 
best  available  evidence  for  suicide  prevention,  CDC  released  a  suicide  prevention  technical  package. 
Many  of  the  strategies  in  the  technical  package  are  likely  to  help  people  feel  connected  and  less  lonely. 
This  is  an  important  part  of  a  comprehensive  suicide  prevention  strategy. 
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51,  Recently  a  study  came  out  about  increasing  rates  of  depression,  especially  among 
youth.  Is  that  why  suicide  rates  are  going  up? 

On  a  population  level,  increases  in  depression  can  impact  suicide  rates,  especially  untreated  depression, 
however,  for  any  given  individual,  suicide  is  typically  not  caused  by  one  thing.  It  is  unclear  how  much 
these  trends  in  depression  are  influencing  the  increases  in  suicide  rates.  Today's  Vital  Signs  reports  on 
the  multiple  contributing  factors  to  suicide  including  relationship  problems,  substance  misuse,  and 
health,  job/financial,  and  criminal  legal  problems.  A  comprehensive  approach  to  suicide  prevention 
must  address  mental  health  conditions  like  depression  as  well  as  these  other  factors. 


Suicide  among  Veterans 

52,  Do  you  have  any  information  on  suicide  among  Veterans  and  Military  service 
members? 

While  we  did  not  describe  Veteran  suicides  in  this  study,  here  are  some  key  epidemiologic  findings  from 
other  reports  published  by  the  Departments  of  Veterans  Affairs  and  Defense,  as  well  as  the  CDC  . 

CDC  and  its  partners  are  currently  doing  more  research  to  understand  the  extent  to  which  the  general 
rise  in  suicide  rates  can  be  attributed  to  the  rise  in  suicide  rates  among  Veterans. 

Veterans: 

«  Veterans  accounted  for  18  percent  of  adult  suicides  but  constituted  only  8.5  percent  of  the  U.5. 
adult  population  (ages  18+}. 

•  An  average  of  20  Veterans  died  by  suicide  each  day;  roughly  14  of  these  are  not  using  VHA 
services. 

•  The  overall  burden  of  Veteran  suicide  is  mostly  among  Veterans  of  middle  to  older  adult  ages. 

■  An  estimated  65%  of  Veteran  suicides  occurred  among  Veterans  ages  50  years  an  older 

•  Rates  dramatically  increased  from  12/100,000  in  2005  to  110/100,000  in  2014  among  young 
Veterans  aged  18-24  years  who  were  using  VHA  services  and  were  in  Operations  Enduring 
Freedom,  Iraqi  Freedom,  or  New  dawn 

•  Suicides  among  young  Veterans  aged  18-35  years  are  highly  concentrated  in  a  small  proportion  of 
counties. 

■  Within  17  NVDRS  states,  an  estimated  33%  of  suicides  among  Veterans  aged  18-35  years 
occurred  in  just  3%  of  U.S.  counties  and  69%  occurred  in  13%  of  U*S.  counties.  Many  of 
these  high  burden  counties  do  not  have  easy  access  to  VHA  facilities. 

•  Accounting  for  age  and  sex,  risk  for  suicide  was  21  percent  higher  among  Veterans  versus  civilians, 

•  Accounting  for  age,  risk  for  suicide  was  2.4  times  higher  among  female  Veterans  versus  female 
civilians 

Active  duty: 
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•  Suicide  rates  have  doubled  from  12.5  per  100,000  in  2005  to  30  deaths  per  100,000  in  2012, 

Steady  declines  in  recent  years  have  been  observed  (although  this  could  be  because  more  service 
members  were  recently  discharged  and  therefore  their  suicides  would  be  reflected  in  the  Veteran 
population) 

•  Since  2001-2014,  51%  of  suicide  decedents  were  Army  service  members;  18%  were  Air  Force 
service  members;  17%  were  Navy  service  members;  14%  were  Marines 

•  Key  epidemiological  findings  include: 

•  94%  were  male 

■  72%  were  of  white  race 

■  87%  were  of  non-Hispanic  ethnicity 

■  83%  were  under  the  age  of  35  years 

■  88%  were  in  the  enlisted  ranks  of  E1-E9 

■  72%  only  had  a  high  school  graduate  level  of  education  (or  less) 

■  52%  were  married 

•  68%  of  suicides  were  the  result  of  firearm  injuries 

■  54%  had  a  history  of  deployment 

53.  Do  you  think  the  rate  increases  in  suicide  across  the  U.S.  is  the  result  of  increases  in 
Veteran  suicides? 

For  this  study,  we  were  unable  to  explore  the  reasons  why  we  observed  these  state  increases. 

Therefore,  we  are  unable  to  determine  the  extent  to  which  the  broad  increase  in  suicide  rates  across  the 
states  is  the  result  of  increases  in  the  Veteran  suicide  rate.  This  question  needs  further  exploration. 

54.  Is  CDC  engaged  in  preventing  suicides  among  Military  service  members  and  Veterans? 

CDC  has  partnered  with  the  Departments  of  Veterans  Affairs  and  Defense  on  numerous  innovative 
suicide  prevention  projects  to  help  address  and  prevent  suicide  among  active  duty  service  members  and 
Veterans, 

•  The  innovations  span  across  public  health  service.  Such  efforts  are  focused  to: 
o  Improve  surveillance  of  suicide 

o  Increase  understanding  of  the  antecedents  of  suicide  and  potential  factors  that  might 
protect  against  risk  of  suicide 

o  Improve  early  identification  of  suicide  risk  and  rapid  response  to  those  in  need  of  services, 
and  evaluate  key  population-level  suicide  prevention  policies  and  strategies  being 
implemented  across  states  and  at  military  installations. 


Opioids  and  Suicide 

55.  How  are  suicide,  opioid  misuse,  and  Adverse  Childhood  Experiences  related? 
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We  know  that  adults  who  experienced  Adverse  Childhood  Experiences,  or  ACEs,  are  at  risk  for  both 
suicide  and  substance  misuse.  AdditionallV/  it  is  important  to  note  that  children  whose  parents  are 
dealing  with  substance  use  disorder  or  have  overdosed  are  experiencing  ACEs,  as  are  children  whose 
parents  attempt  or  die  from  suicide.  So  addressing  trauma  and  preventing  ACEs  can  be  important  to 
prevention  of  suicide  and  opioid  misuse  as  well. 

56,  Why  are  opioid  overdoses  increasing? 

Drug  overdoses  killed  63,632  Americans  in  2016.  Opioids— prescription  and  illicit— are  the  main  driver  of 
drug  overdose  deaths.  Nearly  two-thirds  of  these  deaths  (66%)  involved  a  prescription  or  illicit  opioid. 
Overdose  deaths  increased  in  all  categories  of  drugs  examined  for  men  and  women,  people  ages  15  and 
older,  all  races  and  ethnicities,  and  across  all  levels  of  urbanization. 

The  rise  in  opioid  overdose  deaths  can  be  outlined  in  three  distinct  waves: 

•  The  first  wave  began  with  increased  prescribing  of  opioids  in  the  1990s ,  with  overdose  deaths 
involving  prescription  opioids  (natural  and  semi-synthetic  opioids  and  methadone)  increasing 
since  at  least  1999. 

•  The  second  wave  began  in  2010,  with  rapid  increases  in  overdose  deaths  involving  heroin. 

•  The  third  wave  began  in  2013,  with  significant  increases  in  overdose  deaths  involving  synthetic 
opioids  -  particularly  those  involving  illicitly-manufactured  fentanyl  (IMF).  The  IMF  market 
continues  to  change,  and  IMF  can  be  found  in  combination  with  heroin,  counterfeit  pills,  and 
cocaine. 

•  Recent  CDC  data  (Seth  P,  Scholl  L,  Rudd  RA,  Bacon  S.  Overdose  Deaths  Involving  Opioids, 

Cocaine,  and  Psychostimulants  —  United  States,  2015-2016.  MMWR  Morb  Mortal  Wkly  Rep. 
ePub:  29  March  2018.)  confirms  that  increases  in  drug  overdose  deaths  are  being  driven  by 
continued  sharp  increases  in  deaths  involving  synthetic  opioids  other  than  methadone,  such  as 
illicitly  manufactured  fentanyl  (IMF). 

57,  Does  prescribing  opioids  to  patients  with  chronic  health  conditions  increase  suicide 
risk? 

Research  has  shown  that  chronic  health  conditions,  including  painful  conditions  such  as  arthritis, 
migraines,  and  fibromyalgia,  are  associated  with  increased  suicide  risk.  Further,  patients  receiving  opioid 
therapy  for  chronic  pain  are  at  elevated  risk  for  mental  health  conditions  and  suicide  attempts.  This 
may  reflect  an  increased  likelihood  of  prescribing  opioids  by  providers  to  patients  with  risk  factors  for 
suicide,  including  mental  health  conditions,  chronic  pain,  and  opioid  use  disorder.  Increased  opioid 
availability  can  also  offer  greater  access  to  lethal  means  for  suicide. 

58,  Can  the  increase  in  suicides  among  certain  populations  be  attributed  to  opioid  use,  or 
to  chronic  pain? 

A  recent  study  showed  that  chronic  health  conditions  are  associated  with  increased  suicide  risk, 
particularly  when  multiple  chronic  conditions  are  present  (Ahmedani  et  al.,  2017).  Opioids  can  be 
prescribed  for  chronic  conditions,  and  patients  receiving  opioid  therapy  are  at  elevated  risk  of 
attempting  suicide.  However,  suicide  risk  might  be  able  to  be  reduced  by  improving  pain  management 
consistent  with  prescribing  guidelines.  For  example,  in  a  study  of  veterans  on  long-term  opioid  therapy, 
approximately  1-2%  of  patients  attempted  suicide  within  6  months  of  receiving  a  prescription.  The  VA 
facility  engaged  in  an  effort  to  increase  compliance  with  prescribing  guidelines  by  making  more 
consistent  use  of  drug  screening,  providing  follow-up  within  4  weeks  for  patients  initiating  new  opioid 
prescriptions,  and  avoiding  co-prescribing  of  sedatives  with  opioids.  The  study  found  that  by  providing 
follow-up  as  recommended  in  the  guideline,  the  risk  of  suicide  could  be  reduced  by  5  times  (Im  et  al., 
2015).  In  a  second  study,  researchers  found  that  compliance  with  the  VA/Department  of  Defense  (DOD) 
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guideline  improved  patient  safety  for  VA  opioid-prescribed  patients  (Brennan  et  al  2016).  For  example, 
urine  drug  screening  increased  significantly,  and  this  was  associated  with  lower  risk  of  suicide  among 
patients. 

59.  Has  the  CDCs  Guideline  for  Prescribing  Opioids  caused  people  suffering  in  pain  to 
contemplate  or  die  by  suicide? 

Chronic  pain  can  result  in  considerable  suffering.  Having  a  chronic  pain  condition,  compared  to  no 
physical  pain,  is  associated  with  a  higher  likelihood  of  suicide,  suicidal  ideation  and  suicide  attempts, 
and  in  many  cases  this  association  persists  even  after  controlling  for  co-morbid  mental  health  and/or 
substance  use  disorders.  This  is  the  finding  of  a  recent  meta-analysis  of  30  studies  that  examined  the 
association  of  physical  pain  with  a  range  of  suicide  related  outcomes  among  people  with  and  without 
pain  conditions.  {Ref:  Calati,  R.,  Artero,  S.,  Courtet,  P.,  &  Lopez-Castroman,  J.  (2016).  Framing  the  impact 
of  physical  pain  on  suicide  attempts.  A  reply  to  Stubbs.  J  Psychiatr  Res,  72,  lOZ^lOS. 
doi:10,1016/jjpsychires.2015;10,018) 

•  Among  patients  taking  opioids,  a  recent  study  suggests  that  the  most  important  factor  that 
predicts  transition  from  suicidal  Ideation  to  suicidal  attempt  is  the  belief  that  pain  can't  be 
successfully  managed  {i.e.  hopelessness  about  pain  management),  rather  than  factors  such  as 
condition  or  pain  severity. 

•  A  recent  study  of  US  veterans  prescribed  opioid  medications  for  chronic  pain  management 
revealed  that  a  very  small  percent  attempted  suicide  (less  than  2%),  and  that  having  a  mood 
disorder  increased  the  risk  for  suicide  attempt.  Importantly,  use  of  guideline-recommended 
practices,  including  use  of  urine  drug  testing,  greater-follow-up,  and  lower  co-prescription  of 
sedatives  was  associated  with  a  lower  risk  of  suicide  attempts. 

Additional  research  would  tell  us  more  about  the  associations  among  chronic  pain,  opioid  use,  and 
suicide,  and  inform  prevention  efforts.  The  available  evidence  highlights  the  importance  of  urine  drug 
testing  and  avoiding  co-prescribing  of  benzodiazepines,  whenever  possible,  and  providers  remaining 
alert  to  signs  of  anxiety  and  depression,  using  validated  instruments  to  assess  for  mental  health 
conditions,  re-evaluating  patients  with  depression  or  mental  health  conditions  more  frequently  than 
every  3  months,  considering  use  of  tricyclic  or  SNRI  antidepressants  for  analgesic  as  well  as 
antidepressant  effects,  and  considering  behavioral  health  specialist  consultation  for  any  patient  with  a 
history  of  suicide  attempt  or  mental  health  disorder,  as  recommended  in  the  CDC  Guideline. 

60,  Why  doesn't  CDC  think  chronic  pain  is  important?  Why  is  the  prescription  drug 
overdose  epidemic  the  focus? 

Chronic  pain  is  a  public  health  concern  in  the  United  States,  Patients  with  chronic  pain  deserve  safe 
and  effective  pain  management, 

•  Opioids  can  help  manage  some  types  of  pain  but  also  have  serious  risks  of  addiction  and 
overdose. 

•  While  evidence  supports  short-term  effectiveness  of  opioids,  there  is  insufficient  evidence  that 
opioids  control  chronic  pain  effectively  over  the  long  term,  and  there  Is  evidence  that  other 
treatments  can  be  effective  with  less  harm. 
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•  Primary  care  providers  are  concerned  about  opioid  pain  medication  misuse,  are  worried  about 
patient  addiction,  and  want  more  training  in  prescribing  opioids. 

COCs  role  is  to  tackle  the  biggest  health  problems  causing  death  and  disability  for  Americans,  putting 
science  and  advanced  technology  into  action  to  prevent  disease  and  promote  healthy  and  safe 
behaviors,  communities  and  environment. 

CDC  recently  played  a  leading  role  in  getting  public  health  goats  pertaining  to  chronic  pain  included  in 
Healthy  People  2020,  and  facilitated  the  inclusion  of  questions  about  chronic  pain  in  the  2016-17 
National  Health  Interview  Survey, 

CDC  scientific  experts  also  provided  review  and  input  regarding  the  overall  National  Pain  Strategy  (NPS) 
led  by  HH5.  The  NPS  outlines  a  coordinated  plan  for  reducing  the  burden  of  chronic  pain  on  the 
American  public.  It  includes  key  recommendations  in  areas  including  population  research,  prevention 
and  care,  disparities,  service  delivery  and  payment,  professional  education  and  training,  and  public 
education  and  training.  The  strategy  calls  for: 

•  '"Developing  methods  and  metrics  to  monitor  and  improve  the  prevention  and  management 
of  pain, 

•  Supporting  the  development  of  a  system  of  patient-centered  integrated  pain  management 
practices  based  on  a  biopsychosocial  model  of  care  that  enables  providers  and  patients  to 
access  the  full  spectrum  of  pain  treatment  options. 

•  Taking  steps  to  reduce  barriers  to  pain  care  and  improve  the  quality  of  pain  care  for 
vulnerable,  stigmatized  and  underserved  populations, 

•  Increasing  public  awareness  of  pain,  increasing  patient  knowledge  of  treatment  options  and 
risks,  and  helping  to  develop  a  better  informed  health  care  workforce  with  regard  to  pain 
management," 

Drug  overdose  one  of  the  few  problems  getting  worse  in  US  -  affecting  all  ages,  races,  communities.  The 
opioid  overdose  crisis  is  being  fueled  by  both  prescription  opioids  and  illicit  drugs,  like  heroin  and 
illicitly-manufactured  fentanyl,  CDC  plays  an  important  role  in  understanding  and  addressing  the  causes 
of  the  opioid  overdose  epidemic, 

o  Opioids  (including  prescription  opioids,  heroin,  and  fentanyl)  killed  more  than  42,000  people  in 
2016,  more  than  any  year  on  record, 
o  40%  of  all  opioid  overdose  deaths  involve  a  prescription  opioid, 

o  The  best  ways  to  prevent  opioid  overdose  deaths  are  to  improve  opioid  prescribing,  reduce 
exposure  to  opioids,  prevent  misuse,  and  treat  opioid  use  disorder. 

Managing  chronic  pain  is  important  to  the  health  and  well-being  of  all  Americans,  and  preventing, 
assessing,  and  treating  chronic  pain  can  be  a  challenge.  Improving  the  way  opioids  are  prescribed 
through  clinical  practice  guidelines  can  ensure  patients  have  access  to  safer,  more  effective  chronic  pain 
treatment  while  reducing  the  number  of  people  who  misuse  opioids,  develop  opioid  use  disorder,  or 
overdose  from  these  drugs.  The  CDC  guideline  provides  recommendations  to  help  determine  when  to 
initiate  and  continue  opioid  prescribing  for  pain  outside  of  active  cancer  treatment,  palliative  care,  and 
end-of'life  care  to  ensure  patients  have  access  to  safe  and  effective  chronic  pain  treatment.  CDC  aims 
to  save  lives  and  prevent  prescription  opioid  overdoses  by  equipping  providers  with  the 
knowledge,  tools,  and  guidance  they  need. 

Adverse  Childhood  Experiences  and  Suicide 
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6X,  What  are  ACEs 


Adverse  Childhood  Experiences  (ACEs)  is  the  term  given  to  describe  types  of  abuse,  neglect,  and  other 
household  challenges  that  occur  to  individuals  under  the  age  of  18,  The  landmark  Kaiser  ACE  Study 
examined  the  relationships  between  these  experiences  during  childhood  and  reduced  health  and  well¬ 
being  later  in  life.  The  term  encompass  10  experiences  listed  in  the  original  ACE  questionnaire. 


A.  Abuse  C. 

L  Emotional  abuse 

2,  Physical  abuse 

3,  Sexual  abuse 

B.  Neglect 

4,  Emotional  neglect 

5,  Physical  neglect 


Household  challenges 

6,  Substance  abuse  (of  household 
member) 

7,  Mental  illness  (of  household 
member) 

8,  Mother  treated  violently 

9,  Parental  separation  or  divorce 
TO,  Incarcerated  household  member 


62.  What  is  an  ACE  score? 

The  ACE  score,  a  total  sum  of  the  different  categories  of  ACEs  reported  by  people,  is  used  to  assess 
cumulative  childhood  stress.  The  score  ranges  from  0  (unexposed)  to  10  (exposed  to  all  categories). 
Study  findings  repeatedly  reveal  a  graded  dose-response  relationship  between  ACEs  and  negative  health 
and  well-being  outcomes  across  the  life  course. 


63.  What  is  CDC  doing  to  prevent  ACEs? 

Safe,  stable,  nurturing  environments  for  all  children  play  a  large  role  in  preventing  ACEs  by  creating  a 
context  and  atmosphere  that  allows  families  to  share  quality  time  together,  to  discuss  and  resolve 
conflicts,  and  to  provide  emotional  support  to  one  another,  CDC's  technical  package  for  preventing  the 
different  forms  of  violence  impacting  children  and  families  can  help  states  and  communities  prioritize 
prevention  activities  based  on  the  best  available  evidence.  These  strategies  range  from  a  focus  on 
individuals,  families,  and  relationships,  to  broader  community  and  societal  change.  For  example,  the 
child  abuse  and  neglect  technical  package  includes  changing  social  norms  to  support  parents  and 
positive  parenting,  enhancing  parenting  skills  to  promote  health  child  development.  Strengthening 
economic  supports  for  families,  and  providing  quality  care  and  education  early  in  life,  and  intervening  to 
lessen  harms  and  prevent  future  risk, 

64.  How  are  ACEs  and  suicide  related? 

Research  suggests  that  the  greater  the  number  of  ACEs,  the  greater  the  risk  of  suicide  attempts.  ACEs 
have  been  associated  with  increased  risk  for  a  variety  of  outcomes  that  could  contribute  to  stress  and 
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risk  for  suicide^  including  unhealthy  coping;  physical,  mental  health,  and  behavioral  health  disorders; 
and  diminished  life  opportunities  such  as  reduced  education,  employment,  and  income. 


Suicide  Prevention 

65.  Did  the  study  provide  recommendations  for  prevention? 

Comprehensive  suicide  prevention  activities  both  upstream  (before  suicide  risk  begins)  and  downstream 
(after  people  have  been  identified  as  at-risk,  or  have  attempted  suicide)  are  needed  to  address  the  full 
range  of  factors  contributing  to  suicide. 

•  For  example,  among  people  with  mental  health  conditions,  the  study  identified  a  need  for  additional 
safety  supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 
Additionally,  greater  access  to  providers  in  underserved  areas  is  needed,  as  is  expansion  of 
healthcare  systems  that  integrate  physical  and  behavioral  health  with  a  priority  on  suicide 
prevention  and  patient  safety,  especially  through  care  transitions. 

•  In  addition  to  strategies  addressing  mental  health  conditions,  the  study  identified  the  need  for 
attention  to  the  broader  range  of  circumstances  contributing  to  suicide,  including  relationship, 
substance  use,  physical  health,  job,  financial,  and  legal  problems^ 

Taken,  together  a  comprehensive  approach  to  suicide  includes  the  following  strategies: 
o  Identifying  and  supporting  people  at  risk  of  suicide,  , ,  / !  ■  ,f 

o  Teaching  coping  and  problem-solving  skills  to  help  people  manage  challenges,  with 
relationships,  jobs,  health,  or  other  concerns, 
o  Promote  safe  and  supportive  environments,  including  safely  storing  medications  and 
firearms  to  reduce  access  among  people  at  risk, 
o  Connecting  people  to  others  in  their  community  so  they  don't  feel  alone, 
o  Connecting  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare, 
o  Expanding  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet, 
o  Preventing  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide 

Effective  approaches  to  prevent  the  many  suicide  risk  factors  are  available.  States  and  communities  can 
use  data  from  NVDRS  and  resources  such  as  CDC's  Pre\/enting  Suicide:  a  Technicoi  Package  of  Policies, 
Programs,  and  Practices,  available  at: 

https://www.cdc.gov/violencepreventiQn/pdf/syicideTechnicalPackage,pdf  to  better  understand  their 
suicide  problem,  prioritize  evidence^based  comprehensive  suicide  prevention,  and  save  lives. 


66.  What  can  be  done  to  prevent  suicide? 

Suicide  is  preventable- 

CDC  released  a  technical  package  of  policies,  programs,  and  practices  to  prevent  suicide  to  help 
communities  focus  on  a  core  set  of  strategies  that  have  the  best  available  evidence  and  greatest 
prevention  potentialp 

The  technical  package  includes  examples  of  programs  that  local  implementers  might  tailor  to  fit  the 
needs  of  their  community.  The  technical  package  includes  7  strategies  designed  to  work  together  to 
achieve  the  greatest  impact  possible. 
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i.  Strengthen  economic  supports 

ii.  Strengthen  access  and  delivery  of  suicide  care 

iii.  Create  protective  environments 

iv.  Promote  connectedness 

V.  Teach  coping  and  problem-solving  skills 

vi.  Identify  and  support  people  at  risk 

vii.  Lessen  harms  and  prevent  future  risk 

For  example,  an  evidenced  based  suicide  prevention  program  called  Sources  of  Strength  was  developed 
with  rural  and  tribal  communities  in  North  Dakota  to  promote  connectedness  between  youth  and  caring 
adults*  The  program  works  to  understand  and  respond  to  underlying  causes  of  suicidal  behavior  and 
promote  protective  factors  against  suicidal  behavior  before  the  causes  result  in  adverse  outcomes* 

Other  innovative  prevention  strategies,  such  as  telebehavioral  health  {telephone,  video  and  web-based 
technologies},  are  a  promising  option  to  increase  access  to  health  care  and  mental  health  care  in  rural 
communities*  However,  rural  communities  often  have  limited  access  to  the  internet  suggesting  a  need 
to  increase  broadband  access  and  to  identify  other  ways  to  deliver  promising  prevention  supports. 

Everyone  can  play  a  role  In  suicide  prevention* 

•  Physicians  have  an  important  role  to  play  in  recognizing  and  appropriately  treating  mental 
health  conditions. 

•  Other  professionals  who  work  with  vulnerable  populations  (e.g.  parole  officers,  teachers,  etc.) 
play  an  important  role  in  identifying  and  referring  at-risk  individuals* 

•  Employers  can  play  a  role  too. 

o  Employee  assistance  programs  can  work  to  reduce  stigma  about  seeking  help  and 
improving  access  to  care. 

There  are  also  recommendations  for  the  media  regarding  how  to  report  on  suicide  to  raise  awareness 
without  increasing  the  risk  of  additional  suicides  among  vulnerable  populations.  We  know  that  risk  can 
increase  when  the  media  provides  details  about  the  methods  used,  dramatic/graphic  headlines,  or 
glamorize  a  death  (see  reportingonsuicide.org). 

67.  What  is  a  technical  package? 

o  A  technical  package  is  a  collection  of  strategies  that  represent  the  best  available  evidence  to 

prevent  or  reduce  public  health  problems  like  violence.  They  can  help  improve  the  health  and  well¬ 
being  of  communities. 

CDCs  suicide  prevention  technical  package  is  intended  as  a  resource  to  guide  decision-making  in 
communities  and  states. 

•  CDC  expert  scientists  reviewed  the  literature  and  summarized  the  best-available  evidence  in  the 
technical  package.  The  package  has  been  reviewed  by  grantees/funded  partners,  federal 
partners,  and  other  audiences. 

•  The  technical  package  highlights  seven  strategies  to  prevent  suicide* 

•  This  technical  package  describes  programs,  practices,  and  policies  along  with  the  evidence  of 
their  impact  on  suicide  or  risk  and  protective  factors  for  suicide* 

•  The  strategies  are  presented  in  order  from  those  with  the  greatest  potential  to  produce  broad 
public  health  impact  on  suicide  followed  by  those  with  potential  to  impact  subsets  of  the 
population  (e*g.,  persons  who  have  already  made  a  suicide  attempt). 
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68,  If  suicide  rates  are  increasing,  does  that  mean  the  evidenced-based  strategies  that 
have  been  identified  are  not  working? 

The  evidence  tells  us  that  there  are  strategies  that  work, 

•  These  strategies  and  approaches  do  not  work  if  they  aren't  properly  implemented  or  expanded 
to  reach  larger  audiences. 

•  There  are  many  reasons  why  effective  programs  are  not  implemented  and  expanded,  but  a  lack 
of  funding  for  suicide  prevention  has  been  identified  as  a  contributing  factor. 

The  most  effective  strategies  are  comprehensive  and  use  a  public  health  approach  as  opposed  to 
focusing  exclusively  on  mental  health  conditions,  to  impact  a  broader  audience.  There  is  also  the  issue 
of  stigma  around  suicide  and  mental  health  care,  which  discourages  people  at  risk  for  self-harm  from 
seeking  help.  Suicide  is  preventable,  but  we  need  sufficient  investment  and  a  comprehensive  public 
health  approach. 


69,  Where  can  people  go  to  get  more  information  about  suicide  prevention? 

Visit  the  CDC  Injury  Center  website  at  https://www.cdc.gov/violenceprevention/suicide/ 

70,  What  partnerships  or  sectors  should  be  involved  in  suicide  prevention? 

•  Public  health  agencies  can  play  an  important  role  tn  preventing  suicide.  They  can  provide  leadership 
and  bring  critical  resources  to  address  the  problem.  However,  the  strategies  and  approaches 
outlined  in  CDC's  technical  package  cannot  be  accomplished  by  the  public  health  sector  alone  and 
require  a  collective  effort  across  sectors. 

•  Other  sectors  vital  to  prevention  efforts  include: 

o  Education 

o  Government  (local,  state,  and  federal) 
o  Social  services 
o  Health  services 
o  Business 
o  Labor 
o  Justice 
G  Housing 
o  Media 

o  Community  organizations  (e.g.,  foundations  or  faith-based  and  other  organizations) 

•  Each  sector  has  an  important  role: 

o  Local  and  state  public  health  agencies  and  organizations  can  work  to  convene  partners,  lead 
efforts,  track  progress,  and  help  evaluate  efforts, 
o  Education  and  the  public  health  sector  are  vital  to  supporting  the  development,  evaluation, 
and  adoption  of  effective  programs  that  promote  connectedness  or  that  teach  coping  and 
problem-solving  skills. 

o  Business,  workplaces,  housing,  and  local  and  state  government  entities  are  in  a  position  to 
help  implement  policies  and  programs  that  directly  address  some  of  the  underlying  risks  and 
environments  that  increase  the  risk  for  suicide, 
o  The  healthcare,  public  health,  justice,  and  social  service  sectors  can  work  together  to 
identify  and  support  people  at-risk  of  suicide  and  their  families, 
o  Across  all  strategies  -  community  organizations  and  other  non-governmental  organizations 
are  vital  to  prevention. 
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71,  Is  it  necessary  to  monitor  and  evaluate  prevention  efforts? 

•  It  is  important  to  have  data  to  monitor  the  extent  of  the  problem  so  you  can  see  if  your  prevention 
efforts  are  producing  the  desired  impact, 

•  There  are  existing  data  sources  for  you  to  consider  such  as  CDC's  National  Vital  Statistics  System 
(NVSS),  the  National  Violent  Death  Reporting  System  (NVDRS),  the  National  Electronic  Injury 
Surveillance  System-All  Injury  Program  (NEISS-AIP),  the  Youth  Risk  Behavior  Surveillance  System 
{YRBSS},  and  the  National  Survey  on  Drug  Use  and  Health  (NSDUH), 

o  If  gaps  in  the  data  exist,  you  may  want  to  look  for  data  collected  at  the  local  level,  YRBSS 
provides  some  local  data.  You  may  also  want  to  consider  data  from  state  and  local  Child 
Death  Review  teams  and  Suicide  Death  Review  Teams  (where  available), 

•  The  data  you  collect  can  be  used  to  identify  and  address  gaps  in  surveillance  systems  as  well  as  plan 
programs  and  evaluate  the  impact  of  your  efforts. 


Talking  about  suicide  &  suicide  contagion 

72.  Will  talking  about  suicide  give  people  the  idea  to  do  it?  Could  we  do  more  harm  than 
good? 

Talking  about  suicide  does  not  cause  suicide  to  occur. 

•  In  fact,  it  can  be  an  exceiient  prevention  tooi. 

o  Talking  breaks  the  secrecy  that  surrounds  suicidal  behavior  and  lets  people  know  that 
help  is  available. 

•  By  not  talking  about  suicide,  we  increase  the  isolation  and  despair  of  individuals  thinking 
about  it  and  perpetuate  the  stigma  associated  with  suicidal  ideation  and  behavior, 

73.  What  is  meant  by  "suicide  contagion”  or  "copy-cat"  suicide? 

These  words  describe  a  process  by  which  exposure  to  suicide  or  suicidal  behavior  of  one  or  more 
persons  influences  similar  behavior  by  vulnerable  individuals.  Research  has  shown  that  graphic, 
sensationalized  or  romanticized  descriptions  of  suicide  deaths  in  the  news  media  can  contribute  to 
suicide  contagion. 

74.  Do  media  reports  regarding  suicide  increase  the  number  of  copy-cat  suicides?  What 
suggestions  does  CDC  have  for  news  media  covering  suicide  issues  in  their 
community? 

CDC  research  suggests  that  stories  about  suicide  can  help  inform  readers  and  viewers  about  the  likely 
causes  of  suicide,  its  warning  signs,  trends  in  suicide  rates,  and  recent  treatment  advances.  They  can 
also  highlight  opportunities  to  prevent  suicide.  Media  stories  about  individual  deaths  by  suicide  may  be 
newsworthy,  but  they  aiso  have  the  potential  to  do  harm.  Implementation  of  recommendations  for 
media  coverage  of  suicide  has  been  shown  to  decrease  suicide  rates.  For  more  information  about  these 
recommendations  and  tips  for  covering  suicide  visit  Reporting  on  Suicide:  Recommendations  for  the 
Media:  https://www.afsp.org/news-events/fQr-the-media/reporting-on-5uicide 

75.  What  suicide  story  angles  should  reporters  consider? 

•  Trends  in  suicide  rates  accompanied  by  prevention  strategies 

•  Recent  advances  in  prevention  strategies 

•  Individual  stories  of  how  prevention  was  life-saving 
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•  Stories  of  people  who  overcame  desperate  circumstances  without  attempting  suicide 

•  Myths  about  suicide 

•  Warning  signs  of  suicide 

•  Actions  that  individuals  or  families  can  take  to  prevent  suicide  by  others 

•  Actions  that  communities  can  take  to  support  connections  among  people  that  help  to  reduce  risk 


What  role  do  the  economy  and  social  media  play  in  increasing  suicide  rates? 

76.  What  role  does  the  economy  play  in  increasing  suicide  rates? 

The  role  of  the  great  recession  in  the  late  2000's  and  subsequent  financial  challenges  and  concerns 
about  economic  instability  could  have  contributed  to  increases  in  suicide  risk.  Past  research  on  the 
association  betw/een  business  cycles  and  U.S.  suicide  indicate  that  the  overall  suicide  rate  rises  and  falls 
in  connection  with  the  economy,  with  increases  during  economic  recessions.  We  know  that  suicides 
increase  in  times  of  economic  turmoil^  and  financial  stress  experienced  by  parents  may  trickle  down 
resulting  in  vulnerable  youth. 

77.1s  social  media  use  to  blame  for  increasing  suicide  rates? 

More  research  is  needed  on  the  impact  of  social  media  use  on  suicide  rates.  However,  changes  in 
social  media  content  or  use  patterns  could  potentially  be  contributing  to  risk.  Social  media  can 
exacerbate  bullying,  romanticize  suicide,  and  provide  harmful  content  on  suicide  methods. 
Alternatively,  social  media  can  be  used  to  enhance  connections  between  people,  correct  myths  about 
suicide,  and  facilitate  access  to  help.  Research  is  needed  to  determine  how  to  reduce  risk  and  enhance 
the  protective  factors  associated  with  social  media. 


Select  Recent  CDC  Research 

•  CDC  has  released  several  publications  recently. 


o  CDC  just  released  a  study  on  the  timing  of  suicides, 

“  The  study  examined  122  thousand  suicides  from  the  National  Violent  Death  Reporting 
System  in  IS  U.S.  States  from  2003  through  2014. 

■  Results:  Suicides  significantly  increased  (p  <  0.05) 

•  from  March  to  peak  in  September  before  falling,  the  first  week  of  the  month 

•  early  in  the  week 

•  in  the  morning,  mainly  peaking  during  the  afternoon,  although  suicides  in 
adolescents  peaked  in  the  evening  and  in  those  65  years  and  older  peaked  in 
the  morning. 

•  differences  were  observed  by  sex,  age,  and  race/ethnicity. 

■  Results  from  research  on  suicide  timing  can  potentially  help  inform  planning  for 
prevention  activities  before  periods  of  relatively  high  suicide.  To  help  communities 
make  use  of  the  best  available  evidence  for  suicide  prevention,  CDC  released  a  suicide 
prevention  technical  package.  The  technical  package  describes  the  importance  of  a 
comprehensive  approach,  which  includes  identifying  and  supporting  people  at  increased 
suicide  risk  and  upstream  approaches  that  reduce  a  range  of  known  risk  factors. 
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•  Tian,  N,,  Zack,  M,,  Fowler,  K,  A.,  &  Hesdorffer,  D.  C.  (2018).  The  Timing  of  Suicide  in  18  United  State 
States  from  2003-2014.  Archives  of  Suicide  Reseorch,  (just-accepted),  1-21, 


o  In  mid-May,  the  National  Center  for  Health  Statistics  released  a  study  describing  county-level 
trends  in  U.S.  suicide  rates  from  2005-2015. 

■  This  study,  published  in  the  American  Journal  of  Preventive  Medicine,  documents  that 
county-level  suicide  rates  increased  by  more  than  10%  from  2005  to  2015  in  99%  of 
counties  in  the  U.S, 

■  87%  of  counties  showed  an  increase  of  greater  than  20% 

■  States  and  communities  can  use  these  data  in  combination  with  the  results  from  the 
present  study  to  obtain  more  granular  level  detail  about  suicide  rates  within  their  states 
and  to  help  focus  prevention  efforts. 

o  Late  last  year,  we  released  a  JAMA  article  analyzing  the  number  of  youth  visiting  emergency 
rooms  with  nonfatab  self-inflicted  injuries. 

■  We  found  that  self-inflicted  injuries  are  one  of  the  strongest  risk  factors  for  suicide.  Our 
research  found  that  emergency  room  visits  for  self-inflicted  injuries  among  young 
females  increased  significantly  in  recent  years  (2001-2015)-particularly  among  girls  10- 
14. 

•  And  since  the  risk  leads  to  a  potentially  fatal  outcome,  monitoring  trends  in  Self-inflicted 
injuries  is  critical  to  preventing  suicide  in  young  people. 

•  Mercado  MC,  Holland  K.  Leemis  RW,  Stone  DM,  WaoR  J.  Trends  in  Emergency 

Department  Visits  for  Nonfatal  Self-inflicted  Injuries  Among  Youth  Aged  10  to  24 

Years  in  the  United  States.  2001-2015.  MMA.2017:318(19):1931-1933, 

doi:lQ.1001/iarna. 2017. 13317 

o  In  February  of  this  year,  CDC  released  a  Morbidity  and  Mortality  Weekly  Report  (MMWR) 
summarizing  2014  data  from  the  IS  states  participating  in  the  National  Violent  Death 
Reporting  System  (NVDRS)  at  that  time. 

■  Violent  deaths  due  to  self-inflicted  injury  or  interpersonal  violence  disproportionately 
affected  people  aged  45-64  men,  and  American  Indian/Alaska  Natives. 

■  There  were  several  primary  precipitating  factors  for  both  homicides  and  suicides  that 
stood  out  including:  intimate  partner  problems,  interpersonal  conflicts,  mental  health 
and  substance  abuse  conditions,  and  recent  crises 

■  NVDRS  is  currently  in  40  states,  the  District  of  Columbia,  and  Puerto  Rico,  with  goals  to 
expand  nationally. 

■  Developing  and  expanding  NVDRS  is  crucial  to  public  health  efforts  at  the  federal,  state, 
and  local  levels,  in  order  to  identify  information  like  precipitating  factors  and  also  to 
target  prevention  efforts. 

•  Fowler  KA,  Jack  SP.  Lyons  BH,  Betz  CJ,  Petrosky  E.  Surveillance  for  Violent  Deaths 

—  National  Violent  Death  Reporting  System,  18  States,  2014.  MMWR  Surveill 

Summ  2Q18;67(No.  SS-2);l-36. 

o  As  part  of  our  commitment  to  suicide  prevention  in  vulnerable  populations,  in  March  of  this 
year,  CDC  released  another  MM  WR,  specifically  on  suicides  among  American  Jndian/Alaska 
Natives. 

■  ft  showed  that  the  rates  of  suicide  among  American  Indian/Alaska  Natives  have  been 
increasing  since  2003. 
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■  Analysis  of  the  data  from  IS  states,  showed  that  AI/AN  people  who  died  by  suicide  were 
younger  and  were  more  likely  to  live  in  a  non-metropolitan  area  than  non-Hispanic 
whites  who  died  by  suicide. 

“  The  data  show  a  clear  need  for  culturally  relevant  intervention  strategies  for  this 
population. 

Leavitt  RA,  ErtI  A.  Sheats  K,  Petrosky  E,  Ivey-Stephenson  A,  Fowler  KA.  Suicides  Among 

American  fndian/Alaska  Natives  —  National  Violent  Death  Reporting  System.  18  States, 

20Q3-2Q14.  MMWR  Morb  Mortal  Wkly  Rep  ZQ18;67:Z37-242. 


Partner  Activities 

1.  What  is  the  National  Action  Alliance  for  Suicide  Prevention  ? 

The  National  Action  Alliance,  also  referred  to  as  the  "Action  Alliance"  is  a  public-private  partnership  that 
works  to  advance  the  National  Strategy  for  Suicide  Prevention  and  make  suicide  prevention  a  national 
priority. 

2,  What  is  the  National  Strategy  for  Suicide  Prevention? 

This  is  a  report  created  by  the  U.S.  Surgeon  General  and  the  Action  Alliance.  It  emphasizes  the  role 
everyone  can  play  in  protecting  their  friends,  family,  and  colleagues  from  suicide.  It  has  been  revised  to 
include  a  decade  of  research  and  other  advancements  in  order  to  provide  guidance  for  several  sectors 
like  schools,  businesses,  and  health  systems. 

3,  What  is  Project  2025? 

Project  2025  is  a  collaborative  initiative  developed  by  American  Foundation  of  Suicide  Prevention 
(AFSP).  The  goal  of  Project  2025  is  to  reduce  the  annual  suicide  rate  20  percent  by  year  2025.  AFSP  has 
determined  a  series  of  actions  and  critical  areas  to  help  reach  the  goal,  which  includes  approaches  that 
reach  across  all  demographic  and  sociological  groups. 

4.  What  is  Zero  Suicide? 

This  a  key  concept  of  the  2012  National  Strategy  for  Suicide  Prevention,  a  priority  of  the  National  Action 
Alliance  for  Suicide  Prevention,  and  is  supported  by  the  Substance  Abuse  and  Mental  Health  Services 
Administration  It  requires  that  health  and  behavioral  health  care  systems  commit  to  making  suicide 
prevention  a  core  priority  and  implement  processes  and  strategies  that  prevent  suicide  and  improve  the 
care  of  patients  at  risk  for  suicide. 

Additional  Resources 

Recommendations  for  Media  about  Safe  Reporting  on  Suicide,  reportingonsuicde.orR 

If  you  or  someone  you  know  is  thinking  about  suicide  or  needs  support,  help  is  always  available.  Call  the 
National  Suicide  Prevention  Lifeline  at  1-800-273-TALK  (8255)  or  visit  http://suicidepreventionlifeline.org 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices: 
http5://wwwxdc.gov/viQlencepreventiQn/pdf/5uicideTechnrcalPackage.pdf. 

National  Strategy  for  Suicide  Prevention,  http://actionallianceforsuicideprevention.org/natiQnal-strategv- 
suicide-prevention-O 

Suicide  Prevention  Resource  Center,  https://www.5prc.org/ 
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Abstract 


Introduction:  Suicide  rates  in  the  United  Stares  have  risen  nearly  30%  since  1999,  and  mental  health  conditions  are 
one  of  several  factors  contributing  to  suicide.  Examining  state-level  trends  in  suicide  and  the  multiple  circumstances 
contributing  to  it  can  intorm  comprehensive  state  suicide  prevention  planning. 


Methods:  Trends  in  age-adjusted  suicide  rates  among  persons  aged  >10  years^  by  state  and  sex,  across  six  consecutive  B-year 
periods  (1999—2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and  the  District  of 
Columbia,  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were  used  to  examine 
contributing  circumstances  among  decedents  with  and  without  known  mental  health  conditions. 


Results;  During  1 999-20 1 6,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases  >30%,  Rates 
increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  Fifty- four  percent  of  decedents  in  27  states 
in  201 5  did  nor  have  a  known  mental  health  condition. 


Among  decedents  with  available  information,  several 
circumstances  were  significantly  more  likely  among 
those  without  known  mental  health  conditions  than 
among  those  with  mental  health  conditions,  including 
relationship  problems/loss  (45T%  versus  39.6%),  life 
stressors  (50.5%  versus  47*2%),  and  recent/impending 
crises  (32.9%  versus  26.0%),  but  these  circumstances 
were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly 
across  most  states  during  1999—2016.  Various 
circumstances  contributed  to  suicides  among  persons 
with  and  without  known  mental  health  conditions. 

Implications  for  Public  Health  Practice:  States 
can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it 
occurs,  identify  and  support  persons  at  risk,  prevent 
reattempts,  and  help  friends  and  family  members  in 
the  aftermath  of  a  suicide. 
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Introduction 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population 
[age-adjusred])  occurred  in  the  United  States  among  persons 
aged  >10  years  (7),  From  1 999  to  20 1 5,  suicide  lares  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization 
levels  {2,3).  Suicide  rates  have  also  increased  among  persons  in 
all  age  groups  <75  years,  with  adults  aged  45—64  having  the 
largest  absolute  rate  increase  (from  13.2  per  100,000  persons 
[1999]  to  19.2  per  100,000  [2016])  and  the  greatest  number 
of  suicides  (232,108)  during  the  same  period  (7,3).  Suicide  is 
the  tenth  leading  cause  of  death  and  is  one  of  just  three  leading 
causes  that  are  increasing  (7,4).  In  addition,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  main  risk  factor 
for  suicide,  increased  42%  from  2001  to  2016  (7).  Together, 
suicides  and  self-harm  injuries  cost  the  nation  approximately 
$70  billion  per  year  in  direct  medical  and  work  loss  costs  (7). 

The  Narioual  Strategy  for  Suicide  Prevention  (5)  calls  for  a 
public  health  approach  to  suicide  prevention  with  efforts  span¬ 
ning  multiple  levels  (individuaL  family/ re  lad  on  ship,  community, 
and  societal).  Such  a  comprehensive  approach  underscores  that 
suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  deter¬ 
mined  by  multiple  factors.  Despite  this  call  to  action,  suicide 
prevention  largely  focuses  on  identifying  and  referring  suicidal 
persons  to  mental  health  treatment  and  preventing  reartempts 
(6).  In  addition  to  mental  health  conditions  and  prior  suicide 
attempts,  other  contriburing  circumstances  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances, 


firearms)  among  persons  at  risk,  and  poor  coping  and  problem¬ 
solving  skills  (5).  Expanded  awareness  of  these  additional  circum¬ 
stances  contributing  to  suicide  risk  and  action  to  address  them  can 
help  reach  the  national  goal,  established  by  the  National  Action 
Alliance  of  Suicide  Prevention  and  the  j\merican  Foundation  for 
Suicide  Prevention,  of  reducing  the  annual  suicide  rare  20%  by 
2025  (7),  To  assist  states  in  achieving  this  goal,  CDC  analyzed 
state-specific  trends  in  suicide  rates  and  assessed  the  multiple 
contributing  factors  to  suicide;  this  report  presents  options  for 
strategies  to  include  in  comprehensive  suicide  prevention  eflorrs 
that  are  based  on  the  best  available  evidence. 

Methods 

Suicide  rates  were  analyzed  for  persons  aged  >10  years 
because  determining  suicidal  intent  in  younger  children  can  be 
difficult  (S).  Age-specific  suicide  counts  were  tabulated  based 
on  National  Vital  Statistics  System  coded  death  certificate 
records  [International  Classification  of  Diseases,  Tenth  Reins  ion, 
undcriying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age- 
specific  population  estimates  were  obtained  from  U.S.  Census 
Bureau/National  Center  for  Health  Statistics  bridged- race 
population  data  releases. 

National  and  state- level  suicide  rate  estimates  were  calculated 
for  SIX  consecutive  3'year  aggregate  periods  spanning  1999'- 
2016  (1999-2001;  2002-2004;  2005-2007;  2008-2010; 
2011-2013;  and  2014-2016).  Rate  estimates  were  age- 
adjusted  to  the  U.S.  2000  standard  population  and  expressed 
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per  100,000  persons  per  yean  Age^adjasted  suicide  rate  trends 
were  modeled  using  the  same  3-year  data  aggregates,  employ¬ 
ing  weighted  least-squares  regression  with  inverse-variance 
weighting.  Modeled  rate  trends  are  reported  in  terms  of  average 
annual  percentage  changes. 

Characteristics  of  persons  aged  >10  years  who  died  by  suicide, 
with  and  without  known  mental  health  conditions,  and  the 
circumstances  surrounding  the  suicides  were  compared  in  the 
27  states’"  with  ceimplere  data  participating  in  CDC's  National 
Violent  Death  Reporting  System  (NVDRS)  in  2015.  NVDRS 
defines  mental  health  conditions  as  disorders  and  syndromes 
listed  in  the  Diagnostic  and  Statistical  Manual  of Menktl  Disorders, 
Fifih  Editim  (.9),  with  the  exception  of  problematic  alcohol  use 
and  other  substance  use  that  are  captured  separately  in  NVDRS. 
NVDRS  aggregates  data  from  diree  primary  data  sources:  death 
certificates,  coroner/ medical  examiner  reports  (including  toxi¬ 
cology},  and  law  enforcement  reports.  A  range  of  circumstances 
(relationship  problems,  life  stressors,  and  recent  or  impending 
crises)  have  been  identified  as  potential  risk  factors  for  suicide 
in  NVDRS.  Circumstances  captured  are  those  identified  as  con¬ 
tributing  to  suicide  in  coroner/ medical  examiner  or  law  enforce¬ 
ment  reports,  which  reflect  information  provided  by  family  and 
friends  at  the  time  of  death.  Decedents  could  have  experienced 
multiple  circumstances.  Decedents  with  and  without  Icnown 
mental  health  conditions  were  compared  using  chi-square  tests. 
Logistic  regression  analyses  were  used  to  estimate  adjusted  odds 
ratios  (aORs)  with  95%  confidence  intervals  (CIs),  controlling 
for  sex,  age  group,  and  race/ ethnicity. 

Results 

The  most  recent  overall  suicide  rates  (representing  2014- 
2016)  varied  fourfold,  from  6.9  (District  of  Columbia)  to 
29-2  (Montana)  per  100,000  persons  per  year  (Supplementary 
Tables  https://stacks.cdc.gov/view/cdc/537S5).  Across  the 
study  period,  rates  increased  in  all  states  except  Nevada 
(where  rhe  rate  was  consistently  high  throughout  the  study 
period),  with  absolute  increases  ranging  from  0.8  per  100,000 
(Delaware)  to  8.1  (Wyoming).  Percentage  increases  in  rates 
ranged  from  5.9%  (Delaware)  to  57.6%  (North  Dakota),  with 
increases  >30%  observed  in  25  states  (Supplementary  Table; 
h  rrps :  /  /s  tacks .  ede .  gov/ vi  c w/ ede/  53785)  ( Fi  gure ) , 

Modeled  suicide  rate  trends  indicated  significant  increases 
in  44  states,  among  males  (34  states)  and  females  (43  states), 
as  well  as  for  the  United  Stares  overall  (Supplementary  Table; 
https://stacks.cdc.gov/view/cdc/53785).  Nationally  the  model- 
estimated  average  annua!  percentage  change  for  the  overall 

*  Alaska,  Arizona.  Colorado,  Coniitfcticut.  Georgia,  Hawaii,  Kansas,  Kentucky, 
Maine,  Maryland,  Massachusetts,  Midiigan,  Minnesota,  New  Hampshire, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon, 
Rhode  Island.  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 


FIGURE.  Percent  change  in  annual  suicide  rate,*  by  state  —  United 
States,  from  1999-2001  to  2014-2016 


suicide  rate  was  an  increase  of  1 .5%.  By  sex,  estimated  national 
rate  trends  further  indicated  significant  average  annual  per¬ 
centage  change  increases  for  males  (1.1%)  and  females  (2.6%) 
(Supplementary  Table;  https://stacks.cdc.gov/ view/cdc/5  378  5) . 

Suicide  decedents  without  known  mental  health  conditions 
( 1 1 ,039;  54.0%)  were  compared  with  those  with  loiown  mental 
health  conditions  (9,407;  46.0%)  for  27  states.  Whereas  dece¬ 
dents  were  predominantly  male  (76.8%)  (Table  1)  and  non- 
Hispanic  wTite  (83.6%),  those  without  known  mental  health 
conditions,  relative  to  those  with  mental  health  conditions, 
were  more  likely  to  be  male  (83.6%  versus  68.8%;  odds  ratio 
[OR]  =  2.3,  95%  Cl  =  2.2--’2.5)  and  belong  to  a  racial/ethnic 
minority  (OR  range  =  1. 2-2.0).  Suicide  decedents  without 
known  mental  health  conditions  also  had  significantly  higher 
odds  of  perpetrating  homicide  followed  by  suicide  (aOR  =  2.9, 
95%  Cl  ^  2.2-3. 8).  Among  decedents  aged  >18  years,  20.1% 
of  those  without  known  mental  health  conditions  and  15.3% 
of  chose  with  mental  health  conditions  had  previously  served  in 
the  U.S.  military  or  were  serving  at  the  rime  of  death. 

Whereas  firearms  were  rhe  most  common  method  of  suicide 
overall  (48.5%),  decedents  without  known  mental  health 
conditions  were  more  likely  to  die  by  firearm  (55.3%)  and  less 
likely  to  die  by  hanging/srrangulari on /suffocation  (26.9%)  or 
poisoning  (1 0.4%)  than  were  those  with  known  mental  health 
conditions  (40.6%,  31.3%,  and  19.8%,  respectively).  These 
differences  remained  significant  in  the  adjusted  models. 

Toxicology  resting  was  less  likely  to  be  performed  for  dece¬ 
dents  without  known  menud  health  conditions.  Among  those 
with  toxicology  results,  decedents  without  known  mental  health 
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TABLE  1.  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known  mental 
health  conditions  —  National  Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

(N  =  20,446) 
No,  (%) 

Knowr^  mental 
health  condition^ 
(n  =  9,407) 

No,  (%) 

No  known  mental 
health  condition 
(n  =  11,039) 

No,  (%) 

Chi-square 

p-value 

ORS 

{9S%  Cl) 

Adjusted  OR^ 
(95%  Cl) 

Sex 

Male 

15,702  (76.8) 

6,469  (68,8) 

9,233  (03,6) 

<001 

2,3  (2.2-2.S) 

NA 

Female 

4,744  {23,2) 

2,938  (31.2) 

1,806  (16.4) 

<0.01 

0.4  (0  4-0,5) 

NA 

Age  group  (yrs)*^ 

10-24 

2,804(13.7) 

1,211  (12.9) 

1,593  (14.4) 

<001 

14  (14-1,2) 

NA 

25^4 

6,456(31.6) 

3,036  (323) 

3,420  (31,0) 

<0.05 

0.9(0.9-l,0) 

NA 

45-64 

7,718(37,7) 

3,820  (40,6) 

3,898  (35,3) 

<001 

OO  (0-8-0,S) 

NA 

>65 

3,468(17.0) 

1,340(14,2) 

2,128  (19.3) 

<001 

14(1.3-1,5) 

NA 

Race/Ethnicity 

White,  non-Hispanic 

17,102  (83.6) 

8,165  (86.S) 

0,937  (01,0) 

<001 

OO  (0.6-0,7) 

NA 

Black,  non-Hispanic 

1,228(6.0) 

41 1  (4.4) 

817(7.4) 

<0.01 

1.7(1.5-20) 

NA 

American  Indian/Alasks  Native^ 

378(1,8) 

112(1,2) 

266  (2.4) 

<001 

2.0(1, 6-2,6) 

NA 

non-HispanIc 

Asian,  non-Hispanic 

576(2.8) 

235  (2,5) 

341  (3.1) 

<005 

1*2(14-1,5) 

NA 

Hispanic 

1,096(5.4) 

463  (4.9) 

633  (5.7) 

<0.05 

1.2(10-1,3) 

NA 

Other 

66  (03) 

21  (0,2) 

45  (0,4) 

<005 

1,8(14-3,1) 

NA 

Extended  demographics 

Ever  served  in  military  1 1 

3,429(17,8) 

1,354(15.3) 

2,075(20,1) 

<0.01 

1.4(13-1,5) 

1,1  (1.0-1, 1) 

Homeless 

240(1,2) 

104(1,1) 

136(1,3) 

NS 

1,1  (00-1,5) 

1.2(0.9-13) 

Incident  type 

Single  suicide 

20,063  (93,2) 

9318  (99,1) 

10,745  (97,4) 

<0.01 

03  (0.3-0,4) 

0.4  (0.3-0.5) 

Homicide  fotiowed  by  suicide 

319(1,6) 

64  (0,7) 

255  (2,3) 

<001 

3.5  (2,6^,5) 

2,9  (2.2-3,8) 

Multiple  suicides 

64(0.3) 

25(0,3) 

39  (0.4) 

NS 

1,3  (0.8- 2,2) 

1.6(0.9-26) 

Method 

Firearm 

9,909  (48.5) 

3321  (40,6) 

6,088(55,3) 

<0.01 

10(1.7-1,9) 

1,6(1,5-17) 

H  a  ng  i  ng/Stra  n  gu  lati  on  /S  uffocati  on 

5,907  (28,9) 

2,940  (31,3) 

2,967  (26.9) 

<0.01 

0.8  (0.8-0,9) 

0.8  (0,7-0.8) 

Poisoning 

3,003(14,7) 

1,861  (19.8) 

1,142(10,4) 

<0.01 

0,5  (0.4-0,5) 

0.6  (0  6-0,7) 

Substance  class  causing  death 

Other  (e.g.,  over-the-counter) 

1,021  (34.0) 

666  (35.8) 

355  (31,1) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.7-10) 

Opioids 

944{3K4| 

608  (32,7) 

336  (29,4) 

NS 

0.9  (0.7-1. 0) 

0.9  (0.8-1. 1) 

Antidepressants 

800  (26,6) 

644  (34,6) 

156(13,7] 

<001 

03  (0,2-Q,4) 

0.3  (0.3-0,4] 

Benzodiazepines 

624  (20.8) 

468  (35,1) 

156(13,7) 

<001 

0,5  (0,4~0,6) 

0,5  (0,4~0,6) 

Antipsychotics 

219(7.3) 

195(10,5) 

24(2,1) 

<0.01 

0.2  (0,1 -0,3) 

0.2  (0,1 -0.3) 

Other 

1,595(7.8) 

780  (8,3) 

815(7,4) 

<005 

0.9  (0,8-1, 0) 

0,9  (0.8-1, 0) 

See  tabie  footnotes  on  next  page. 


conditions  were  less  likely  to  test  positive  for  any  substance 
overall  (aOR  =0.8,  95%  Cl  =  0.7— 0.8),  including  opioids 
(aOR  =  0.90,  95%  Cl  =  0.81—0.99),  but  were  more  likely 
to  test  positive  for  aJcohol  (aOR  =  1.2,  95%,  Cl  =  1.1— 1.3), 

Information  on  circumstances  surrounding  suicide  were 
available  for  all  decedents  with  mental  health  conditions 
(9,407)  and  approximately  85%  of  those  without  known 
mental  health  conditions  (9,357)  in  27  states  (Table  2)* 
Persons  without  known  mental  health  conditions  were  less 
likely  to  have  any  problematic  substance  use  (aOR  =  0.7, 
95%  Cl  =  0,7-0, 8)  than  were  persons  with  known  mental 
health  conditions.  Whereas  two  thirds  of  decedents  with 
known  mental  health  conditions  had  a  history  of  mental  health 
or  substance  use  treatment  (67.2%),  just  over  half  (54.0%) 
were  in  treatment  at  the  time  of  death. 

Decedents  without  known  mental  health  conditions  had  a 
significantly  higher  likelihood  of  any  relationship  problem/ loss 


(45.1%)  than  did  those  with  known  mental  health  conditions 
(39.6%),  specifically  intimate  partner  problems  (30.2%  ver¬ 
sus  24.1%)j  arguments /conflicts  (17.5%  versus  13.6%)>  and 
perpetrating  interpersonal  violence  in  the  past  month  {3^0% 
versus  1 .4%),  Decedents  without  known  mental  health  condi¬ 
tions  were  also  more  likely  than  were  those  with  known  mental 
health  conditions  to  have  experienced  any  life  stressors  (50,5% 
versus  47.2%)  such  as  recent  criminal  legal  problems  (10,7% 
versus  6.2%)  or  eviction /loss  of  home  (4,3%  versus  3,4%)  and 
were  more  likely  to  have  had  a  recent  or  impending  (within  the 
preceding  or  upcoming  2  weeks,  respectively)  crisis  (a  current 
or  acute  event  thought  to  contribute  to  the  suicide)  (32.9%  ver- 
su$  26.0%).  All  of  these  differences  remained  significant  in  the 
adjusted  models.  Physical  health  problems  and  job/financial 
problems  were  commonly  contributing  stressors  among  both 
persons  without  mental  health  conditions  (23,2%  and  1 5.6%, 
icspcctively)  and  chose  with  mental  health  conditions  (21 ,4% 
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TABLE  1 .  (Corrtijiued]  Selected  demographic  and  descriptive  characteristics  of  suicides  among  persons  aged  ^10  years  with  and  without  known 
mental  health  conditions  —  National  \fiolent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

[N  =  20,446) 
No.  (%} 

Known  mental 
health  condition^ 
(n  =  9,407) 

No.  {%) 

No  known  mental 
health  condition 
{n  =  ri,039) 

No.  {%} 

Chnsquare 

p-value 

OR^ 

{95%  Cl) 

Adjusted  OR'' 
(95%  Cl) 

Toxicology  results 

Any  toxicology  testing 

13,317(65.1) 

6.658  (70.8) 

6,659  (60.3) 

<0.01 

0,6  m-QJ) 

0.7  {0-6-0.7) 

Positive  for  >1  substance’’^' 

9,913(74.4) 

5,192(78.0} 

4,721  (70.9) 

<0.0! 

0.7  (0.6-0.7) 

0.3  10.7-0.8) 

Substance  detected*** 

Alcohol 

Tested 

10,950(53.6) 

5,409  (57.5) 

5,541  (50.2) 

<0.01 

0.7  {0.7-0.8) 

0.8  (0.7-0.a) 

Positive 

4,442  (40.6) 

2,115  (39.1) 

2,327  (42.0) 

<0,01 

1,1  (1.0-1 .2) 

1,2  (1.1-1 .3) 

Opioids 

Tested 

8,554  (41.8) 

4,258  (45.3) 

4,296(33.9) 

<0.01 

0.8  (0.7-0.8} 

0.8  (O.e-0.9) 

Positive 

2,279  (26.6) 

1,238(29.1) 

1,041  (24.2) 

<0.01 

0.8  (0.7 -0.9) 

0.9  (0.8-1 .0) 

Benzodiazepines 

Tested 

8,124(39.7) 

4,226  (44.9) 

3,898  (35.3) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.7-0.a) 

Positive 

2,464  (30.3) 

1,639(38.8) 

825  (21.2) 

<0.01 

0.4  tO.4-0.5) 

0.5  (0.5-0.6) 

Cocaine 

Tested 

7,978  (39.0) 

3,S66  (41.1) 

4,112(37.2) 

<0.01 

0,9  (0.3-0.9) 

0,9  (0,9-1 .0) 

Positive 

499  (6.3) 

2)6  (5.6) 

283  (6.9) 

<0.05 

1,2  (1.0-1.5) 

1.2  [1.0-1 .5) 

Amphetamines 

Tested 

7,615(37.2) 

3,696  (39.3) 

3,919(35.5) 

<0,01 

0,9  (0.8-0.9) 

0,9  (0.8-0.9) 

Positive 

736  (9.7) 

376(10.2) 

360  (9.2) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.8-1 .1) 

Marijuana 

Tested 

6,569  (32.1) 

3,127(33.2) 

3,442(31.2) 

<0.01 

0.9  (0.9-1 ,0) 

0.9  (0.9-1 .0) 

Positive 

1,471  (22.4) 

710(22.7) 

761  (22.1) 

N5 

1,0  (0.9-1 ,1) 

0.9  (0.8-1 .0) 

Antidepressants 

Tested 

5,425  (26.5) 

3,103  (33.0) 

2,322(21.0) 

<0.01 

0,5  {O.S-0.6) 

0,6  (0.6-0J) 

Positive 

2,214(40.8) 

1,735(55.9) 

479  (20.6) 

<0.01 

0.2  (0.2-0.2} 

0.2  (0.2-03) 

Abbreviations:  Cl  =  confidence  interval;  NA  =  not  adjusted;  NS  =  not  significant;  OR  =  odds  ratio, 

*  Alaska,  Affzonar  Colorado,  Connecticut  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New  Hampshire,  New  Jersey 
New  Mexico,  New  York,  North  Carolina,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina,  Utah,  Vermont,  Virginia,  and  Wisconsin, 
f  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  In  co rone r/medi cal  examiner  or  law  enforcement  reports, 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition. 

^  Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  Cis  after  controlling  for  sex,  age  group,  and  race/ethnicity  Known  mental  health  condition  was 
used  as  the  reference  group, 

^  Decedents  were  aged  5:10  years,  as  per  standard  In  the  suicide  prevention  literature. 

Denominator  Is  decedents  aged  >i  8  years  with  reported  military  service  status. 

Denominator  Is  decedents  who  died  by  poisoning,  including  overdose. 

Denominator  IS  decedents  with  any  toxicology  testing. 

Denominator  for  each  positive  group  is  the  number  tested  for  the  substance  in  that  group. 


and  16.8%,  respectively).  Similarly,  among  all  persons  with 
recent  crises,  intimate  partner  problems  were  the  most  cam- 
mo  n  types  and  did  not  differ  by  group. 

Decedents  without  known  mental  health  conditions  had 
significantly  lower  odds  of  recent  release  from  any  institu- 
ilnn  (aOR  =  0.5,  95%  CT  =  0.4— 0.5).  Among  those  recently 
released,  decedents  without  known  mental  healdi  conditions 
were  significantly  more  likely  than  decedents  with  mental 
health  conditions  to  have  been  released  from  a  correctional 
facility  (25.7%  versus  8.7%)^  hospital  (43.7%  versus  33.0%), 
or  other  facility,  such  as  an  alcohol/subsrance  use  treatment 
facility  (24.2%  versus  1 1 .6%).  Among  decedents  with  known 
mental  health  conditions  who  were  recently  released  from  an 
institution,  46.7%  were  released  from  psychiatric  facilities. 

Decedents  without  known  mental  health  conditions  were 
significantly  less  likely  to  have  a  history  of  suicidal  ideation 


(23.0%)  or  prior  suicide  attempts  (10.3%)  compared  with 
those  with  known  mental  health  conditions  (40.8%  and 
29,4%,  respeedyely).  Suicide  intent  was  disclosed  by  22.4% 
and  24.5%  ofperso ns  without  and  with  known  mental  health 
conditions,  respectively 

Conclusions  and  Comments 

During  1999—2016,  suicide  rates  increased  significantly 
in  44  states^  and  25  states  experienced  increases  >30%. 
Rates  increased  significantly  among  males  in  34  states,  and 
females  in  43  states.  Additional  research  into  the  specific 
causes  of  these  trends  is  needed.  Data  from  the  27  states 
participating  in  NVDRS  provide  important  insight  into  cir¬ 
cumstances  surrounding  suicide  and  can  help  states  identify 
prevention  priorities. 
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TABLE  2.  Circumstances  preceding  suicide  among  decedents  aged  >10  years  with  and  without  known  mental  health  conditions  —  National 
Violent  Death  Reporting  System,  27  states,*  2015 


Characteristic 

Total 

No.  (%) 

Known 

mental  health 
condition''^ 
No.{%) 

No  known 
mental  health 
condition 

No*  (%) 

Chi^ 

square 

p-value 

ORS 

(95%  Cl) 

Adjusted  OR'' 
(95%  Cl} 

Suicide  with  known  circumstances 

18,764(91.8) 

9,407(100) 

9357  (S4.3) 

<0.01 

N/A 

N/A 

Mental  health 

Any  current  diagnosed  mental  health  condition^'' 

De  p  ress  to  n  /D  y  st  hy  m  ia 

7.076  (75.2) 

N/A 

N/A 

N/A 

M/A 

Anxiety  disorder 

1.579(16.8) 

N/A 

N/A 

N/A 

N/A 

Bipolar  disorder 

1.431  (152) 

N/A 

N/A 

N/A 

N/A 

Schizophrenia 

^+t 

509  (5.4} 

N/A 

N/A 

N/A 

N/A 

PTSD 

424(4,5} 

N/A 

N/A 

N/A 

N/A 

ADD/ADHD 

226  (2.4) 

N/A 

N/A 

N/A 

N/A 

Not  specified 

760(8.1) 

N/A 

N/A 

N/A 

N/A 

Current  depressed  mood^^ 

7,038  (37.5) 

3.962  (42.1) 

3,076  (32,9) 

<0.01 

0.7  (0.6-0.7) 

0.7  (0.6-0.7) 

Problematic  substance  use 

Any 

5,319(28.3) 

2,976(31.6) 

2.343  (25.0) 

<0.01 

0.7  (07-0.8) 

0*7  (0.7-0.8) 

Alcohol 

3.268  (17.4) 

1.862(19.8) 

1,406(15.0) 

<0.01 

0.7  (07-0.8) 

0  7  (0.7-0.8) 

Other 

3,084(16.4) 

1.768(18.8) 

1316(14.1) 

<0.01 

0.7  (0.7-0.8) 

0.7  (0.7-0.S) 

Treatment 

Current  mental  health/substance  use  treatment 

5,141  (27.4) 

5.077  (54.0) 

64  (0.7) 

<0.01 

0.01  (0.01-0.01) 

0.01  (0.01-0.01) 

Ever  treated  for  mental  health/substance  disorder 

6,717(35.8) 

6.323  (67.2) 

394  (4.2) 

<0.01 

0,02  (0.02-0.02) 

0.02  (0.02-0.03) 

Relationship  problems/loss 

Any  relationship  problem/loss 

7,948  (42.4) 

3.726  (39.6) 

4.222(45.1) 

<0.01 

1.3  (1.2-1 .3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098  (27.2) 

2.270  (24.1) 

2.828  (30.2) 

<0.01 

1.4  (1.3-1 .5) 

1,4  (1.3-1 .5) 

Perpetrator  of  interpersonal  violence  in  past  month 

414  (2.2) 

131  (14) 

283  (3,0) 

<0.01 

2.2  (1.8-27) 

2,0(1, 6-2.4) 

Victim  of  interpersonal  violence  in  past  month 

84  (0.4) 

S3  (0.6) 

31  (0.3) 

<0.05 

0.6  (0.4-0, 9) 

0.8  (0.5-1 .2) 

Family  relationship  problem 

1,671  (8.9) 

873  (9.3) 

798  (8.5) 

NS 

0.9  (0.8-1 .0) 

1.0  (0.9-1. 1) 

Other  relationship  problem  (non  inti  mate) 

403(2.1) 

202  (2.1) 

201  (2*1) 

NS 

1.0  (0.8-1 .2) 

1,1  (0*9-1 .3) 

Argument  or  conflict  (not  specified) 

2,914(15.5) 

1.278(13.6) 

1,636(17.5) 

<0.01 

13(1.2-1.5) 

1.4(1 .3-1,5) 

Death  of  a  loved  one  (any) 

1,497(8.0) 

826  (8.8) 

671  (7.2) 

<0.01 

0.8  (0.7-0.9) 

0.9  (0.8-0.9) 

Nonsuicide  death 

1,181  (63) 

647  (6.9) 

534  (5.7) 

<0.01 

0.3  (0.7-0.9) 

09(0,8-1.0) 

Suicide  of  family  or  friend 

379  (2.0) 

217(23) 

162(1.7) 

<0.01 

07  (0.6-0.9} 

0,8  (0.7-1, 0) 

Other  life  stressors 

Any  life  stressor 

9,171  (48.9) 

4.442  (47*2) 

4.729  (50.5) 

<0.01 

1.1  (1.1-1.2) 

1,1  (1.0-1 .2) 

Recent  criminal  legal  problem 

1.588(8.5) 

586  (6.2) 

1,002(107) 

<0.01 

1.3(1.6^2.01 

1,7  (1,5-1 .9) 

Other  legal  problem 

748  (4.0) 

378  (4.0) 

370  (4.0) 

MS 

1.0  (0.8-1 .1) 

1.0  (0.9-1. 2) 

Physical  health  problem 

4,179(223) 

2.012(21  4) 

2,167(23.2) 

<0.01 

1,1  (1.0-17) 

1-0(1, 0-1.1) 

Job/Financial  problem'^ 

2.941  (16.2) 

1.530(16.8) 

1,411  (15.6) 

<0.05 

0,9  (O.a-1.0) 

09(0.8-1.0) 

Eviction  or  loss  of  home 

722  (3.8) 

317(3.4) 

405  (4.3) 

<0.01 

1.3  (1 .1-1.5) 

1.4(1.2-1.6) 

School  problem*** 

162(19.9) 

70(17.8) 

92(21.9) 

NS 

1.3  (0.9-1 .8) 

1,3(0.9-1.9) 

Recent  release  from  an  institution^^'^ 

1.412(7.6) 

941  (10.2) 

471  (5.1) 

<0.01 

0.5  (0.4-0, 5) 

0.5  (0.4-0.5) 

Jail/Prison/Detention  facility 

203(14.4) 

82  (3.7) 

121  (25.7) 

<0.01 

3.6  (2.7-4.9) 

4.5  (3.2-6.4) 

Hospital 

517(36*6) 

311  (33*0) 

206  (43.7) 

<0.01 

1.6(1 .3-2.0) 

1,3  (1.0- 1.7) 

Psyc  h  iat  rl  c  ho  sp  ital  /i  n  stit  ut  I  on 

469  (33*2) 

439  (46.7) 

30  (6,4) 

<0.01 

0.1  (0.1-0.1) 

0.1  (0,1 -0.1) 

Other  (includes  alcohol/SU  treatment  facilities) 

223(15.8) 

109(11.6) 

114(24.2) 

<0.01 

2.4(1. 8-3.3) 

2.5  (1 .8-3.3) 

See  table  footnotes  on  next  page. 


Suid  do  legists  regularly  state  that  suidde  is  not  caused  by 
a  single  factor  (.5);  however,  suicide  prevention  is  often  ori- 
ented  toward  nientaJ  health  conditions  alone  with  regard  to 
downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  conditions,  and  prevention  of  reanempts.  This 
study  found  that  approximately  half  of  suicide  decedents  in 
NVDRS  did  nor  have  a  known  mental  health  condition, 
indicating  that  additional  focus  on  nonmental  health  factors 
further  upstream  could  provide  important  information  for  a 
public  health  approach  Those  without  a  known  mental 
health  condition  suffered  more  from  relationship  problems  and 


other  life  stressors  such  as  criminal/legal  matters,  evicdon/loss 
of  home,  and  recent  or  impending  crises. 

Similarly,  persons  with  mental  health  conditions  also  often 
experienced  other  circumstaJices  such  as  relationship  problems 
and  job/Pmancial  or  physical  health  problems  that  contribured 
to  their  suicide.  These  findings  point  to  the  need  to  both  prevent 
the  circumstances  associated  with  the  onset  of  mental  health 
conditions  and  support  persons  with  known  mental  health 
conditions  to  decrease  their  risk  for  poor  outcomes  (I I).  Two 
thirds  of  suicide  decedents  with  mental  health  conditions  had  a 
history  of  treamient  for  mental  health  or  substance  itse  disorders, 
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TABLE  2.  [Continued]  Circumstances  preceding  suicide  among  decedents  aged  0  years  with  and  without  known  merital  health  conditions  — 
National  Violent  Death  Reporting  System,  27  states,^  2015 


Characteristic 

Total 

No.  {%) 

Known 

mental  health 
conditionT 

No.  (%) 

No  known 
mental  health 
condition 

No.  (%) 

Chi- 

square 

p-value 

OR§ 

(95%  Cl) 

Adjusted  ORU 
(95%  Cl) 

Crisis  within  past  or  upcoming  2  weeks^^^ 

5,525  (29.4) 

2,444  (26.0) 

3,081  (32.9) 

<0.01 

1.4  (1.3-1, 5) 

1,4  (1.3-1. 5) 

Intimate  partner  problem 

L968  (35.6) 

854  (34.9) 

1,114(36.2) 

NS 

1.1  (09-1,2) 

1.1  (0.9- 1.2) 

Physical  health  problem 

739(13.41 

315(12.9) 

424  (]  3.8) 

NS 

1,1  (0.9-1 .3) 

1-0  (0,8- 1,2) 

Criminal  legal  problem 

621  (11.2) 

203  (83) 

418(13.6) 

<0.01 

17  (1 .5^2,1) 

1.6{1.3-1.9) 

Family  relationship  problem 

430  (7.8) 

212(8.7) 

218(7.1) 

<0.05 

0.8  (07-1.0) 

0.9  (0.7-1. 1) 

Job  problem 

354  (6,4) 

191  (7.8) 

163  (S3) 

<0.01 

0.7  (0,5-0  8) 

0,7  (0,5-0.8) 

Suicide  event/history 

Left  a  note 

6,468  (34,5) 

3,182  (33.8) 

3,286(35.1) 

NS 

1.1  (1.0-1, T) 

1,2  (1.1-1.2) 

Disclosed  suicide  intent 

4,405  (23.5) 

2,306  (24.5) 

2,099  (22.4) 

<0.01 

0.9  (0.8-1 ,0) 

0,9  (0,8-0,9) 

History  of  ideation 

5,990  (31.9) 

3,838  (40.8) 

2,152(23,0) 

<0,01 

0.4  (0.4-0, 5) 

0,4  (0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770  (29.4) 

962(10.3) 

<0.01 

0.3  (0.3-0, 3) 

0.3  (0.3-0,3) 

Abbreviations:  ADO/ADHD  =  attention  deficit  disorder/attention  deficit  hyperactivity  disorder;  Cl  =  confidence  interval;  N/A=  notappl[cable;'MS  =t  not  significant; 
OR  =  odds  ratio;  PTSD  =  posttrauma  tic  stress  disorder;  SU  =  substance  use. 

"  Alaska,  Arizona^  Colorado,  Connecticut,  Georgia,  Hawaii,  Kansas,  Kentucky,  Maine,  Maryland,  Massachusetts,  Michigan,  Minnesota,  New'HiaThpshii:e,l1^e!W  Jersey, 
New  M  ex  ico,  New  Yo  r  k.  North  Ca  ro  t  ina^  Oh  i  o,  O  k  la  h  om  a ,  Orego  n,  R  h  ode  Isl  a  n  d,  S  ou  t  h  Ca  ro  I  i  na,  U  ta  h,  Ve  rm  ont,  VirginiarandWis  consi  n.  ,  '  , 

^  Decedent  had  been  identified  as  having  a  current  diagnosis  of  mental  health  condition  in  coroner/medical  examiner  or  law  enforcement  repprts-  i  .  ' 

^  OR  reflects  the  risk  among  those  without  known  mental  health  condition  relative  to  those  with  known  mental  health  condition.  ■  , 

Logistic  regression  was  used  to  estimate  adjusted  OR  with  95%  CIs  after  controlling  for  sex,  age  group,  and  face/ethnlcity.  Known  rnemal  health  condition  was 
the  reference  group. 

Includes  decedents  with  one  or  more  diagnosed  current  mental  health  conditions,  which  are  not  mutually  exclusive.  Therefore,  sums  of  percentages  for  the 
diagnosed  conditions  exceed  1 00%.  Denominator  includes  the  number  of  decedents  with  one  or  more  current  diagnosed  mental  health  conditions. 

The  specific  type  of  mental  health  condition  was  calculated  only  among  those  with  one  or  more  known  diagnosed  mental  health  conditions. 

Not  a  diagnosis. 

Denominator  IS  decedents  aged  >18  years. 

***  Denominator  is  decedents  aged  10-18  years. 

Denominator  of  institution  subgroup  is  decedents  with  recent  release  from  an  institution.  Recent  release  from  an  institution  is  defined  as  having  occurred  within 
the  past  month. 

Denominator  of  crisis  subgroup  is  decedents  with  any  crisis  within  past  or  upcoming  2  weeks.  Crises  depicted  here  represent  the  most  commonly  occurring 
categories. 


with  approximately  half  in  treatment  when  they  died.  This  find- 
ing  suggests  the  need  for  additional  safety  supports,  including 
broader  implementation  of  affordable  and  eflFectivc  trcarmcnc 
modalities,  such  as  doctor-patient  collaborative  care  models  and 
proven  cognitive-behavioral  therapies.  In  addition,  increased 
access  to  behavioral  health  providers  In  underserved  areas  is 
needed,  as  is  expansion  of  healcli  care  systems  that  integrate 
physical  and  behavioral  health,  with  a  priority  on  suicide  preven- 
rion  and  patient  safety,  especially  through  care  transitions  {12). 

C^omprehensive  statewide  suicide  prevention  activities  are 
needed  ro  address  the  hill  range  of  factors  contributing  to  suicide. 
Prevention  strategies  include  strengthening  economic  supports 
(e.g„  housing  stabilization  policies,  household  financial  support); 
reaching  coping  and  problem-solving  skills  ro  manage  everyday 
stressors  and  prevenr  future  relationship  problems,  especially 
early  in  life;  promoting  social  connectedness  to  increase  a  sense 
of  belonging  and  access  ro  informationaf  tangible^  emotionah 
and  social  support;  and  identifying  and  better  supporting 
persons  at  risk  (e.g.,  military  veterans,  persons  with  physical/ 
mental  health  conditions)  {12).  Other  strategies  include  creating 
protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  persons  at  risk  for  suicide,  creating  organizational  and 


workplace  policies  to  promote  hclp-seckingj  casing  rransirions 
into  and  our  of  work  for  persons  with  mental  health  conditions 
and  other  life  challenges) » strengthening  access  to  and  delivery  of 
care,  supporting  family  and  friends  altera  suicide,  and  encourag¬ 
ing  the  media  to  follow  safe  reporting  recommendations  {12). 
Some  states,  such  as  Colorado,  are  planning  to  implement  such 
a  comprehensive  approach  to  suicide  prevention  {10). 

The  findings  in  this  report  are  subject  to  at  least  three  limita¬ 
tions.  First  *  in  the  state-level  analysis^  rankings  fc^r  femr  states 
(Maryland,  Massachusetts,  Rhode  Island,  and  Utah)  might 
have  been  aflFected  by  large  proportions  of  injury  deaths  of 
undetermined  intent  (potentially  biasing  reported  suicide  rates 
downward)  or  decreased  percentages  of  such  deaths  over  rime 
(pore n rial ly  biasing  estimated  rate  trends  upward).  Second^ 
NVDRS  is  not  yet  nationally  representative;  the  27  states 
included  represent  49.6%  oi  the  population  (https ://facrfindec 
ce  n  s  us .  gov/  faces/ 1  a  b  1  ese  r  vi  ces/  j  s  f/  pa  ges  /  p  ro  d  u  ct  v  i  e  w.  xhtml). 
Finally,  abstractors  of  NVDRS  data  are  limited  to  informa¬ 
tion  contained  in  investigative  reports.  Fhereforei  the  extent  ol 
informant  knowledge  can  affect  tktca  completeness  and  accuracy. 
Studies  that  include  more  in-depth  interviews  with  next-oTkin 
often  identify  greater  attributions  ro  mental  health  disorders 
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Summary 

What  is  already  known  about  this  topic? 

In  201 6,  nearly  45,000  persons  died  by  suicide  in  the  United  States. 
Mental  health  conditions  are  one  of  several  contributors  to  suicide. 

What  is  added  by  this  report? 

During  1999-2016,  suicide  rates  increased  in  nearly  every 
state,  Including  >30%  increases  in  25  states,  2015  data  from 
27  states  indicate  54%  of  suicide  decedents  were  not  known 
to  have  mental  health  conditions.  Relationship,  substance  use, 
health,  and  job  or  financial  problems  are  among  the  other 
drcum stances  contributing  to  suicide. 

What  are  ihe  im plications  for  public  health  practice? 

A  comprehensive  approach  using  proven  prevention  strategies, 
such  as  those  in  CDC's  Preventing  Swa'de:  A  Technical  Package  of 
Policy,  Programs,  and  Practices,  can  help  reach  the  national  goal 
of  reducing  the  annual  suicide  rate  20%  by  2025. 

(13);  however,  many  methodological  variations  across  studies 
exist  (14).  It  is  likely  that  some  persons  without  known  mental 
health  conditions  in  die  ciurent  study  were  experiencing  men¬ 
tal  health  challenges  that  were  unknown,  undiagnosed,  or  not 
reported  by  key  informants.  Nonetheless,  the  high  prevalence  of 
diverse  contributing  circumstances  among  those  with  and  with¬ 
out  known  mental  health  conditions  suggests  the  importance  of 
addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Suicide  is  a  growing  public  health  problem.  Effective 
approaches  to  prevent  the  many  suicide  risk  factors  are  avail¬ 
able.  States  and  communities  can  use  data  from  NVDRS 
and  resources  such  as  CDC’s  Preventing  Suicide:  A  Techriicdi 
Package  of  Policy,  Programs^  and  Practices  ( 12)  to  better  under¬ 
stand  suicide  in  their  populations,  prioritize  evidence-based 
CO  m  p  re  h  e  n  s  i  ve  s  ui  ci  d  c  pr e  ve  n  rio  n ,  and  save  I  i ves . 
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From: 

Sent: 

To: 

Cc: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

15  Mar  2018  18:22:53+0000 
Khalil,  George  M,  (CDC/OID/NCHHSTP) 

Merrick,  Melissa  T.  (CDC/ONDIEH/NCIPC);Holbrook,  Joseph 


(CDC/ONDIEH/NCBDDD);Lutfy,  Caitlyn  (CDC/OPHPR/DEO) 


Subject: 

Attachments: 


RE:  Mental  Health  Work  Group  Announcements 
MHWG  Suicide  Technical  Package_Final.pdf 


Here  you  go,  thanks! 

Deb 

From:  Khalil,  George  M.  (CDC/OID/NCHHSTP) 

Sent:  Thursday,  March  15,  2018  2:01  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Merrick,  Melissa  T.  (CDC/ONDIEH/NCIPC)  •  Holbrook,  Joseph 
(CDC/ONDIEH/NCBDDD)  ;  Lutfy,  Caitlyn  (CDC/OPHPR/DEO) 
Subject:  RE:  Mental  Health  Work  Group  Announcements 


Deb, 


Great  job  today!  When  you  have  a  moment,  can  you  email  me  the  updated  PowerPoint? 


Thanks! 


George 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  March  14,  2018  10:57  AM 

To:  Khalil,  George  M.  (CDC/OID/NCHHSTP)  <uwm4@;cdc.gov> 

Cc:  Merrick,  Melissa  T.  (CDC/ONDIEH/NCIPC)  <kcq7@cdc.gov>:  Holbrook,  Joseph 
(CDC/ONDIEH/NCBDDD)  <v2t4@cdc.gov>:  Lutfy,  Caitlyn  (CDC/OPHPR/DEO) 
<vxa3  @cdc .  gQv> 

Subject:  RE:  Mental  Health  Work  Group  Announcements 

Here  you  go.  Thanks,  George! 

From:  Khalil,  George  M.  (CDC/OID/NCHHSTP) 

Sent:  Wednesday,  March  14,  2018  9:41  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc:  Merrick,  Melissa  T.  (CDC/ONDIEH/NCIPC)  <kcq 7 @cdc . gov>:  Holbrook,  Joseph 
(CDC/ONDIEH/NCBDDD)  <vzt4@cdc.gQV>:  Lutfy,  Caitlyn  (CDC/OPHPR/DEO) 
<vxa3  @cdc.  gov> 

Subject:  FW:  Mental  Health  Work  Group  Announcements 


Hi  Deb. 


Looking  forward  to  tomorrow’s  MIIWG  meeting.  Arc  there  a  slides  that  you’re  using  to 
present?  If  so,  please  send  them  to  us  so  that  we  can  print  out  copies. 

Thanks ! 

George 

From:  Khalil,  George  M.  (CDC/OID/NCHHSTP) 

Sent:  Tuesday,  March  13,  2018  7:40  AM 

To:  ’CDCL-MHWORKGROUP@LlSTSERV.CDC.GOV'  <CDCL- 
MHWORKGROUP@LTSTSERV.CPC.GOV> 

Subject:  FW:  Mental  Health  Work  Group  Announcements 


MHWG 

.  Cv 

REMINDER:  MHWG  March  Meeting  this 
THURSDAY 


Our  next  meeting  is  scheduled  for  March  15,  2018  from  9-10  AM.  We  will  have  a 
business  meeting  followed  by  a  presentation  by  Dr.  Deb  Stone  from  the  Division  of 
Violence  Prevention  on  the  Suicide  Prevention  Technical  Package.  Please  find  the  agenda 
and  meeting  invite  attached. 

Date:  March  15,  2018  at  9:00  AM 

Location:  Chamblee  106  Rm.  5A  or  via  Skype  (Link  below  and  attached) 

Abstract: 


To  improve  program  practice  across  the  U.S.,  a  group  of  scientists  led  by  Dr.  Stone  from 
the  Division  of  Violence  Prevention  (DVP)  and  the  Division  of  Analysis,  Research  and 
Practice  Integration  (DARPI)  developed  a  technical  package  of  policies,  programs  and 
practices  for  the  prevention  of  suicide.  Published  in  2017,  the  technical  package  provides 
a  core  set  of  strategies  to  achieve  and  sustain  substantial  reductions  in  self-directed 
violence  based  upon  the  best  available  evidence.  Deb  will  also  discuss  an  upcoming  Vital 
Signs  (VS)  on  suicide  and  opportunities  of  how  to  get  involved  including  dissemination 
of  the  VS  material  through  your  networks. 


Skvpe  Information: 


Join  Skvpe  Meeting 

Join  by  phone 

(404)  553-8912  (Atlanta  Dial-in  Conference  Region)  English  (United  States) 
(855)  348-8390  (Atlanta  Dial-in  Conference  Region)  English  (United  States) 
Conference  ID:  I  I 


Atlanta  Regional  Commission  Request  for 


Aging  Forum  Panel  Facilitator 


The  Atlanta  Regional  Commission  is  looking  for  a  speaker  from  CDC  to  serve  as  the 
facilitator  of  a  panel  for  their  upcoming  Aging  Forum  taking  place  in  May,  201 8.  Please 
find  information  from  the  ARC  below  and  contact  Joe  Holbrook  ('vct4@cdc.govf  and 
Mary  Newton  fmnewton@atlantaregional,org)  ASAP  if  interested. 

Speakers  (panel): 

Jocelyn  Chen  Wise,  Project  Director  at  the  Fuqua  Center  for  Late-Life  Depression,  Emory 
U. 

David  Mueller  LPC,  Transitions  Behavioral  Health  Programs,  Emory  lOP 

Stacy  Hull,  Behavioral  Health  Lead,  Alliant  Quality 

Allison  Bernal,  Chief  Nutritionist,  Georgia  Department  of  Aging  Services 

Date:  Tuesday,  May  8  and  Wednesday,  May  9.  The  event  will  take  place  from  10  am  to 
2  pm. 


Location:  TBD 


If  you  have  any  questions  about  the  Mental  Health  Work  Group,  please  contact 

Melissa  Merrick  fkcq7@cclc.jtovI  or  Joe  Holbrook  ('vzt4@cdc.govI, 

Visit  us  on  the  web  at  http://intranet.cdc.gov/mentalhealth/ 

You  received  this  message  because  you  are  a  member  of  the  CDC  Mental  Health  Work 
Group  or  because  you  have  signed  up  for  our  mailing  list. 


Suicide  Prevention:  Technical  Package  &  A/en/ Vital 

Signs 


Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 


Deb  Stone,  ScD,  MSW,  MPH 


Serious  Public  Health  Problem 


■  Suicide  accounts  for  nearly  45,000  deaths 
in  2016 

■  Leading  cause  of  death  across  the  lifespan 

■  28%  increase  since  2000 


■  High  burden  in  multiple  population  groups 


■  Many  more  people  hospitalized  or  treated 
in  ambulatory  settings  for  nonfatal  suicidal 
behavior  than  die 


Suicide  is  Preventabie 


Connected  to  other  forms  of  violence 

Shares  common  risk  factors 

■  Individual,  relationship,  community, 
and  societal  factors 

Requires  a  comprehensive  approach 
targeting  multiple  risk  and  protective 
factors  across  the  social  ecology 


Primary,  secondary,  tertiary  prevention 


Benefits  of  a  Technical  Package 


Technical  packages:  one  of  the  six  key  components  for 
effective  public  health  program  implementation 

•  Sharpen  and  focus  what  otherwise  might  be 
vague  commitments  to  "action" 

■  Avoid  a  scattershot  approach  of  a  large  number 
of  interventions,  many  of  which  have  only 
small  impact 

■  Achieve  substantial  and  synergistic 
improvement  in  outcomes 


Suicide  Technicai  Package 


Preventing  Suicide: 

A  Techmcat  Package  of  Poiicy, 
PrcgtfttTts,  ofid  Practices 


Select  group  of  strategies  based  on  the 
best  available  evidence  to  help  communities 
and  states  sharpen  their  focus  on  priorities  with 
the  greatest  potential  to  prevent  suicide. 


Helping  States  and  Communities  Take  Advantage  of 

the  Best  Available  Evidence 


Preventing  Child  Abuse 
and  Neglect: 

ATedviical  for  hlicyn  Norm, 
and  Pragrammatk  Acti^tiai 


A  C0mprthinstve  Tedinical  Paikage 
for  tile  Preventi  on  of  Youth  Violence 
and  Associated  Risk  Behaviors 


2016 


Preventing  Suicide; 

A  Tedinkatt  Padag^  ol  Policy, 
Programs,  and  Practkts 


Preventing  Intimate  Partner 
Valence  Across  the  lifespan: 

A  Technical  Package  of  PfogromSj 
Policies,  and  Practices 


4^ 


2016 


2016 


2017 


2017 


Structure 


Three  components: 

■Strategy  -  direction  or  action 

■Approaches  -  specific  ways  to  advance  the 
strategy  (examples:  programs;  policies; 
practices) 

■  Evidence  -  for  each  approach  in  preventing 
violence  or  impacting  risk  and  protective 
factors 


Technical  Package  Development 


Preventing  Suicide: 

A  Technical  Package  of  Policy, 
Programs,  and  Practices 


Stone,  D.M.,  Holland,  K.M.,  Bartholow,  B.,  Crosby,  A.E.,  Davis,  S.,  &  Wilkins,  N.  {201 7|  Preventing  Suicide:  A  Technicai 
Package  of  Policy,  Programs,  and  Practices.  Atlanta,  GA:  National  Center  for  Injury  Prevention  and  Control,  Centers  for 
Disease  Control  and  Prevention. 


Considerations  for  Inciusion 


■  Example  programs,  policies,  and  practices  selected  based 
on  the  best  available  evidence: 

Meta-ana  lyses,  systematic  reviews,  rigorous  evaluation  studies 
showing  impacts  on  suicide/suicide  attempt  outcomes  or 
risk/protective  factors 

Beneficial  effects  on  multiple  forms  of  violence 

Similar  outcomes  with  different  settings/populations 

’^Feasibility  of  implementation  in  U.S.  if  evaluated  in  another 
country 

No  evidence  of  harmful  effects  on  specific  outcomes  or  with 
subgroups 


Strategy 


Strengthen  economic  supports 

Strengthen  access  and  delivery  of  suicide 
care 

Create  protective  environments 

Promote  connectedness 

Teach  coping  and  problem-solving  skills 

Identify  and  support  people  at  risk 

Lessen  harms  and  prevent  future  risk 
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lary  Table 

)roach 


strengthen  household  financial  security 
Housing  stabilization  policies 

Coverage  of  mental  health  conditions  in  health  insurance  policies 
Reduce  provider  shortages  in  underserved  areas 
Safer  suicide  care  through  systems  change 

Reduce  access  to  lethal  means  among  persons  at  risk  of  suicide 
Organizational  policies  and  culture 

Community-based  policies  to  reduce  excessive  alcohol  use 

Peer  norm  programs 
Community  engagement  activities 

Social-emotional  learning  programs 
Parenting  skill  and  family  relationship  programs 

Gatekeeper  training 
Crisis  intervention 

Treatment  for  people  at  risk  of  suicide 
Treatment  to  prevent  re-attempts 

Postvention 

Safe  reporting  and  messaging  about  suicide 


Sector  Involvement 


Public  health 
Education 

Government  (local,  state, 
federal) 

Social  services 
Business/labor 
Health  services 
Justice 
Housing 
Media 


Military  and  Veteran 
organizations 

Faith-based  and  other  non¬ 
governmental  organizations 


Monitoring  and  Evaluation 


Timely  and  reliable  data 

o  Monitor  extent  of  problem  & 
evaluate  impact  of  prevention 
efforts 


o  Program  planning, 
implementation  and  assessme 


What’s  Next? 


Goals  of  the  Report 


■  Report  trends  in  suicide  rates  in  the  U.S.  and  by  state  and  sex. 

■  Summarize  suicide  circumstances  using  the  2015  NVDRS. 

■  Compare  suicide  risk  factors  among  people  with  and  without 
known  mental  health  problems 

■  Highlight  that  while  mental  health  problems  are  an  important 
contributor  to  suicide  they  are  just  one  of  many  risk  factors 
implicated. 

■  Promote  suicide  prevention  as  a  public  health  problem 
requiring  a  public  health  solution. 

■  Promote  the  CDC  Suicide  Prevention  Technical  Package. 

■  Promote  interest  in  NVDRS  among  states  not  involved. 


Activities 


■  Emails  from  leadership 

■  GovDelivery 

■  Telebriefing  -  CDC  Director 

■  CDC  Washington  -  emails  to  key  congressional  offices  promoting  Vital 
Signs 

■  OSTLTS  Town  Hall 

■  OSTLTS  Did  You  Know  -  three  factoids  raising  awareness  about  suicide 

■  NIH/NIMH  webinar  -  to  promote  Vital  Signs  to  researchers  and  MH 
practitioners 

■  ASTHO  All  SHO  Call  -  to  promote  Vital  Signs  and  technical  package  to 
State  Health  Officers 

■  Medscape  Video  Commentary 


Join  us  in  Making  a  Difference! 


■  Please  consider  sharing  the  Technical  Package(s)  and  the  Vital  Signs 
(when  it  comes  out!)  in  your  networks 

■  Let  us  know  if  you  have  partners  that  we  should  reach  out  to 


Questions 


For  more  information 


Visit  CDC's  page  on  the  technical  packages 

https://www.cdc.gOv/violencepreventioirT/pub/t 

echnicai-packages.htmi 

and  other  violence  prevention  pages 

www.cdc.gov/violenceprevention 

Contact  Info 

Deb  Stone 
zaf9  (Scdc.gov 


770-488-3942 


From: 

Sent: 

To: 

Cc: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

14  Mar  2018  14:57:19  +0000 
Khalil,  George  M.  (CDC/OID/NCHHSTP) 

Merrick,  Melissa  T.  (CDC/ONDIEH/NCIPC);Holbrook,  Joseph 


(CDC/ONDIEH/NCBDDD);Lutfy,  Caitlyn  (CDC/OPHPR/DEO) 


Subject: 

Attachments: 


RE:  Mental  Health  Work  Group  Announcements 
MHWG  Suicide  Technical  Package_DRAFT.pptx 


Here  you  go.  Thanks,  George! 


From:  Khalil,  George  M.  (CDC/OID/NCHHSTP) 

Sent:  Wednesday,  March  14,  2018  9:41  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Merrick,  Melissa  T.  (CDC/ONDIEH/NCIPC)  ;  Holbrook,  Joseph 
(CDC/ONDIEH/NCBDDD) ;  Lutfy,  Caitlyn  (CDC/OPHPR/DEO) 
Subject:  FW:  Mental  Health  Work  Group  Announcements 


Hi  Deb, 


Looking  foi’ward  to  tomorrow’s  MHWG  meeting.  Are  there  a  slides  that  you’re  using  to 
present?  If  so,  please  send  them  to  us  so  that  we  can  print  out  copies. 


Thanks! 


George 


From:  Khalil,  George  M.  (CDC/OID/NCHHSTP) 

Sent:  Tuesday,  March  13,  2018  7:40  AM 

To:  ’CDCL-MHWORKGROUP@LISTSERV.CDC.GOV'  <CDCL- 
MHWORKGROUPf5aLISTSERV.CDC.GOV> 

Subject:  FW:  Mental  Health  Work  Group  Announcements 


MHWG 


REMINDER:  MHWG  March  Meeting  this 
THURSDAY 


Our  next  meeting  is  scheduled  for  March  15,  201 8  from  9-10  AM.  We  will  have  a 
business  meeting  followed  by  a  presentation  by  Dr.  Deb  Stone  from  the  Division  of 
Violence  Prevention  on  the  Suicide  Prevention  Technical  Package.  Please  find  the  agenda 
and  meeting  invite  attached. 

Date:  March  15,  2018  at  9:00  AM 

Location:  Chaniblee  106  Rm.  5A  or  via  Skype  (Link  below  and  attached) 

Abstract: 


To  improve  program  practice  across  the  Lf.S.,  a  group  of  scientists  led  by  Dr.  Stone  from 
the  Division  of  Violence  Prevention  (DVP)  and  the  Division  of  Analysis,  Research  and 
Practice  Integration  (DARPI)  developed  a  technical  package  of  policies,  programs  and 
practices  for  the  prevention  of  suicide.  Published  in  2017,  the  technical  package  provides 
a  core  set  of  strategies  to  achieve  and  sustain  substantial  reductions  in  self-directed 
violence  based  upon  the  best  available  evidence.  Deb  will  also  discuss  an  upcoming  Vital 
Signs  (VS)  on  suicide  and  opportunities  of  how  to  get  involved  including  dissemination 
of  the  VS  material  through  your  networks. 

Skype  Information: 


->  Join  Skype  Meeting 

Join  by  phone 

(404)  553-8912  (Adama  Dial-in  Conference  Region)  English  (United  Stales) 
(855)  348-8390  (Atlanta  Dial-in  Conterence  Region)  English  (United  Stales) 
Conference  ID:  I  I 


Atlanta  Regional  Commission  Request  for 


Aging  Forum  Panel  Facilitator 


The  Atlanta  Regional  Commission  is  looking  for  a  speaker  from  CDC  to  serve  as  the 
facilitator  of  a  panel  for  their  upcoming  Aging  Forum  taking  place  in  May,  2018.  Please 
find  information  from  the  ARC  below  and  contact  Joe  Holbrook  (  vct4@cdc,gov)  and 
Mary  Newton  (mnewton@atlantaregional.orel  ASAP  if  interested. 

Speakers  (panel): 

Jocelyn  Chen  Wise,  Project  Director  at  the  Fuqua  Center  for  Late-Life  Depression,  Emory 
U. 

David  Mueller  LPC,  Transitions  Behavioral  Health  Programs,  Emory  lOP 

Stacy  Hull,  Behavioral  Health  Lead,  Alliant  Quality 

Allison  Bernal,  Chief  Nutritionist,  Georgia  Department  of  Aging  Services 

Date:  Tuesday,  May  8  and  Wednesday,  May  9,  Tire  event  will  take  place  from  10  am  to 
2  pm. 

Location:  TBD 

If  you  have  any  questions  about  the  Mental  Health  Work  Group,  please  contact 

Melissa  Memck  (kcq7@.cdc.gov)  or  Joe  Holbrook  (vzt4@cdc.govl. 

Visit  us  on  the  web  at  http://intranet.cdc.gov/mentalhealth/ 

You  received  this  message  because  you  are  a  member  of  the  CDC  Mental  Health  Work 
Group  or  because  you  have  signed  up  for  our  mailing  list. 


Suicide  Prevention:  Technical  Package  &  A/eiv  Vital 


Preventing  Suicide; 

A  Tfdinjcil  of  PoUcy, 
Pro9ram,  and  Practice s 


Vztfl/signs 


Division  of  Violence  PreventionNational  Center  for  Injury 
Prevention  and  ControlCenters  for  Disease  Control  and 
Prevention  Deb  Stone,  ScD,  MSW,  MPH 


Serious  Public  Health  Problem 


■  Suicide  accounts  for  nearly  45,000  deaths 
in  2016Rates  of  suicide  are  rising  in  the 
U.S.  Leading  cause  of  death  across  the 
lifespanHigh  burden  in  multiple 
population  groupsMany  more  people 
hospitalized  or  treated  in  ambulatory 
settings  for  nonfatal  suicidal  behavior 
than  die 


Suicide  is  Preventable 


■  Connected  to  other  forms  of 
violenceShares  common  risk 
factors  Requires  a  comprehensive 
approach  targeting  multiple  risk  and 
protective  factors  across  the  social 
ecology 


Benefits  of  a  Technical  Package 


Technical  packages;  one  of  the  six  key  components  for  effective  public  health  program  implementation  Sharpen  and  focus  what  otherwise  might  be  vague  commitments  to  "action'’ 
Avoid  a  scattershot  approach  of  a  large  number  of  interventions,  many  of  which  have  only  a  small  impactAchieve  substantial  and  synergistic  improvement  in  outcomes 


Suicide  Technical  Package 


Preventing  Suicide 

A  Technical  Package  of  Policy 
Programs,  and  Practices 


Select  group  of  strategies  based  on  the  best 
available  evidence  to  help  communities  and 
states  sharpen  their  focus  on  priorities  with  the 
greatest  potential  to  prevent  suicide. 


Helping  States  and  Communities  Take  Advantage  of 

the  Best  Available  Evidence 


Preventing  Child  Abuse 
and  Neglect: 

ITedmil  brPMikr,  Horn, 
inl  Pro^rinniik  AciNitilM 


STOP  SV; 

ATcdinicil  Pickagcta 
Prtvfnl  Sexual  Wof*nc« 


A  Compreheniive  Ttchnkal 
forth«  Fifmtten  of  Youtfi  Vloiefict 
and  As&ooittd  Gohaviors 


Preventing  Suidd«: 

A  ledMicaf  radtiot  oT  NkfL 
fill  mm,  aiul  Fmtiwi 


Preventing  Int  i  mate  Partner 
Violence  Across  the  Lifespan: 

h  Teclifik*l  eidi*fe  of  Fro|irOfvtiy 
Polidct^  *na  PracUcw 


2016 


2016 


2016 


2017 


2017 


structure 


Three  components:Strategy  -  direction  or 
action  Approaches  -  specific  ways  to 
advance  the  strategy  (examples:  programs; 
policies;  practices)Evidence  -  for  each 
approach  in  preventing  violence  or 
impacting  risk  and  protective  factors 


Technical  Package  Development 


^  R 

.  li 

eview  c 
teratur 

)f  ’ 

e 

V 

Vrittei 

draft 

n  ' 

r 

ID  strategies 
& 

approaches 


Edit  & 

'  ! 

1 

'or  mat 
final 

•rodud 

w 

Preventing  Suicide; 

A  Technical  Package  of  Policy, 
Programs,  and  Practices 


Stone,  D.M.,  Holland,  K.M.,  Bartholow,  B.,  Crosby,  A.E.,  Davis,  S.,  &  Wilkins,  N.  (2017).  Preventing  Suicide:  A  Technical 
Package  of  Policy,  Programs,  and  Practices.  Atlanta,  GA:  National  Center  for  Injury  Prevention  and  Control,  Centers  for 
Disease  Control  and  Prevention. 


Considerations  for  Inclusion 


■  Example  programs,  policies,  and  practices  selected  based 
on  the  best  available  evidence:Meta-analyses,  systematic 
reviews,  rigorous  evaluation  studies  showing  impacts  on 
suicide/suicide  attempt  outcomes  or  risk/protective 
factorsBeneficial  effects  on  multiple  forms  of 
violenceSimilar  outcomes  with  different 
settings/populations  Feasibility  of  implementation  in  U.S.  if 
evaluated  in  another  countryNo  evidence  of  harmful 
effects  on  specific  outcomes  or  with  subgroups 


Strategy 


Strengthen  economic  supports 

Strengthen  access  and  delivery  of  suicide 
care 

Create  protective  environments 

Promote  connectedness 

Teach  coping  and  problem-solving  skills 

Identify  and  support  people  at  risk 

Lessen  harms  and  prevent  future  risk 
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Table 


m 


strengthen  household  financial  securityHousing  stabilization 
policies 


Coverage  of  nnental  health  conditions  in  health  insurance 
policiesReduce  provider  shortages  in  underserved  areasSafer 
suicide  care  through  systems  change 


Reduce  access  to  lethal  means  among  persons  at  risk  of 
suicideOrganizational  policies  and  cultureCommunity-based 
policies  to  reduce  excessive  alcohol  use 


Peer  norm  programs  Community  engagement  activities 


Social-emotional  learning  programsParenting  skill  and  family 
relationship  programs 

Gatekeeper  trainingCrisis  interventionTreatment  for  people  at  risk 
of  suicideTreatment  to  prevent  re-attempts 


PostventionSafe  reporting  and  messaging  about  suicide 


Sector  Involvement 


Public 

health  EducationGovernment 
(local,  state,  federal)Social 
servicesBusiness/laborHealth 
servicesJusticeHousingMedia 
Military  and  Veteran 
organizationsFaith-base 
other  non-government 
organizations 


Monitoring  and  Evaluation 


■  Timely  and  reliable  dataMonitor 
extent  of  problem  &  evaluate  ,  ^  \  \ 
impact  of  prevention 
efforts  Prog  ram  planning, 
implementation  and 
assessment 


What’s  Next? 


Goals  of  the  Report 


■  Report  trends  in  suicide  rates  in  the  U.S.  and  by  state  and  sex. 
Summarize  suicide  circumstances  using  the  2015  NVDRS. 
Compare  suicide  risk  factors  among  people  with  and  without 
known  mental  health  problemsHighlight  that  while  mental 
health  problems  are  an  important  contributor  to  suicide  they 
are  just  one  of  many  risk  factors  implicated. Promote  suicide 
prevention  as  a  public  health  problem  requiring  a  public 
health  solution. Promote  the  CDC  Suicide  Prevention  Technical 
Package. Promote  interest  in  NVDRS  among  states  not 
involved. 


Activities 


■  Emails  from  leadershipGovDeliveryTelebriefing  -  CDC  Director  CDC 
Washington  -  emails  to  key  congressional  offices  promoting  Vital 
SignsOSTLTS  Town  HallOSTLTS  Did  You  Know  -  three  factoids  raising 
awareness  about  suicideNIH/NIMH  webinar  -  to  promote  Vital  Signs  to 
researchers  and  MH  practitioners  ASTHO  All  SHO  Call  -  to  promote  Vital 
Signs  and  technical  package  to  State  Health  OfficersMedscape  Video 
Commentary 


Join  us  in  Making  a  Difference! 


Please  consider  sharing  the  Technical  Package(s)  and  the  Vital  Signs 
(when  it  comes  out!)  in  your  networksLet  us  know  if  you  have 
partners  that  we  should  reach  out  to 


Questions 


For  more  information 


Visit  CDCs  page  on  the  technical 
packageshttps://www.cclc.gov/violenceprevention/pu 
b/technical-packages.html  and  other  violence 
prevention  pageswww.cdc.gov/violenceprevention 


Contact 

InfoDeb 

Stonezaf9@cdc. 

gov770-488- 

3942 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

10  Apr  2018  13:08:36-0400 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  MMWR  revision 

Stone_Suicide  Vital  Signs  MMWR  4.9.18.docx 


Hi  Deb, 

I  like  the  highlighted  version  of  the  text  belo\w.  I  suggested  a  ievj  additional  edits  in  the  version  attached. 
Some  are  just  suggestions  but  a  couple  are  important  clarifications.  I  added  comments  to  explain  these. 
Let  me  knovA/  if  you  have  any  questions. 

-Tom 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  April  9,  2018  6:20  PM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  MMWR  revision 
Hi  Tom, 

I  Just  wanted  to  send  this  to  you  sooner  rather  than  later.  This  version  includes  Deb's  comments  and 
revisions  so  far.  Waiting  to  hear  back  from  Kerning  and  Katie  where  indicated. 

I  made  the  revisions  you  and  I  discussed: 

Despite  the  NSSP  guidance,  suicide  prevention  largely  focuses  on  identifying  suicidal  people,  providing 
treatment  for  mental  health  problems  (MHP)  and  preventing  re-attempts  (6).  In  addition  to  MHP  and 
prior  attempts,  other  contributing  circumstances  to  suicide  include  social  and  economic  problems, 
access  to  lethal  means  (e.g.,  substances,  firearms,  bridges)  among  people  at  risk,  and  poor  coping  and 
problem-solving  skills  (5). 

Also  wanted  to  get  your  thoughts  on  this  option  which  I  think  gets  a  little  further  at  Richard's 
comments?? 

Despite  the  NSSP  guidance,  suicide  prevention  has  largely  focused  on  identifying  and  referring  suicidal 
people  to  mental  health  treatment  and  preventing  re-attempts  (6),  In  addition  to  mental  health 
problems  (MHP)  and  prior  attempts,  other  contributing  circumstances  to  suicide  include  social  and 
economic  problems,  access  to  lethal  means  (e.g„  substances,  firearms^  bridges)  among  people  at  risk, 
and  poor  coping  and  problem-solving  skills  (5). 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &.  Elder  Maltreatment  Team 

770.488.3942 

dstone3(5>cdc.eov 


CDC's  Injury  Center 


Preventing  Injuries  and  Violence 
Through  Science  and  Action 


Rev4*9§^.18,  e-clearance 


3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 
17 

IS 

19 

20 
21 
22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 


Short  Title:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Deborah  M.  Stone,  ScD;^  Thomas  R.  Simon  PhD;*  Katherine  A.  Fowler,  PhD;*  Scott  R.  Kegler,  PhD;^  Kerning  Yuan, 
MS;*  Kristin  M.  Holland,  PhD;*  Asha  Z,  Ivey-Stepbenson,  PhD;*  Alex  E.  Crosby,  MD* 

Background:  The  sSuicjcte  rates  in  the  United  States  hasve  risen  nearly  30%  since  1999.  Mental  health  problems 
(MHP)  are  just  one  factor  contributing  to  suicide.  Examining  state-level  trends  in,  and  the  multiple  contributing 
circumstances  to,  suicide  can  inform  comprehensive  state  suicide  prevention  planning. 

Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex,  across  six 
consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital  Statistics  System 
for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting  System,  covering  27  states 
in  2015,  were  used  to  examine  contributing  circumstances  among  decedents  with  and  without  known  mental 
health  problems  (MHP). 

Results:  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing  increases 
of  more  than  30%.  Rates  increased  significantly  among  males  and  females  in  34  and  43  states,  respectively.  In 
2015,  more  than  half  (54%)  of  decedents  in  27  states  did  not  have  a  known  MHP.  Among  people  with 
circumstance  information,  several  circumstances,  including  relationship  problems/loss  (45.1%  vs  39.6%),  life 
stressors  (54.2%  us  49.7%),  and  recent/impending  crises  (32S%  vs  26.0%)  were  significantly  more  likely  among 
those  without  a  known  MHP  than  decedents  with  MHP,  but  were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999-2016,  Various  circumstances 
contributed  to  suicides  among  people  with  and  without  known  MHP. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public  health  approach 
to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent  reattempts,  and  help 
friends/family  after  a  suicide  occurs. 

INTRODUCTION 


BACKGROUND  AND  PURPOSE 


In  2016,  nearly  45,000  suicides  (15.6/100,000  [age-adjusted])  occurred  in  the  United  States  (U.S.)/  among  people 
>10  years  old  (1).  Between  1999  and  2015,  suicide  rates  increased  across  sexes,  racial/ethnic  groups,  and 
urbanization  levels  (2,  3).  Suicide  is  the  10*^  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that 
are  mcreosing  (1,  4).  Additionally,  rates  of  eimergency  d&epartment  visits  for  nonfatal  self-harm,  a  key  risk 
factor  for  suicide,  increased  nearly  45%  between  2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  $69  billion  in  direct  medical  and  work  Joss  costs  pj, 

The  Nationat  Strategy  for  Suicide  Pre\/entfon(N5SP)  {5]  calls  for  a  public  health  approach  to  suicide  prevention 
with  efforts  spanning  across  multiple  levels  (i.e*,  indiuiduai,  family/relationship,  community,  and  societal).  Such 
an  approach  underscores  that  suicide  rarely  caused  by  any  single  factor,  but  rather,  Is  multi-determined. 
Despite  the  NSSP  guidance,  suicide  prevention  ef^^orts  are  largely  clinrcaliy-oriented,  focusesd  on  tdenbfysng 
suicidal  people,  providing  tfeatwer treatment  for  mental  health  problems  (MHP)  and  preventing  re-attempts  (6). 

addition  Lo  MHP  and  prior  attempts,  other  contributing  circumstances  to  suicide  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances,  firearms),  |aridge^  among  people  at  risk,  and  poor 
coping  and  problem-solving  skills  (5).  Expanded  awareness  of  these  additional  circumstances  contributing  to 
suicide  risk  and  action  to  address  them,  can  help  reach  the  nation's  goal  of  reducing  suicide  rates  20%  by  2025 
(7).  To  assist  states  In  achieving  this  goal,  this  study  analyzes  state-specific  trends  in  suicide  rates,  assesses  the 
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multiple  contributing  factors  to  suicide,  and  provides  ^eeomrfteflcjatfQR^Qpt ions  for  multi-level  comprehensive 
suicide  prevention  based  on  the  best  available  evidence. 

METHODS 

Suicide  rates  were  analyzed  for  people  aged  >10  years  only^  as  determining  suicidal  intent  in  younger  children  can 
be  difficult  (8).  Age-specific  suicide  counts  were  tabulated  based  on  National  Vital  Statistics  System  coded  death 
certificate  records  (international  Classification  of  Diseases  Revision,  underlying-cause  of  death  codes  X60’ 
XS4,  Y87,0,  U03).  Age-specific  population  estimates  were  obtained  from  U.S.  Census  Bureau/National  Center  for 
Health  Statistics  bridged-race  population  data  releases. 
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National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year  aggregate  periods 
spanning  1999-2016.  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard  population  and  expressed 
per  100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were  modeled  using  the  same  three-year  data 
aggregates,  employing  weighted  least  squares  regression  with  inverse-variance  weighting.  Modeled  rate  trends 
are  reported  in  terms  of  average  annual  percentage  changes  (AAPCs). 


Characteristics  and  circumstances  of  suicide  decedents  >10  years  old,  with  and  without  known  MHP,  were 
compared  in  the  27  states  with  complete  data  participating  in  CDC's  National  Violent  Death  Reporting  System 
(NVDRS)  in  2015,  NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual 
of  Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other  substance  dependence,  which  are 
captured  separately  in  NVDRS.  NVDRS  aggregates  data  from  three  primary  data  sources:  death  certificates, 
cofoner/medical  examiner  reports  (including  toxicology),  and  law  enforcement  reports.  Decedents  with  and 
without  known  MHP  wene  compared  using  Chi-square  tests.  Logistic  regression  analyses  estimated  adjusted 
odds  ratios  with  95%  confidence  intervals  (Cl),  controlling  for  age  group,  sex,  and  race/ethniclty. 

RESULTS  (665)  '  . 

The  most  recent  overall  suicide  rates  (representing  2014*2016)  varied  four-fold,  from  6.9  [D.C)  to  29.2 
(Montana)  per  100,000  persons  per  year  (table  1),  Across  the  study  period,  rates  increased  in  all  states,  except 
Nevada  [which  had  a  consistently  high  rate  throughout),  with  absolute  increases  ranging  from  +0.8  [Delaware) 
to  +8,1  (Wyoming)  per  100,000,  Percentage  increases  in  rates  ranged  from  +5,9%  (Delaware)  to  +57.6%  (North 
Dakota),  with  increases  of  more  than  30%  observed  in  25  states  {Table  1,  Figure  1). 

Modeled  suicide  rate  trends  indicated  significant  increases  for  44  states,  for  males  (34  states)  and  females  (43 
states),  as  wei!  as  for  the  U.S.  overall  [Table  1).  Nationally,  the  model-estimated  AAPC  for  the  overall  suicide 
rate  was  +1.5%.  By  sex,  estimated  national  rate  trends  further  indicated  significant  increases  for  males  (AAPC 
+1,1%)  and  females  (AAPC  +2.6%). 
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Suicide  decedents  without  known  MHP  [N=ll,039)  were  compared  to  those  with  MHP  (N=9,407)  in  27  states. 
While  all  decedents  were  predominately  male  (Table  2;  76.8%)  and  non-Hispanic  white  (83,6%),  those  without 
known  MHP,  relative  to  those  with  MHP,  were  more  likely  male  (83.6%  vs.  68.8%;  odds  ratio  [OR)=2.3,  95%  C!  - 
2.2-2. 5)  and  racial/ethnic  minorities  (OR  range:  1. 2-2.0).  Suicide  decedents  without  known  MHP  also  had 
significantly  greater  odds  of  perpetrating  homicide-suicide  [adjusted  odds  ratio  aOR  =  2.9,  95%  Cl  =  2. 2-3,8). 
Among  adult  decedents,  20.1%  of  those  without  known  MHP  and  15,3%  of  those  oeegle-wlthoul^nd-with  MHPj 
respect ively,  ever  served,  or  were  currently  serving,  in  the  U,S.  ^ilitar^  | 


While  firearms  were  the  most  common  method  of  suicide  used  overall  (48.5%)  and  for  both  groups,  decedents 
without  known  MHP  were  more  likely  to  die  by  firearm  (55.3%  vs.  40.6%)  and  less  likely  to  die  by 
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hanging/strangulation/suffocation  (26.9%  vs  31.3%)  or  poisoning  [10.4%  vs  19.8%)  than  those  with  known  MNP. 
These  differences  remained  significant  tn  the  adjusted  models. 

Decedents  without  known  MHP  were  less  fikely  to  receive  toxicology  testing.  Among  those  with  toxicology 
resultSf  decedents  without  known  MHP  were  less  likefy  to  test  positive  for  any  substance  overall  [aOR^O.B^  95% 
Cn0.7-0.a)  but  more  likely  to  test  positive  for  alcohol  {aOR-1.2,  93%  Cl^l.1-1.^. 

All  suicide  decedents  with  MHP  (W=9,407)  and  approximately  85%  without  known  MHP  (^=9,357)  had  available 
circumstances  information  (Table  3).  People  without  known  MHP  were  less  likely  to  have  any  substance  abuse 
problems  {aOR-0.7,  95%  CI=0.7-0.S).  While  two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health 
or  substance  abuse  treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment. 

Decedents  without^  versus  those  with,  known  MHP^  had  significantly  greater  likelihood  of  any  relationship 
problem/loss  (45.1%  vs.  39.6%),  specifically  intimate  partner  problems  [30.2%  vs.  24.1%),  arguments/conflicts 
(17.5%  vs.  13.6%),  and  recently  perpetrating  interpersonal  violence  [3.0%  vs.  1.4%).  They  also  were  more  likely 
to  have  experienced  any  life  stressors  (54.2%  vs  49.7%),  such  as  criminal-legal  problems  [10.7%  vs.  6.2%),  or 
evktion/loss  of  home  (4.3%  vs.  3.4%)  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcoming  two  weeks  (32.9%  vs.  26.0%).  All  of  these  differences  remained  significant  in  the  adjusted  models. 
Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did  not  differ  by 
group.  Similarly,  among  people  without  versus  with  MHP,  physical  health  problems  (23.2%  and  21.4%)  and 
job/financial  problems  (15.6%  and  16.8%)  were  commonly  experienced  by  both  groupsand  did  not  differ  by 
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Decedents  without  known  MHP  had  significantly  lower  odds  of  recent  release  from  any  institution  (aOR-0.5, 
95%  CNO.4-0.5),  but  among  those  who  were  recently  released  (5.1%o),  they  were  significantly  more  likely  to  be 
released  from  a  correctional  facility  (25.7%  vs.  S.7%)  or  hospital  (43.7%  vs.  33.0%)  than  those  with  a  known 

Among  decedents  with  known  MHP  who  were  recently  released  from  an  institution  (10.2%),  46.7%  of  this 
group  were  released  from  psychiatric  facilities. 

Decedents  without  known  MHP,  compared  to  those  with  MHP,  were  significantly  less  likely  to  have  a  history  of 
suicidal  ideation  (23.0%  vs.  40.8%)  and  prior  suicide  attempts  (10.3%  vs.  29.4%).  More  than  one  in  five  people  in 
both  groups  disclosed  suicide  intent  (22.4%  vs.  24.5%). 

Conclusions  and  Comments 

From  1999-2016,  44  states  saw  significant  increases  in  suicide  rates  and  25  states  experienced  substantial 
increases  in  suicide  rates  of  more  than  30%,  Rates  increased  significantly  among  males,  in  34  states,  and 
females,  in  43  states.  This  finding  is  consistent  with  prior  research  showing  a  decreasing  gender  gap  in  male- 
female  suicide  rates  between  1999-2014  (3).  Additional  research  into  the  specific  causes  of  these  trends  is 
necessary.  Fortunately,  data  from  the  27  states  participating  in  NVDRS  provides  important  insight  into  suicide 
circumstances  and  can  help  states  identify  prevention  priorities.  ni; 

Suicidologfsts  regularly  state  that  suicide  is  not  caused  by  a  single  factot;  (S)  however,  suicide  prevention 
research  and  proctkc  is  heavr^y-ofteu  oriented  towards  downstream  identihcalion  of  suicidal  people,  treatment 
of  MHP  and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors,  further  upstream,  is 
essential  to  a  public  health  approach  (10),  as  the  current  study  found  that  more  than  half  of  suicide  decedents  In 
NVDRS  did  not  have  a  known  MHP.  This  group  suffered  more  from  relationship  problems  and  other  iife  stressors 
such  as  criminal-legal  matters,  eviction/loss  of  home,  and  recent  or  impending  crises. 
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Similarly^  people  with  MHP  often  a^so-eKperienced  relationship  problems  and  other  life  stressors  such  as 
job/financial,  rciatloftshtp,  and/ef  physical  health  problems.  These  findings  point  to  the  need  to  both  help 

conditions  associated  with  mental  health  problems  in  the  first  place,  and  to  support 
people  with  known  MHP  to  decrease  their  risk  of  poor  outcomes  (11),  Two  thirds  of  this  group  had  a  history  of 
any  mental  health  and/or  substance  abuse  treatment,  with  over  half  in  treatment  when  they  died.  This  suggests 
the  need  for  additional  safety  supports,  including  broader  implementation  of  affordable  and  effective  treatment 
modalities  such  as  doctor-patient  collaborative  care  models  and  proven  cognitive^behavioral  therapies. 
Additionally,  greater  access  to  behavioral  health  providers  in  underserved  areas  is  needed,  as  is  expansion  of 
healthcare  systems  needed  that  integrates  physical  and  behavioral  health  with  a  priority  on  suicide  prevention 
and  patient  safety,  especiafly  through  care  transitions  (12). 

Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  full  range  of  factors 
contributing  to  suicide.  Prevention  strategies  include:  strengthening  economic  supports  (e.g.,  housing 
stabilization  policies,  household  financial  support);  teaching  coping  and  problem-solving  skills  to  manage 
everyday  stressors  and  prevent  future  relationship  problems,  especially  early  in  life;  promoting  social 
connectedness  to  increase  a  sense  of  belongingness  and  access  to  informational,  tangible,  emotional,  and  social 
support;  and  identifying  and  better  supporting  people  at  risk  [e.g..  Veterans,  people  with  physical/mentai  health 
problems)  (12).  Other  strategies  include  creating  protective  environments  (e.g.,  reducing  access  to  lethal  means 
among  people  at  risk,  creating  organizational  and  workplace  policies  to  promote  help-'seekiog,  easing  transitions 
into  and  out  of  work  for  people  with  MHP  and  other  life  challenges),  supporting  family  and  firiends  after  a 
suicide,  and  assuring  safe  reporting  by  the  media  in  order  to  prevent  suicide  contagion  [12).  Some  states,  such 
as  Colorado,  are  planning  to  implement  such  a  comprehensive  approach  to  suicide  prevention  (10). 

These  findings  have  at  least  three  limitations.  In  the  state-level  analysis,  rankings  for  four  states  (MD,  MA,  Rl, 

UT)  might  have  been  impacted  by  targe  proportions  of  injury  deaths  of  undetermined  intent  (potentially  biasing 
reported  suicide  rates  downward),  or  decreased  percentages  of  such  deaths  over  time  (potentially  biasing 
estimated  rate  trends  upward).  Second,  NVDRS  is  not  yet  nationally  representative;  the  2?  states  included 
represent  49.6%  of  the  population 

(hi  /factfinder. c  e  n  s  us .  goy s jx  ah  I  esc  ryfe  C’l/j  sf /.page s./p  r  o  d_u  c  tyi  p  w .  ^  htni  I ) . 


Third,  abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative  reports.  Therefore,  the 
extent  of  informant  knowledge  can  impact  data  completeness  and  accuracy.  Studies  including  more  in-depth 
interviews  with  next-of-kin  often  see  greater  attributions  to  mental  disorders  (13),  however  many 
methodological  variations  across  studies  exist  (14).  It  is  likely  that  some  people  without  known  MHP  in  the 
current  study  were  experiencing  mental  health  challenges  that  were  unknown,  and  hence  underreported  by  key 
informants.  Nonetheless,  the  high  prevatence  of  diverse  contributing  circumstances  among  those  with  and 
without  known  MHPHowevef-r-arryfaek-o^^warec^ss-eTdeeedeflTMHP  suggests  the  importance  of  addressing 
the  broad  range  of  factors  that  contribute  to  suicidecontributing^iFcumstoncQ^ 


Suicide  is  a  growing  public  health  problem.  Effective  approaches  to  prevent  the  many  suicide  risk  factors  are 
available.  States  and  communities  can  use  data  from  NVDRS  and  resources  such  as  CDC's  Prevent/ng  Suicide:  a 
Technical  Package  of  Policies,  Programs,  and  Procf/ces(12)  to  better  understand  their  suicide  problem,  prioritize 
evidence-based  comprehensive  suicide  prevention,  and  save  lives. 
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From: 

Sent: 

To: 

Subject: 


Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 

25  Apr  2018  14:31:03  -0400 

Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
RE:  New  VS  release  date  **June  7** 


Hi  Tom, 

You're  welcome,  and  thank  you  to  all  of  you  on  the  fact  sheet  team  who  are  making  our  findings  look  so 
great  I 

Yes,  I  think  "housing  stress"  sounds  fine  in  that  context. 

Katie 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  25,  2018  2:29  PM 

To:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  New  VS  release  date  **June  7** 

Hi  Katie, 

Thank  you  for  these  comments! 

Regarding  the  first  one,  I  think  the  VS  graphics  artist  will  remove  the  decimals  in  this  figure. 

Regarding  the  second  one.  I'll  change  the  figure  to  loss  of  housing.  Are  you  ok  with  the  more  general 
language  in  the  second  sentence:  "Among  people  with  or  without  mental  health  problems,  other  issues 
often  contribute  to  suicide.  These  include  relationship  problems  or  loss,  substance  use  problems, 
physical  health  concerns,  and  job,  money,  legal,  or  housing  stress."? 

Loss  of  housing  is  definitely  a  housing  stress. 

-Tom 

From:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  April  24,  2018  1:21  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(g>cdc.ROV>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov> 

Subject;  RE:  New  VS  release  date  **June  7** 

Hi  Tom  &  Deb- 

I  think  this  is  looking  great  -  just  wanted  to  share  a  couple  of  things,  both  minor,  that  popped  out  at  me: 

(1)  I  noticed  in  the  pie  charts  that  we  use  a  decimal  for  the  percentages,  which  we  don't  do  for  the 

infographicthat  will  show  NVDRS  circumstances.  Not  sure  if  VS  prefers  one  or  the  other,  just 
noticed  that  they  are  different. 

(2)  In  the  infographic  that  will  show  NVDRS  circumstances,  I  noticed  that  we  list  "Housing  problems 
-4%."  Technically,  in  NVDRS  this  variable  is  more  narrow  than  general  housing  problems.  It  is 
specific  to  eviction/loss  of  home.  It  doesn't  capture  many  other  types  of  housing  problems,  like 
inability  to  pay  rent,  housing  instability,  and  problems  with  the  housing  environment,  and  would 
therefore  probably  underestimate  the  #/%  of  people  having  some  type  of  housing  problem  in 
general.  If  there's  still  time,  perhaps  we  could  edit  to  something  like  "Loss  of  housing"? 

Thanks, 

Katie 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  April  23,  2018  6:23  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5@cdc.gov>;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <5nk6@cdc.gov>;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC)  <vrm4(5)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.eov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9f5)cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD) 


<igx6@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3^cdc.gov>:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3Pcdc.eov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 
Subject:  RE:  New  VS  release  date  **June  1** 

Hi  everyone. 

We  want  to  share  the  latest  version  of  the  VS  fact  sheet  with  you.  We  received  a  lot  of  specific  edits  last 
week  and  the  fact  sheet  subgroup  has  been  working  to  address  them.  It  is  stronger  with  each  iteration. 
We  need  to  send  this  back  to  the  VS  office  by  COB  on  Wednesday  so  if  you  have  any  suggestions  or 
concerns  that  are  important  to  consider  please  send  them  by  cob  tomorrow. 

Thank  you! 

-Tom 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  April  16,  2018  10:10  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tRs9(5>cdc.Eov>;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5Pcdc.gov>:  Kegler,  Scott  R,  (CDC/ONDIEH/NCIPC)  <5nk6@cdc.R0v>;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC)  <vrm4@cdc.Rov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.Rov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.Eov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl(S)cdc.Rov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.Eov>:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdc.Eov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 
Subject:  New  VS  release  date  **June  7** 

Please  see  Rich's  email  below.  The  date  of  our  VS  release  is  now  June  7^^  with  no  early  release  of  the 
issue. 

Thanks, 

Deb 

From:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent;  Monday,  April  16,  2018  6:35  PM 

To:  Schuchat,  Anne  MD  (CDC/OD)  <acsl@cdc.gov>;  Daniel,  Katherine  Lyon  (CDC/OD/OADC) 
<kdl8@cdc.gov>:  Dauphin,  Leslie  (CDC/OD/OADLSS)  <lvh7@cdc.Rov> 

Cc:  Sorrells,  Marjorie  J.  (CDC/OD/OCS)  <isg8|S)cdc.Eov>:  Downie,  Diane  (Dee  Dee)  (CDC/CGH/DGHP) 
<ftl9@cdc.Rov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tgs9@cdc.Eov>:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.Eov>:  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>: 
Harben,  Kathy  (CDC/OD/OADC)  <kxh9@cdc.gQV>:  Bonds,  Michelle  E.  (CDC/OD/OADC) 
<mebO@cdc.Eov>:  Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7@cdc.Eov>:  Kent,  Charlotte 
(CDC/OPHSS/CSELS/DPHID)  <cgk3facdc.gov>:  Glynn,  Kate  (CDC/OPHSS/CSELS/DSEPD) 

<m iE6@cdc.gov>:  lademarco,  Michael  (CDC/OPHSS/CSELS/OD)  <mai9(5icdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>:  Smith,  Rhonda  K.  (CDC/OD/OADC)  <zbvOfacdc.eov>: 
Smith,  Patti  (CDC/OD/OADC)  <p3bO@cdc.Eov>:  Guest,  Megan  (CDC/OD/OADC)  <weo6@cdc.gov> 
Subject:  Change  in  June  VS  release  date  go  Thurs  June  7 
Folks, 

We're  now  set  up  have  the  Tues  June  5  Suicide  Prevention  VS  release  and  telebriefing  moved  to 
Thurs  June  7  at  Noon  instead.  There  will  not  be  an  early  release  of  this  issue  as  we  usually  do. 
This  should  better  accomodate  Dr.  Schuchat's  travel  schedule. 

Thank  you. 

Rich 

Rich  Schieber,  MD  MPH 
CAPT,  USPHS 


Director,  CDC  Vital  Signs  Program 
RB54@cdc,gov 

404  697  9666 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  23  Apr  2018  18:22:47  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Fowler,  Katherine  A. 

(CDC/ONDIEH/NCIPC);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC);CrosbY,  Alexander  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Bruce, 
Crystal  (CDC/OPHPR/OD);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  New  VS  release  date  **June  7** 

Attachments:  Suicide  VS  FS  V2_4.9,2018_4pm  after  VS  input  to  VS  group. docx 

Hi  everyone, 

We  want  to  share  the  latest  version  of  the  VS  fact  sheet  with  you.  We  received  a  lot  of  specific  edits  last 
week  and  the  fact  sheet  subgroup  has  been  working  to  address  them.  It  is  stronger  with  each  iteration. 
We  need  to  send  this  back  to  the  VS  office  by  COB  on  Wednesday  so  if  you  have  any  suggestions  or 
concerns  that  are  important  to  consider  please  send  them  by  cob  tomorrow. 

Thank  you! 

-Tom 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  April  16,  2018  10:10  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ; 
Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ; 
Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Subject:  New  VS  release  date  **June  7** 

Please  see  Rich's  email  below.  The  date  of  our  VS  release  is  now  June  7^^  with  no  early  release  of  the 
issue. 

Thanks, 

Deb 

From;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 

Sent;  Monday,  April  16,  2018  6:35  PM 

To:  Schuchat,  Anne  MD  (CDC/OD)  <acsl@cdc.Eov>;  Daniel,  Katherine  Lyon  (CDC/OD/OADC) 
<kdl8@cdc.Eov>:  Dauphin,  Leslie  (CDC/OD/OADLSS)  <lvh7@cdc.gov> 

Cc:  Sorrells,  Marjorie  J.  (CDC/OD/OCS)  <issS^cdc.gov>:  Downie,  Diane  (Dee  Dee)  (CDC/CGH/DGHP) 
<ftl9@cdc.Eov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <z3f9^cdc.Eov>:  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tEs9@cdc.Eov>:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdc.Eov>:  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6(Scdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>; 
Harben,  Kathy  (CDC/OD/OADC)  <kxh9facdc.Eov>:  Bonds,  Michelle  E.  (CDC/OD/OADC) 
<meb0^cdc.Eov>:  Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7@cdc.Eov>:  Kent,  Charlotte 
(CDC/OPHSS/CSELS/DPHID)  <cgk3f5icdc.gov>:  Glynn,  Kate  (CDC/OPHS5/CSEL5/DSEPD) 
<miE6@cdc.Eov>:  lademarco,  Michael  (CDC/OPH5S/CSELS/OD)  <mai9^cdc.Eov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4(5)cdc-gov>:  Smith,  Rhonda  K.  (CDC/OD/OADC)  <zbv0facdc.gov>: 
Smith,  Patti  (CDC/OD/OADC)  <Dab0@cdc.Eov>:  Guest,  Megan  (CDC/OD/OADC)  <weo6@cdc.Eov> 
Subject:  Change  in  June  VS  release  date  go  Thurs  June  7 
Folks, 


We're  now  set  up  have  the  Tues  June  5  Suicide  Prevention  VS  release  and  telebriefing  moved  to 
Thurs  June  7  at  Noon  instead.  There  will  not  be  an  early  release  of  this  issue  as  we  usually  do. 
This  should  better  accomodate  Dr.  Schuchat's  travel  schedule. 

Thank  you. 

Rich 

Rich  Schieber,  MD  MPH 
CAPT,  USPHS 

Director,  CDC  Vital  Signs  Program 
RBS4@cdc.gQV 

404  697  9666 


1  Suicide  rates  rising  across  the  US 

2  More  than  a  mental  health  problem 
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45,000 

Nearly  45,000  lives  lost  in  2016 


30% 

Suicide  rates  increased  more  than  30%  in  half  of  states  since  1999 


50% 

More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem 


Suicide  is  a  leading  cause  of  death  in  the  US  and  increased  in  nearly  every  state  from  1999  through 
2016.  Aldiough  the  reasons  for  the  increases  need  more  study,  many  factors  are  known  to  contribute  to 
suicide.  Mental  health  problems  are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused  by 
any  single  factor  alone.  In  fact,  many  people  who  die  by  suicide  are  not  known  to  have  a  diagnosed 
mental  health  problem  at  the  time  of  death.  Among  people  with  or  without  mental  health  problems,  other 
issues  often  contribute  to  suicide.  These  mclude  relationship  problems  or  loss,  substance  use  problems, 
crises,  physical  health  concerns,  and  job,  money,  legal,  or  housing  stress.  Close  coordination  of 
government,  public  health,  healthcare,  business,  and  education  sectors,  along  with  media  and 
community-based  organizations,  is  important  for  preventing  suicide.  Public  health  departments  can  be 
leaders  in  bringing  together  these  partners  and  guiding  comprehensive  efforts  based  on  the  best  available 
evidence. 


States  and  communities  can: 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people  manage  challenges  with  relationships. 
Jobs,  health,  or  other  concerns. 

•  Create  safe  and  supportive  environments,  including  securely  storing  medications  and  firearms 
to  reduce  access  among  people  at  risk. 

•  Connect  people  to  others  in  their  community  so  they  don’t  feel  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare, 

•  Expand  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 
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Problem:  State  suicide  rates  are  increasing 


Suicide  rate  increases  ranged  from  6%  to 


58%  from  1999  through  2016 


D  Decrease  10% 

3  Increase  5  9%*  18,3% 
:  Increase  18.8% -29 .3% 
I  Increase  31  9% -37  .4% 
Uncrease  37  6%*  57  6% 


Many  people  who  die  by  suicide  are  not  known  to  have  a  mental  health  problem. 


•  Those  without  known  mental  health  problems  are  more  likely  to  be  male  and  to  die  by  fireann. 
Nearly  70%  of  suicides  in  both  groups  are  among  adults  25-64  years  old. 

Method 


Men  r 


Many  factors  contribute  to  suicide  among  those  with  or  without  mental  health  problems  [Note: 
Icons  below  will  be  changed  to  reflect  the  problem  listed.  This  is  just  to  convey  the  idea] 


Crisis  in  the  past/upcoming  two 
weeks  (29%) 


Substance  use 
problem  (28%) 


Housing  Problem 
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Relationship 
problem  (42%) 


Physical  health 
problem  (22%) 


Job/Financial 
problem  (16%) 


Criminal  legal  problems  (9% 
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What  can  states  do  to  prevent  suicides? 


Use  Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices  to  guide  actions  based 
on  what  is  known  about  keeping  people  safe  [This  could  be  in  a  banner  going  across  the  page  with 
the  link  to  the  technical  package  www.cdc.gov/violenceprcvention/pub/technical-packages.htmlT 
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Preventing 
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Learn  the  suicide  warning  signs  and  the  steps  to  keep  people  safe  [Create  a  new  info  graphic  like  this 
one  to  the  left.  Use  these  words  but  update  the  image.  We  would  also  like  to  include  the  “BeThelTo” 
image. 


ff  Be  The  1% 

If  you  think  smnneoine  miglit  be  considering  suicide, 
tie  the  one  to  help  them  by  taking  these  5  steps: 

ASK.  KEEP  THEM 
SAFE.  BE  THERE. 

HELP  THEM  CONNECT. 
FOLLOW  UP. 
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WHAT  CAN  BE  DONE 


The  Federal  government  is: 

•  Tracking  the  problem  to  describe  trends,  circumstances,  and  populations  at  greatest  risk  (for 
example  see  https:/'/www.cdc.gov/violencci>revention/nvdrs/index.btml). 

•  Developing,  carrying  out,  and  evaluating  suicide  prevention  strategies 

•  Working  with  local,  state,  tribal,  national,  and  other  partners  to  provide  guidance  and 
distribute  suicide  prevention  tools,  for  example  see. 
www.cdc.eov/violcnccDrevcntion/Ddf/sujcidcTcchnicalPackagc.ndf 

States  and  communities  can: 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people  manage  challenges  with  relationships, 
jobs,  health,  or  other  concerns. 

•  Create  safe  and  supportive  environments,  including  securely  storing  medications  and  firearms 
to  reduce  access  among  people  at  risk. 

•  Connect  people  to  others  in  their  community  so  they  don’t  feel  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 

Healthcare  systems  can: 

•  Provide  high  quality,  patient-centered,  ongoing  care  focused  on  patient  safety,  and  suicide 
prevention. 

•  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live. 

•  Train  providers  in  proven  treatment  options  for  patients  who  are  at  risk  of  suicide. 


Employers  can: 

•  Promote  employee  health  and  well-being,  support  employees  at  risk,  and  have  plans  in  place  to 
respond  effectively. 

•  Encourage  employees  to  seek  help.  Provide  referrals  to  mental  health,  substance  abuse,  legal,  or 
financial  counseling  services  as  needed. 

Everyone  can: 

•  Reduce  access  to  lethal  means,  such  as  medications  and  firearms,  among  people  at  risk. 

•  Learn  the  warning  signs  of  suicide  and  the  steps  to  help  identify  and  connect  people  at  risk  to 
services. 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help  for  themselves  or  others:  1 -800-273- 
TALK  (8255).  http5://sui cideDrcveiitionlifcline.org/ 

[Call  out  box:  The  media  can  follow  existing  guidelines  at  www.RcpQrtingOnSuicidc.Qrg  to  help 
reduce  risk  (c.g.,  avoid  dramatic  headlines)  and  encourage  people  to  seek  help] 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

17  Apr  2018  15:45:37+0000 

Simon,  Thomas  (CDC/ONDIEH/NCIPC);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 
RE:  New  VS  release  date  **June  7** 


Great.  Thanks. 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  April  17,  2018  11:45  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 
Subject:  RE:  New  VS  release  date  **June  1** 

Yes,  I  asked  Rich  about  this  and  he  is  pursuing  for  us. 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.Eov> 

Date:  April  17,  2018  at  11:40:11  AM  EOT 

To:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6@cdc.gov> 

Cc;  Simon,  Thonnas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.fiov> 

Subject:  RE:  New  VS  release  date  **June  7** 

Thanks,  Scott.  Tom,  have  you  by  chance  communicated  with  NCHS?  I  don't  want  to  email  if  you  already 
have. 

Deb 

From;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  April  17,  2018  10:47  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.EOV> 

Subject:  RE:  New  VS  release  date  **June  7** 

I'm  sure  you've  already  thought  of  it,  but  if  not,  better  get  NCHS  to  move  the  release  date  for  their  data 
brief,  as  well. 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  April  16,  2018  10:10  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5gicdc.gQV>;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <5nk6@cdc.gQV>;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <iym9@cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl(S)cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7iS)cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3Pcdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 
Subject:  New  VS  release  date  **June  1** 

Please  see  Rich's  email  below.  The  date  of  our  VS  release  is  now  June  7*^  with  no  early  release  of  the 
issue. 

Thanks, 

Deb 

From:  Schieber,  Richard  A.  (CDC/OPH5S/CSELS/DPHID) 

Sent:  Monday,  April  16,  2018  6:35  PM 

To:  Schuchat,  Anne  MD  (CDC/OD)  <ac5l@cdc.gov>;  Daniel,  Katherine  Lyon  (CDC/OD/OADC) 
<kdl8^cdc.EQV>:  Dauphin,  Leslie  (CDC/OD/OADLSS)  <lvh7@cdc.gov> 


Cc:  Sorrells,  Marjorie  J.  (CDC/OD/OCS)  <isg8^cdc.gov>:  Downie,  Diane  (Dee  Dee)  (CDC/CGH/DGHP) 
<'ftl9@cdc.Eov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9Pcdc.gov>:  Simon,  Thomas 
(CDC/ONDIEH/NCIPC)  <tes9@cdc.gov>:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQ(Scdc.Eov>:  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>; 
Harben,  Kathy  (CDC/OD/OADC)  <kxh9(Scdc.Eov>:  Bonds,  Michelle  E.  (CDC/OD/OADC) 
<mebO@cdc.EQV>:  Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7@cdc.Eov>:  Kent,  Charlotte 
(CDC/OPHSS/CSELS/DPHID)  <cgk3fScdc.eov>:  Glynn,  Kate  (CDC/OPHSS/CSELS/DSEPD) 

<mig6iScdc.gov>:  lademarco,  Michael  (CDC/OPHSS/CSELS/OD)  <mai9^cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4(Pcdc.gov>:  Smith,  Rhonda  K.  (CDC/OD/OADC)  <zbvOPcdc.gov>: 
Smith,  Patti  (CDC/OD/OADC)  <pabO{Scdc.gov>:  Guest,  Megan  (CDC/OD/OADC)  <weo6(Scdc.gov> 
Subject:  Change  in  June  VS  release  date  go  Thurs  June  7 
Folks, 

\A/e're  now  set  up  have  the  Tues  June  5  Suicide  Prevention  VS  release  and  telebriefing  moved  to 
Thurs  June  7  at  Noon  instead.  There  will  not  be  an  early  release  of  this  issue  as  we  usually  do. 
This  should  better  accomodate  Dr.  Schuchat's  travel  schedule. 

Thank  you. 

Rich 

Rich  Schieber,  MD  MPH 
CAPT,  USPHS 

Director,  CDC  Vital  Signs  Program 
RBS4@cdc.gov 

404  697  9666 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  4  Jun  2018  15:52:07  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);McDavid  Harrison,  Kathleen  (CDC/ONDIEH/NCIPC);Frazier,  Leroy  Jr. 
(CDC/ONDIEH/NCIPC);Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  NVDRS  Question 

Hi  Deb, 

I  suggested  an  edit  in  the  telebriefing  script  to  include  a  comment  to  let  the  writer  know  that  CDC  is 
collecting  data  in  40  states,  D.C.  and  Puerto  Rico  in  2017.  These  data  will  start  to  become  available  in  the 
fall  of  2019. 

-Tom 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  4,  2018  3:42  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  McDavid 
Harrison,  Kathleen  (CDC/ONDIEH/NCIPC) ;  Frazier,  Leroy  Jr.  (CDC/ONDIEH/NCIPC) ;  Jack,  Shane  P,  Davis 
(CDC/ONDIEH/NCIPC) 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  NVDRS  Question 

One  more  question.  Will  we  have  data  from  40  states  in  2018  or  2019? 

Deb 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  4,  2018  3:34  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(Scdc.EOv>;  McDavid  Harrison,  Kathleen 
(CDC/ONDIEH/NCIPC)  < k2m2@cdc.gov>;  Frazier,  Leroy  Jr.  (CDC/ONDIEH/NCIPC)  <lif6@cdc.gov>:  Jack, 
Shane  P.  Davis  (CDC/ONDIEH/NCIPC)  <gdo4@cdc.gov> 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC)  <zud5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Subject;  RE:  NVDRS  Question 
Works  for  me. 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  4,  2018  3:32  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  McDavid  Harrison,  Kathleen 
(CDC/ONDIEH/NCIPC)  <kzm2@cdc.gov>;  Frazier,  Leroy  Jr.  (CDC/ONDIEH/NCIPC)  <lif6@cdc.gov>;  Jack, 
Shane  P.  Davis  (CDC/ONDIEH/NCIPC)  <gdo4@cdc.gov> 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC)  <zud5@cdc.gQv>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.Eov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eom7@cdc.gov> 

Subject;  RE:  NVDRS  Question 

You  are  welcome.  I  like  the  idea  of  shorter  response.  Joining  this  year  could  be  read  as  starting  data 
collection  this  year.  How  about: 

CDC  expects  the  remaining  states  to  begin  data  collection  next  year.  We  anticipate  releasing  estimates 
in  Fall  of  2021. 

Tom 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  4,  2018  3:22  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  McDavid  Harrison,  Kathleen 


(CDC/ONDIEH/NCIPC)  <kzm2@cdc.gov>:  Frazier,  Leroy  Jr.  (CDC/ONDIEH/NCIPC)  <lif6@cdc.Eov>;  Jack, 
Shane  P.  Davis  (CDC/ONDIEH/NCIPC)  <gdo4(acdc.gov> 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC)  <zud5tacdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Subject:  RE:  NVDRS  Question 

Thanks  for  that  clarification.  I  would  suggest  a  shorter  response  then  and  just  say: 

CDC  expects  the  remaining  states  to  join  NVDRS  this  year.  We  anticipate  releasing  estimates  in  Fall  of 
2021. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  4,  2018  3:08  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  McDavid  Harrison,  Kathleen 
(CDC/ONDIEH/NCIPC)  <kzm2f5)cdc.gov>:  Frazier,  Leroy  Jr.  (CDC/ONDIEH/NCIPC)  <lif6@cdc.gov>;  Jack, 
Shane  P.  Davis  (CDC/ONDIEH/NCIPC)  <gdo4@cdc.gov> 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC)  <zud5(5)cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Subject:  RE:  NVDRS  Question 
Hi  everyone, 

There  are  some  important  nuances  to  consider  here.  I  just  spoke  with  Shane  to  confirm. 

This  part  of  the  response  is  problematic  for  a  couple  of  reasons: 

Data  from  all  50  states,  DC  and  Puerto  Rico  will  be  available  in  Summer  2020  (18  months  after  data 
collection  begins) 

-  It  is  possible  that  not  all  states  will  come  in  for  funding  and  it  is  likely  that  not  all  states  will  collect 

state-wide  data 

-  Also  they  have  16  months  from  the  end  offending  to  close  out  the  cases  so  the  data  won't  be 

available  until  Fall  of  2021. 

What  if  we  respond  with  "CDC  expects  the  remaining  states  to  Join  NVDRS  in  Fall  of  2018.  These  states 
will  begin  data  collection  in  2019.  We  anticipate  releasing  estimates  in  Fall  of  2021." 

-Tom 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  4,  2018  1:47  PM 

To:  McDavid  Harrison,  Kathleen  (CDC/ONDIEH/NCIPC)  <kzm2@cdc.gov>:  Frazier,  Leroy  Jr, 
(CDC/ONDIEH/NCIPC)  <lif6@cdc.gov> 

Cc:  Blair,  Janet  (CDC/ONDIEH/NCIPC)  <zud5@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(S)cdc.gov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Subject:  FW:  NVDRS  Question 
Kathleen  and  Leroy 

Sending  this  to  you  as  Janet  is  out  of  the  office. 

In  prep  for  the  suicide  Vital  Signs  release  on  Thursday,  Dr.  Schuchat  is  asking  when  we  will  be  able  to 
report  on  NVDRS  for  all  50  states.  We  haven't  cleared  and  answer  for  this  (that  I'm  aware  of  but  have 
been  working  on  it).  Couid  you  review  highlighted  text  below  and  see  if  you  agree  with  this  response? 

Malia 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  4,  2018  1:43  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(5)cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(5)cdc.gov>:  Blair,  Janet  (CDC/ONDIEH/NCIPC)  <zud5t5?cdc.Eov> 

Subject:  RE:  NVDRS  Question 


We  have  not  been  asked  about  this  publically  yet  so  we  haven't  cleared  a  response.  My  understanding  is 
the  following: _ 

fcPC  expects  the  remaining  10  states  to  join  NVDRS  by  Fall  2018.  These  states  wiii  begin  data  collectiofi 
fn  January  2019. 

Data  from  all  50  states^  DC  and  Puerto  Rico  will  be  available  in  Summer  2020  (18  months  after  data 
collection  begins) 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  4,  2018  1:29  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Blair,  Janet  (CDC/ONDIEH/NCIPC) 
<zud5@cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gQv> 

Subject:  RE:  NVDRS  Question 
Hi  Malia, 

Do  we  have  a  go  to  response  approved  already  for  this? 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  4,  2018  1:25  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(S>cdc.EOV>:  Blair,  Janet  (CDC/ONDIEH/NCIPC) 
<zud5@cdc.gov> 

Subject:  NVDRS  Question 
Importance;  High 

Dr,  Schuchat's  office  is  asking  when  we  will  be  able  to  report  on  NVDRS  for  50  states? 

This  is  for  the  telebrief. 

Thank  you. 

Deb 

Deb  Stone,  ScD,  M5W,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770.4883942 

dstQne3{^cdc,Rov 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


From:  Brown,  Pam  (CDC/ONDI  EH/NCI  PC) 

Sent:  1  Jun  2018  14:48:34  -0400 

To:  Knuth,  Alida  (CDC/ONDIEH/NCIPC) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Pics  from  the  Suicide  Technical  Package 


Hi  Alida, 

Images  from  the  Suicide  TP  that  Pd  like  to  provide  to  CDCF  are: 

•  P*3-pensive  man 

•  P.ll-older  couple 

•  P.28-students  talking 

•  P34-woman  listening 

•  P,44-  hands  overlapping 

Please  let  me  know  if  you  have  any  questions/concerns. 

Thank  you  very  much ! ! 

Pam 


From:  Knuth,  Alida  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  24,  2018  7:39  AM 
To:  Brown,  Pam  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Pics  from  the  Suicide  Technical  Package 
HI  Pam, 

I  was  out  of  the  office  yesterday.  Yes,  just  send  me  the  page  numbers  of  the  images  you'd  like  to  provide 
CDCF.  I  will  be  happy  to  download  them  for  you. 

Thanks, 

Alida 

From:  Brown,  Pam  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  23,  2018  10:19  AM 

To:  Knuth,  Alida  (CDC/ONDIEH/NCIPC)  <zlq5Pcdc,gov> 

Subject:  RE:  Pics  from  the  Suicide  Technical  Package 
Hi  Alida, 

Sorry  to  bug  you;  just  checking  back  with  you  about  these  images. 

After  looking  at  the  Suicide  TP,  there  are  several  images  that  I  would  like  to  provide  to  CDCF,  if  possible. 
Would  it  be  helpful  for  me  to  list  them  for  you? 

Thanks, 

Pam 

From:  Brown,  Pam  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  22,  2018  5:27  PM 

To:  Knuth,  Alida  (CDC/ONDIEH/NCIPC)  <zlQ5g)cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  Pics  from  the  Suicide  Technical  Package 
Hi  Alida, 

According  to  my  CDCF  contact,  the  Foundation  doesn't  have  a  stock  photography  service  and  uses 
pictures  from  their  funded  projects. 

I'm  happy  to  select  specific  images  from  the  TP  for  you  to  download  for  this  specific  use.  Are  youj 
with  that? 

I'm  teleworking  tomorrow,  and  will  be  out  of  town]  — [rfr^nTMay  24-30.  Can  we  talk  on  the  phone 
tomorrow  (5/23)  about  selecting  the  images?  I'd  like  to  take  care  of  this  before  I  go  on  leave. 


Cb)(6) 


Thanks, 

Pam 

From:  Knuth,  Alida  {CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  22,  2018  2:25  PM 

To:  Brown,  Pam  (CDC/ONDIEH/NCIPC)  <nv3@cdc.gQV> 

Cc:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3t5)€dc.EOV>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(®cdc.gov> 

Subject:  RE:  Pics  from  the  Suicide  Technical  Package 
Hi  Pam, 

Our  licensing  agreement  for  stock  photography  has  some  pretty  tight  limitations  on  image  sharing. 

Could  you  check  with  CDCF  to  see  which  stock  photography  service  they  are  using  for  images?  If  they  are 
using  the  same  one,  I  can  just  provide  the  image  numbers  for  the  stock  photos  we  used  in  the  TP  and 
they  can  download  them  under  their  license  with  no  worries  about  rights  infringement.  If  not,  maybe 
you  could  select  specific  images  you'd  like  them  to  use  and  I  can  download  them  again  for  this  specific 
purpose. 

Thanks, 

Alida 

From;  Brown,  Pam  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  22,  2018  12:52  PM 

To:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(^cdc.EQv> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Pics  from  the  Suicide  Technical  Package 
Hi  Marie, 

Sorry  to  bother  you  with  this,  but  I  wasn't  sure  who  on  your  team  would  be  my  best  contact  for  this: 

Can  we  send  files  of  some  of  the  pictures  used  in  the  Suicide  Technical  Package  to  the  CDCF?  The 
Foundation  has  created  a  two-page  brief  for  one  of  our  suicide  prevention  projects  and  it  looks  good 
except  for  the  stock  photos  they  used.  We  think  some  of  the  pics  used  in  the  TP  would  be  a  much  better 
suited  to  our  effort  (and  more  consistent  with  our  framing  for  the  work)  and  I'd  like  to  send  a  few  to 
CDCF  for  them  to  insert  into  their  document.  The  brief  will  be  used  by  CDCF  (and  us)  for  our  outreach  to 
potential  funders  for  the  project. 

Thanks! 

Pam 


From: 

Sent: 

To: 

Subject: 


Brown,  Pam  (CDC/ONDIEH/NCIPC) 

22  May  2018  17:10:02  -0400 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  Pics  from  the  Suicide  Technical  Package 


OK,  will  do;  thanks! 

Pam 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  22,  2018  5:02  PM 
To:  Brown,  Pam  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Pics  from  the  Suicide  Technical  Package 
Hi  Pam, 

I'm  happy  to  defer  to  you.  Just  don't  choose  the  picture  of  the  older  gentleman  that's  on  the  front  of  the 
technical  package.  I  really  dislike  that  picture! 

Deb 

From;  Brown,  Pam  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  22,  2018  3:55  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  Pics  from  the  Suicide  Technical  Package 
Hi  Deb, 

CDCF  doesn't  have  a  stock  photography  service  (per  Alida's  question). 

However,  Alida  has  offered  to  download  specific  images  from  the  technical  package  for  us... .There  are 
some  really  nice  ones  in  there.  Do  you  have  some  favorites? 

Pam 

From:  Knuth,  Alida  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  22,  2018  2:25  PM 

To:  Brown,  Pam  (CDC/ONDIEH/NCIPC)  <iiv3@cdc.gov> 

Cc:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(j5)cdc.Eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(S)cdc.gov> 

Subject:  RE:  Pics  from  the  Suicide  Technical  Package 
Hi  Pam, 

Our  licensing  agreement  for  stock  photography  has  some  pretty  tight  limitations  on  image  sharing. 

Could  you  check  with  CDCF  to  see  which  stock  photography  service  they  are  using  for  images?  If  they  are 
using  the  same  one,  I  can  Just  provide  the  image  numbers  for  the  stock  photos  we  used  in  the  TP  and 
they  can  download  them  under  their  license  with  no  worries  about  rights  infringement.  If  not,  maybe 
you  could  select  specific  images  you'd  like  them  to  use  and  I  can  download  them  again  for  this  specific 
purpose. 

Thanks, 

Alida 

From;  Brown,  Pam  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  22,  2018  12:52  PM 

To:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dqf3i®cdcgoy> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  Pics  from  the  Suicide  Technical  Package 
Hi  Marie, 

Sorry  to  bother  you  with  this,  but  I  wasn't  sure  who  on  your  team  would  be  my  best  contact  for  this: 


Can  we  send  files  of  some  of  the  pictures  used  in  the  Suicide  Technical  Package  to  the  CDCF?  The 
Foundation  has  created  a  two-page  brief  for  one  of  our  suicide  prevention  projects  and  it  looks  good 
except  for  the  stock  photos  they  used.  We  think  some  of  the  pics  used  in  the  TP  would  be  a  much  better 
suited  to  our  effort  {and  more  consistent  with  our  framing  for  the  work)  and  Td  like  to  send  a  few  to 
CDCF  for  them  to  insert  into  their  document.  The  brief  will  be  used  by  CDCF  (and  us)  for  our  outreach  to 
potential  funders  for  the  project. 

Thanks! 

Pam 


From: 

Sent: 

To: 

Cc; 

Subject: 


Brown,  Pam  (CDC/ONDIEH/NCIPC) 

22  May  2018  15:20:31-0400 
Knuth,  Alida  (CDC/ONDIEH/NCIPC) 

Ballman,  Marie  R.  {CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
RE:  Pics  from  the  Suicide  Technical  Package 


Thanks  Alida;  this  is  helpful.  I'll  check  with  CDCF  and  then  we'll  go  from  there. 

Pam 

From:  Knuth,  Alida  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  22,  2018  2:25  PM 
To:  Brown,  Pam  (CDC/ONDIEH/NCIPC) 

Cc:  Ballman,  Marie  R,  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Pics  from  the  Suicide  Technical  Package 
Hi  Pam, 

Our  licensing  agreement  for  stock  photography  has  some  pretty  tight  limitations  on  image  sharing. 

Could  you  check  with  CDCF  to  see  which  stock  photography  service  they  are  using  for  images?  If  they  are 
using  the  same  one,  I  can  just  provide  the  image  numbers  for  the  stock  photos  we  used  in  the  TP  and 
they  can  download  them  under  their  license  with  no  worries  about  rights  infringement.  If  not,  maybe 
you  could  select  specific  images  you'd  like  them  to  use  and  I  can  download  them  again  for  this  specific 
purpose. 

Thanks, 

Alida 

From:  Brown,  Pam  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  22,  2018  12:52  PM 

To:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3t5)cdc.Bov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9g0cdc.gov> 

Subject:  Pics  from  the  Suicide  Technical  Package 
Hi  Marie, 

Sorry  to  bother  you  with  this,  but  1  wasn't  sure  who  on  your  team  would  be  my  best  contact  for  this: 

Can  we  send  files  of  some  of  the  pictures  used  in  the  Suicide  Technical  Package  to  the  CDCF?  The 
Foundation  has  created  a  two-page  brief  for  one  of  our  suicide  prevention  projects  and  it  looks  good 
except  for  the  stock  photos  they  used.  We  think  some  of  the  pics  used  in  the  TP  would  be  a  much  better 
suited  to  our  effort  (and  more  consistent  with  our  framing  for  the  work)  and  I'd  like  to  send  a  few  to 
CDCF  for  them  to  insert  into  their  document.  The  brief  will  be  used  by  CDCF  (and  us)  for  our  outreach  to 
potential  funders  for  the  project, 

ThanksI 

Pam 


From: 

Sent: 

To: 

Cc: 

Subject: 

Partners 

Attachments: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

27  Feb  2018  16:01:29  +0000 

Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Bartholow,  Brad  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC) 
RE:  Please  Review  Dr.  SchuchaCs  TPs  for  Appropriate  Documentation  of 


2017-10-31-CNC  One  Pager.pdf,  EXCOM_TPs_v5  Jel  ds.docx 


Ok,  here  you  go.  Sorry  for  the  delay.  See  comments  in  the  document  and  the  revised  language. 

Are  you  taking  out  VS  results.  See  Tom’s  email.  I  think  he  suggested  that  ? 

Partners  in  CNC:  (also  included  in  the  attached  one  pager  on  the  back) 

National  Partners: 

•  Centers  for  Disease  Control  and  Prevention’s  Injury  Control  Research  Center  for  Snieide  Prevention  (ICRC^S) 

•  Centers  for  Disease  Control  and  Prevention's  National  Center  for  Injury  Prevention  and  Control 

•  National  Action  Alliance  for  Sincide  Prevention 

•  Substance  Abuse  and  Mental  Health  Services  Administration’s  (SAMHSA)  Suicide  Prevention  Resource 

Center 

•  American  Foundation  for  Suicide  Prevention 
Local  Partners: 

•  Colorado  Department  of  Public  Health  and  Environment  (CDPHE) 

•  Colorado’s  Suicide  Prevention  Commission 

•  Rocky  Mountain  Mental  Illness  Research,  Education  and  Clinical  Center  at  the  Denver  Veterans 

Administration  Medical  Centers  for  Disease  Control  and  Prevention 

•  Governor’s  Office 

•  Colorado  Behavioral  Healthcare  Council 

•  Colorado  School  of  Public  Health 

•  University  of  Colorado  Depression  Center 

if  anyone  asks  re  the  Vital  Signs^ Mental  Health  Problem  is  defined  by  N  VDRS  as  currently 
having  a  mental  health  problem  {includes  those  disorders  and  syndromes  listed  in  the  Diagnostic  and 
Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (DSM-5)  with  the  exception  of  alcohol  and  other 
substance  dependence  (as  these  are  captured  in  separate  variables). 

From:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  27,  2018  10:26  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Please  Review  Dr.  Schuchat's  TPs  for  Appropriate  Documentation  of  Partners 
Deb, 

Please  copy  Erin  Black  when  you  send  your  edits. 

Thanks, 

Valerie 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  27,  2018  9:18  AM 

To:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <giih8@cdc.gov>:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 
<ffa3f^cdc.nov> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <fanbl^cdc>EOV> 

Subject:  RE:  Please  Review  Dr.  Schuchat's  TPs  for  Appropriate  Documentation  of  Partners 
Sure.  I  can  review  at  10. 

Deb 


From:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  February  27,  2018  8:53  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Logan  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 
<ffa3(@cd€>gQV> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gQV> 

Subject:  Please  Review  Dr*  Schuchat's  TPs  for  Appropriate  Documentation  of  Partners 
Deb  and  J., 

Can  you  take  another  look  at  the  talking  points  for  Dr*  Schuchat?  I  had  Shakiyia  Smith  in  DARPI  review 
the  Colorado  Collaborative  TPs  as  asked  by  Tom,  but  Jim  wants  to  make  sure  we  aren't  leaving  out  any 
partners  that  should  be  acknowledged  in  this  work.  J*  let  me  know  if  you  have  any  edits  to  the  TPs,  I 
drafted  these  based  on  the  info  that  Brad  shared.  I  also  left  in  his  comments  where  Dr.  Schuchat  is 
providing  information  that  this  group  knows  better  than  anyone,  so  we  just  want  to  make  sure  she 
understands  that  and  can  couch  it  appropriately* 

Thanks, 

Valerie 


Valerie  Daniel,  MPH,  CHES 


Acting  Health  Communication  Lead  -  Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

4770  BufoFd  Highway  N.E*  MS  F-63,  Atlanta,  GA  30341 

770-488^5234  (desk) 

guh8@.cdc.gov  I  www.cdc.gov/iniurv 

Telework  Tuesdays  and  Fridays 


Preventing  Injuries  and  Violence 
Through  Science  and  Action 


What  is  the  Colorado-National  Collaborative  (CNC)? 


Goals  and  Tasks 


The  goal  of  the  CNC  is  to  create  a  comprehensive  suicide  prevention  model  to  reduce  suicide  statewide  by  20%  by  2024. 

Through  careful  evaluation,  the  CNC  also  aims  to  become  a  model  for  other  states. 

The  CNC's  tasks  include: 

•  Assessment: 

o  Identify  counties  experiencing  the  highest  numbers  and  rates  of  suicide  and,  in  those  counties,  work 
to  plan  prevention  efforts.  This  will  involve  learning  more  about  the  characteristics  of  people  dying 
by,  attempting  or  contemplating  suicide  including  demographic  information  (e,g.,  age,  race,  marital 
status),  the  method  used  in  suicide  deaths  and  attempts,  and  information  about  the  circumstances 
surrounding  suicide  deaths.  This  information  is  available  through  Colorado's  Department  of  Public 
Health  and  the  Environment  and  can  be  found  by  clicking  here. 

o  Work  with  those  counties  experiencing  the  highest  numbers  and  rates  of  suicide  to  identify  existing 
prevention  initiatives,  available  resources,  existing  gaps,  and  interest  in  supporting  new  and 
enhanced  efforts. 

o  Inventory  existing  data  and  identify  gaps  in  what  we  know  about  the  problem  to  help  identify  the  best 
solutions. 

•  Capacity  Building: 

o  Engage  partners  from  diverse  systems  and  settings  (e.g,,  public  health,  social  services,  workplaces) 
that  serve  individuals  and  communities  at  risk,  with  initial  focus  on  engaging  leaders  from  counties 
experiencing  the  highest  numbers  and  rates  of  suicide. 

o  Work  with  newly-engaged  partners  to  identify  how  they  can  contribute  to  and  benefit  from  the  CNC's 
efforts. 

o  Strengthen  public  awareness  and  professional  education  to  build  suicide  prevention  capacity. 

•  Planning: 

o  Build  on  and  enhance  prevention  efforts  within  health  care  and  community-based  settings  using 
a  range  of  evidence- based  policies,  programs  and  practices  to  prevent  risk  before  it  occurs  and  to 
identify  and  support  people  at  risk. 

o  Facilitate  and  strengthen  coordinated  and  comprehensive  suicide  prevention  action  plans  across 
communities,  systems  and  settings. 

•  Implementation: 

o  Implement  coordinated  action  plans  to  ensure  cost-effective  and  sustainable  change. 

•  Evaluation: 

o  Systematically  evaluate  progress  and  outcomes  in  order  to  support  continual  improvement, 
demonstrate  success,  and  allow  Colorado  to  serve  as  a  model  for  other  states. 


Dcpartincnt  of  Public 
Hctslth  t  Enviionmen' 


Background  and  History 


Colorado's  suicide  rate,  20.30  per  100,000  in  2016\  is  among  the  highest  in  the  nation.^  Solutions  to  complex  public 
health  problems,  like  suicide,  are  often  most  successful  when  government,  businesses,  health  services,  nonprofit 
organizations,  and  individual  citizens  coordinate  their  efforts.  This  way,  partners  can  channel  their  resources  to  the 
same  goals,  avoid  duplicating  efforts,  and  enhance  each  other's  work  to  produce  lasting  change. 

The  Colorado-National  Collaborative  (CNC)  is  a  partnership  of  scientists  and  public  health  professionals  working 
with  health  and  social  service  agencies,  nonprofit  organizations,  government  agencies,  businesses,  academic 
organizations,  and  Colorado  residents  to  identify,  promote  and  implement  successful  state-  and  community- 
based  strategies  for  suicide  prevention  in  Colorado. 

Current  CNC  partners  include: 


National  Partners: 

•  Centers  for  Disease  Control  and  Prevention's  Injury 
Control  Research  Center  for  Suicide  Prevention  (ICRC-S) 

•  Centers  for  Disease  Control  and  Prevention's  National 
Center  for  Injury  Prevention  and  Control 

•  National  Action  Alliance  for  Suicide  Prevention 

•  Substance  Abuse  and  Mental  Health  Services 
Administration's  (SAMHSA)  Suicide  Prevention  Resource 
Center 

•  American  Foundation  for  Suicide  Prevention 


’  Vital  Statistics  Program,  Colorado  Departrr^ent  of  Public  Health  and  Environment 
^  Centers  for  Disease  Controi  and  Prevention,  Mational  Canter  for  Health  Statistics, 
CDC  WISQARS  Online  Database 


Local  Partners: 

•  Colorado  Department  of  Public  Health  and 
Environment  (CDPHE) 

•  Colorado's  Suicide  Prevention  Commission 

•  Rocky  Mountain  Mental  Illness  Research, 
Education  and  Clinical  Center  at  the  Denver 
Veterans  Administration  Medical  Center 

•  Governor's  Office 

•  Colorado  Behavioral  Healthcare  Council 

•  Colorado  School  of  Public  Health 

•  University  of  Colorado  Depression  Center 


For  more  information  contact  Jarrod  Hindman,  MS,  Deputy  Chief  of  Violence  and  injury  Prevention  in  the  Mental  Health  Promotion 
Branch  of  Co /ora  do's  Department  of  Pub//c  Heafth  and  the  Environment,  at  j  a  rro  d.hin  dm  a  n  @s  ta  te.  co.  us . 

Information  on  Colorado's  Suicide  Prevention  Efforts  and  resources  can  be  found  by  clicking  here. 


EXCOM  Talking  Points  for  Dr.  Schuchat 


OVP  Vital  Signs  on  Suicide  (coming  out  June  5^^) 

^ackground  on  the  Problenj 

•  Nearly  45,000  lives  are  lost  every  year  in  the  U.S.  to  suicide, 

•  More  than  haff  of  these  occur  among  adults  in  the  prime  of  their  lives,  ages  35-64, 

•  Between  1999  and  2016,  suicide  rates  (age -adjusted)  in  the  U.S,  increased  by  nearly  30% 
(28.1%),  while  most  other  leading  causes  of  death  declined. 

•  Suicide  and  attempts  cost  more  than  $69  billion  annualty  in  direct  medical  and  work  loss  costs. 

•  Decades  of  research  have  shown  that  suicide  is  preventable. 

Goals  of  the  Vital  Signs 

•  First  MMWR  report  with  state  specific  trends  on  suicide  rates 

•  Compares  suicides  in  which  there  was  evidence  of  mental  health  problems  with  those  without 
such  evidence 

•  Raise  awareness  of  the  increasing  suicide  rates  across  states  over  time 

•  Increase  demand  for  suicide  prevention  in  states 

•  Raise  awareness  that  suicide  1$  a  public  health  probfem  (not  just  a  mental  health  probiem), 
among  both  people  with  or  without  mental  health  problems,  multiple  factors  contribute  to 
suicide 

•  Highiight  the  best  available  evidence  for  suicide  prevention  as  described  in  the  technical 
package,  Preventing  Suicide:  A  Technicai  Packoae  of  Poticy,  Programs,  and  Practices  (released 
February  27,  2017) 


Commeni  |MJ(1;  Of  course,  this 
audience  knows  this  very  well,  i  would 
make  sure  that  Or.  Schuchat  understands 
that  and  can  say  something  like  '"As  you 
:  all  weii  know...^' 


Comment  |MJ(|;  Again^thisis 
something  this  audience  knows  very  well 
and  Dr.  Schuchat  wants  to  avoid  talking 
down  to  them  about  these  things.  She 
should  just  be  alerted  so  she  can  couch  it 
^appropriately 


( 


Suicide  TP  Downloads  by  Month 


i033 


•  Downloads  February  2017— December  2017:  3050 

•  Hard  copies  distributed  April  2017-December  2017:  9156 

•  The  spike  in  October  and  November  is  likely  due  to  the  promotion  following  suicide  prevention 
month, 

•  86  Websites  have  cited  the  technical  package.  These  Include  local  health  departments, 
professional  development  organizations,  advocacy  groups,  and  other  federal  agencies  including 
the  DOJ,  DOE,  HRSA,  and  SAMHSA 

[Background  Info  on  Limited  Overlap  Between  Mental  Health/Mlness  and  Suicid^ _ _ 


EXCOM  Talking  Points  for  Dr.  Schuchat 


•  Mental  health  is  an  important  risk  factor  for  suicide,  however  suicide  is  typically  not  caused  by 
any  single  fact  or- -the  ref  ore  even  if  mental  illness  is  present  it  is  likely  not  the  only  risk 
factor/cause 

•  Many  people  with  mental  health  problems  don't  get  or  delay  getting  mental  health  treatment 

•  Among  suicides  in  people  older  than  10,  more  than  half  did  not  have  a  known  mental  health 
problem  (2015  NVDRS  data). 

o  A  large  proportion  had  some  combination  of  relationship  problems,  health  problems, 
job  or  financial  problems,  or  a  recent  crisis 

•  Among  those  who  did  have  a  known  mental  health  problem 

o  About  one-third  never  received  mental  health/substance  abuse  treatment 
o  More  than  half  had  any  life  stressors  or  crises  (some  combination  of  relationship,  Job, 
financial,  health  and  other  problems) 

•  Comprehensive  prevention  as  laid  out  in  the  technical  package  is  needed. 


Colorado  Collaborative  for  a  Comprehensive  Approach  to  Suicide  Prevention 

•  (rhe  CDC^  is  coliaboratine  with  the  Colorado  Department  of  Public  Health  and  Environment^-m 
collabofation  with  the  CDC-funded  Injury  Control  Research  Center  (ICRC-S),  the  Colorado 
National  Collaborative  (CNC),  and  the  Colorado  Suicide  Prevention  Commission  ^ 
on  the  first  state-wide,  large-scale,  population-based  initiative *  * 
states  to  reduce  suicide  rates  20%  by  2Q2M  in  CO  and  to  serve  as  a  model  for  other  state-s  to 


•  The  project  will  pilot  test  the  implementation  and  evaluation  of  a  comprehensive,  integrated 
approach  to  suicide  prevention  -  guided,  in  part,  by  the  CDC/Divlsion  of  Violence  Prevention's 
(DVP)  PreventinQ  Suicide:  A  Technicat  Package  of  Policv,  PfOQrams,  and  Practices  and  from  the 
National  Action  Alliance  for  Suicide  Prevention's  (NAASP)  Transforming  Communities:  Key 
Elements  for  the  Impiementotion  of  Comprehensive  Community-Based  Suicide  Prevention. 

•  Working  with  CDCF  to  seek  external  funding 


Comment  |SD(|  j  Note:  CO  DPHE  and  the 
ICBC-S  started  the  effort  so  I  always  try  to 
acknowledge  that  so  it  doesn't  seem  like 
this  was  DVP  or  CDCs  idea. 

Also,  the  state  goal  is  a  reduction  of  20% 
by  2024  and  the  national  goal  is  20% 
reduction  by  2025.  Feel  free  to  just  keep 
one  or  the  other,  I  know  it's  confusing. 

Re  Partners.  EDC  is  a  collaborator  with 
Unlv  of  Rochester  on  the  ICRC-S  but  not 
sure  you  need  to  say  that  as  they  are  also 
part  of  the  CNC.  Other  people  who  are 
partners  on  the  CNC:  Action  Alliance, 
SAMHSA,  and  AFSP. 

Second"  Attaching  one-pager  if  this  is 
helpful  (you  can  see  all  partners  on  the 

.back). _ ^ 

^ 

/  Comment  |MJ(1;  Need  to  change  this./ 

'  in  the  room  will  be  many  key 
collaborators  not  mentioned  here, 
including  the  Action  Alliance  itself,  the 
Education  Development  Center  and  the 
American  Suicide  Foundation.  Ha^^e  you 
gotten  input  on  this  wording  from  Deb 
Stone?  I  would  check  with  her  to  make 
sure  Dr  Schuchat  avoids  alienating  any 
,  important  partners. _ , 


I 

i 

I 

I 

I 

j 

! 


Why  Colorado? 

•  Colorado  consistently  ranks  among  the  states  with  the  highest  suicide  rates  in  the  nation  (rate: 
19, S  per  100,000  in  2015),  almost  50%  greater  than  the  U,S,  rate  of  13.3  per  100,000. 

•  Colorado  has  sizable  populations  at  increased  risk  of  suicide,  including  veterans,  American 
Indian/Alaska  Natives  (AI/AN),  and  rural  communities, 

•  Colorado  demonstrates  readiness  as  evidenced  by  a  strong  state  suicide  prevention 
Infrastructure,  a  history  of  political  will,  and  a  proven  track  record  of  valuing  and  implementing 
public  health  approaches  to  prevention.  Specifically,  the  State  has: 

o  A  funded  Office  of  Suicide  Prevention  [OSP;  legislated  in  2000) 
o  Suicide  Prevention  Commission  (legislated  in  2014) 
o  Colorado  National  Collaborative  [est.  2015) 
o  A  strong  platform  of  existing  suicide  prevention  activity 
o  A  commitment  to  'connecting  the  dots'/shared  risk  and  protective  factors 


New  opportunities  for  understanding  and  tracking  suicide 


EXCOM  Talking  Points  for  Dr.  Schuchat 


l-inking  NVDRS  with  Departments  of  Oefeme  and  Veterans  Affairs  data  on  suicid^ _ _ 

•  This  project  will  link  pertinent  data  on  active  duty  Military  and  Veteran  suicide  decedents  across  \ 

CDCs  National  Violent  Death  Reporting  System  (NDVRS),  the  Department  of  Defense  Suicide  \ 
Event  Reports,  and  the  Veteran  Health  Administrative  databases.  ^ 

•  Provide  more  information  on  suicides  among  active  duty  Military  personnel  and  Veterans  as 
well  as  partition  study  popuiations  m  the  NVDRS  (e.g.,  civilians,  active  duty,  VHA  Veterans,  non- 
VHA  Veterans). 

•  Help  agencies  monitor  common  and  unique  precipitating  factors  of  suicide  captured  in  NVDRS 
by  group/population  and  inform  comprehensive  community-based  efforts  to  help  address 
specific  population  needs.  All  iinkages  wilt  use  a  de-identified  matching  technique.  No  persona] 
identifying  information  wifi  be  used. 

^oclal  media  interventior^ _  _  _  __  _ _ _ / 

•  The  purpose  of  this  project  is  to  implement,  test,  and  refine  a  web-based  peer-to-peer 
therapeutic  support  platform  for  U.S.  fyiFnliitary  Veterans  aimed  at  preventing  suicide  and 
related  probfems. 

•  This  system  called  TalkVet,  has  the  potential  to  bridge  the  gap  between  the  many  social  media 
sites  that  are  widely  used  by  Veterans  (e.g.,  Facebook,  Snapchat,  etc.)  and  the  growing  number 
of  clinicaf  interventions  that  are  available  to  Veterans,  but  currently  under  utilized. 

•  With  the  explicit  consent  of  users,  we  will  test  the  novel  features  of  the  TalkVet  platform  in 


Commi^nl  |IV1J(|;  Again,  don't  want  to 
alienate  key  partners  in  the  room  by  not 
first  acknowledging  them,  i.e.,  the  VA 
especially,  they  co-chair  the  Action 
Alliance.  Please  check  with  J  Logan  about 
the  wording  here. 


Comment  |LJ(f|;  Partners  include 
Department  of  Veterans  Affairs, 
Department  of  Defense  Suicide 
Prevention  Office,  and  the  Psychological 
Health  Center  of  Excelfence/Defense 
Health  Agency 


Comment  [MJ(j:  Taikvetis  not  so  much 
about  social  media  data  as  it  Is  a  social 
media  intervention.  Again  need  to 
acknowledge  partners  En  this  and  has 
anyone  talked  to  J  Logan  about  the 
wording  of  this? 


Comment  |LJ((1:  Partner  POC  If  needed: 
Drs.  Matt  Nock  and  Ron  Kessler  {Harvard 
Un  Evers  tty) 

Or.  Rob  Bossarte  (West  Virginia 
University) _ 


three  ways: 

1)  Use  an  artificial  intelligence  (Al)  guided  system  to  help  identify  participating  Veterans  most  in 
need  of  help  based  on  their  posts  and  other  user  activity; 

2)  Connect  Veterans  in  need  of  help  with  other  Veterans  participating  in  TalkVet  who  can 
support  them;  and 

3)  Conduct  outreach  with  experimentally  refined  methods  for  Veterans  in  need  of  a  higher  level 
of  care  to  encourage  them  to  obtain  such  care  in  the  form  of  links  and  hand-offs  provided  by  the 
TalkVet  system  (this  phase  of  the  work  will  Include  the  use  of  Veteran  moderators  with  training 
in  crisis  counseling  who  will  work  with  our  team). 

•  This  project  includes  partners  from  Harvard  University,  West  Virginia  University  ICRC, 
TalkLIfe/Talk/Vet  and  has  been  approved  by  CDC-F. 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

3  May  2018  13:20:54+0000 
Kingery,  Helen  H.  (CDC/ONDIEH/NCIPC) 
RE:  pre-brief 


Aww... thank  youM!  I  super  appreciate  that  I 
Deb 

From;  Kingery,  Helen  H.  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  3,  2018  7:39  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  pre-brief 

You're  welcome—l  am  really  rooting  for  you  all!  ©  Your  work  and  topic  are  so  needed  in  our  country  at 
this  time.  I'm  one  of  DVP's  greatest  fans! 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  2,  2018  7:48  PM 

To:  Kingery,  Helen  H.  {CDC/ONDIEH/NCIPC)  <wzq8Pcdc.EOV> 

Subject:  RE:  pre-brief 

Thank  you  so  much,  Helen!  This  is  so  helpful.  I  really  appreciate  your  time  and  support!! 

Deb 

From;  Kingery,  Helen  H.  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  1,  2018  10:28  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject;  RE:  pre-brief 

Hi  Deb!  It  is  not  a  bother  at  all,  I'm  glad  to  offer  what  I  can!  © 

The  pre-brief  (is  Dr.  Schuchat  the  spokesperson,  or  is  it  Dr.  Redfield?),  is  where  there  are  lots  of 
questions,  mainly  of  the  SMEs.  Dr.  Schuchat  uses  this  time  to  clarify  any  points  in  the  MMWR  and  VS 
materials  that  either  don't  make  as  much  sense  to  her,  or  that  might  be  missing  the  mark  for  media.  She 
basically  asks  a  lot  of  questions  to  get  her  mind  wrapped  around  how  to  handle  all  types  of  questions,  to 
be  able  to  hear  your  division's  voice  and  priorities,  and  convey  that  accurately  in  her  own  voice.  She  also 
makes  excellent  recommendations  for  reframing,  if  necessary.  Take  her  advice  and  edits  as  seriously  as 
possible,  and  if  you  cannot,  please  always  develop  justification  statements!  © 

I  would  recommend  going  in  person,  since  you  are  the  primary  SME  (yes?),  along  with  any  other 
involved  SMEs.  It's  good  to  get  to  know  Dr.  Schuchat  and  also  to  interact  with  the  things  that  she  would 
like  to  highlight.  I  would  also  recommend  the  main  Comm  folks  (and  maybe  policy,  depending,  and 
definitely  Courtney  Lenard)  go  in  person  to  be  able  to  hear  all  the  conversation  that  goes  on  in  the  room 
(there  may  be  recommended  edits  and  shifts  in  messaging  right  on  the  spot,  and  it  would  be  helpful  to 
catch/interact  with  them  all  while  they're  happening). 

We  have  typically  met  in  the  Director  OD  suite,  so  there  is  a  big  conference  table  and  some  chairs.  I 
think  they  recommend  no  more  than  7  program  folks  come  in  person,  but  people  are  welcome  to  call  in. 
I  personally  like  to  reserve  a  room  in  Chamblee  106  so  that  remote  program  folks  can  call  in  together, 
but  that's  just  my  preference,  not  a  requirement  at  alL 

So  yeah,  this  discussion  can  help  you  develop/incorporate  any  final  edits/tweaks  in  messaging  to 
telebriefing  script  and  Q&As,  etc.  the  more  you  can  resolve  after  this  meeting,  the  smoother  the  week 
before  the  release  will  be!  © 

Thank  you!! 

Helen 

Helen  Kingery,  MPH 

Hea[th  Communication  Specialist 


CDC  I  NCIPC  I  DUIP  I  OD 
Phone:  770.488.0735 
Email;  HKingerviScdc.Eov 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  1,  2018  7:39  AM 

To:  Kingery,  Helen  H,  (CDC/ONDIEH/NCIPC)  <wzQ8(^cdc.gov> 

Subject:  pre-brief 
Hi  Helen, 

I  hate  to  bother  you  again  but  I  assume  you  went  to  the  pre-brief,  correct?  Can  you  give  me  a  little  bit  of 
lowdown  on  what  happens??!  Ours  is  next  Tuesday! 

Thanks! 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

IMational  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770AS83942 

dstoneSi^cdc.gov 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


From: 

Sent: 

To: 

Cc: 


Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

22  Mar  2018  16:46:40  -0400 

Black,  Erin  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
Simon,  Thomas  (CDC/ONDIEH/NCIPC);Mercy,  James 


(CDC/ONDIEH/NCIPC);Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 


Subject: 

Attachments: 


RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 

Suicide  Vital  Signs  MMWR  Text  3.19.18  v3  (pre-clearance)_CF_EB  MRC.docx 


Thanks  for  the  opportunity  to  review  and  for  all  your  hard  work  on  this  MMWR.  It's  really  exciting  to  see 
the  final  draft  I  I  think  this  is  going  to  be  very  important  info  for  states. 

I  had  some  minor  comments  for  your  consideration  that  I  added  to  Erin  and  Cory's  feedback  (attached). 
No  feedback  on  the  tables  and  figures.  Thought  the  map  of  the  US  that  showed  the  percent  change  in 
states  was  nicely  done  and  easy  to  understand* 

Malia 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  22,  2018  3:25  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Ferdon,  Corinne 
(CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 

FABULOUS  job  Deb!  This  was  very  exciting  and  compelling  to  read  I  Congratulations  on  this  huge 
milestone! 

I  agree  with  Jim's  comment  about  emphasizing  more  the  increase  in  female  v$.  male  rates.  I  also 
provided  some  mostly  editorial  questions/comments  and  suggested  edits  in  track  changes  summarized 
below: 

•  Sometimes  it  is  referred  to  as  a  'contributing  circumstance'  and  sometimes  its  referred  to  as  a 

'contributing  factor'.  I  wonder  if  its  best  to  be  consistent  so  as  not  to  confuse  the  reader  that  the 
two  are  different.  From  a  plain  language  perspective,  I  prefer  contributing  factors?  Also, 
sometimes  it  is  referred  to  a  just  'contributing  factor'  while  other  times  it  is  referred  to  as 
'contributing  risk  factor'.  Also,  sometime  it  is  referred  to  as  'contributing'  and  sometimes  as 
'associated'.  Should  we  be  consistent? 

•  "Suicide  is  the  10^^  leading  cause  of  death  and  is  among  the  only  leading  causes  to  be  increasing" 

Can  we  be  more  specific  -  is  it  the  only  or  is  it  only  one  of  2  (e.g.)  leading  causes  increasing - 
'among  the  only'  is  vague? 

•  Is  it  better  to  say  the  current  'social  ecology'  (which  I  think  many  think  of  social,  environmental  and 

economic)  versus  I  think  what  is  used  most  often  the  'social  ecological  model'  (individual, 
family/relationship,  community,  and  societal). 

•  "can  help  reach  the  nation's  goal  of  reducing  suicide  rates  20%  by  2025"  -  is  it  really  the  'nation's 

goal'  -  versus  the  goal  set  by  the  American  Foundation  for  Suicide  Prevention. 

•  "Across  the  entire  study  period,  rates  increased  in  all  but  one  state  (Nevada)/'  Per  our  discussion  in 

our  last  VS  group  meeting,  should  we  add  a  note  that  despite  NV  not  increasing,  they  still  have  a 
significantly  high  rate  of  suicide? 

•  Sometimes  criminal-legal  is  hyphenated  and  sometimes  it's  not, 

•  "Nearly  half  of  suicide  decedents  in  NVDRS  had  a  known  MHP."  I  would  add  the  actual  percentage 

in  parenthesis  (X%), 

•  People  with  known  MHP  also  experienced  other  life  stressors  such  as  job  and/or  financial, 

relationship,  and/or  physical  health  problems.  Should  this  be  'and',  'or'  or  'and/or'? 


•  "It  is  likely  that  some  people  without  known  MHP  In  the  current  study  were  experiencing  mental 
health  challenges  at  the  time  of  death  that  were  either  not  known  or  reported  by  informants." 
Do  you  mean  'NOT'  reported  by  informants? 

From:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  22,  2018  2:25  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <]ann2@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8fS)cdc.HOV> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Deb, 

Congratulations  to  you  and  the  entire  vital  signs  writing  team  to  getting  to  this  point!  It  is  an  enormous 
achievement.  I  really  like  the  direction  the  analyses  have  gone  in.  I  know  there  is  a  considerable  amount 
of  work  ahead,  but  you  have  a  solid  platform  to  build  on. 

I  offer  in  the  attachments  some  suggestions.  Track  changes  are  not  easily  done  in  the  excel  file  so  I 
highlight  words  in  red  to  draw  your  attention  to  things  to  consider.  In  the  text,  I  think  there  are  a  few 
numbers  to  double  check,  a  few  data  points  and  clarifications  to  be  added  in,  and  the  references  to  the 
tables/figure  adjusted.  I  do  like  the  balance  that  is  currently  in  there  on  the  %'s  versus  aORs. 

Mental  health  problems  as  a  driver  of  suicide  jumped  out  to  me  as  one  of  the  main  messages  since  the 
text  kept  coming  back  to  it.  I  think  there  are  some  subtle  reorganization  or  broader  phrasing  that  could 
be  used  in  some  places  to  modify  this  if  the  communication  goal  is  different;  I  offer  some  ideas  in 
comment  boxes.  I  recognize  that  I  am  suggesting  adding  some  clarifying  text  in  some  places  and  word 
count  is  always  an  issue,  so  I  did  try  to  identify  some  places  to  potentially  cut.  Please  review  this  as 
suggestions  and  take/leave  what  feels  right, 

FYI,  in  a  meeting  I  was  in  with  the  MMWR  editors  yesterday  they  said  they  prefer  little  to  no  use  of 
acronyms.  So,  in  a  few  places  I  suggest  taking  a  couple  out  but  I  did  leave  in  the  MHP  one  since  that  is 
necessary  for  word  count, 

Cory 

From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  22,  2018  12:34  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc,gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@cdc,£ov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc,gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc,gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gQV> 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Hi  Deb, 

This  is  outstanding.  Thank  you  and  everyone  else  for  this  really  nice  and  clear  statement  about  suicide 
and  its  prevention.  I  have  just  a  few  general  comments/suggestions: 

1.  One  finding  that  you  don't  make  much  of,  but  I  think  is  important,  is  that  suicide  rates  across 

states  are  increasing  faster  for  females  relative  to  males.  Overall,  of  course,  this  is  a  problem  still 
dominated  by  males,  but  that  appears  to  be  changing.  And  that's  not  surprising  in  terms  of 
societal  changes  around  gender  roles  and  norms.  I  realize  you  can't  highlight  everything,  but 
that  is  very  interesting  and  may  signal  a  longer  term  trend  that's  worth  noting. 

2.  You  may  have  to  cut  back  the  word  number  some  and  if  you  do  I  think  you  can  get  away  without 

the  second  sentence  in  the  results  that  focusses  on  absolute  changes  in  rates.  People 
understand  the  meaning  of  %  changes  much  easier,  so  no  biggie,  but  that  could  be  dropped  if 
needed. 


3.  In  regards  to  the  first  sentence  in  the  last  paragraph^  (  wondering  if  the  last  clause  could  be 
changed  to  but  is  only  one  of  several..."  If  we  say  one  of  "many"  then  the  argument  is  that 
ive  can't  focus  on  everything  so  we  should  focus  on  the  most  important  risk  factor.  Tm  not 
wedded  to  this,  but  clearly  we  are  emphasizing  the  need  to  focus  on  factors  beyond  mental 
illness  (but  not  excluding  mental  illness)  and  I  think  this  sentence  could  be  made  a  little  stronger 
in  support  of  that,  especially  because  it  ties  things  up  at  the  end. 

Thanks  that  is  all  I  had.  Thanks  so  much  and  can't  wait  until  this  comes  out. 

Jim 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  22,  2018  8:14  AM 

To:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4Pcdcgov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(®cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tR59@cdc.gov> 

Subject:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Importance:  High 
Hi  Jim,  Cory,  Erin,  and  Malia, 

Just  a  friendly  reminder  to  please  send  your  feedback  on  the  MMWR  by  COB  today.  Your  time  and 
insights  are  greatly  appreciated ! 

Deb 

^  :4c 

Hi  Everyone, 

Please  find  attached  a  draft  of  our  suicide  Vital  Signs  MMWR  for  pre-clearance. 

Thank  you  for  previously  agreeing  to  review  it  with  a  quick  turnaround  of  COB  3/22. 

We  are  still  working  out  one  outstanding  issue— whether  to  report  percentages  and/or  aORs  pertaining 
to  NVDRS  results. 

Right  now  we  opt  for  percentages  however  we  may  also  include  aOR  and  Cl's. 

Please  send  your  edits  in  tracked  changes.  If  you  have  any  questions,  please  let  me  know. 

We  look  forward  to  your  feedback!  And  thanks  to  the  whole  team  for  a  whole  lot  of  time,  thought,  and 
expertise  dedicated  to  this  draft! 

Thanks  again! 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770.4S8.3942 

dstQne3(5)cdc.gQV 
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4  Structured  abstract  (25625 2 /2S0  words — this  word  count  is  not  included  In  the  1800  max  for  the  remainder) 

5  Background:  Ovecati-sSuicide  rates  have  been  rising  in  the  United  States  since  19gg^Examinine  state-ievei  trends  / 

6  in  suicide  and  its  muitiple  contributing  circumstancesT  can  inform  comprehensive  |^te-sbHel^pre  vent  ion 

7  planning. 

8  Methods:  Trends  in  age-adjusted  suicide  rates,  by^tat^and  sex,  among  people  aged  >10  years,  were  assessed 

9  using  data  from  the  National  Vital  Statistics  System.  Changes  in  rates  were  examined  across  six  consecutive 

10  three-year  periods  from  1999-2016.  TheCDC's  National  Violent  Death  Reporting  System  covering  27 

I  i  states,  was  used  to  examine  the  precipitating  circumstances  among  suicide  decedents  with  and  without  known 

12  Rental  health  problems  (MHP)j 

1 3  Results:  forty  four  states  si:w-^^.at^s-fe>4yr^->itie^ni-^5uicide  rater,  increases  increased  sicnifir a ntSy  from  1999-  \ 

14  2016  in  44  states.  In  25  states,  rates  increased  by  30%  or  more.  Male  suicide  rates  increased  significantly  in  34 

15  states, ^\44^f  emaie  rates  increased  significantly  in  43  states-l^ople  with  (46%)  and  without  (54%)  known  IVIHP 

16  had  both  differing  and  similar  circumstances  precipitating  suicide.  Several  circumstance,  such  as  any  \\ 

17  relationship  problems/loss  (39.6  and  45.1%,  p<  .01),  any  life  stressors/ loss  [49.7  and  54.2%,  p  <  .01),  and  recent 

1 8  crises  (26.0  and  32.9%,  p<  .01),  respectively,  were  more  likely  among  those  without  known  MHP,  but  were  \ 

1 9  com  mon  across  grou  ps. 

20  Conclusions:  Suicide  rates  rose  significantly  across  most  states  from  1999-2016.  Varied  circumstances  beyond 

21  MHP  alone  contributed  to  suicides  among  people  with  and  without  known  MHP. 

22  Implications  for  Public  Health  Practice;  States  can  use  a  comprehensive  public  health  approach  based  on  the 

23  best  available  evidence  to  prevent  suicide  risks  before  they  occur,  identify  and  support  people  already  at  risk, 

24  prevent-  reattempts,  and  help  fnends/family  after  a  suicide  occurs. 

25  INTRODUCTION 

26  BACKGROUND  AND  PURPOSE  (255/260  words) 

27  In  2016,  nearly  45,000  suicides  ^5.^100,000)  occurre^in  the  United  States  (U.S.),  among  people  SIO  years  old  / 

28  [1],  Between  1999  and  2016,  suicide  rates  increased  across  sexes,  racial/ethnic  groups,  and  urbani?ation  levels  / 

29  [2,  3].  Suicide  is  the  lO*^^  leading  cause  of  death  and  is^mong  the  onlyj^eading  causes  to  be  mcreasing  [1,  4],  / 

30  Additionally,  rates  of  Emergency  Department  visits  for  nonfatal  self-harm  injury,  a  key  risk  factor  for  suicide, 

3 1  increased  more  than  ^09^etween  2001  and  2015  [1].  Together,  suicides  and  self-harm  injuries  cost  the  nation  /' 

32  more  than  $69  billion  in  direct  medical  and  work  loss  costs  [1]. 

33  [The  Nationa  t  Stra  tegy  for  Suidde  Pre  ven  tion  f A/SS/^  [  5  ]  ca  1 1  s  fo  r  a  p  u  bl  ic  hea  I  th  a  p  p  ro  a  ch  to  su  ic  id  e  with  /' 

34  prevention  with  efforts  spanning  across  multiple  levels  [i.e.,  individual,  family/ relationship,  community,  and 

35  societal),  of  the^ocial  ecoEog^  Such  an  approach  underscores  that  suicide  is  rarely  caused  by  any  single  factor 

36  alone,  but  rather,  is  multi-determined.  Despite  the  NSSP  guidance,  suicide  prevention  efforts  largely  focus  on 

37  identifying  and  treating  individuals  with  mental  health  problems  (MHP)  [6].  Other  associated  contributing  mk 

38  factors  include  social  and  economic  problems,  access  to  lethal  means  (e.g.^  substances,  firearms,  bridges)  among 

39  people  at  risk,  poor  coping  and  problem-solving  skills,  and  prior  suicide  attempts,-^meag-ette^  15].  Expanded 


Ctunmtnt  |BE(j:  Sometimes  It  is 
referred  to  as  a  'contributing 
circumstance'  and  sometimes  its  referred 

3E  3  Vni-Ltrihihtinj  farirr.ir'  J  Hor  if  H-g  i 

"  Comment  I FC(l:  Can  a  couple  of  words 
be  added  here  to  reflect  a  date  since  rates 
have  been  rising.  I  see  word  count  is  an 

as^Lieuapd-LthlDlf  a  rniinlp  nf  ran - ^ 

Comment  |FC{]:  Style  consideration. 

Since  focus  on  suicide  and  states  is  clear, 
may  not  these  words  twice  in  sentence 

lAmiiiri  rn Lint — A  fpuf j 

Comment  |FC(j:  The  transition  from 
reading  NVDRS  covers  27  states  to 
methods  to  the  first  line  in  the  results 

^rAfjarring  J-a  4A- ctaf-gc  nrifi  rtj;tiicia..and^ 

*'{  '' 

Comment  [FC(]:  Unclear  if  this  was 

supposed  to  be  a  reference  or  can  come 
,out. 

"I 

Comment  |JRV8J:  Just  a  suggestion  and 
may  not  be  feasible,  but  would  suggest 
not  using  MHP  through  the  document 
.  LMentai  health  nrrfihle.mi  s. does  n't  .seenfi _ ^ 

Y  ' 

Comment  [BE(]:  I  think  this  is  a 

Significant  finding  should  we  say  more 
about  it  the  fact  that  it  is  increasing  more 
\  Jn  - i 

I 

Comment  |FC(l:  I  think  edits  are  needed 
here  for  a  few  reasons.  I  am  finding  the 
statements  that  there  are  differences  and 

.girr\jl3ir1tiae  \i^ana  3nH  h 3 rjLtoJrJ _ , 

/  Comment  [FC(|:  Please  double  check.  I 
,  am  getting  15.9  from  WISQARS 

/  Comment  |BE(]:  Can  we  be  more 
specific  -  is  it  the  only  or  is  it  one  of  only 

X  leading  causes  increasing  -  'among  the 

''  ' 

2  Comment  fFC(]r  Please  double  check. 
Wonder  if  this  might  have  been  calculated 
,for  all  ages  and  not  limited  to  HO  years.  , 

Comment  IJRV'S]:  Suggest  identifying 
^this  as  a  US  Surgeon  General  report. 

f  N 

2  Comment  [BE(]:  Is  it  better  to  say  social 
ecology  (which  !  think  many  think  of 
social,  environmental  and  economic) 

.uarciLC  1  thjntf  i*jhat  it  itcart  mngit  ryffon  thea 
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40  awareness  of  the  additional  drcumstances  that  contribute  to  suicide  risk  apart  from  MHP^  can  help  reach  the 

4 1  Ration's  goaj^of  reducing  suicide  rates  20?^  by  202S  [7].  To  assist  states  in  achieving  this  goal,  this  study  analyzes 

42  state-specific  trends  in  suicide  rates,  assesses  the  multiple  coot ribut ins  factors  associated  with  suicide,  and 

43  provides  recommendations  for  multMevel  comprehensive  suicide  prevention. 

44  METHODS  (257/260  wordst 


Ctunment  |BE(|:  Is  it  really  the  "nation's 
goal' '  versus  the  goal  set  by  the 
American  Foundation  for  Suicide 
Prevention. 
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Suicide  rates  were  analyzed  for  those  aged  10  years  and  older  (because  of  variability  in  attributions  of  suicidal 
intent,  younger  children  are  excluded)  [8].  Age-specific  suicide  counts  were  tabulated  based  on  National  Vital 
Statistics  System  coded  death  certificate  records  (fnternationat  Classification  of  Diseases  10^^  Revision  [ICD-10] 
underlying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age-spedfic  population  estimates  were  obtained  from 
U.S.  Census  Bureau/National  Center  for  Health  Statistics  bridged^race  population  data  releases. 

National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year  aggregate  periods 
from  1999-2016.  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard  population  and  expressed  per 
100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were  modeled  using  the  same  three-year  data 
aggregates,  employing  weighted  least  squares  regression  with  inverse-variance  weighting.  Modeled  rate  trends 
are  reported  in  terms  of  average  annual  percentage  changes  (AAPCs). 

[Data  from  2015  from  the  27  states  with  complete  data  participating  in  theCPC  National  Violent  Death 
Reporting  System  (NVDRS),  ages  10  and  older,  were  used  to  compare  the  characteristics  among  suicide 
decedents  with  and  without  known  current  “lEPtat  heajH^'pr^bieoiMMHPj.jMHP  are  defined  in  NVDRS  as 


Comnient  [JRV8]:  Sentence  has  a  lot  of 
different  points,  ft  may  be  easier  to  read  if 
it  were  two  sentences.  Suggestion: 

Data  from  the  National  Violent  Death 
Reporting  System  (NVDRS)  were  used  to 
compare  characteristics  among  suicide 
decedents  with  and  without  known 
current  mental  health  programs. 

Complete  data  from  27  states 
participating  in  NVDRS  in  2015  were  used 
for  this  analyses. 


Com  me  at  [FC(]r  I  am  confused  by  how 
the  alcohol  and  substance  use  disorder 
exception  is  described.  DSM-S  does  have 
an  alcohol  use  disorder  diagnosis  and  a 
substance  use  disorder  dx. 


disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (DSM- 
5)  [9],  except  alcohol  and  other  substance  use  disorders  (captured  separately)||^NVDRS  aggregates  data  from 
three  primary  data  sources:  death  certificates,  coroner/medical  examiner  reports  [including  toxicology),  and  law 
enforcement  reports.  Decedents  with  and  without  known  MNP  were  compared  using  Chi-square  tests;  logistic 
regression  was  used  to  estimate  adjusted  odds  ratios  with  95%  confidence  Intervals  (Cl),  controlling  for  age 
group,  sex,  and  race/ethnldty. 

RESULTS  (612/591  words) 

The  most  recent  overall  suicide  rates  (representing  2014-2016)  ranged  from  6.9  (District  of  Columbia)  to  29,2 

(Montana)  per  100,000  persons  per  year,  a  four-fold  difference  (ftable  ^i.fy^/o^^he^sjitir^stu^^  _ 

increased  In  all  but  one  state  jNevadj),  with  absolute  increases  ranging  from  0.2  ("pelawarejltQ  +8.1  (wVoming) 
per  100,000.  Percentage  increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57.6%  [North  Dakota),  with 
percentage  increases  of  at  least  30%  observed  in  25  states. 

Modeled  suicide  rate  trends  indicated  significant  increases  for  44  states,  as  well  as  for  the  U.S.  overall  (Table  1). 
By  sex,  modeled  rate  trends  indicated  significant  increases  in  34  states  for  males  and  in  43  states  for  females. 
Nationally,  the  model-estimated  AAPC  for  the  overall  suicide  rate  was  +1.5%.  By  sex,  the  national  AAPC  was 
+  1.1%  for  males  and  +2.6%  for  females. 

Suicide  decedents  with  [N=9,407)  and  without  (N=ll,039)  known  MHP  were  compared.  ^^4e-bBoth  groups 
were  predominately  male  and  non-Hispanic  white^r^ Suicide  decedents  without  known  MHP  relative  to  those 
with  known  MHP  were  more  likely  to  be  male  (83.6%  vs.  68.3%;  p<.01).  and  racial/ ethnic  minorities  [odds  ratio 
[OR]  range:  1. 2-2.1;  95%  Cl  range  [1.0-1, 3)  -  [1. 6-2,0]).  TheyS u i ci d e  d e ce de n t s  w I th o u t  k n own  MHP  also  had 
significantly  greater  odds  of  perpetrating  homicide-suicide  [adjusted  odds  ratio  [aOR]  =  2.9,  95%  Cl  =  2. 2-3. 8),  of 
firearm  suicide  (aOR  =  1.6,  95%  Cl  -  1.5-1. 7),  and  of  positive  toxicology  results  for  alcohol  (aOR^  1.2, 95%  Cl  - 
l.l-1.3).|jffteen  percent  of  theseadull  decedents  with  known  MHP^  and  20%  without,,  [evef]h ad  served  or  were 

serving  served  in  the  U.S.  military* 


Commeat  [FC(jj  Some  labeling  of  the 
tables  and  how  reflected  in  the  text  need 
some  modification.  There  are  current 
two  'Table  1"  in  attachments  [i.e.,  state 
t  ren  ds;  se  iect  d  em  og  ra  p  h  i  cs) .  Th  e  two 

Vfcn/rvnr  - 1  Jr - ^  - 


C  oni  meat  |  B  E(] :  Per  ou  r  d  is  c  ussi  o  n  i  n 
our  last  VS  group  meeting,  should  we  add 
a  note  that  despite  NV  not  increases,  they 
still  have  a  significantly  high  rate  of 
suicide? 


Comment  [FC(]:  Please  double  check. 
Table  reflects  +0.S 


j  Comment  |FC(]:  Suggest  revising  in 
,  order  to  allow  in  the  next  sentence  the 
/  comparison  group  to  be  clear  and  the 
order  the  %'5  should  be  considered 
dearer.  Tracked  b^in  icfe^. 


/ 


Comment  [FC(]r  Wonder  If  need  to  be 
dear  here  this  is  limited  to  18+.  Tracked 
might  be  a  simple  approach  to  consider. 

\  have  seen  MMWR  want  to  present  %"s 


f  / 
/' 


Comment  | JRV8J;  I  realize  this  adds 
words  so  you  may  not  be  able  to  do  this 
but  the  "everi'  in  the  original  sentence 
was  confusing/stumbling  block  to  me  as  a 
4  read.  Not  sure  If  the  additional  language 
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Although  firearms  were  used  most  often  in  both  groups^  decedents  with  known  MHP  died  by  poisoning  more 
than  those  without  known  MHP  (19. S%  vs.  10.4%;  p  <  .01),  most  frequently  by  over-the-counter/otherwise 
unclassified  drugs  (35.8%),  opioids  (32.7%),  antidepressants  (34.6%)  or  benzodiazepines  (25.1%| 


All  suicide  decedents  with  known  MHP  (N=9^407)  and  approximately  85%  without  (N=9,357)  had  precipitating 
circumstances  inf Table  2  o\  3??).  People  with  known  MHP  were  more  likely  to  have  any  substance 
abuse  problems  (31,6%  vs.  25%,  p  <  .01).  While  two-thirds  of  those  with  known  MHP  had  a  history  of  MH  or 
substance  abuse  treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment  at  the  time  of  their  deaths. 

Decedents  without  known  MHP,  versus  those  with  known  MHP  had  a  greater  likelihood  of  any  relationship 
problem/loss  (45.1%  on4ys  39,6%,  p<  .01),  spedfically  intimate  partner  problems  (30.2%  andys,  24,1%,  p  <  .01), 
arguments/conflicts  [17.5%  andvs,  13.6%,  p<  .01),  and  recently  perpetrating  interpersonal  violence  (3.0%  and  vs. 
1.4%,  p  <  .01).  They  were  also  more  likely  to  have  experienced  other  life  stressors,  such  as  ^riminaT-iegal 
j^roblems  (10.7%  an4ys  6.2%,  p  <  .01)  or  eviction/loss  of  home  (4.3%  3.4%,  p  <  .01),  and  they  were  more 

likely  to  have  had  a  crisis  within  the  preceding  or  upcoming  two  weeks  (32.9%  a-ndvs .  26.0%,  p<.01}.  Among 
^th  groups,  the  most  common  crises  were  intimate  partner  (35.6%)  and  physical  health  (13.4%)  problems. 

Decedents  without  known  MHP  had  significantly  lower  odds  of  recent  release  from  any  Institution,  but  among 
those  who  were  recently  released,  those  without  a  known  MHP  were  more  likely  to  be  released  from  a 
correctional  facility  (25.7%  vs.  8.7%,  p<.01)  or  hospital  (43.7%  vs.  33.0%,  p<.01)  than  those  with  a  known  MHP. 
Among  decedents  with  known  MHP  recently  released  from  an  institution  (10,2%),  42.8%  were  released  from 
psychiatric  facilities. 

Suicide  decedents  without  known  MHP  were  more  likely  than  those  without  known  MHP  to  leave  a  suicide  note 
(35,1%  aedvs  ^1.8%,]p  <  .01);  Decedents  with  known  MHP,  compared  to  those  without  knov^  MHP, 

were  more  likely  to  have  a  history  of  suicidal  Ideation  ^40.8%  vs.  23.0%,  p  <  .01)  and  attempts  (29.4%  vs.  10.3%, 

P<.0l| 


Ctiinmeiit  |FC(j:  I  think  the  comparison 
group  %'s  are  needed.  For  instance, 
drugs  (3S.S%  vs.  35.8%). 

!  think  the  presentation  of  the  %'s  would 
be  easier  here  and  later  on  in  the  results 
if  the  p's  came  out  and  the  text  could 
simply  reflect  "significant  differences''  or 
some  variation  of  indicating  in  the  groups 
were  different. 


Ccimmcnt  |BE(|:  Sometimes  criminal- 
legal  is  hyphenated  and  sometimes  it's 
not. 


Comment  |FC(]i  The  %  reported  in  this 
sentence  appear  to  be  only  for  the  group 
with  MHPs.  Based  on  the  sentence 
wording,  the  %  for  both  groups  need  to 
,be  reported. 


Comment  |FC(|:  Please  double  check 
number.  Table  reflects  33.8% 


1 1 09  Conclusions  and  Comments  (655/715  words) 

I  1 0  From  1999-2016,  44  states  saw  significant  suicide  rate  increases.  Half  of  the  states  experienced  increases  of  30% 
111  or  more.  Rates  increased  significantly  in  34  states  among  males  and  43  states  among  females.  More  research 
I J  2  into  the  causes  of  these  trends  is  necessary  [10). 

1 13  Important  factor  associated  with  sufdde  is  MHP,  [Nearly  halfjof  suicide  decedents  in  NVDR5  had  a  known 

1 14  MHP.  This  group  was  challenged  by  comorbid  substance  abuse  problems  (3L6%)  and  histories  of  suicidal 

1 15  ideation  (40.8%)  and  attempts  (29.4%).  While  two-thirds  of  people  with  known  MHP  had  a  history  of  MH  and/or 
I  1 6  substance  abuse  treatment  and  over  half  were  in  treatment  at  the  time  of  their  deaths,  additional  support  could 
J 17  may  help  address  the  needs  of  this  vulnerable  population.  This  includes  broader  implementation  of  affordable 
118  and  evidence-based  treatments,  such  as  doctor-patient  collaborative  care  models  and  cognitive-behavioral 

I  19  therapy.  Additionally,  greater  access  to  behaviorai  health  providers,  especially  in  underserved  areas  is 

120  important,  as  is  healthcare  systems  eha^^e-that  supports  suicide  prevention  and  patient  safety  through  care 

121  transitions  [11), 


Comment  IFC(]r  My  two  cents:  I  think 
we  should  do  more  to  raise  attention  to 
the  fact  that  almost  a  quarter  of  both 
groups  disclosed  suicide  intent.  This  is  a 
true  prevention  opportunity  so  1  think  this 
is  a  comrnon  risk  to  highlight.  Knowing 
space  constraints,  I  think  this  Is  more 
important  to  highlight  than  the  presence 
of  a  suicide  note  which  often  doesn't 
inform  prevention,  i  suggest  adding  into 
results  and  into  discussion. 


Comment  |FC(1:  I  feel  that  MMWRs 
typically  don't  do  a  lot  of  repeat  of  the 
specific  data  findings  in  the  discussion.  I 
think  the  numbers  could  come  out  here.  1 
think  it  would  be  helpful  to  put  this  into  a 
larger  context,  indicating  whether  this  is 
consistent  with  other  research.  J  also 


Comment  |B£(]:  I  would  add  the 
,  percentage  in  parenthesis  (X%). 


122  While  mental  health  problems  are  a  significant  contributor  to  suicide,  54%  of  suicide  decedents  in  this  study  did 

123  not  have  a  known  MHP.  This  group  suffered  more  relationship  problems  and  life  stressors  such  as  criminal-legal 

124  matters,  eviction/loss  of  home,  and  recent  or  impending  crises.  This  is  noteworthy  in  light  of  findings  that 

1 25  suggest  many  suicides  and  attempts  occur  with  minimal  deliberation  time,  particularly  among  people  without 

126  mental  health  disorders  and  who  faced  impending  life  crises  [12]. 
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Ijeople  with  known  MHP  also  experienced  other  fife  stressors  such  as  job  and/or  financial^  pmfatems, 
rel ati Q ns h i p  p r o b te m s , pn^/o r]p hy s i cai  health  problems.  These  findings  point  to  the  need  to  both  prevent  the 
conditions  associated  with  mental  health  problems  in  the  first  place  and  the  need  to  support  people  with  known 
MHP  to  decrease  their^ulnerabilityjto  poor  social,  health,  and  economic  outcomes  [13]. 

These  results  underscore  the  importance  of  comprehensive  statewide  suicide  prevention  activities  that  go 
beyond  a  focus  on  Mhlmental  health  treatment  alone.  Prevention  strategies  may  include:  strengthening 
economic  supports  (e.g.^  housing  stabilization  policies,  household  financial  support), teaching  coping  and 
problem-solving  skills,  especially  early  in  life  to  manage  everyday  stressors  and  prevent  future  relationship 
problems;  and  promoting  social  connectedness  to  increase  a  sense  of  belongingness  and  access  to 
informational,  tangible,  emotional,  and  social  support^  as  needed.  Other  strategies  indfceted-by^hese-resttlts 
include  creating  protective  environments  {e.g.,  reducing  access  to  lethal  means  among  people  at  risk,  creating 
organizational  and  workplace  policies  to  promote  help-seeking  and  positive  social  norms),  supporting  family  and 
friends  after  a  suicide  has  takon  place,  and  assuring  safe  reporting  by  the  media  In  order  to  prevent  suicide 
contagion  [llj^Some  states,  such  as  Colorado,  are  planning  and  implementing_  a  comprehensive  statewide 
approach  to  suicide  prevention  [14]. 

The  study-findings  have  at  least  three  limitations,  in  the  state-level  analysis,  rankings  for  four  states  (MD,  MA,  Rl, 
UT)  might  have  been  impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent,  by  decreased 
percentages  of  such  deaths  over  tim^  which  likely  include  some  unrecognized  suicides.  Second,  NVDRS  is  not 
yet  nationally  representative,  and  this  study's.  TMs ‘Stody-used  the  most  cu^  ci  it  vvhic-h_data 

indudedes  27  states  that  represent  of  the  U,5.  population.  Third,  abstractors  of  NVDRS  data  are 

limited  to  data  included  in  investigative  reports.  FG>r-e^(w>ple7-FnMedIcal  and  MH-mental  health  information 
not  captured  directly  from  mediea^-^ee&Fd5^u^come  from  key  informants  (e.g.,  family,  friends)  via 
coroner/medical  examiner  reports  a 1 1 d  ca n  v44t^ -  r. > ^ ^ i>v¥i impacts  thed^a  completeness  and 

accuracy.  Q^the4ftteBF^atioTVFeoorted-.-^nd-  Some  studies  including  in-depth  interviews  with  family  members 
show_CK  ten  ^see-greater  attributions  to  iviK  mental  health  and  substance  abuse  disorders  than  medical  record  St 
--el  e  ■  'e-  s  ^  etyd+es-  e  le^r--  [  15  ] .  It  I  s  1 1  ke  ly  t  h  at  SO  m  e  peo  p  I  e  wi  tho  ut  k  n  ow  n  M  H  P  i  n 

the  current  study  were  experiencing  mental  health  challenges  at  the  time  of  death  that  were  either  not  known 
o r  ^e po rte d  b y  f nf o rm a nt^^-wepe-not  copturcd  m  N  ^ ^ ! b r  b d  myi  y  -l.:i td- 7 p -t :  4  h-  i d  .d-  ^ ^  ^ >  -d  - 

v!  ^.,,^4;lv4•^-^E>l■el  '■  ni^-of-ad-dpes^^ing  t h v;t 

Suicide  is  a  growing  public  health  problem.  [iV^ntal  illness  is  an  important  risk  factor  for  suicide,  and  is  one  of 
many  requiring  preventive  action.  Data  from  NVDRS  and  resources  such  as  CDCs  Preventing  Suicide:  a  Technical 
Package  of  Policies,  Programs,  and  Practices  [11]  can  help  states  and  communities  better  understand  their 
suicide  problem  and  prioritize  comprehensive  suicide  prevention. 
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|FC(|:  I  suggest  pulling  this 
out  into  a  separate  paragraph.  If 
contained  in  the  above,  it  seems  to 
undercut  the  main  point  that  many 
suicides  don't  have  MPH.  A  new 
paragraph  might  need  a  lead-in  sentence 
or  maybe  start  with  the  current  last 
sentence  to  frame  points  about  comrnon 
risks. 


Ccimment  |HE1(|:  Should  this  be  'and', 
/or"  or  "and/od? 


C  om  me  nt  |  J  RV'8  ] :  S  ugge  st  u  s  i  ng  "ris  k 
of"  rather  than  "vulnerability  to",  as 
vulnerability  sometimes  can  have 
negative  connotations  aligned  with 
weakness. 


Comment  |FC(1:  I  think  it  is  fine  that  the 
TP  strategies  are  presented  in  different 
areas  of  the  discussion,  i  don't  easily  see 
"identify  and  support  people  at-risk".  1 
think  that  can  go  in  the  proposed 
paragraph  immediately  above  when 
talking  about  common  risk  factors.  In 
adding  that,  suggest  adding  some 
examples  of  approaches  (e.g.,  crisis 
intervention,  gatekeeper  training). 


Comment  jFC(j:  I  am  not  easily 
following  this  point  Can  this  be  stated 
more  simply  such  as  "...impacted  by 
variations  of  undetermined  injury  deaths, 
which  likely.... 

To  help  w/wofd  count,  offer  a  couple  of 
suggestions  in  next  few  sentences  to 
streamline.  Certainly  take/leave  what  you 
like  and  check  for  accuracy. 


Comment  |BE(|:  Do  you  mean  'NOT 
reported  by  informants? 


Comment  |FC(]:  To  me,  this  sentence 
puts  the  spotlight  back  on  mental  illness 
and  makes  it  likely  it  will  be  the  take 
home  message  qf  media  reporting.  If  that 
isn"t  the  goal  of  this  V5,  suggest  framing 
broadly,  ideas:  f^ect/ve  approaches  are 
available  to  prevent  or  ameliorate  many 
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From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  22  Mar  2018  15:25:15  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Mercy,  James 

(CDC/ONDIEH/NCIPC);Ferdon,  Corinne  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 

Attachments:  Copy  of  Tables  (23)  Suicide  Vital  Signs  NVDRS_031918  (pre- 

clearance)_CF...-.xlsx,  MMWR  Table  1  and  Figure  l_CF,DOCX,  Suicide  Vital  Signs  MMWR  Text  3,19,18  v3 
(pre-clearance)_CF_EB.docx 

FABULOUS  job  Deb!  This  was  very  exciting  and  compelling  to  read!  Congratulations  on  this  huge 
milestone! 

I  agree  with  Jim's  comment  about  emphasizing  more  the  increase  in  female  vs.  male  rates,  I  also 
provided  some  mostly  editorial  questions/comments  and  suggested  edits  in  track  changes  summarized 
below: 

•  Sometimes  it  is  referred  to  as  a  'contributing  circumstance'  and  sometimes  its  referred  to  as  a 

'contributing  factor'.  I  wonder  if  its  best  to  be  consistent  so  as  not  to  confuse  the  reader  that  the 
two  are  different.  From  a  plain  language  perspective,  I  prefer  contributing  factors?  Also, 
sometimes  it  is  referred  to  a  just  'contributing  factor'  while  other  times  it  is  referred  to  as 
'contributing  risk  factor'.  Also,  sometime  it  is  referred  to  as  'contributing'  and  sometimes  as 
'associated'.  Should  we  be  consistent? 

•  "Suicide  is  the  10^^  leading  cause  of  death  and  is  among  the  only  leading  causes  to  be  increasing" 

Can  we  be  more  specific  ^  is  it  the  only  or  is  it  only  one  of  2  (e.g.)  leading  causes  increasing  - 
'among  the  only'  is  vague? 

•  Is  it  better  to  say  the  current  'social  ecology'  (which  I  think  many  think  of  social,  environmental  and 

economic)  versus  I  think  what  is  used  most  often  the  'social  ecological  model'  (individual, 
family/relationship,  community,  and  societal), 

•  "can  help  reach  the  nation's  goal  of  reducing  suicide  rates  20%  by  2025"  -  is  it  really  the  'nation's 

goal'  -  versus  the  goal  set  by  the  American  Foundation  for  Suicide  Prevention. 

•  "Across  the  entire  study  period,  rates  increased  in  all  but  one  state  (Nevada),"  Per  our  discussion  in 

our  last  VS  group  meeting,  should  we  add  a  note  that  despite  NV  not  increasing,  they  still  have  a 
significantly  high  rate  of  suicide? 

•  Sometimes  criminal-legal  is  hyphenated  and  sometimes  it's  not, 

•  "Nearly  half  of  suicide  decedents  in  NVDRS  had  a  known  MHP."  I  would  add  the  actual  percentage 

in  parenthesis  (X%). 

•  People  with  known  MHP  also  experienced  other  life  stressors  such  as  job  and/or  financial, 

relationship,  and/or  physical  health  problems.  Should  this  be  'and',  'or'  or  'and/or'? 

•  "It  is  likely  that  some  people  without  known  MHP  in  the  current  study  were  experiencing  mental 

health  challenges  at  the  time  of  death  that  were  either  not  known  or  reported  by  informants." 
Do  you  mean  'NOT'  reported  by  informants? 

From:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  22,  2018  2:25  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 


Deb, 

Congratulations  to  you  and  the  entire  vital  signs  writing  team  to  getting  to  this  point!  It  is  an  enormous 
achievement.  I  really  like  the  direction  the  analyses  have  gone  in.  I  know  there  is  a  considerable  amount 
of  work  ahead,  but  you  have  a  solid  platform  to  build  on. 

I  offer  in  the  attachments  some  suggestions.  Track  changes  are  not  easily  done  in  the  excel  file  so  I 
highlight  words  in  red  to  draw  your  attention  to  things  to  consider.  In  the  text,  I  think  there  are  a  few 
numbers  to  double  check,  a  few  data  points  and  clarifications  to  be  added  in,  and  the  references  to  the 
tables/figure  adjusted.  I  do  like  the  balance  that  is  currently  in  there  on  the  %'s  versus  aORs. 

Mental  health  problems  as  a  driver  of  suicide  jumped  out  to  me  as  one  of  the  main  messages  since  the 
text  kept  coming  back  to  it.  I  think  there  are  some  subtle  reorganization  or  broader  phrasing  that  could 
be  used  in  some  places  to  modify  this  if  the  communication  goal  is  different;  1  offer  some  ideas  in 
comment  boxes.  I  recognize  that  I  am  suggesting  adding  some  clarifying  text  in  some  places  and  word 
count  is  always  an  issue,  so  I  did  try  to  identify  some  places  to  potentially  cut.  Please  review  this  as 
suggestions  and  take/leave  what  feels  right. 

FYI,  in  a  meeting  I  was  in  with  the  MMWR  editors  yesterday  they  said  they  prefer  little  to  no  use  of 
acronyms.  So,  in  a  few  places  I  suggest  taking  a  couple  out  but  I  did  leave  in  the  MHP  one  since  that  is 
necessary  for  word  count, 

Cory 

From;  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  22,  2018  12:34  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4(Scdc.EQV>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(@cdc.gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8(g)cdc.gQv> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tR59@cdc.ROv> 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Hi  Deb, 

This  is  outstanding.  Thank  you  and  everyone  else  for  this  really  nice  and  clear  statement  about  suicide 
and  its  prevention.  I  have  just  a  few  general  comments/suggestions: 

1.  One  finding  that  you  don't  make  much  of,  but  I  think  is  important,  is  that  suicide  rates  across 

states  are  increasing  faster  for  females  relative  to  males.  Overall,  of  course,  this  is  a  problem  still 
dominated  by  males,  but  that  appears  to  be  changing.  And  that's  not  surprising  in  terms  of 
societal  changes  around  gender  roles  and  norms.  I  realize  you  can't  highlight  everything,  but 
that  is  very  interesting  and  may  signal  a  longer  term  trend  that's  worth  noting. 

2.  You  may  have  to  cut  back  the  word  number  some  and  If  you  do  I  think  you  can  get  away  without 

the  second  sentence  in  the  results  that  focusses  on  absolute  changes  in  rates.  People 
understand  the  meaning  of  %  changes  much  easier,  so  no  biggie,  but  that  could  be  dropped  if 
needed. 

3.  In  regards  to  the  first  sentence  in  the  last  paragraph,  I  wondering  if  the  last  clause  could  be 

changed  to  "...,  but  is  only  one  of  several..."  If  we  say  one  of  "many"  then  the  argument  is  that 
we  can't  focus  on  everything  so  we  should  focus  on  the  most  important  risk  factor.  I'm  not 
wedded  to  this,  but  clearly  we  are  emphasizing  the  need  to  focus  on  factors  beyond  mental 
illness  (but  not  excluding  mental  illness)  and  I  think  this  sentence  could  be  made  a  little  stronger 
in  support  of  that,  especially  because  it  ties  things  up  at  the  end. 

Thanks  that  is  all  I  had.  Thanks  so  much  and  can't  wait  until  this  comes  out, 

Jim 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  22,  2018  8:14  AM 

To:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4(5)cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NGPC) 


<i3m2(@cdc>gQV>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.EOV> 

Subject:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Importance:  High 
Hi  Jim,  Cory,  Erin,  and  Malia, 

Just  a  friendly  reminder  to  please  send  your  feedback  on  the  MMWR  by  COB  today.  Your  time  and 
insights  are  greatly  appreciated  I 

Deb 
^  ^  ^ 

Hi  Everyone, 

Please  find  attached  a  draft  of  our  suicide  Vital  Signs  MMWR  for  pre-clearance. 

Thank  you  for  previously  agreeing  to  review  it  with  a  quick  turnaround  of  COB  3/22. 

We  are  still  working  out  one  outstanding  issue— whether  to  report  percentages  and/or  aORs  pertaining 
to  NVDRS  results.  I 

Right  now  we  opt  for  percentages  however  we  may  also  include  aOR  and  CTs.  i  V*  ,y  !  : 

Please  send  your  edits  in  tracked  changes.  If  you  have  any  questions,  please  let  me  know*  ji] 

We  look  forward  to  your  feedback!  And  thanks  to  the  whole  team  fora  whole  lot  of  time/fho'ught,  and 
expertise  dedicated  to  this  draft! 

Thanks  again! 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770,488  3942 

d5tone3(5?cdc.fiov 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 
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Table  Z.  Circumstances  Preceding  Suicide  among  Decedents  >10  years  of  age  with  and  without  Known  Mental  Health  Problems- National 
Violent  Death  Reporting  System^  27  states*^  2015 _ 


Characteristics 

Total 

Known  Mental 
Health  Problem^ 

No  Known 

MH  Pfoblem 

Chi- 

Sc^uare 

OR 

(95%  Cl) 

Adjusted  OR^ 
(95%  Ci) 

Suicide  with  knowrr  circumstances 

IS.  764(9  LB) 

9,407(100) 

9,357(84.8) 

p<.01 

M  enta  1  Problems 

Any  Current  Mental  Heaith  Diagnosis’ 

Depressson/dyslhymia 

7,076(75.2) 

7,076(75.2) 

Anxiety  disorder 

1,579(16.8) 

1,579(16.8) 

Bipolar  disorder 

1,431(15.2) 

1,431(15.2) 

Schizophrenia 

509(5.4) 

509(5.4) 

PTSD 

424(4.5) 

424(4.5) 

ADO/ADHD 

226(2.4) 

226(2.4} 

Unknown 

76p(a.l) 

760(8.1) 

Current  depressed  mood 

7,038(37.5) 

3,962(42.1) 

3,076(32.9) 

p<.01 

0.7{0.6-0.7) 

0.7{0.6-0.7) 

Substance  Problems 

Any  Current  substance  problem 

5,319(28.3) 

2,976(31.6) 

2,343(25.0) 

p<.01 

0.7(0.7-0,8) 

0.7(0.7-0,8) 

Alcohol  problem 

3,268(17.4) 

1,862(19,8) 

1,406(15.0) 

pc  .01 

0.7(0,7-0,S) 

0.7(0,7-0,S) 

Other  substance  problem 

3,0a4(16.4} 

1,768(18.8) 

1,316(14.1) 

p<.01 

0.7(0. 7-0.8) 

0.7(0. 7-0.8) 

Treatment 

Current  mental  health/suhstance  abuse  treatment 

5,141(27.4) 

5,077(54.0) 

64(0.7) 

p<,01 

O.O(O.O-O.O) 

O.O(O.O-O.O) 

Ever  treated  for  metnal  heallh/substanee  problem 

6,717(35.8) 

6,323(67.2) 

394(4.2) 

p<.01 

O.O(O.O-O.O) 

O.O(O.O-O.O) 

Relationship  Problems/ toss 

Any  relationship  problem/loss 

7,948(42.4) 

3,726(39.6) 

4,222(45.1) 

p<.01 

1.3(1.2-1.3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098(27.2) 

2,270(24,1) 

2,828(30,2) 

pc  .01 

1. 4(1.3- 1,5) 

1. 4(1.3- 1,5) 

Perpetrator  of  interpersonaf  vioience  past  month 

414(2.2) 

131(1.4) 

283(3.0) 

p<.01 

2.2(1.8-27) 

2.0(l.e-2.4) 

Victim  of  interpersonal  violence  within  past  month 

84(0.4) 

53(0.6) 

31(0.3) 

p<.05 

0.6(0.4-0.9) 

0.8(0. 5- 1.2) 

Eamiiy  reiatipnship  probiem 

1,671(8.9) 

873(9.3) 

798(8.5) 

0.9(0.8’1.0) 

1.0(0.9-11) 

Other  refationship  problem  (norii-intimale) 

403(2.1) 

202(2.1) 

201(2.1) 

1.0(0.8-12) 

1.1(0.9-1.3) 

Argument  or  conflict  fnot  specified) 

2,914(15.5) 

1,278(13,6) 

1,636(17-5) 

pc.Ol 

1.3(1.2-1,5) 

1.4(1. 3- 1,5) 

Death  of  a  loued  one  (any) 

1,497(8.0) 

826(8.8) 

671(7.2) 

FK.Ol 

0.8(0. 7-0.9) 

0.9(08-0.9) 

Mon-suicide  death 

1,181(6.3) 

647(6.9) 

534(5.7) 

pc.Ol 

0.8(0,70,9) 

0.9(0.S-l,O) 

Suicide  of  family  or  friend 

379(2.0) 

217(2.3) 

162(1.7) 

p<.01 

07(0.6-0.9) 

0.8(0. 7- 1.0) 

Other  Life  Stressors/Loss 

Any  life  stressors/ loss 

9,743(51.9) 

4,675(49.7) 

5,068(54.2) 

p<,01 

1.2(1. 1-1. 3) 

1.1(1.1-1.2) 

Recent  criminal  legal  problem 

1,588(8.5) 

586(6.2) 

1,002(10.7) 

p<.01 

1.8(1.6-20) 

1.7(1. 5- 1.9) 

Other  legal  problem 

748(4.0) 

378(4.0} 

370(4.0) 

10(0.8- 1,1) 

10(0.9- 1,2) 

Physical  health  problem 

4,179(22.3) 

2,012(21.4) 

2,167(23.2) 

p<.01 

1. 1(1.0- 1.2) 

1. 0(1.0- 1.1) 

Job/Financiat  problem** 

2941(16,2) 

1530(16.8) 

1411(15,6) 

pc  .05 

0.9(0.8-1,0) 

0.9(0.8-1,0) 

Eviction  or  loss  of  home 

722(3.8) 

317(3.4) 

405(4.3) 

p<.0l 

1. 3(1.1- 1.5) 

1. 4(1.2- 1.6) 

School  problem^^ 

162(19.9) 

70(17.8) 

92(21.9) 

1. 3(0.9- 1.8) 

1. 3(0.9- 1.9) 

Recent  release  from  an  institution^^ 

1,412(7.6) 

941(10.2) 

471(5.1) 

p<.0l 

D.5(0.4-0.5) 

D.5(0.4.0.S) 

JaiJ/prison/detenlion  faciiity 

203(14.4) 

82(8.7) 

121(25.7) 

p<.01 

3.6(27-4.9) 

4.5(3.2-64) 

Hospital 

517(36.6) 

311(33,0) 

206(43.7) 

pc  .01 

1,6(1.3-20) 

1.3(1.0-1,7) 

Psychiatric  ho  spit  a  i 

432(30.6) 

403(42.8) 

29(6.2) 

p<.01 

0.1(0. 1-0.1) 

0.1(0. 1-0.1) 

Other  psychiatric  institution 

37(2.6) 

36(3.8) 

1(0.2) 

pK.Ol 

0.1(0.0-0.4) 

_1T1 

Res  i  de  n  tia  1  fa  cil  i  ty  (a  ic/S A  t  reat ) 

30(5.7) 

50(5.3) 

30(6.4) 

1. 2(0.3- 1.9) 

Other 

143(10.1) 

59(6.3) 

84(17.8) 

p<.01 

3.2(2.3-4.6) 

3.1{2.2-4.5) 

Crisis  within  past  or  upcoming  two  weeks*** 

5,525(29.4) 

2,444(26.0) 

3,081(32.9) 

p<.0l 

1. 4(1.3- 1.5) 

1.4(1.3-1.5) 

Intimate  partner  problem  crisis 

1968(35.6) 

854(34.9) 

1114(36.2) 

1.1(09- 1.2) 

1.1(09-1.2) 

Physical  health  problem  crisis 

739(13.4) 

315(12,9) 

424(13.8) 

1.1(0.91,3) 

1. 0(0.8- 1,2) 

Criminal  legal  problem  crisis 

621(11.2) 

203(8.3) 

418(13.6) 

pK.Ol 

1.7(  1.5-2. 1) 

1.6(13-1.9) 

Family  relationship  problem  crisis 

430(7.8) 

212(8.7) 

218(7.1) 

p<.05 

0.8(0.7-10) 

0.9(0.7-l.l) 

Job  problem  crisis 

354(6.4) 

191(7.8) 

163(5.3) 

P<.01 

0.7(0.5-0.3) 

0.7(0.5-0.3) 

Suicide  Event/History 

Left  a  note 

6,468(34.5) 

3,182(33,8) 

3,286(35.1) 

1. 1(1.0- 1,1) 

1.2(1. 1-1,2) 

Disclosed  suicide  intent 

4,405(23.5) 

2,306(24.5) 

2,099(22.4) 

p<.01 

0.9(0.3-1.0) 

0.9(03-0.9) 

History  of  ideation 

5,990(31.9) 

3,838(40,8) 

2,152(23.0} 

p<.01 

0,4(0.4-0,5) 

0.4(0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770(29.4) 

962(10.3) 

p<.01 

0.3(0.30. 3) 

03(0.3-0. 3) 

*'A1d!ikQ,  Cn^turada,  C'oiiiii^L^Lii^u.L,  GcL>{;!;iii,  IJimdi,  KiiiiE.ii£i,  K-en Lucky,  Mdinc.  Maryland,  Mjiii^cliu^fiLlLs.  MictiL^Lin.  Mitiitt;!iCiezi„  1  Eiitii|iiihirij,  Nth^'  Jersey,  New 

Mcmicit,  Urw  York,  North  Carohnti,  Ohtn,  OkJjhunia,  Onc^^on,  ktiodic  L^laiid.  Sotitb  Csrullma,  Utah,  ^ermnnC,  Vir;ginitL  amJ  WiNccmdit. 

'  DcKdeu)  lifid  Ivoai  idenlified  as  cujTently  hiwhig  a  diagnosed  mental  heaEtli  prciblcin  in  coroner/inttlwal  eitMiiineror  law  enfcifcemcnl  roiKnls. 

^  LiigisLte  regn^sioti,  was.  uscd  to  csLiittalc  adjured  i,Kdds  raiio  w'jih  Clii  uHer  conliuJIiELg  fPr  iigc-  gender,  race  and  eibiiicity. 

'  IncEudes  dctzaJenti  wMh  one  wr  nwirc  dio^tKictl  cuijL’rt  rncnisil  healdi  probknTS.  wflitch  anc  not  Fn.urnaHy  cjiclwsfvc.  Thenc+on:  ruitk  of  picRojitagns  for  the  dtagnciscd  coFtddionsi 
esieeed  Ifi0%  DwiLfininAToF  inciiides  llle  mtnitef  O'f  Liecctkiits  wish  rule  or  more  current  diaginosed  rnesntti  iveallh  jnohkws 

”+DenornraaliW  is  decedents  aged  1 S  yettra  of  age  mid  older. 

OenoFni  naiOT  is  deccdeiUs  agixl  f(H  H  year’s. 

*^jDenj0iftiiiatU(r  of  irtsiiiLiiiuii  subgroup  ts deeudctiis  •viiEi  ificsmi  cealetoi.’ iroiLi an  insii Liiiioit,  Typo  In  Is  is  pcJS-siblE  tcialso  d0S£rlbE  wh-st  f&CEht  tTieaTis?  Past  two  WEfik  or  Is  this  tiiil'ti*'  warisbJE? 

Kcswlts  arc  noi  rc^Hirtcd.  MixJcl  feilcd  Lo  converge  due  to  daia  separafkm.  Given  th&  tjrr^d  au^liertce'  of  MMVW,  can  tfir>  tie  put  inT^T  more  simple  terms/ 

*'^*D»;iicmiitialor  of  crisjs  subgioup  la  dc=codenrs  wilh  any  crisis  wilhin  pas?  t>f  upcoming  two  weebi.  Crises  d^icted  Itete  TeprgsanL  the  most  CQinimiiiEy  oceufriirgcaiegories. 


Table  1,  Trends  in  Suicide  Rates  among  Persons  >  10  Years  of  Age,  by  ^ 


state 


Sex 


Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  ^ 


1990-2001  2002-2004  2005-2007  2008-2010  2011  -2013  2014-2016 


Modeled 
AAPC  t 


Current 
State 
Rank  ^ 


Overall 
Rate  Change 
(Stale  Rank) ' 


Overall 
Percent 
Change 
(State  Rank) ' 


Both 


12,3  infs) 


12.7  (+  0,4) 


12,9  (+  0.2) 


13.8  (+  0-9) 


14.5  {+  0.8) 


15.4  {+  0,9) 


+  1.5%(p<.01) 


n/a 


■  3.1  (n/a) 


+  25.4  %  (n/a) 


U.S. 


Mafe 


20.9  (n/a) 


21,2  (+0.4) 


21.3  (+0.0) 


22,5  (+1.3) 


23.5  (+  1,0) 


24.5  (+  1.0) 


+  1-1  7o  (P<,01) 


Female 


4.7  (n/a) 


5.0  (+  0.3) 


5.3  (+0.2) 


5.7  (+  0.4) 


6.2  (+  0.5) 


6.9  (+  0.7) 


2.6%(p<.01) 


Both 


14.3  (n/a) 


13.4  (-0.9) 


14.1  (+0,6) 


15.6  (+1.6) 


16.4  (+  0.7) 


17.5  (+  1,1) 


1.6%  (p<.05) 


AL 


Male 


25.1  (n/a) 


23.4  (-1.7) 


24,4  (+1.0) 


26.4  {+  2.0) 


27.6  (+  1.1) 


29.1  {+  1,5) 


+  1,3%  (p<,05) 


Female 


5.1  (n/a) 


4.S  0  3) 


s  o  (+0.2) 


6.1  (+  1.1) 


6.4  (+  0.3) 


7.0  (+  0.7) 


■2.6%(p<01) 


Both 


21.0  (n/a) 


24.3  (+  3,8) 


24,2  (-  0.6) 


26.0  (+1.7) 


25,4  (-  0.5) 


28.8  (+  3,4) 


+  1,7%(pc.05) 


AK 


Mafe 


33.2  (n/a) 


38.1  (+4.9) 


38.9  (+0.8) 


40.1  (+  1.2) 


40.1  (-  0.1) 


42.9  {+  2.8) 


1.4%  (p<.01) 


Female 


8  6  (n/a) 


11.4  f+2.9) 


9,8  (- 1.6) 


11.1  {+  1.2) 


9  9(- 1,2) 


13.2  (+  3.4) 


1.7%  n/s 


Both 


17.8  (n/a) 


18.5  (+0,7) 


19  1  (+0.5) 


19.1  (-0,0) 


20,4  (+  1.3) 


20.9  (+  0,5) 


1.0%  (p<,Q1) 


AZ 


Male 


29,3  (n/a) 


30,2  (+  1,0) 


30,6  (+  0.4) 


30,2  {-  0,5) 


32,0  (+  1,9) 


32,4  (+  0,4) 


+  0.6  %  (p<,05) 


Female 


7,1  (n/a) 


7.5  (+0,4) 


8  2  (+  0,7) 


8.6  {+  0,5) 


9.2  (+  0.6) 


9.9  (+  0,6) 


2.2%,  (p<,01) 


Both 


15.5  (n/a) 


15.8  (+0,3) 


16,2  (+0.5) 


17.6  {+  1,4) 


19.2  (+1.6) 


21.2  (+  2.0) 


+  2.2%  (p<,01) 


+  36.8%  (15) 


AR 


Mafe 


26.7  (n/a) 


26.7  (+  0  0) 


27  2  (+  0.5) 


28.2  (+1.0) 


31.7  (+  3-5) 


33.5  (+  19) 


1.6%(p<.05) 


Femafe 


5,6  (n/a) 


5.9  (+  0,3) 


6.2  (+  0,4) 


7,9  (+1.7) 


7,5  (-  0.4) 


9,6  (+  2.1) 


+  3.6%(p<-0l) 


Both 


10.6  (n/a) 


11.3  (+0,7) 


11,0  (-0.3) 


12.0  (+1.0) 


11.8  (-  0.1) 


12  1  (+  0.3) 


0,9  %  (p<,05) 


CA 


Mafe 


17.9  (n/a) 


18.4  (+0,5) 


17  J  (-0.7) 


19.1  (+1,4) 


18.9  (-  0.2) 


19.2  (+  0,3) 


■  0.5  %  n/s 


Femafe 


4,1  (n/a) 


5,0  (+  0,9) 


4,9  (-0,1) 


5.4  {+  0,5) 


5,3  (-  0,1) 


5.6  (+  0,3) 


1,7  %  (p<.05) 


Both 


17,3  (n/a) 


19.2  {+  1,9) 


19.0  (-0,2) 


20.0  (+1,0) 


21.6  (+  1,5) 


23.2  (+  16) 


1,8%  (P<,01) 


CO 


Mate 


28.6  (n/a) 


30.9  (+  2.3) 


30,5  (-  0.4) 


31.5  (+  1.0) 


33,4  (+  1.9) 


36  3  (+  2.9) 


1.4%  (p<,Q1) 


Female 


7.0  (n/a) 


8.2  (+13) 


8.2  (+0.0) 


9.1  (+0-9) 


10.1  (+  1.0) 


10.4  (+  0  3) 


2.6%(p<01) 


Both 


9.6  (n/a) 


6.9  (-0,7) 


9.1  (+0,2) 


10.2  (+1,1) 


11,0  (+  0.8) 


11,5  (+  0,5) 


1.6%  (p<.05) 


CT 


Mafe 


16.4  (n/a) 


14.6  (-1.8) 


15,0  (+0.4) 


16.6  (+  1.6) 


17,6  (+  1.0) 


17.3  (-0.3) 


+  0.9  %  n/s 


Femafe 


3.6  (n/a) 


3.8  (+0,2) 


3,7  (-  0.2) 


4.4  {+  0,7) 


4,9  (+  0.5) 


6.2  {+  1.3) 


+  3.5  %  (p<,05) 


*  Rates  are  age-adjusted  to  the  U.S,  year  2000  standard 
7  Mode f-esti mated  average  annual  percentage  change  (AAPC)  based  on  afl  reporting  periods:  p-value  indicates  statisiicai  significance  of  trend;  n/s  indicates  trend  not  significant. 
^  Current  state  rank  (50  states  and  the  District  of  Coiumbfa)  Es  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1 )  to  iowest  rate  (51 ).  Differences  between 
ranks  do  not  necessarify  imply  a  statisticaliy  significant  difference. 

n  Overail  rate  change  is  between  the  first  (1999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  iargest  increase  (1 )  to  fargest  decrease  (51 ).  Differences 
between  ranks  do  not  necessarify  imply  a  statisticafly  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  l|l  999  -  2001  l  and  last  f2Q14  -  2016)  periods.  Ranks  are  from  largest  percentage  increase  (1)  to  iarpest  percentage _ 

decrease  (51 ).  Differences  between 

ranks  do  not  necessarily  impfy  a  statistically  SFgnrficar;t  differerrce, 

^  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  Intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 


Comment  |FC(|;  Wonder  if  in  a  revised 
title  or  footnote  if  it  needs  to  be  revised 
to  reflect  this  also  includes  District  of 
.Columbia. 

Comndcnt  |FC(|t  Suggest  being  dear  or 
what  these  period,  similar  to  how  done  In 
.another  footnote, 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  § 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (+  1.7) 

14.2  (+0.6) 

14.4  (+0.2) 

+  0.9%  n/s 

42 

+  0.8  (50) 

+  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-  0.4) 

23.1  (+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

+  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-0.2) 

4.6  (-  0.4) 

4.9  (+0.3) 

6.4  (+  1.5) 

6.2  (-  0.2) 

+  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+0.5) 

6.4  (-  0.0) 

7.3  (+  0.8) 

6.6  (-  0.7) 

6.9  (+0.3) 

+  0.9%  n/s 

51 

+  1.0  (48) 

+  16.1  %  (45) 

Maie 

10.7  (n/a) 

11.1  (+0.4) 

10.3  (-  0.8) 

12.7  (+2.4) 

10.0  (-2.6) 

11.7  (+  1.7) 

+  0.3  %  n/s 

Female 

1 .7  (n/a)  tt 

2.3  (+  0.6)  tt 

3.3  (+  1.0) 

2.6  (-  0.7) 

3.6  (+  1.0) 

2.8  (-  0.8) 

+  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-  0.3) 

16.3  (+  1.4) 

16.3  (-  0.0) 

16.4  (+0.1) 

+  0.8%(p<.05) 

29 

+  1.6  (45) 

+  10.6%  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-  0.8) 

26.2  (+2.6) 

25.6  (-  0.6) 

25.6  (-  0.1) 

+  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+  0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+0.3) 

+  1.4%(p<.01) 

GA 

Both 

12.9  (n/a) 

13.2  (+0.3) 

12.3  (-  0.9) 

13.2  (+0.9) 

13.7  (+0.5) 

15.0  (+  1.3) 

+  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a) 

23.1  (+1.0) 

21.3  (-1.8) 

21.9  (+0.6) 

22.6  (+0.7) 

24.4  (+  1 .7) 

+  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-  0.2) 

4.6  (-  0.2) 

5.5  (+0.9) 

5.8  (+0.3) 

6.6  (+0.8) 

+  2,1  %(p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-1.8) 

10.3  (-  0.7) 

14.5  (+  4.1) 

14.4  (-  0.1) 

15.2  (+0.8) 

+  2.0%  n/s 

35 

+  2.4  (35) 

+  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21.9  (+  6.7) 

22.5  (+0.5) 

24.3  (+  1.8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-0.4) 

5.5  (+  0.5) 

7.1  (+  1.5) 

6.2  (-  0.9) 

5.9  (-  0.3) 

+  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18.3  (-  0.9) 

21.6  (+3.3) 

21.9  (+0.3) 

24.7  (+2.8) 

+  2.3%(p<.01) 

6 

+  7.5  (  6) 

+  43.2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+4.7) 

31.1  (-2.0) 

34.9  (+  3.8) 

34.7  (-  0.2) 

38.0  (+  3.3) 

+  1.6%(p<.05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+  0.0) 

9.0  (+2.9) 

9.5  (+0.5) 

11.8  (+2.3) 

+  4.4%(p<.05) 

IL 

Both 

9.9  (n/a) 

9.8  (-  0.1) 

9.7  (-  0.1) 

10.6  (+  0.8) 

11.2  (+0.6) 

12.2  (+  1.0) 

+  1.5%(p<.05) 

44 

+  2.3  (38) 

+  22.8  %  (32) 

Male 

17.1  (n/a) 

16.7  (-  0.4) 

16.2  (-  0.4) 

17.6  (+  1.4) 

18.5  (+0.9) 

19.8  (+  1.3) 

+  1,1  %(p<.05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+  0.4) 

5.2  (+  0.6) 

+  2.4%(p<.01) 

IN 

Both 

13.0  (n/a) 

13.7  (+0.7) 

14.4  (+  0.7) 

14.9  (+0.5) 

16.4  (+  1.4) 

17.1  (+0.7) 

+  1.9%(p<.01) 

26 

+  4.1(23) 

+  31.9%  (25) 

Male 

22.4  (n/a) 

23.2  (+  0.8) 

24.4  (+  1.2) 

24.7  (+0.4) 

26.7  (+2.0) 

28.3  (+  1.6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+  0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+  0.9) 

6.6  (-  0.2) 

+  2.7%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * ** 

Modeled 
AAPC  t 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank) 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

11.8  (n/a) 

13.2  (+1.4) 

12.8  (-  0.4) 

14.2  (+  1.4) 

15.9  (+  1.7) 

16.0  (+0.1) 

+  2.1  %(p<.01) 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+  2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1 .0) 

5.3  (+  0.6) 

5.5  (+0.2) 

6.1  (+0.6) 

6.7  (+  0.6) 

+  3.8%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+1.8) 

15.8  (+0.7) 

15.3  (-  0.5) 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Maie 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+  1.5) 

25.6  (-  0.9) 

29.1  (+3.5) 

30.7  (+  1.6) 

+  1.9%(p<.01) 

Female 

4.6  (n/a) 

6.0  (+  1 .4) 

5.7  (-  0.3) 

5.4  (-  0.3) 

6.8  (+  1 .4) 

8.4  (+  1.6) 

+  3.2  %  (p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3) 

16.2  (-  0.5) 

18.2  (+2.0) 

19.3  (+  1.1) 

+  1.9%(p<.01)  1 

20 

+  5.2  (16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+1.9) 

28.3  (+  1.4) 

27.2  (-1.0) 

30.1  (+2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+0.4) 

6.1  (+  0.8) 

6.1  (+0.1) 

7.1  (+0.9) 

7.7  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+  0.4) 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+2.5) 

+  1.6%(p<.05)  ! 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+  0.1) 

23.3  (+0.8) 

23.7  (+0.5) 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+  0.5) 

4.9  (-  0.2) 

6.1  (+  1.2) 

7.5  (+  1.4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-  0.9) 

14.4  (+  0.8) 

15.4  (+  1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4  %  (29) 

Male 

25.0  (n/a) 

22.9  (-2.1) 

24.6  (+  1.7) 

25.7  (+  1.1) 

31.1  (+  5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-0.0) 

5.2  (-0.1) 

6.0  (+0.7) 

7.6  (+  1.6) 

7.9  (+  0.3) 

+  3.1  %  (p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+  0.1) 

10.7  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<.05) 

47 

+  0.8  (49  §5) 

+  8.5  %  (49  S§) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17,3  (-  0.5) 

17.7  (+0.4) 

18.2  (+0.5) 

18.0  (-  0.2) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+  0.4) 

3.9  (+  0.0) 

3.7  (-  0.2) 

4.1  (+0.4) 

4.5  (+  0.4) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+  0.2) 

8.4  (+  0.8) 

9.3  (+  1.0) 

9.8  (+  0.4) 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  nil) 

+  35.3  %  (20  mi) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-  0.2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  (-  0.4) 

4.0  (+  1.0) 

3.8  (-  0.1) 

4.8  (+  1.0) 

4.6  (-  0.2) 

+  3.0  %  (p<.05) 

Ml 

Both 

1 1 .8  (n/a) 

12.5  (+0.7) 

12.9  (+0.4) 

13.9  (+  1.0) 

14.5  (+0.7) 

15.6  (+1.1) 

+  1.9%(p<.01)  ! 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+  0.9) 

21.6  (+0.7) 

22.8  (+  1.3) 

23.9  (+  1.0) 

25.0  (+  1.2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+  0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

6.7  (+0.9) 

+  2.8%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 
AAPC  + 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

MN 

Both 

10.7  (n/a) 

11.5  (+0.9) 

12.4  (+  0.8) 

12.9  (+0.5) 

14.2  (+  1.3) 

15.0  (+0.9) 

+  2.3%(p<.01) 

38 

+  4.3(19) 

+  40.6%(  8) 

Male 

18.3  (n/a) 

19.3  (+1.1) 

20.4  (+  1.0) 

20.9  (+0.6) 

22.9  (+  1.9) 

23.3  (+  0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+0.6) 

4.8  (+  0.6) 

5.1  (+0.4) 

5.8  (+  0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

14.1  (+1.2) 

14.7  (+  0.6) 

15.5  (+  0.8) 

15.6  (+0.1) 

15.2  (-  0.3) 

+  1.1  %(p<.05) 

36 

+  2.3  (36) 

+  17.8%  (40) 

Maie 

22.9  (n/a) 

24.6  (+  1 .7) 

25.1  (+  0.6) 

26.8  (+  1.7) 

25.9  (-  0.9) 

25.3  (-  0.6) 

+  0.7%  n/s 

Female 

4.3  (n/a) 

5.0  (+  0.7) 

5.5  (+  0.5) 

5.5  (-  0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+  1.3) 

16.0  (+0.7) 

17.8  (+  1.7) 

20.0  (+2.3) 

+  2.2%(p<.01)  I 

16 

+  5.3  (15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-1.6) 

25.6  (+  1.9) 

26.6  (+  1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+  0.7) 

6.3  (+0.2) 

7.4  (+  1.1) 

8.6  (+  1.2) 

+  3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1 .4) 

23.6  (+  1.0) 

24.7  (+1.1) 

26.7  (+2.0) 

29.2  (+2.5) 

+  2.1%(p<.01)  ! 

1 

+  8.0(  2) 

+  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+  2.5) 

39.7  (-  0.1) 

41.0  {+  1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

6.4  (+1.8) 

8.4  (-0.1) 

10.0  (+  1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+  0.4) 

11.7  (-  0.8) 

13.5  (+  1.8) 

14.8  (+  1.3) 

+  1.0%  n/s 

40 

+  2.1  (42) 

+  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-1.5) 

20.3  (-  0.4) 

19.8  (-  0.5) 

22.0  (+2.2) 

23.9  (+  1.9) 

+  0.6  %  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+  0.9) 

4.0  (-1.1) 

5.5  (+  1 .4) 

5.8  (+  0.3) 

+  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22.6  (+  0.5) 

21.4  (-1.2) 

23.1  (+  1.6) 

-  0.2  %  n/s 

9 

-0.2(51) 

-1.0%(51) 

Male 

38.3  (n/a) 

36.7  (-1.7) 

35.1  (-1.6) 

35.6  (+0.5) 

32.5  (-  3.0) 

35.4  (+  2.8) 

-  0.7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+  0.1) 

10.0  (+0.4) 

10.6  (+0.6) 

11.2  (+0.6) 

+  1.5%(p<.01) 

NH 

Both 

13.5  (n/a) 

12.5  (-1.0) 

13.3  (+0.8) 

15.2  (+  1.9) 

15.8  (+  0.6) 

20.0  (+4.2) 

+  2.7%(p<.05) 

17 

+  6.5(  8) 

+  48.3%(  3) 

Male 

22.5  (n/a) 

21.1  (-1.4) 

21.7  (+  0.6) 

24.8  (+  3.1) 

25.4  (+0.6) 

30.6  (+  5.2) 

+  2.2%(p<.05) 

Female 

5.3  (n/a) 

4.8  (-  0.5) 

5.9  (+  1.0) 

6.2  (+0.4) 

6.6  (+  0.4) 

9.8  (+  3.2) 

+  3.9  %  (p<.05) 

NJ 

Both 

7.8  (n/a) 

7.7  (-  0.1) 

7.5  (-  0.2) 

8.0  (+0.5) 

8.9  (+0.9) 

9.2  (+0.4) 

+  1.3%(p<.05)  ! 

50 

+  1.5  (47) 

+  19.2%  (35) 

Male 

13.0  (n/a) 

13.1  (+0.0) 

12.6  (-  0.5) 

13.7  (+  1.1) 

14.5  (+0.8) 

14.6  (+  0.1) 

+  0.9%(p<.05) 

Female 

3.2  (n/a) 

2.9  (-  0.3) 

3.0  (+  0.0) 

2.9  (-0.1) 

3.8  (+  0.9) 

4.4  (+0.6) 

+  2.3%  n/s 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^^ 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-0.1) 

21.8  (-  0.2) 

23.0  (+  1.2) 

24.1  (+1.1) 

26.0  (+  1.9) 

+  1.1%(p<.05)  1 

4 

+  4.0  (24) 

+  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2) 

35.8  (-  0.6) 

37.1  (+  1.3) 

40.7  (+  3.6) 

+  0.4%  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+  0.7) 

10.7  (+2.6) 

11.7  (+0.9) 

12.0  (+  0.3) 

+  3.3  %  (p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+  0.6) 

8.4  (+  0.8) 

9.5  (+1.1) 

9.3  (-  0.1) 

+  2.1  %(p<.01) 

49 

+  2.1  (41) 

+  28.8  %  (27) 

Maie 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (+0.7) 

13.9  (+  1.0) 

15.4  (+  1.4) 

14.5  (-  0.9) 

+  1.4%(p<.05) 

Female 

2.7  (n/a) 

2.6  (-  0.1) 

3.0  (+  0.3) 

3.5  (+  0.5) 

4.2  (+  0.7) 

4.6  (+  0.5) 

+  4.2%(p<.01) 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+  0.1) 

14.2  (+0.5) 

14.5  (+0.4) 

15.3  (+0.8) 

+  0.8%(p<.01)  I 

34 

+  1 .7  (44) 

+  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-  0.6) 

23.3  (+1.1) 

23.3  (+0.0) 

23.9  (+0.6) 

+  0.4%  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+  0.8) 

6.0  (-  0.2) 

6.7  (+0.7) 

7.6  (+  0.9) 

+  2.0  %  (p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+1.3) 

16.0  (+  1.4) 

16.6  (+0.6) 

18.4  (+  1.9) 

20.9  (+2.5) 

+  2.9%(p<.01)  ! 

14 

+  7.6(  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+  3.4) 

27.1  (-0.9) 

29.6  (+  2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-  0.8) 

5.7  (+2.0) 

6.7  (+  1.0) 

8.5  (+  1.8) 

+  3.9  %  n/s 

OH 

Both 

1 1 .6  (n/a) 

12.3  (+0.8) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+  1.4) 

15.8  (+  1.0) 

+  2.0%(p<.01) 

32 

+  4.2  (21) 

+  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+  1.3) 

22.1  (-0.1) 

24.2  (+2.1) 

25.5  (+  1.3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a) 

4.7  (+  0.7) 

4.9  (+  0.1) 

5.3  (+0.5) 

6.2  (+  0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4  (+  1.1) 

20.7  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<.05) 

7 

+  6.4(10) 

Male 

28.5  (n/a) 

27.3  (-1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+  3.8) 

+  2.0  %  (p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (-  0.5) 

8.5  (+  1.6) 

10.3  (+  1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

17.7  (+  1.3) 

17.7  (-  0.0) 

18.6  (+0.9) 

19.8  (+  1.2) 

21.1  (+  1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2  %  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-  0.9) 

29.5  (+  1.0) 

31.4  (+  1.8) 

33.0  (+  1.6) 

+  1.1  %(p<.01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

7.7  (+  0.6) 

8.4  (+0.7) 

8.8  (+  0.4) 

9.8  (+0.9) 

+  2.7%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+0.4) 

12.8  (+0.3) 

13.9  (+  1.1) 

15.0  (+1.1) 

16.3  (+  1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+  0.3) 

21.9  (+0.6) 

23.1  (+  1.2) 

24.7  (+  1.7) 

26.1  (+  1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+  0.3) 

4.6  (+  0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (+  1.1) 

+  3.5%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * ** 

Modeled 
AAPC  t 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank) 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rl 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  (-  0.0) 

12.8  (+3.8) 

11.9  (-0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30) 

+  34.1  %  (23) 

Male 

15.4  (n/a) 

15.2  (-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-0.7) 

3.8  (+  0.4) 

5.1  (+  1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7  %  (p<.05) 

SC 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+  1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

+  2.3%(p<.01) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Maie 

21.3  (n/a) 

22.5  (+1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1.9) 

+  1.8%(p<.01) 

Female 

5.4  (n/a) 

4.7  (-  0.7) 

6.0  (+  1.3) 

6.2  (+  0.2) 

7.0  (+0.8) 

8.4  (+  1 .4) 

+  3.4  %  (p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

17.1  (+  1.3) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+2.9) 

+  2.5%(p<.01)  1 

10 

+  7.0(  7) 

+  44.5%(  6) 

Male 

27.6  (n/a) 

26.3  (-1.3) 

27.9  (+  1.6) 

30.1  (+2.2) 

32.0  (+  1.9) 

33.6  (+  1.6) 

+  1.6%(p<.01) 

Female 

4.2  (n/a) 

5.8  (+1.6) 

6.4  (+  0.6) 

8.3  (+2.0) 

7.3  (-1.0) 

11.3  (+4.0) 

+  5.8%(p<.01) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+  1.1) 

17.2  (+0.0) 

18.2  (+  1.0) 

+  1.4%(p<.01)  ! 

22 

+  3.5  (28) 

+  24.2  %  (31) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+  1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+  1.6) 

22.2  (+  0.3) 

23.1  (+0.9) 

+  0.9%(p<.05) 

Female 

4.8  (n/a) 

5.4  (+0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+  0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+2.0) 

24.0  (+  3.8) 

25.2  (+  1.2) 

+  2.7%(p<.01) 

5 

+  8.0(  3) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-1.7) 

32.1  (+2.7) 

37.8  (+  5.7) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+  0.1) 

8.5  (+  1.0) 

10.6  (+2.1) 

12.6  (+2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-1.3) 

16.6  (+  1.7) 

18.7  (+2.1) 

19.7  (+  1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+  4.6) 

24.3  (-4.0) 

27.3  (+  3.0) 

31.0  (+3.7) 

32.5  (+  1.5) 

+  1.9%(p<.05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+  1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+  0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (-  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+0.5) 

+  1.2%(p<.01)  ! 

37 

+  2.2  (39) 

+  17.4  %  (41) 

Male 

21.6  (n/a) 

21.3  (-  0.2) 

21.0  (-  0.4) 

22.5  (+  1.5) 

23.6  (+  1.2) 

23.9  (+  0.2) 

+  0.9%(p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+  0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1.8%(p<.05) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 
AAPC  + 

I 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  H 

I 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+  1.0) 

+  1.1  %(p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5) 

24.1  (-1.1) 

25.1  (+  1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+  0.8) 

8.5  (+  0.8) 

+  2.5%(p<.01) 

WV 

Both 

15.6  (n/a) 

17.2  (+1.6) 

16.7  (-  0.5) 

16.0  (-  0.7) 

19.2  (+  3.2) 

21.4  (+2.2) 

+  1.8%  n/s 

11 

+  5.8  (13) 

+  37.1  %(14) 

Maie 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5) 

27.6  (-1.0) 

31.5  (+3.9) 

33.5  (+2.0) 

+  1.1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+  0.3) 

5.3  (-  0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+  1.0) 

15.3  (+0.3) 

16.5  (+  1.2) 

+  1.5%(p<.01) 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5) 

22.7  (+  0.5) 

24.0  (+  1.2) 

24.4  (+0.4) 

25.7  (+  1.3) 

+  1.1  %(p<.01) 

Female 

5.1  (n/a) 

5.3  (+0.2) 

5.6  (+  0.4) 

6.4  (+0.7) 

6.5  (+0.1) 

7.5  (+  1.0) 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7) 

22.5  (-  0.9) 

25.4  (+2.8) 

28.9  (+  3.5) 

28.8  (-  0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5) 

36.3  (-  3.0) 

41.5  (+5.2) 

47.1  (+5.6) 

44.6  (-  2.4) 

+  1.8%(p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6) 

9.2  (+  0.9) 

9.4  (+0.2) 

10.7  (+  1.4) 

12.6  (+  1.9) 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard. 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  indicates  trend  not  stgnEficant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overall  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  is  between  the  first  and  last  periods.  Ranks  are  from  largest  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
tf  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Percentage  Changes  in  Annual  Suicide  Rates  (per  100,000,  Age-Adjusted) 

2014-2016  Compared  Against  1999-2001 


Decrease  1 .0% 
Increase  5,9%-18.3% 
Increase  18.8%  -  29.3% 
Increase  31 .9% -37 .4% 
Increase  37.6%- 57.6% 
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Short  title:  Vital  Signs:  Increasing  Trends  in  State  Suicide  Rates  and^ontributing  Circumstancesj 

Deborah  M.  Stone,  ScD;^  Thomas  R.  Simon  PhD;^  Katherine  A.  Fowler,  PhD;^  Scott  R.  Kegler,  PhD;^  Kerning  Yuan, 
MS;^  Kristin  M.  Holland,  PhD;^  Asha  Z.  Ivey-Stephenson,  PhD;^  Alex  E.  Crosby,  MD^ 

Structured  abstract  (256252/250  words — this  word  count  is  not  included  In  the  1800  max  for  the  remainder) 

Background:  QvecathsSuicide  rates  have  been  rising  in  the  United  States  since  lOgg^Examinine  state-ievei  trends 
in  suicide  and  its  multiple  contributing  drcumstancesT  can  inform  com  prehensive|^e-sbi44de^pre  vent  ion 
planning. 

Methods:  Trends  in  age-adjusted  suicide  rates,  by^tat^and  sex,  among  people  aged  >10  years,  were  assessed 
using  data  from  the  National  Vital  Statistics  System.  Changes  in  rates  were  examined  across  six  consecutive 
three-year  periods  from  1999-2016.  TheCDCs  National  Violent  Death  Reporting  System  cove  ring  27 

states,  was  used  to  examine  the  precipitating  circumstances  among  suicide  decedents  with  and  without  known 
mental  health  problems  (MHP). 

Results:  Ferty  four  -r.v-hoel-iv  r  ^Suicide  ratef^  increases  significantly  from  1999-2016  in  44 

states.  In  25  states,  rates  increased  by  30%  or  more.  Male  suicide  rates  increased  significantly  in  34  states,  ^hile 
fFemale  rates  increased  significantly  in  43  states.j^ople  with  (46%)  and  without  (54%)  known  MHP  had  both 
differing  and  similar  circumstances  precipitating  suicide.  Several  circumstance,  such  as  any  relationship 
problems/loss  (39.6  and  45.1%,  p<  .01),  any  life  stressors/ loss  [49.7  and  54.2%,  p  <  .01),  and  recent  crises  [26.0 
and  32.9%,  p<  .01),  respectively,  were  more  likely  among  those  without  known  MHP,  but  were  common  across 
groups. 

Conclusions:  Suicide  rates  rose  significantly  across  most  states  from  1999-2016.  Varied  circumstances  beyond 
MHP  alone  contributed  to  suicides  among  people  with  and  without  known  MHP. 

Implications  for  Public  Health  Practice;  States  can  use  a  comprehensive  public  health  approach  based  on  the 
best  available  evidence  to  prevent  suicide  risks  before  they  occur,  identify  and  support  people  already  at  risk, 
prevent-  reattempts,  and  help  fnends/famlly  after  a  suicide  occurs. 

INTRODUCTION 

BACKGROUND  AND  PURPOSE  (255/260  words) 

In  2016,  nearly  45,000  suicides  (^5.^100,000)  occurred  in  the  United  States  (U.S.),  among  people  SIO  years  old 
[1],  Between  1999  and  2016,  suicide  rates  increased  across  sexes,  racial/ethnic  groups,  and  urbanization  levels 
[2,  3].  Suicide  is  the  lO*^^  leading  cause  of  death  and  is^mong  the  only][eading  causes  to  be  mcreasing  [1,  4], 
Additionally,  rates  of  Emergency  Department  visits  for  nonfatal  self-harm  injury,  a  key  risk  factor  for  suicide, 
increased  more  than^O^between  2001  and  2015  [1].  Together,  suicides  and  self-harm  injuries  cost  the  nation 
more  than  $69  billion  in  direct  medical  and  work  loss  costs  [1]. 

The  National  Strategy  for  Suicide  Preyention(NSSP}  [5]  calls  for  a  public  health  approach  to  suicide-with 
prevention  with  efforts  spanning  across  multiple  levels  [i.e.,  individual,  famlly/relationship,  community,  and 
societal),  of  the^oclal  ecoiog^Such  an  approach  underscores  that  suicide  is  rarely  caused  by  any  single  factor 


Cajnmtnt  )BE(|:  Sometimes  It  is 
referred  to  as  a  'contributing 
circumstance'  and  sometimes  its  referred 
to  as  a  'contributing  facto K.  i  wonder  if  Its 

Comment  |FC(]:  Can  a  couple  of  words 
be  added  here  to  reflect  a  date  since  rates 
have  been  rising.  1  see  word  count  Is  an 
issue  and  1  think  a  couple  of  words  can 
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Comment  |FC(j:  Style  consideratlorj. 

Since  focus  on  suicide  and  states  fs  clear, 
may  not  these  words  twice  in  sentence 
which  would  reduce  word  count.  A  few 
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Comment  [FC(]r  The  transition  from 
reading  NVDRS  covers  27  states  to 
methods  to  the  first  line  in  the  results 
referring  to  44  states  made  me  pause  and 

Com  merit  |FC(]:  Unclear  if  this  was 
supposed  to  be  a  reference  or  can  come 
.  out. 
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Comment  |BE(|:  1  think  this  is  a 

Significant  finding  should  we  say  more 
about  It  the  fact  that  It  is  increasing  more 
in  women? 
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Comment  |FC(|:  1  think  edits  are  needed 
here  for  a  few  reasons.  1  anr>  finding  the 
statements  that  there  are  differences  and 
similarities  vague  and  hard  to  follow. 
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Comment  |BE(]:  Can  we  be  more 
specific  -  is  it  the  only  or  Is  It  one  of  only 

X  leading  causes  increasing  ^  'among  the 
only' is  vague? 
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Comment  |FC(|:  Please  double  check. 
Wonder  if  this  might  have  been  calculated 
for  all  ages  and  not  limited  to  >10  years.  ^ 

/ 

Comment  |BE(]:  Is  it  better  to  say  social 
ecology  (which  1  think  many  think  of 
social,  environmental  and  economic} 
versus  1  think  what  is  used  most  often  the 

alone,  but  rather,  is  multi-determined.  Despite  the  NSSP  guidance,  suicide  prevention  efforts  largely  focus  on 
identifying  and  treating  individuals  with  mental  health  problems  (MHP)  [6].  < 


factors  include  social  and  economic  problems,  access  to  lethal  means  (e.g.^  substances,  firearms,  bridges)  among 
people  at  risk,  poor  coping  and  problem-solving  skills,  and  prior  suicide  attempts,-omeog-ethef*  15).  Expanded 
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40  awareness  of  the  additional  drcumstances  that  contribute  to  suicide  risk  apart  from  MHP|  can  help  reach  the 

4 1  Ration's  goaj^of  reducing  suicide  rates  20%  by  202S  [7].  To  assist  states  in  achieving  this  goal,  this  study  analyzes 

42  state-specific  trends  in  suicide  rates,  assesses  the  multiple  coot ribut ins  factors  associated  with  suicide,  and 

43  provides  recommendations  for  multHevel  comprehensive  suicide  prevention. 

44  METHODS  (257/260  words! 
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C  wni  me  nt  I B  E(  | :  Is  it  rea  I  ly  t  h  e  'nation '  s 
goal'  -  versus  the  goal  set  by  the 
American  Foundation  for  Suicide 
Prevention. 


Suicide  rates  were  analyzed  for  those  aged  10  years  and  older  (because  of  variability  in  attributions  of  suicidal 
intent,  younger  children  are  excluded)  [8].  Age-specific  suicide  counts  were  tabulated  based  on  National  Vital 
Statistics  System  coded  death  certificate  records  (fnternattonat  Classification  of  Diseases  10^^  Revision  [ICD-10] 
underlying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age-spedfic  population  estimates  were  obtained  from 
'  U.$.  Census  Bureau/National  Center  for  Health  Statistics  hridged^race  population  data  releases. 

National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year  aggregate  periods 
from  1999-2016.  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard  population  and  expressed  per 
100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were  modeled  using  the  same  three-year  data 
aggregates,  employing  weighted  least  squares  regression  with  inverse-variance  weighting.  Modeled  rate  trends 
are  reported  in  terms  of  average  annual  percentage  changes  (AAPCs). 

Data  from  2015  from  the  27  states  with  complete  data  participating  in  theCpr^;  National  Violent  Death 
Reporting  System  (NVDRS),  ages  10  and  older,  were  used  to  compare  the  characteristics  among  suicide 
decedents  with  and  without  known  current  meritel  heajtj>pf-eb le M H P ) .  MHP  are  defined  in  NVDRS  as 
disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (DSM-  , 
5)  [9],  except  alcohol  and  other  substance  use  disorders  (captured  separately)l|_NVDRS  aggregates  data  from  i 
three  primary  data  sources:  death  certificates,  coroner/medical  examiner  reports  [including  toxicology),  and  law 
enforcement  reports.  Decedents  with  and  without  known  MHP  were  compared  using  Chi-square  tests;  logistic 
regression  was  used  to  estimate  adjusted  odds  ratios  with  95%  confidence  Intervals  (Q),  controlling  for  age 
group,  sex,  and  race/ethnldty. 

RESULTS  (612/591  words) 

The  most  recent  overall  suicide  rates  (representing  2014-2016)  ranged  from  6  9  (District  of  Columbia)  to  29,2 
(Montana)  per  100,000  persons  per  year,  a  four-fold  difference  (ffable  ^:^,fy^/9^^he^sj2tir^studj^_P_e^^ 
increased  in  all  but  one  state  jNevadj),  with  absolute  increases  ranging  fromjfO.Z  (DelawarejjtQ  t-8.liwyomingl 
per  100,000.  Percentage  increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57.6%  [North  Dakota),  with 
percentage  increases  of  at  least  30%  observed  in  25  states. 


Comment  lFC(]r  I  am  confused  by  how 
the  alcohol  and  substance  use  disorder 
exception  is  described.  OSM-5  does  have 
an  alcohol  use  disorder  diagnosis  and  a 
substance  use  disorder  dx. 


Comment  |FC(|r  Some  labeling  of  the 
tables  and  how  reflected  in  the  text  need 
some  modification.  There  are  current 
two  "Table  1"  in  attachments  (l.e.,  state 
t  ren  d  s;  se  I  ect  d  em  og  ra  p  h  i  cs) .  The  two 
NVDRS  tables  and  figure  1  don't  appear  to 
,be  referred  in  the  text  yet. 


i  f 


!  I 


Comment  |BE(|:  Per  our  discussion  in 
our  last  VS  group  meeting,  should  we  add 
a  note  that  despite  NV  not  increases,  they 
still  have  a  significantly  high  rate  of 
suicide? 


Comment  fFC(ji  Please  double  check. 
Table  reflects  +0.S 


ii:  ! 


Comment  |FC(]:  Suggest  revising  in 
order  to  allow  In  the  next  sentence  the 
comparison  group  to  be  clear  and  the 
order  the  %'s  should  be  considered 
dearer.  Tracked  is  an  idea. 


I 

Ii  I 


■■  ! 

I  i 

I 

1 


Modeled  suicide  rate  trends  indicated  significant  increases  for  44  states,  as  well  as  for  the  U.S.  overall  (Table  1). 
By  sex,  modeled  rate  trends  indicated  significant  Increases  in  34  states  for  males  and  in  43  states  for  females. 
Nationally,  the  model-estimated  AAPC  for  the  overall  suicide  rate  was  +1.5%.  By  sex,  the  national  AAPC  was 
+  1.1%  for  males  and  +2.6%  for  females. 

Suicide  decedents  with  [N=9,407)  and  without  (N=ll,039)  known  MHP  were  compared.  Both  groups 

were  predominately  male  and  non-Hispanic  white,  .-sSuidde  decedents  without  known  MHP  relative  to  those 
with  known  MHP  were  more  likely  to  be  male  (S3. 6%  vs.  68. S%;  p<.01).  and  racial/ethnic  minorities  [odds  ratio 
[OR]  range:  1. 2-2.1;  95%  Cl  range  [1.0-1, 3)  -  [1. 6-2,0)).  TheySuicide  decedents  withoul  known  MHP  also  had 
significantly  greater  odds  of  perpetrating  homicide-suicide  [adjusted  odds  ratio  [aOR]  =  2.9,  95%  Cl  =  2. 2-3.8),  of 
firearm  suicide  (aOR  =  1.6,  95%  Cl  1.5-1. 7),  and  of  positive  toxicology  results  for  alcohol  (aOR^  1.2,  95%  Cl 
1,1-13).  Hfteen  percent  of  the&eaduk  decedents  with  known  MHP  and  20%  without  ever  served  in  the  U.S. 
military. 


!  i 


!  i 


Comment  |FC(]j  Wonder  if  need  to  be 
clear  here  this  is  Mmtted  to  18+.  Tracked 
might  be  a  simple  approach  to  consider, 

I  have  seen  MMWR  want  to  present  %'s 
to  first  decimal  place  consistently.  Here  is 
an  idea  of  how  that  could  be  done  here: 
Among  adult  decedents  15.396  with 
known  MHP  and  20,196  without  known 
MHP  ever  served  in  the  miUtary, _ 
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Although  firearms  were  used  most  often  in  both  groups^  decedents  with  known  MHP  died  by  poisoning  more 
than  those  without  known  MHP  (19.8%  vs.  10.4%;  p  <  .01),  most  frequently  by  over-the-counter/otherwise 
unclassified  Idrugs  (35.8%),  opioids  (32*7%),  antidepressants  (34.6%)  or  benzodiazepines  (25.1%| 


All  suicide  decedents  with  known  MHP  (N=9^407)  and  approximately  85%  without  (N=9^357)  had  precipitating 
circumstances  information  (Table  2  or  3??).  People  with  known  MHP  were  more  likely  to  have  any  substance 
abuse  problems  (31,6%  vs*  25%,  p  <  .01)*  While  two-thirds  of  those  with  known  MHP  had  a  history  of  MH  or 
substance  abuse  treatment  (67.2%),  just  over  half  (54*0%)  were  in  current  treatment  at  the  time  of  their  deaths* 

Decedents  without  known  MHP,  versus  those  with  known  MHP  had  a  greater  likelihood  of  any  relationship 
problem/loss  (45.1%  on4ys  39,6%,  p<  .01),  spedfically  intimate  partner  problems  (30*2%  24,1%,  p  <  *01), 

arguments/conflicts  [17*5%  andvs,  13*6%,  p<  .01),  and  recently  perpetrating  interpersonal  violence  (3.0%  and  vs. 
1.4%,  p  <  .01).  They  were  also  more  likely  to  have  experienced  other  life  stressors,  such  as  ^nminah- legal 
j^roblems  (10.7%  an4ys  6*2%,  p  <  *01)  or  eviction/loss  of  home  (4.3%  3*4%,  p  <  .01),  and  they  were  more 

likely  to  have  had  a  crisis  within  the  preceding  or  upcoming  two  weeks  (32*9%  a-ndvs .  26.0%,  p<.01}.  Among 
^th  groups,  the  most  common  crises  were  intimate  partner  (35.6%)  and  physical  health  (13.4%)  problems. 

Decedents  without  known  MHP  had  significantly  lower  odds  of  recent  release  from  any  Institution,  but  among 
those  who  were  recently  released,  those  without  a  known  MHP  were  more  likely  to  be  released  from  a 
correctional  facility  (25.7%  vs.  8.7%,  p<.01)  or  hospital  (43.7%  vs.  33.0%,  p<.01)  than  those  with  a  known  MHP. 
Among  decedents  with  known  MHP  recently  released  from  an  institution  (10,2%),  42*8%  were  released  from 
psychiatric  facilities. 

Suicide  decedents  without  known  MHP  were  more  likely  than  those  without  known  MHP  to  leave  a  suicide  note 
(35,1%  aedvs  ^1.8%,]p  <  *01);  Decedents  with  known  MHP,  compared  to  those  without  knov^  MHP, 

were  more  likely  to  have  a  history  of  suicidal  ideation  ^40*8%  vs.  23.0%,  p  <  *01)  and  attempts  (29.4%  vs.  10.3%, 

Conclusions  and  Comments  (655/715  words) 

From  1999-2016,  44  states  saw  significant  suicide  rate  increases.  Half  of  the  states  experienced  increases  of  30% 
or  more.  Rates  increased  significantly  in  34  states  among  males  and  43  states  among  females*  More  research 
into  the  causes  of  these  trends  is  necessary  [10]* 

Important  factor  associated  with  suicide  is  MHP,  [Nearly  half^f  suicide  decedents  in  NVDR5  had  a  kr\own 
MHP.  This  group  was  challenged  by  comorbid  substance  abuse  problems  (31.6%)  and  histories  of  suicidal 
ideation  (40.8%)  and  attempts  (29.4%).  While  two-thirds  of  people  with  known  MHP  had  a  history  of  MH  and/or 
substance  abuse  treatment  and  over  half  were  in  treatment  at  the  time  of  their  deaths,  additional  support  could 
help  address  the  needs  of  this  vulnerable  population.  This  includes  broader  implementation  of  affordable  and 
evidence-based  treatments,  such  as  doctor-patient  collaborative  care  models  and  cognitive-behavioral  therapy. 
Additionally,  greater  access  to  behavioral  health  providers,  especially  in  underserved  areas  is  important,  as  is 
healthcare  systems  change  that  supports  suicide  prevention  and  patient  safety  through  care  transitions  [11]. 


Comment  |FC(j:  I  think  the  comparison 
group  %'s  are  needed.  For  instance, 
drugs  (35.8%  vs.  35.8%)* 

1  think  the  presentation  of  the  %'s  would 
be  easier  here  and  later  on  in  the  results 
if  the  p's  came  out  and  the  text  could 
simply  reflect  "significant  differences"  or 
some  variation  of  indicating  in  the  groups 
were  different. 


Cciitimcnt  |BE(|:  Sometimes  criminal- 
legal  is  hyphenated  and  sometimes  it's 
not* 


Cominetit  |FC(|j  The  %  reported  in  this 
sentence  appear  to  be  only  for  the  group 
with  MHPs.  Based  on  the  sentence 
wording,  the  %  for  both  groups  need  to 
,be  reported. 


Comment  |FC(|:  Please  double  check 
number.  Table  reflects  33.8% 


Comment  [FC(|r  My  two  cents:  I  think 
we  should  do  more  to  raise  attention  to 
the  fact  that  almost  a  quarter  of  both 
groups  disclosed  suicide  intent.  This  is  a 
true  prevention  opportunity  so  I  think  this 
is  a  common  risk  to  highlight.  Knowing 
space  constraints,  I  think  this  Is  more 
important  to  highlight  than  the  presence 
of  a  suicide  note  which  often  doesn't 
inform  prevention*  i  suggest  adding  into 
results  and  into  discussion* 


Comment  |FC(|:  I  feel  that  MMWRs 
typically  don't  do  a  lot  of  repeat  of  the 
specific  data  findings  in  the  discussion.  I 
think  the  numbers  could  come  out  here.  I 
think  It  would  be  helpful  to  put  this  into  a 
larger  context,  indicating  whether  this  is 
consistent  with  other  research.  1  also 


Comment  |B£(1:  I  would  add  the 
,  percentage  in  parenthesis  (X%). 


While  mental  health  problems  are  a  significant  contributor  to  suicide,  54%  of  suicide  decedents  in  this  study  did 
not  have  a  known  MHP.  This  group  suffered  more  relationship  problems  and  life  stressors  such  as  criminal-legal 
matters,  eviction/loss  of  home,  and  recent  or  impending  crises*  This  is  noteworthy  in  light  of  findings  that 
suggest  many  suicides  and  attempts  occur  with  minimal  deliberation  time,  particularly  among  people  without 
mental  health  disorders  and  who  faced  impending  life  crises  [12]. 
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127  ^ople  with  known  MHP  also  experienced  other  life  stressors  such  as  job  and/or  financial^-pfoblems, 

J28  rel ati 0 n s h I d/o r]p h~v s i ca?  health  problems,  fhese  findings  point  to  the  need  to  both  prevent  the 

129  conditions  associated  with  mental  health  problems  in  the  first  place  and  the  need  to  support  people  with  known 

130  MHP  to  decrease  their  vulnerability  to  poor  social,  health,  and  economic  outcomes  [13]. 
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These  results  underscore  the  importance  of  comprehensive  statewide  suicide  prevention  activities  that  go 
beyond  a  focus  on  MHmental  health  treatment  alone.  Prevention  strategies  may  include:  strengthening 
economic  supports  (e.g.^^  housing  stabilization  policies,  household  financial  support},^  teaching  coping  and 
problem-solving  skills,  especially  early  in  life  to  manage  everyday  stressors  and  prevent  future  relationship 
problems;  and  promoting  social  connectedness  to  increase  a  sense  of  belongingness  and  access  to 
informational,  tangible,  emotional,  and  social  support, -as  needed.  Other  strategies  fnd4eated-by4:f>e^e  restilts 
include  creating  protective  environments  (e.g.,  reducing  access  to  lethal  means  among  people  at  risk,  creating 
organizational  and  workplace  policies  to  promote  help-seeking  and  positive  social  norms),  supporting  family  and 
friends  after  a  suicide-h&s-teken-^laee,  and  assuring  safe  reporting  by  the  media  in  order  to  prevent  suicide 
contagion  [lll^Some  states,  such  as  Colorado,  are  planning  and  implementing  a  comprehensive  statewide 
approach  to  suicide  prevention  [14], 

The  study-findings  have  at  least  three  limitations.  In  the  state-level  analysis,  rankings  for  four  states  (MD,  MA,  Rl, 
UT)  might  have  been  impacted  by  large  proportions  of  injury  deaths  of  undetermined  Intent,  by  decreased 
percentages  of  such  deaths  overtim^  which  likety  include  some  unrecognized  suicides.  Second,  NVDRS  is  not 
yet  nationally  representative,  and  this  study's— Thns  stydy-usedThe  m^st-cuc-fent-clata  available whk4=t  data 
indud^es  27  states  that  represent  hCilf  {49.6%)  of  the  U.S.  population,  Third,  abstractors  of  NVDRS  data  are 
limited  to  data  Included  in  investigative  reports.  For  exam  pie,  mMedical  and  MHmental  health  information  afe 
noT'Captufed^tFeetiydr^m  mediea!  recotds- but  come  from  key  informants  (e.g.,  family,  friends)  via 
coroner/medical  examiner  reports  and  can  .  Thorofore^-ifrfermant  know! edge  Impacts  th^data  completeness  and 
accuracy  ni  f* ; n --o!' h t ! ■<  r ^1-^4 r 5 o m e  st u d ies  including  in-depth  interviews  with  family  members 
show  often-^see  greater  attributions  to  MMmental  health  and  substance  abuse  disorders  than  medical  records^ 

'  H.  -Xrr':-[15].  It  (s  likely  that  some  people  without  known  MHP  in 


Cnmintiit  |FC(|:  I  suggest  pulling  this 
out  into  a  separate  paragraph.  If 
contained  in  the  above,  it  seems  to 
undercut  the  main  point  that  many 
suicides  don't  have  MPH.  A  new 
paragraph  might  need  a  lead-in  sentence 
or  maybe  start  with  the  current  last 
sentence  to  frame  points  about  comrnon 
risks. 


the  current  study  were  experiencing  mental  health  challenges  at  the  time  of  death  that  were  either  not  known 
or  Reported  by  fnformant^or  in  M  .  L  r.;:,  •  prim^ary^atarsoiifeesT  The^faek-ofie  wariness -of-a 

mental  health  problem  cugge4t-v-44^^io^4fjer4^^n^e4^4#e^^  range  of  contributing  eireu 

Suicide  is  a  growing  public  health  problem,  (ivjental  illness  is  an  important  risk  factor  for  suicide,  and  is  one  of 
many  requiring  preventive  action.  Data  from  NVDRS  and  resources  such  as  CDCs  Preventing  Suicide:  a  Technical 
Package  of  Policies^  Programs,  and  Practices  [11]  can  help  states  and  communities  better  understand  their 
suicide  problem  and  prioritize  comprehensive  suicide  prevention. 
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Comnumt  IHFd:  Should  this  be  'and', 
^or'  or  "and/or'? 


Comment  |FC(1:  I  think  it  is  fine  that  the 
TP  strategies  are  presented  In  different 
areas  of  the  discussion.  3  don't  easily  see 
"identify  and  support  people  at-risk".  I 
think  that  can  go  In  the  proposed 
paragraph  immediately  above  when 
talking  about  common  risk  factors.  In 
adding  that,  suggest  adding  some 
examples  of  approaches  (e.g.,  crisis 
intervention,  gatekeeper  training). 


Comment  [FC(1:  I  am  not  easily 
following  this  point.  Can  this  be  stated 
more  simply  such  as  "...impacted  by 
variations  of  undetermined  injury  deaths, 
which  likely.... 

To  help  w/word  count,  offer  a  couple  of 
suggestions  In  next  few  sentences  to 
streamline.  Certainly  take/leave  what  you 
Jike  and  check  for  accuracy, 


Coitimcnt  [BE(|:  Do  you  mean  'NOT 
,  reported  by  informants? _ 


Comment  lFC(]r  To  me,  this  sentence 
puts  the  spotlight  back  on  mental  illness 
and  makes  it  iikely  it  wiJI  be  the  take 
home  message  of  media  reporting.  If  that 
isn't  the  goal  of  this  VS,  suggest  framing 
broadly.  Ideas:  Effective  approaches  ore 
avuitabie  to  prevent  or  amefiorote  many 
suicide  risk  factors,  such  as  depression 
and  anxiety,  recent  crisis,  substance  use, 
intimate  partner  problems,  and  financial 
problems.  -OR— No  one  factor  causes 
suicide  so  preventive  action  must  address 
multiple  factors,  such  as  XX _ 
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From:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent:  22  Mar  2018  14:25:03  -0400 

To:  Mercy,  James  {CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC};Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Cc;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 

Attachments:  MMWR  Table  1  and  Figure  l_CF*docx,  Copy  of  Tables  (23)  Suicide  Vital  Signs 

NVDRS_031918  (pre-clearance)_CF.xlsx,  Suicide  Vital  Signs  MMWR  Text  3,19.18  v3  (pre- 
clearance)_CF.docx 

Deb, 

Congratulations  to  you  and  the  entire  vital  signs  writing  team  to  getting  to  this  pointl  It  is  an  enormous 
achievement.  I  really  like  the  direction  the  analyses  have  gone  in.  I  know  there  is  a  considerable  amount 
of  work  ahead,  but  you  have  a  solid  platform  to  build  on. 

I  offer  in  the  attachments  some  suggestions.  Track  changes  are  not  easily  done  in  the  excel  file  so  I 
highlight  words  in  red  to  draw  your  attention  to  things  to  consider.  In  the  text,  I  think  there  are  a  few 
numbers  to  double  check,  a  few  data  points  and  clarifications  to  be  added  in,  and  the  references  to  the 
tables/figure  adjusted.  I  do  like  the  balance  that  is  currently  in  there  on  the  %'s  versus  aORs. 

Mental  health  problems  as  a  driver  of  suicide  jumped  out  to  me  as  one  of  the  main  messages  since  the 
text  kept  coming  back  to  it.  I  think  there  are  some  subtle  reorganization  or  broader  phrasing  that  could 
be  used  in  some  places  to  modify  this  if  the  communication  goal  is  different;  I  offer  some  ideas  in 
comment  boxes.  I  recognize  that  I  am  suggesting  adding  some  clarifying  text  in  some  places  and  word 
count  is  always  an  issue,  so  I  did  try  to  identify  some  places  to  potentially  cut.  Please  review  this  as 
suggestions  and  take/leave  what  feels  right. 

FYI,  in  a  meeting  I  was  in  with  the  MMWR  editors  yesterday  they  said  they  prefer  little  to  no  use  of 
acronyms.  So,  in  a  few  places  I  suggest  taking  a  couple  out  but  I  did  leave  in  the  MHP  one  since  that  is 
necessary  for  word  count. 

Cory 

From;  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  22,  2018  12:34  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Hi  Deb, 

This  is  outstanding.  Thank  you  and  everyone  else  for  this  really  nice  and  clear  statement  about  suicide 
and  its  prevention.  1  have  just  a  few  general  comments/suggestions: 

1.  One  finding  that  you  don't  make  much  of,  but  I  think  is  important,  is  that  suicide  rates  across 

states  are  increasing  faster  for  females  relative  to  males.  Overall,  of  course,  this  is  a  problem  still 
dominated  by  males,  but  that  appears  to  be  changing.  And  that's  not  surprising  in  terms  of 
societal  changes  around  gender  roles  and  norms.  I  realize  you  can't  highlight  everything,  but 
that  is  very  interesting  and  may  signal  a  longer  term  trend  that's  worth  noting. 

2.  You  may  have  to  cut  back  the  word  number  some  and  if  you  do  I  think  you  can  get  away  without 

the  second  sentence  in  the  results  that  focusses  on  absolute  changes  in  rates.  People 
understand  the  meaning  of  %  changes  much  easier,  so  no  biggie,  but  that  could  be  dropped  if 
needed. 

3.  In  regards  to  the  first  sentence  in  the  last  paragraph,  I  wondering  if  the  last  clause  could  be 

changed  to  but  is  only  one  of  several..."  If  we  say  one  of  "many"  then  the  argument  is  that 


we  can't  focus  on  everything  so  we  should  focus  on  the  most  important  risk  factor.  I'm  not 
wedded  to  this,  but  clearly  we  are  emphasizing  the  need  to  focus  on  factors  beyond  mental 
illness  (but  not  excluding  mental  illness)  and  I  think  this  sentence  could  be  made  a  little  stronger 
in  support  of  that,  especially  because  it  ties  things  up  at  the  end. 

Thanks  that  is  all  I  had.  Thanks  so  much  and  can't  wait  until  this  comes  out. 

Jim 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  March  22,  2018  8:14  AM 

To:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4facdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2t5>cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8facdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdcgoy> 

Subject:  Pre-clearance  Draft  of  Suicide  Vital  Signs  MMWR 
Importance:  High 
Hi  Jim,  Cory,  Erin,  and  Malia, 

Just  a  friendly  reminder  to  please  send  your  feedback  on  the  MMWR  by  COB  today.  Your  time  and 

insights  are  greatly  appreciated  I 

Deb 

^  4c  ije  :4c 

Hi  Everyone,  ,i  ,  ..|- 

Please  find  attached  a  draft  of  our  suicide  Vital  Signs  IVIMWR  for  pre-clearance. 

Thank  you  for  previously  agreeing  to  review  it  with  a  quick  turnaround  of  COB  3/22. 

We  are  still  working  out  one  outstanding  issue— whether  to  report  percentages  and/or  aORs  pertaining 
to  NVDRS  results. 

Right  now  we  opt  for  percentages  however  we  may  also  include  aOR  and  Cl's. 

Please  send  your  edits  in  tracked  changes.  If  you  have  any  questions,  please  let  me  know. 

We  look  forward  to  your  feedback!  And  thanks  to  the  whole  team  fora  whole  lot  of  time,  thought,  and 
expertise  dedicated  to  this  draft! 

Thanks  again! 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  8l  Elder  Mattreatment  Team 

770.4883942 

dstone3(S)cdc,RQV 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


Table  1,  Trends  in  Suicide  Rates  among  Persons  >  10  Years  of  Age,  by  ^ 


state 


Sex 


Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  ^ 


1990-2001  2002-2004  2005-2007  2008-2010  2011  -2013  2014-2016 


Modeled 
AAPC  t 


Current 
State 
Rank  ^ 


Overall 
Rate  Change 
(Stale  Rank) ' 


Overall 
Percent 
Change 
(State  Rank) ' 


Both 


12,3  infs) 


12.7  (+  0,4) 


12,9  (+  0.2) 


13.8  (+  0-9) 


14.5  {+  0.8) 


15.4  {+  0,9) 


+  1.5%(p<.01) 


n/a 


■  3.1  (n/a) 


+  25.4  %  (n/a) 


U.S. 


Mafe 


20.9  (n/a) 


21,2  (+0.4) 


21.3  (+0.0) 


22,5  (+1.3) 


23.5  (+  1,0) 


24.5  (+  1.0) 


+  1-1  7o  (P<,01) 


Female 


4.7  (n/a) 


5.0  (+  0.3) 


5.3  (+0.2) 


5.7  (+  0.4) 


6.2  (+  0.5) 


6.9  (+  0.7) 


2.6%(p<.01) 


Both 


14.3  (n/a) 


13.4  (-0.9) 


14.1  (+0,6) 


15.6  (+1.6) 


16.4  (+  0.7) 


17.5  (+  1,1) 


1.6%  (p<.05) 


AL 


Male 


25.1  (n/a) 


23.4  (-1.7) 


24,4  (+1.0) 


26.4  {+  2.0) 


27.6  (+  1.1) 


29.1  {+  1,5) 


+  1,3%  (p<,05) 


Female 


5.1  (n/a) 


4.S  0  3) 


s  o  (+0.2) 


6.1  (+  1.1) 


6.4  (+  0.3) 


7.0  (+  0.7) 


■2.6%(p<01) 


Both 


21.0  (n/a) 


24.3  (+  3,8) 


24,2  (-  0.6) 


26.0  (+1.7) 


25,4  (-  0.5) 


28.8  (+  3,4) 


+  1,7%(pc.05) 


AK 


Mafe 


33.2  (n/a) 


38.1  (+4.9) 


38.9  (+0.8) 


40.1  (+  1.2) 


40.1  (-  0.1) 


42.9  {+  2.8) 


1.4%  (p<.01) 


Female 


8  6  (n/a) 


11.4  f+2.9) 


9,8  (- 1.6) 


11.1  {+  1.2) 


9  9(- 1,2) 


13.2  (+  3.4) 


1.7%  n/s 


Both 


17.8  (n/a) 


18.5  (+0,7) 


19  1  (+0.5) 


19.1  (-0,0) 


20,4  (+  1.3) 


20.9  (+  0,5) 


1.0%  (p<,Q1) 


AZ 


Male 


29,3  (n/a) 


30,2  (+  1,0) 


30,6  (+  0.4) 


30,2  {-  0,5) 


32,0  (+  1,9) 


32,4  (+  0,4) 


+  0.6  %  (p<,05) 


Female 


7,1  (n/a) 


7.5  (+0,4) 


8  2  (+  0,7) 


8.6  {+  0,5) 


9.2  (+  0.6) 


9.9  (+  0,6) 


2.2%,  (p<,01) 


Both 


15.5  (n/a) 


15.8  (+0,3) 


16,2  (+0.5) 


17.6  {+  1,4) 


19.2  (+1.6) 


21.2  (+  2.0) 


+  2.2%  (p<,01) 


+  36.8%  (15) 


AR 


Mafe 


26.7  (n/a) 


26.7  (+  0  0) 


27  2  (+  0.5) 


28.2  (+1.0) 


31.7  (+  3-5) 


33.5  (+  19) 


1.6%(p<.05) 


Femafe 


5,6  (n/a) 


5.9  (+  0,3) 


6.2  (+  0,4) 


7,9  (+1.7) 


7,5  (-  0.4) 


9,6  (+  2.1) 


+  3.6%(p<-0l) 


Both 


10.6  (n/a) 


11.3  (+0,7) 


11,0  (-0.3) 


12.0  (+1.0) 


11.8  (-  0.1) 


12  1  (+  0.3) 


0,9  %  (p<,05) 


CA 


Mafe 


17.9  (n/a) 


18.4  (+0,5) 


17  J  (-0.7) 


19.1  (+1,4) 


18.9  (-  0.2) 


19.2  (+  0,3) 


■  0.5  %  n/s 


Femafe 


4,1  (n/a) 


5,0  (+  0,9) 


4,9  (-0,1) 


5.4  {+  0,5) 


5,3  (-  0,1) 


5.6  (+  0,3) 


1,7  %  (p<.05) 


Both 


17,3  (n/a) 


19.2  {+  1,9) 


19.0  (-0,2) 


20.0  (+1,0) 


21.6  (+  1,5) 


23.2  (+  16) 


1,8%  (P<,01) 


CO 


Mate 


28.6  (n/a) 


30.9  (+  2.3) 


30,5  (-  0.4) 


31.5  (+  1.0) 


33,4  (+  1.9) 


36  3  (+  2.9) 


1.4%  (p<,Q1) 


Female 


7.0  (n/a) 


8.2  (+13) 


8.2  (+0.0) 


9.1  (+0-9) 


10.1  (+  1.0) 


10.4  (+  0  3) 


2.6%(p<01) 


Both 


9.6  (n/a) 


6.9  (-0,7) 


9.1  (+0,2) 


10.2  (+1,1) 


11,0  (+  0.8) 


11,5  (+  0,5) 


1.6%  (p<.05) 


CT 


Mafe 


16.4  (n/a) 


14.6  (-1.8) 


15,0  (+0.4) 


16.6  (+  1.6) 


17,6  (+  1.0) 


17.3  (-0.3) 


+  0.9  %  n/s 


Femafe 


3.6  (n/a) 


3.8  (+0,2) 


3,7  (-  0.2) 


4.4  {+  0,7) 


4,9  (+  0.5) 


6.2  {+  1.3) 


+  3.5  %  (p<,05) 


*  Rates  are  age-adjusted  to  the  U.S,  year  2000  standard 
7  Mode f-esti mated  average  annual  percentage  change  (AAPC)  based  on  afl  reporting  periods:  p-value  indicates  statisiicai  significance  of  trend;  n/s  indicates  trend  not  significant. 
^  Current  state  rank  (50  states  and  the  District  of  Coiumbfa)  Es  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1 )  to  iowest  rate  (51 ).  Differences  between 
ranks  do  not  necessarify  imply  a  statisticaliy  significant  difference. 

n  Overail  rate  change  is  between  the  first  (1999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  iargest  increase  (1 )  to  fargest  decrease  (51 ).  Differences 
between  ranks  do  not  necessarify  imply  a  statisticafly  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  l|l  999  -  2001  l  and  last  f2Q14  -  2016)  periods.  Ranks  are  from  largest  percentage  increase  (1)  to  iarpest  percentage _ 

decrease  (51 ).  Differences  between 

ranks  do  not  necessarily  impfy  a  statistically  SFgnrficar;t  differerrce, 

^  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  Intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 


Comment  |FC(|;  Wonder  if  in  a  revised 
title  or  footnote  if  it  needs  to  be  revised 
to  reflect  this  also  includes  District  of 
.Columbia. 

Comndcnt  |FC(|t  Suggest  being  dear  or 
what  these  period,  similar  to  how  done  In 
.another  footnote, 


-1- 


Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  § 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (+  1.7) 

14.2  (+0.6) 

14.4  (+0.2) 

+  0.9%  n/s 

42 

+  0.8  (50) 

+  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-  0.4) 

23.1  (+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

+  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-0.2) 

4.6  (-  0.4) 

4.9  (+0.3) 

6.4  (+  1.5) 

6.2  (-  0.2) 

+  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+0.5) 

6.4  (-  0.0) 

7.3  (+  0.8) 

6.6  (-  0.7) 

6.9  (+0.3) 

+  0.9%  n/s 

51 

+  1.0  (48) 

+  16.1  %  (45) 

Maie 

10.7  (n/a) 

11.1  (+0.4) 

10.3  (-  0.8) 

12.7  (+2.4) 

10.0  (-2.6) 

11.7  (+  1.7) 

+  0.3  %  n/s 

Female 

1 .7  (n/a)  tt 

2.3  (+  0.6)  tt 

3.3  (+  1.0) 

2.6  (-  0.7) 

3.6  (+  1.0) 

2.8  (-  0.8) 

+  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-  0.3) 

16.3  (+  1.4) 

16.3  (-  0.0) 

16.4  (+0.1) 

+  0.8%(p<.05) 

29 

+  1.6  (45) 

+  10.6%  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-  0.8) 

26.2  (+2.6) 

25.6  (-  0.6) 

25.6  (-  0.1) 

+  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+  0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+0.3) 

+  1.4%(p<.01) 

GA 

Both 

12.9  (n/a) 

13.2  (+0.3) 

12.3  (-  0.9) 

13.2  (+0.9) 

13.7  (+0.5) 

15.0  (+  1.3) 

+  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a) 

23.1  (+1.0) 

21.3  (-1.8) 

21.9  (+0.6) 

22.6  (+0.7) 

24.4  (+  1 .7) 

+  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-  0.2) 

4.6  (-  0.2) 

5.5  (+0.9) 

5.8  (+0.3) 

6.6  (+0.8) 

+  2,1  %(p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-1.8) 

10.3  (-  0.7) 

14.5  (+  4.1) 

14.4  (-  0.1) 

15.2  (+0.8) 

+  2.0%  n/s 

35 

+  2.4  (35) 

+  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21.9  (+  6.7) 

22.5  (+0.5) 

24.3  (+  1.8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-0.4) 

5.5  (+  0.5) 

7.1  (+  1.5) 

6.2  (-  0.9) 

5.9  (-  0.3) 

+  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18.3  (-  0.9) 

21.6  (+3.3) 

21.9  (+0.3) 

24.7  (+2.8) 

+  2.3%(p<.01) 

6 

+  7.5  (  6) 

+  43.2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+4.7) 

31.1  (-2.0) 

34.9  (+  3.8) 

34.7  (-  0.2) 

38.0  (+  3.3) 

+  1.6%(p<.05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+  0.0) 

9.0  (+2.9) 

9.5  (+0.5) 

11.8  (+2.3) 

+  4.4%(p<.05) 

IL 

Both 

9.9  (n/a) 

9.8  (-  0.1) 

9.7  (-  0.1) 

10.6  (+  0.8) 

11.2  (+0.6) 

12.2  (+  1.0) 

+  1.5%(p<.05) 

44 

+  2.3  (38) 

+  22.8  %  (32) 

Male 

17.1  (n/a) 

16.7  (-  0.4) 

16.2  (-  0.4) 

17.6  (+  1.4) 

18.5  (+0.9) 

19.8  (+  1.3) 

+  1,1  %(p<.05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+  0.4) 

5.2  (+  0.6) 

+  2.4%(p<.01) 

IN 

Both 

13.0  (n/a) 

13.7  (+0.7) 

14.4  (+  0.7) 

14.9  (+0.5) 

16.4  (+  1.4) 

17.1  (+0.7) 

+  1.9%(p<.01) 

26 

+  4.1(23) 

+  31.9%  (25) 

Male 

22.4  (n/a) 

23.2  (+  0.8) 

24.4  (+  1.2) 

24.7  (+0.4) 

26.7  (+2.0) 

28.3  (+  1.6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+  0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+  0.9) 

6.6  (-  0.2) 

+  2.7%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * ** 

Modeled 
AAPC  t 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank) 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

11.8  (n/a) 

13.2  (+1.4) 

12.8  (-  0.4) 

14.2  (+  1.4) 

15.9  (+  1.7) 

16.0  (+0.1) 

+  2.1  %(p<.01) 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+  2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1 .0) 

5.3  (+  0.6) 

5.5  (+0.2) 

6.1  (+0.6) 

6.7  (+  0.6) 

+  3.8%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+1.8) 

15.8  (+0.7) 

15.3  (-  0.5) 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Maie 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+  1.5) 

25.6  (-  0.9) 

29.1  (+3.5) 

30.7  (+  1.6) 

+  1.9%(p<.01) 

Female 

4.6  (n/a) 

6.0  (+  1 .4) 

5.7  (-  0.3) 

5.4  (-  0.3) 

6.8  (+  1 .4) 

8.4  (+  1.6) 

+  3.2  %  (p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3) 

16.2  (-  0.5) 

18.2  (+2.0) 

19.3  (+  1.1) 

+  1.9%(p<.01)  1 

20 

+  5.2  (16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+1.9) 

28.3  (+  1.4) 

27.2  (-1.0) 

30.1  (+2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+0.4) 

6.1  (+  0.8) 

6.1  (+0.1) 

7.1  (+0.9) 

7.7  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+  0.4) 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+2.5) 

+  1.6%(p<.05)  ! 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+  0.1) 

23.3  (+0.8) 

23.7  (+0.5) 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+  0.5) 

4.9  (-  0.2) 

6.1  (+  1.2) 

7.5  (+  1.4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-  0.9) 

14.4  (+  0.8) 

15.4  (+  1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4  %  (29) 

Male 

25.0  (n/a) 

22.9  (-2.1) 

24.6  (+  1.7) 

25.7  (+  1.1) 

31.1  (+  5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-0.0) 

5.2  (-0.1) 

6.0  (+0.7) 

7.6  (+  1.6) 

7.9  (+  0.3) 

+  3.1  %  (p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+  0.1) 

10.7  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<.05) 

47 

+  0.8  (49  §5) 

+  8.5  %  (49  S§) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17,3  (-  0.5) 

17.7  (+0.4) 

18.2  (+0.5) 

18.0  (-  0.2) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+  0.4) 

3.9  (+  0.0) 

3.7  (-  0.2) 

4.1  (+0.4) 

4.5  (+  0.4) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+  0.2) 

8.4  (+  0.8) 

9.3  (+  1.0) 

9.8  (+  0.4) 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  nil) 

+  35.3  %  (20  mi) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-  0.2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  (-  0.4) 

4.0  (+  1.0) 

3.8  (-  0.1) 

4.8  (+  1.0) 

4.6  (-  0.2) 

+  3.0  %  (p<.05) 

Ml 

Both 

1 1 .8  (n/a) 

12.5  (+0.7) 

12.9  (+0.4) 

13.9  (+  1.0) 

14.5  (+0.7) 

15.6  (+1.1) 

+  1.9%(p<.01)  ! 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+  0.9) 

21.6  (+0.7) 

22.8  (+  1.3) 

23.9  (+  1.0) 

25.0  (+  1.2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+  0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

6.7  (+0.9) 

+  2.8%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 
AAPC  + 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

MN 

Both 

10.7  (n/a) 

11.5  (+0.9) 

12.4  (+  0.8) 

12.9  (+0.5) 

14.2  (+  1.3) 

15.0  (+0.9) 

+  2.3%(p<.01) 

38 

+  4.3(19) 

+  40.6%(  8) 

Male 

18.3  (n/a) 

19.3  (+1.1) 

20.4  (+  1.0) 

20.9  (+0.6) 

22.9  (+  1.9) 

23.3  (+  0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+0.6) 

4.8  (+  0.6) 

5.1  (+0.4) 

5.8  (+  0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

14.1  (+1.2) 

14.7  (+  0.6) 

15.5  (+  0.8) 

15.6  (+0.1) 

15.2  (-  0.3) 

+  1.1  %(p<.05) 

36 

+  2.3  (36) 

+  17.8%  (40) 

Maie 

22.9  (n/a) 

24.6  (+  1 .7) 

25.1  (+  0.6) 

26.8  (+  1.7) 

25.9  (-  0.9) 

25.3  (-  0.6) 

+  0.7%  n/s 

Female 

4.3  (n/a) 

5.0  (+  0.7) 

5.5  (+  0.5) 

5.5  (-  0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+  1.3) 

16.0  (+0.7) 

17.8  (+  1.7) 

20.0  (+2.3) 

+  2.2%(p<.01)  I 

16 

+  5.3  (15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-1.6) 

25.6  (+  1.9) 

26.6  (+  1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+  0.7) 

6.3  (+0.2) 

7.4  (+  1.1) 

8.6  (+  1.2) 

+  3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1 .4) 

23.6  (+  1.0) 

24.7  (+1.1) 

26.7  (+2.0) 

29.2  (+2.5) 

+  2.1%(p<.01)  ! 

1 

+  8.0(  2) 

+  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+  2.5) 

39.7  (-  0.1) 

41.0  {+  1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

6.4  (+1.8) 

8.4  (-0.1) 

10.0  (+  1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+  0.4) 

11.7  (-  0.8) 

13.5  (+  1.8) 

14.8  (+  1.3) 

+  1.0%  n/s 

40 

+  2.1  (42) 

+  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-1.5) 

20.3  (-  0.4) 

19.8  (-  0.5) 

22.0  (+2.2) 

23.9  (+  1.9) 

+  0.6  %  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+  0.9) 

4.0  (-1.1) 

5.5  (+  1 .4) 

5.8  (+  0.3) 

+  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22.6  (+  0.5) 

21.4  (-1.2) 

23.1  (+  1.6) 

-  0.2  %  n/s 

9 

-0.2(51) 

-1.0%(51) 

Male 

38.3  (n/a) 

36.7  (-1.7) 

35.1  (-1.6) 

35.6  (+0.5) 

32.5  (-  3.0) 

35.4  (+  2.8) 

-  0.7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+  0.1) 

10.0  (+0.4) 

10.6  (+0.6) 

11.2  (+0.6) 

+  1.5%(p<.01) 

NH 

Both 

13.5  (n/a) 

12.5  (-1.0) 

13.3  (+0.8) 

15.2  (+  1.9) 

15.8  (+  0.6) 

20.0  (+4.2) 

+  2.7%(p<.05) 

17 

+  6.5(  8) 

+  48.3%(  3) 

Male 

22.5  (n/a) 

21.1  (-1.4) 

21.7  (+  0.6) 

24.8  (+  3.1) 

25.4  (+0.6) 

30.6  (+  5.2) 

+  2.2%(p<.05) 

Female 

5.3  (n/a) 

4.8  (-  0.5) 

5.9  (+  1.0) 

6.2  (+0.4) 

6.6  (+  0.4) 

9.8  (+  3.2) 

+  3.9  %  (p<.05) 

NJ 

Both 

7.8  (n/a) 

7.7  (-  0.1) 

7.5  (-  0.2) 

8.0  (+0.5) 

8.9  (+0.9) 

9.2  (+0.4) 

+  1.3%(p<.05)  ! 

50 

+  1.5  (47) 

+  19.2%  (35) 

Male 

13.0  (n/a) 

13.1  (+0.0) 

12.6  (-  0.5) 

13.7  (+  1.1) 

14.5  (+0.8) 

14.6  (+  0.1) 

+  0.9%(p<.05) 

Female 

3.2  (n/a) 

2.9  (-  0.3) 

3.0  (+  0.0) 

2.9  (-0.1) 

3.8  (+  0.9) 

4.4  (+0.6) 

+  2.3%  n/s 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^^ 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-0.1) 

21.8  (-  0.2) 

23.0  (+  1.2) 

24.1  (+1.1) 

26.0  (+  1.9) 

+  1.1%(p<.05)  1 

4 

+  4.0  (24) 

+  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2) 

35.8  (-  0.6) 

37.1  (+  1.3) 

40.7  (+  3.6) 

+  0.4%  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+  0.7) 

10.7  (+2.6) 

11.7  (+0.9) 

12.0  (+  0.3) 

+  3.3  %  (p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+  0.6) 

8.4  (+  0.8) 

9.5  (+1.1) 

9.3  (-  0.1) 

+  2.1  %(p<.01) 

49 

+  2.1  (41) 

+  28.8  %  (27) 

Maie 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (+0.7) 

13.9  (+  1.0) 

15.4  (+  1.4) 

14.5  (-  0.9) 

+  1.4%(p<.05) 

Female 

2.7  (n/a) 

2.6  (-  0.1) 

3.0  (+  0.3) 

3.5  (+  0.5) 

4.2  (+  0.7) 

4.6  (+  0.5) 

+  4.2%(p<.01) 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+  0.1) 

14.2  (+0.5) 

14.5  (+0.4) 

15.3  (+0.8) 

+  0.8%(p<.01)  I 

34 

+  1 .7  (44) 

+  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-  0.6) 

23.3  (+1.1) 

23.3  (+0.0) 

23.9  (+0.6) 

+  0.4%  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+  0.8) 

6.0  (-  0.2) 

6.7  (+0.7) 

7.6  (+  0.9) 

+  2.0  %  (p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+1.3) 

16.0  (+  1.4) 

16.6  (+0.6) 

18.4  (+  1.9) 

20.9  (+2.5) 

+  2.9%(p<.01)  ! 

14 

+  7.6(  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+  3.4) 

27.1  (-0.9) 

29.6  (+  2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-  0.8) 

5.7  (+2.0) 

6.7  (+  1.0) 

8.5  (+  1.8) 

+  3.9  %  n/s 

OH 

Both 

1 1 .6  (n/a) 

12.3  (+0.8) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+  1.4) 

15.8  (+  1.0) 

+  2.0%(p<.01) 

32 

+  4.2  (21) 

+  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+  1.3) 

22.1  (-0.1) 

24.2  (+2.1) 

25.5  (+  1.3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a) 

4.7  (+  0.7) 

4.9  (+  0.1) 

5.3  (+0.5) 

6.2  (+  0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4  (+  1.1) 

20.7  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<.05) 

7 

+  6.4(10) 

Male 

28.5  (n/a) 

27.3  (-1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+  3.8) 

+  2.0  %  (p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (-  0.5) 

8.5  (+  1.6) 

10.3  (+  1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

17.7  (+  1.3) 

17.7  (-  0.0) 

18.6  (+0.9) 

19.8  (+  1.2) 

21.1  (+  1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2  %  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-  0.9) 

29.5  (+  1.0) 

31.4  (+  1.8) 

33.0  (+  1.6) 

+  1.1  %(p<.01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

7.7  (+  0.6) 

8.4  (+0.7) 

8.8  (+  0.4) 

9.8  (+0.9) 

+  2.7%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+0.4) 

12.8  (+0.3) 

13.9  (+  1.1) 

15.0  (+1.1) 

16.3  (+  1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+  0.3) 

21.9  (+0.6) 

23.1  (+  1.2) 

24.7  (+  1.7) 

26.1  (+  1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+  0.3) 

4.6  (+  0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (+  1.1) 

+  3.5%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * ** 

Modeled 
AAPC  t 

1 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  ^ 

] 

Overall 
Percent 
Change 
(State  Rank) 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rl 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  (-  0.0) 

12.8  (+3.8) 

11.9  (-0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30) 

+  34.1  %  (23) 

Male 

15.4  (n/a) 

15.2  (-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-0.7) 

3.8  (+  0.4) 

5.1  (+  1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7  %  (p<.05) 

SC 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+  1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

+  2.3%(p<.01) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Maie 

21.3  (n/a) 

22.5  (+1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1.9) 

+  1.8%(p<.01) 

Female 

5.4  (n/a) 

4.7  (-  0.7) 

6.0  (+  1.3) 

6.2  (+  0.2) 

7.0  (+0.8) 

8.4  (+  1 .4) 

+  3.4  %  (p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

17.1  (+  1.3) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+2.9) 

+  2.5%(p<.01)  1 

10 

+  7.0(  7) 

+  44.5%(  6) 

Male 

27.6  (n/a) 

26.3  (-1.3) 

27.9  (+  1.6) 

30.1  (+2.2) 

32.0  (+  1.9) 

33.6  (+  1.6) 

+  1.6%(p<.01) 

Female 

4.2  (n/a) 

5.8  (+1.6) 

6.4  (+  0.6) 

8.3  (+2.0) 

7.3  (-1.0) 

11.3  (+4.0) 

+  5.8%(p<.01) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+  1.1) 

17.2  (+0.0) 

18.2  (+  1.0) 

+  1.4%(p<.01)  ! 

22 

+  3.5  (28) 

+  24.2  %  (31) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+  1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+  1.6) 

22.2  (+  0.3) 

23.1  (+0.9) 

+  0.9%(p<.05) 

Female 

4.8  (n/a) 

5.4  (+0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+  0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+2.0) 

24.0  (+  3.8) 

25.2  (+  1.2) 

+  2.7%(p<.01) 

5 

+  8.0(  3) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-1.7) 

32.1  (+2.7) 

37.8  (+  5.7) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+  0.1) 

8.5  (+  1.0) 

10.6  (+2.1) 

12.6  (+2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-1.3) 

16.6  (+  1.7) 

18.7  (+2.1) 

19.7  (+  1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+  4.6) 

24.3  (-4.0) 

27.3  (+  3.0) 

31.0  (+3.7) 

32.5  (+  1.5) 

+  1.9%(p<.05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+  1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+  0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (-  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+0.5) 

+  1.2%(p<.01)  ! 

37 

+  2.2  (39) 

+  17.4  %  (41) 

Male 

21.6  (n/a) 

21.3  (-  0.2) 

21.0  (-  0.4) 

22.5  (+  1.5) 

23.6  (+  1.2) 

23.9  (+  0.2) 

+  0.9%(p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+  0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1.8%(p<.05) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard, 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  Indicates  trend  not  significant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overail  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessariiy  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  Is  between  the  first  and  iasl  periods.  Ranks  are  from  iargesl  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
ft  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 


-6- 


Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  1999  -  2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 
AAPC  + 

I 

Current 
State 
Rank  ^ 

Overall 

Rate  Change 
(State  Rank)  H 

I 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+  1.0) 

+  1.1  %(p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5) 

24.1  (-1.1) 

25.1  (+  1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+  0.8) 

8.5  (+  0.8) 

+  2.5%(p<.01) 

WV 

Both 

15.6  (n/a) 

17.2  (+1.6) 

16.7  (-  0.5) 

16.0  (-  0.7) 

19.2  (+  3.2) 

21.4  (+2.2) 

+  1.8%  n/s 

11 

+  5.8  (13) 

+  37.1  %(14) 

Maie 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5) 

27.6  (-1.0) 

31.5  (+3.9) 

33.5  (+2.0) 

+  1.1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+  0.3) 

5.3  (-  0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+  1.0) 

15.3  (+0.3) 

16.5  (+  1.2) 

+  1.5%(p<.01) 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5) 

22.7  (+  0.5) 

24.0  (+  1.2) 

24.4  (+0.4) 

25.7  (+  1.3) 

+  1.1  %(p<.01) 

Female 

5.1  (n/a) 

5.3  (+0.2) 

5.6  (+  0.4) 

6.4  (+0.7) 

6.5  (+0.1) 

7.5  (+  1.0) 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7) 

22.5  (-  0.9) 

25.4  (+2.8) 

28.9  (+  3.5) 

28.8  (-  0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5) 

36.3  (-  3.0) 

41.5  (+5.2) 

47.1  (+5.6) 

44.6  (-  2.4) 

+  1.8%(p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6) 

9.2  (+  0.9) 

9.4  (+0.2) 

10.7  (+  1.4) 

12.6  (+  1.9) 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U.S.  year  2000  standard. 

’t  Model- estimated  average  annual  percentage  change  (AAPC)  based  on  alE  reporting  periods;  p-value  indicates  statistical  stgntficance  of  trend;  n/s  indicates  trend  not  stgnEficant. 

S  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014  -  2016.  Ranks  are  from  highest  rate  (1)  to  fewest  rate  (51 ).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

If  Overall  rate  change  is  between  the  first  (1999  -  2001)  and  last  (2014  -  2016)  reporting  periods.  Ranks  are  from  largest  increase  (1 )  to  largest  decrease  (51).  Differences 
between  ranks  do  not  necessarily  imply  a  statistically  significant  difference, 

**  Overall  percent  change  in  rates  is  between  the  first  and  last  periods.  Ranks  are  from  largest  percentage  increase  (1 )  to  largest  percentage  decrease  (51).  Differences  between 
ranks  do  not  necessarily  imply  a  statistically  significant  difference, 
tf  Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 

^  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 
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Percentage  Changes  in  Annual  Suicide  Rates  (per  100,000,  Age-Adjusted) 

2014-2016  Compared  Against  1999-2001 


Decrease  1 .0% 
Increase  5,9%-18.3% 
Increase  18.8%  -  29.3% 
Increase  31 .9% -37 .4% 
Increase  37.6%- 57.6% 
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Table  Z.  Circumstances  Preceding  Suicide  among  Decedents  >10  years  of  age  with  and  without  Known  Mental  Health  Problems- National 
Violent  Death  Reporting  System^  27  states*^  2015 _ 


Characteristics 

Total 

Known  Mental 
Health  Problem^ 

No  Known 

MH  Pfoblem 

Chi- 

Sc^uare 

OR 

(95%  Cl) 

Adjusted  OR^ 
(95%  Ci) 

Suicide  with  knowrr  circumstances 

IS.  764(9  LB) 

9,407(100) 

9,357(84.8) 

p<.01 

M  enta  1  Problems 

Any  Current  Mental  Heaith  Diagnosis’ 

Depressson/dyslhymia 

7,076(75.2) 

7,076(75.2) 

Anxiety  disorder 

1,579(16.8) 

1,579(16.8) 

Bipolar  disorder 

1,431(15.2) 

1,431(15.2) 

Schizophrenia 

509(5.4) 

509(5.4) 

PTSD 

424(4.5) 

424(4.5) 

ADO/ADHD 

226(2.4) 

226(2.4} 

Unknown 

76p(a.l) 

760(8.1) 

Current  depressed  mood 

7,038(37.5) 

3,962(42.1) 

3,076(32.9) 

p<.01 

0.7{0.6-0.7) 

0.7{0.6-0.7) 

Substance  Problems 

Any  Current  substance  problem 

5,319(28.3) 

2,976(31.6) 

2,343(25.0) 

p<.01 

0.7(0.7-0,8) 

0.7(0.7-0,8) 

Alcohol  problem 

3,268(17.4) 

1,862(19,8) 

1,406(15.0) 

pc  .01 

0.7(0,7-0,S) 

0.7(0,7-0,S) 

Other  substance  problem 

3,0a4(16.4} 

1,768(18.8) 

1,316(14.1) 

p<.01 

0.7(0. 7-0.8) 

0.7(0. 7-0.8) 

Treatment 

Current  mental  health/suhstance  abuse  treatment 

5,141(27.4) 

5,077(54.0) 

64(0.7) 

p<,01 

O.O(O.O-O.O) 

O.O(O.O-O.O) 

Ever  treated  for  metnal  heallh/substanee  problem 

6,717(35.8) 

6,323(67.2) 

394(4.2) 

p<.01 

O.O(O.O-O.O) 

O.O(O.O-O.O) 

Relationship  Problems/ toss 

Any  relationship  problem/loss 

7,948(42.4) 

3,726(39.6) 

4,222(45.1) 

p<.01 

1.3(1.2-1.3) 

1.3(1.2-1.4) 

Intimate  partner  problem 

5,098(27.2) 

2,270(24,1) 

2,828(30,2) 

pc  .01 

1. 4(1.3- 1,5) 

1. 4(1.3- 1,5) 

Perpetrator  of  interpersonaf  vioience  past  month 

414(2.2) 

131(1.4) 

283(3.0) 

p<.01 

2.2(1.8-27) 

2.0(l.e-2.4) 

Victim  of  interpersonal  violence  within  past  month 

84(0.4) 

53(0.6) 

31(0.3) 

p<.05 

0.6(0.4-0.9) 

0.8(0. 5- 1.2) 

Eamiiy  reiatipnship  probiem 

1,671(8.9) 

873(9.3) 

798(8.5) 

0.9(0.8’1.0) 

1.0(0.9-11) 

Other  refationship  problem  (norii-intimale) 

403(2.1) 

202(2.1) 

201(2.1) 

1.0(0.8-12) 

1.1(0.9-1.3) 

Argument  or  conflict  fnot  specified) 

2,914(15.5) 

1,278(13,6) 

1,636(17-5) 

pc.Ol 

1.3(1.2-1,5) 

1.4(1. 3- 1,5) 

Death  of  a  loued  one  (any) 

1,497(8.0) 

826(8.8) 

671(7.2) 

FK.Ol 

0.8(0. 7-0.9) 

0.9(08-0.9) 

Mon-suicide  death 

1,181(6.3) 

647(6.9) 

534(5.7) 

pc.Ol 

0.8(0,70,9) 

0.9(0.S-l,O) 

Suicide  of  family  or  friend 

379(2.0) 

217(2.3) 

162(1.7) 

p<.01 

07(0.6-0.9) 

0.8(0. 7- 1.0) 

Other  Life  Stressors/Loss 

Any  life  stressors/ loss 

9,743(51.9) 

4,675(49.7) 

5,068(54.2) 

p<,01 

1.2(1. 1-1. 3) 

1.1(1.1-1.2) 

Recent  criminal  legal  problem 

1,588(8.5) 

586(6.2) 

1,002(10.7) 

p<.01 

1.8(1.6-20) 

1.7(1. 5- 1.9) 

Other  legal  problem 

748(4.0) 

378(4.0} 

370(4.0) 

10(0.8- 1,1) 

10(0.9- 1,2) 

Physical  health  problem 

4,179(22.3) 

2,012(21.4) 

2,167(23.2) 

p<.01 

1. 1(1.0- 1.2) 

1. 0(1.0- 1.1) 

Job/Financiat  problem** 

2941(16,2) 

1530(16.8) 

1411(15,6) 

pc  .05 

0.9(0.8-1,0) 

0.9(0.8-1,0) 

Eviction  or  loss  of  home 

722(3.8) 

317(3.4) 

405(4.3) 

p<.0l 

1. 3(1.1- 1.5) 

1. 4(1.2- 1.6) 

School  problem^^ 

162(19.9) 

70(17.8) 

92(21.9) 

1. 3(0.9- 1.8) 

1. 3(0.9- 1.9) 

Recent  release  from  an  institution^^ 

1,412(7.6) 

941(10.2) 

471(5.1) 

p<.0l 

D.5(0.4-0.5) 

D.5(0.4.0.S) 

JaiJ/prison/detenlion  faciiity 

203(14.4) 

82(8.7) 

121(25.7) 

p<.01 

3.6(27-4.9) 

4.5(3.2-64) 

Hospital 

517(36.6) 

311(33,0) 

206(43.7) 

pc  .01 

1,6(1.3-20) 

1.3(1.0-1,7) 

Psychiatric  ho  spit  a  i 

432(30.6) 

403(42.8) 

29(6.2) 

p<.01 

0.1(0. 1-0.1) 

0.1(0. 1-0.1) 

Other  psychiatric  institution 

37(2.6) 

36(3.8) 

1(0.2) 

pK.Ol 

0.1(0.0-0.4) 

_1T1 

Res  i  de  n  tia  1  fa  cil  i  ty  (a  ic/S A  t  reat ) 

30(5.7) 

50(5.3) 

30(6.4) 

1. 2(0.3- 1.9) 

Other 

143(10.1) 

59(6.3) 

84(17.8) 

p<.01 

3.2(2.3-4.6) 

3.1{2.2-4.5) 

Crisis  within  past  or  upcoming  two  weeks*** 

5,525(29.4) 

2,444(26.0) 

3,081(32.9) 

p<.0l 

1. 4(1.3- 1.5) 

1.4(1.3-1.5) 

Intimate  partner  problem  crisis 

1968(35.6) 

854(34.9) 

1114(36.2) 

1.1(09- 1.2) 

1.1(09-1.2) 

Physical  health  problem  crisis 

739(13.4) 

315(12,9) 

424(13.8) 

1.1(0.91,3) 

1. 0(0.8- 1,2) 

Criminal  legal  problem  crisis 

621(11.2) 

203(8.3) 

418(13.6) 

pK.Ol 

1.7(  1.5-2. 1) 

1.6(13-1.9) 

Family  relationship  problem  crisis 

430(7.8) 

212(8.7) 

218(7.1) 

p<.05 

0.8(0.7-10) 

0.9(0.7-l.l) 

Job  problem  crisis 

354(6.4) 

191(7.8) 

163(5.3) 

P<.01 

0.7(0.5-0.3) 

0.7(0.5-0.3) 

Suicide  Event/History 

Left  a  note 

6,468(34.5) 

3,182(33,8) 

3,286(35.1) 

1. 1(1.0- 1,1) 

1.2(1. 1-1,2) 

Disclosed  suicide  intent 

4,405(23.5) 

2,306(24.5) 

2,099(22.4) 

p<.01 

0.9(0.3-1.0) 

0.9(03-0.9) 

History  of  ideation 

5,990(31.9) 

3,838(40,8) 

2,152(23.0} 

p<.01 

0,4(0.4-0,5) 

0.4(0.4-0,5) 

History  of  attempts 

3,732(19.9) 

2,770(29.4) 

962(10.3) 

p<.01 

0.3(0.30. 3) 

03(0.3-0. 3) 

*'A1d!ikQ,  Cn^turada,  C'oiiiii^L^Lii^u.L,  GcL>{;!;iii,  IJimdi,  KiiiiE.ii£i,  K-en Lucky,  Mdinc.  Maryland,  Mjiii^cliu^fiLlLs.  MictiL^Lin.  Mitiitt;!iCiezi„  1  Eiitii|iiihirij,  Nth^'  Jersey,  New 

Mcmicit,  Urw  York,  North  Carohnti,  Ohtn,  OkJjhunia,  Onc^^on,  ktiodic  L^laiid.  Sotitb  Csrullma,  Utah,  ^ermnnC,  Vir;ginitL  amJ  WiNccmdit. 

'  DcKdeu)  lifid  Ivoai  idenlified  as  cujTently  hiwhig  a  diagnosed  mental  heaEtli  prciblcin  in  coroner/inttlwal  eitMiiineror  law  enfcifcemcnl  roiKnls. 

^  LiigisLte  regn^sioti,  was.  uscd  to  csLiittalc  adjured  i,Kdds  raiio  w'jih  Clii  uHer  conliuJIiELg  fPr  iigc-  gender,  race  and  eibiiicity. 

'  IncEudes  dctzaJenti  wMh  one  wr  nwirc  dio^tKictl  cuijL’rt  rncnisil  healdi  probknTS.  wflitch  anc  not  Fn.urnaHy  cjiclwsfvc.  Thenc+on:  ruitk  of  picRojitagns  for  the  dtagnciscd  coFtddionsi 
esieeed  Ifi0%  DwiLfininAToF  inciiides  llle  mtnitef  O'f  Liecctkiits  wish  rule  or  more  current  diaginosed  rnesntti  iveallh  jnohkws 

”+DenornraaliW  is  decedents  aged  1 S  yettra  of  age  mid  older. 

OenoFni  naiOT  is  deccdeiUs  agixl  f(H  H  year’s. 

*^jDenj0iftiiiatU(r  of  irtsiiiLiiiuii  subgroup  ts deeudctiis  •viiEi  ificsmi  cealetoi.’ iroiLi an  insii Liiiioit,  Typo  In  Is  is  pcJS-siblE  tcialso  d0S£rlbE  wh-st  f&CEht  tTieaTis?  Past  two  WEfik  or  Is  this  tiiil'ti*'  warisbJE? 

Kcswlts  arc  noi  rc^Hirtcd.  MixJcl  feilcd  Lo  converge  due  to  daia  separafkm.  Given  th&  tjrr^d  au^liertce'  of  MMVW,  can  tfir>  tie  put  inT^T  more  simple  terms/ 

*'^*D»;iicmiitialor  of  crisjs  subgioup  la  dc=codenrs  wilh  any  crisis  wilhin  pas?  t>f  upcoming  two  weebi.  Crises  d^icted  Itete  TeprgsanL  the  most  CQinimiiiEy  oceufriirgcaiegories. 
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Short  title:  Vital  Signs:  Increasing  Trends  in  State  Suicide  Rates  and  Contributing  Circumstances 

Deborah  M.  Stone,  ScD;^  Thomas  R.  Simon  PhD;^  Katherine  A.  Fowler,  PhD;^  Scott  R.  Kegler,  PhD;^  Kerning  Yuan, 
MS;^  Kristin  M.  Holland,  PhD;^  Asha  Z.  Ivey-Stephenson,  PhD;^  Alex  E*  Crosby,  MD^ 

Structured  abstract  (256/250  words — this  word  count  is  not  included  in  the  1800  max  for  the  remainder} 

Background:  Ov-era-l-l-'SSuicide  rates  have  been  rising  in  the  United  States  since  199g^Examinine  state-level  trends  . 
in  suicide  and  its  multiple  contributing  drcumstancesT  can  inform  comprehensive^tote  suicide  prevention 
planning. 

Methods:  Trends  in  age-adjusted  suicide  rates,  by^tat^and  sex,  among  people  aged  >10  years,  were  assessed 
using  data  from  the  National  Vitai  Stattstics  System.  Changes  in  rates  were  examined  across  six  consecutive 
three-year  periods  from  1999-2016.  TheCOCs  National  Violent  Death  Reporting  System4204ri^  covering  27 
states,  was  used  to  examine  the-precipitating  circumstances  among  suicide  decedents  with  and  without  known 
mental  health  problems  (MHP). 

Results:  Forty-four  states  saw  statistically  significant  sSuicide  rates  increases  sienificar^tlv  from  1999-2016  in  44 
states.  In  2S  states,  rates  increased  by  30%  or  more.  Male  suicide  rates  increased  significantly  in  34  states^  while 
f Female  rates  increased  significantly  in  43  states,  ^ople  with  (46%)  and  without  [54%)  known  MHP  had  both 
differing  and  similar  circumstances  precipitating  suicide.  Several  circumstance,  such  as  any  relationship 
problems/loss  (39.6  and  45.1%,  p<  .01),  any  life  stressors/ loss  (497  and  54.2%,  p  <  .01),  and  recent  crises  [26.0 
and  32.9%,  p<  .01),  respectively,  were  more  likely  among  those  without  known  MHP,  but  were  common  across 
groups. 

Conclusions:  Suicide  rates  rose  significantly  across  most  states  from  1999-2016.  Varied  circumstances  beyond 
MHP  alone  contributed  to  suicides  among  people  with  and  without  known  MHP. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  public  health  approach  based  on  the 
best  available  evidence  to  prevent  suicide  risks  before  they  occur,  identify  and  support  people  already  at  risk, 
prevent-  re  attempts,  and  help  friends/famlly  after  a  suicide  occurs. 

INTRODUCTION 

BACKGROUND  AND  PURPOSE  (260  words) 

In  2016,  nearly  45,000  suicides  (^5.^100,000)  occurred  in  the  United  States  (U.S.),  among  people  SIO  years  old 
[1],  Between  1999  and  2016,  suicide  rates  Increasecf  across  sexes,  raclal/ethnic  groups,  and  urbanization  levels 
[2,  3].  Suicide  is  the  10^^  leading  cause  of  death  and  is  among  the  only  leading  causes  to  be  increasing  [1,  4], 
Additionally,  rates  of  Emergency  Department  visits  for  nonfatal  self-harm  injury,  a  key  risk  factor  for  suicide, 
increased  more  thanfl09^etween  2001  and  2015  [1].  Together,  suicides  and  self-harm  injuries  cost  the  nation 
more  than  $69  billion  in  direct  medical  and  work  loss  costs  [1]. 

The  Natfonat  Strategy  for  Suicide  Prevention(NSSP}  [5]  calls  for  a  public  health  approach  to  suicide  with 
prevention  efforts  spanning  across  multiple  levels  (i.e,,  individual,  family/relationship,  community,  and  societal), 


Ctirnment  |FC(|:  Can  a  couple  of  words 
be  added  here  to  reflect  a  date  since  rates 
have  been  rising.  I  see  word  count  ts  an 
issue  and  I  think  a  couple  of  words  can 
come  out  in  other  places  to  help.  Two 
other  Ideas  that  might  help  with  word 
countin  this  first  line: 

-Suicide  rates  in  the  United  State  are 
rising. 

-Suicide  rates  in  the  Unites  stotes  have 
risen  in  the  United  States  since  1999. 
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CoinniCTit  |FC(|:  Style  consideration. 
Since  focus  on  suicide  and  states  fs  clear, 
may  not  these  words  twice  in  sentence 
which  would  reduce  word  count.  A  few 
.  other  tracked  suggestion  are  to  help 
\  reduce  word  count.  Please  take/leave 
\[  what  feels  right. _ 


\\ 

\  \ 


Comment  |FC(j:  The  transition  from 
reading  NVDRS  covers  27  states  to 
methods  to  the  first  line  in  the  results 
referring  to  44  states  made  me  pause  and 
have  to  go  back  to  the  methods.  Feel  like 
in  this  sentence  it  might  need  to  be  clear 
vital  stat  data  is  for  all  states  plus  it 
appears  District  of  Columbia  was  a  part  of 
the  analyses.  Same  comment  applies  to 
later  detailed  methods. 


Comment  |FC(]:  Undear  if  this  was 
supposed  to  be  a  reference  or  can  come 
out. 


CoTTiment  jFC(|:  I  think  edits  are  needed 
here  for  a  few  reasons.  I  am  finding  the 
statements  that  there  are  differences  and 
similarities  vague  and  hard  to  follow. 
Reporting  the  without  MHP  groups  as 
S4%  is  a  problem  because  this  is  correct 
for  understanding  demographics  but  not 


Cnminent  |FC(]:  Please  double  check.  I 
am  getting  15.9  from  WlSQAftS 


Comment  IFC(]:  Please  double  check. 
Wonder  if  this  might  have  been  calculated 
,for  all  ages  and  not  limited  to  >10  years. 


of  the  social  ecology.  Such  an  approach  underscores  that  suicide  \s  rarely  caused  by  any  single  factor  alone,  but 
rather,  is  muiti-determined.  Despite  the  NSSP  guidance,  suicide  prevention  efforts  largely  focus  on  identifying 
and  treating  individuals  with  mental  health  problems  (MHP)  [Gl.  Other  associated  risk  factors  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.^  substances,  firearms,  bridges)  among  people  at  risk,  poor 
coping  and  problem-solving  skills,  and  prior  suicide  attempts,  among  others  [5].  Expanded  awareness  of  the 
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40  additional  circumstances  that  contribute  to  suicide  risk  apart  from  MNP,  can  help  reach  the  nation's  goal  of 

4 1  reducing  suicide  rates  20%  by  2025  [7].  To  assist  states  in  achieving  this  goal,  this  study  analyzes  state-specific 

42  trends  in  suicide  rates,  assesses  the  multiple  factors  associated  with  suicide,  and  provides  recommendations  for 

43  multi-level  comprehensive  suicide  prevention. 

44  METHODS  (260  words) 
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Ctntiintiit  |F€X|:  I  am  confused  by  how 
the  alcohol  and  substance  use  disorder 
exception  is  described.  DSM-5  does  have 
an  alcohol  use  disorder  diagnosis  and  a 
substance  use  disorder  dx. 


Suicide  rates  were  analyzed  for  those  aged  10  years  and  older  (because  of  variability  in  attributions  of  suicidal 
intent,  younger  children  are  excluded)  [8].  Age-specific  suicide  counts  were  tabulated  based  on  National  Vital 
Statistics  System  coded  death  certificate  records  (fnternattonat  Classification  of  Diseases  10^^  Revision  [ICD-10] 
underlying-cause-of  death  codes  X60-X84,  Y87.0,  U03).  Age^spedfic  population  estimates  were  obtained  from 
'  U.S.  Census  Bureau/National  Center  for  Health  Statistics  bridged^race  population  data  releases. 

National  and  state-level  suicide  rate  estimates  were  calculated  for  six  consecutive  three-year  aggregate  periods 
from  1999-2016.  Rate  estimates  were  age-adjusted  to  the  U.S.  year  2000  standard  population  and  expressed  per 
100,000  persons  per  year.  Age-adjusted  suicide  rate  trends  were  modeled  using  the  same  three-year  data 
aggregates,  employing  weighted  least  squares  regression  with  inverse-variance  weighting.  Modeled  rate  trends 
are  reported  in  terms  of  average  annual  percentage  changes  (AAPCs). 

Data  from  2015  from  the  27  states  with  complete  data  participating  in  theCDC's  National  Violent  Death 
Reporting  System  (NVDRS),  ages  10  and  older,  were  used  to  compare  the  characteristics  among  suicide 
decedents  with  and  without  known  current  mental-health  preblefflsXMHP).  MHP  are  defined  in  NVDRS  as 
disorders  and  syndromes  listed  In  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (DSM- 
5)  [9],  except  alcohol  and  other  substance  use  disorders  (captured  separately)||_NVDRS  aggregates  data  from 
three  primary  data  sources:  death  certificates,  coroner/medical  examiner  reports  [including  toxicology),  and  law 
enforcement  reports.  Decedents  with  and  without  known  MHP  were  compared  using  Chi-square  tests;  logistic 
regression  was  used  to  estimate  adjusted  odds  ratios  with  95%  confidence  intervals  (Cl),  controlling  for  age 
group,  sex,  and  race/ethnicity. 

RESULTS  (S91  words) 

The  most  recent  overall  suicide  rates  (representing  2014-2016)  ranged  from  6  9  (District  of  Columbia)  to  29,2 

(Montana)  per  100,000  persons  per  year,  a  four-foid  difference  jffable  j)-  .^54  jV  _ 

increased  in  all  but  one  state  [Nevada),  with  absolute  increases  ranging  from[ro.2  (Delaware]]to_+ij JW^ 
per  100,000.  Percentage  increases  in  rates  ranged  from  +5.9%  (Delaware)  to  +57.6%  [North  Dakota),  with 
percentage  increases  of  at  least  30%  observed  in  25  states. 
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Comment  [FCfJr  Some  labeling  of  the 
tables  and  how  reflected  in  the  text  need 
some  modification.  There  are  current 
two  'Table  I''  in  attachments  [i,e.,  state 
t ren  ds:  se  I  ect  d  em  og  ra  p  h  its) .  Th  e  two 
NVDRS  tables  and  figure  1  don't  appear  to 
,be  referred  in  the  text  yet. 


Comment  |FC(jr  Please  double  check. 
Table  reflects  +0.8 
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Comment  |FC(|:  Suggest  revising  in 
order  to  allow  rn  the  next  sentence  the 
comparison  group  to  be  clear  and  the 
order  the  %'s  should  be  considered 
dearer  Tracked  Is  an  idea. 
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Comment  [FC(j'  Wonder  if  need  to  be 
clear  here  this  is  limited  to  18+.  Tracked 
might  be  a  sirnple  approach  to  consider. 

j  have  seen  MMWR  want  to  present  %'s 
to  first  decimal  place  consistently.  Here  is 
an  idea  of  how  that  could  be  done  here: 
Among  adait  decedents  15.3%  with 
known  MHP  and  20.1%  w/tdout  known 
,MHP  ever  served  in  the  military, _ 


73  Modeled  suicide  rate  trends  indicated  significant  increases  for  44  states,  as  well  as  for  the  U.S.  overall  (Table  1),  ; 

74  By  sex,  modeled  rate  trends  indicated  significant  increases  in  34  states  for  males  and  in  43  states  for  females.  : 

75  Nationally,  the  model-estimated  AAPC  for  the  overall  suicide  rate  was  +1.5%.  By  sex,  the  national  AAPC  was  <  , 

76  +1.1%  for  males  and +2.6%  for  females.  Jl 

77  i  j 

78  Suicide  decedents  with  [N=9,407)  and  without  (N=ll,039)  known  MHP  were  compared.  ^4 le  bBoth  groups  /  / 

79  were  predominately  male  and  non-Hispanic  white^r^Suidde  decedents  without  known  MHP  relative  to  those  j 

SO  with  MHP  were  more  likely  to  be  male  (83.6%  vs.  68.8%;  p<.01),  and  racial/ethnic  minorities  (odds  ratio  [OR] 

81  range:  1. 2-2.1;  95%  Cl  range  [1,0-1.31  -  [1. 6-2,0]),  TheySuidde  decedents  without  known  MHP  also  had 

82  significantly  greater  odds  of  perpetrating  homicide-suicide  [adjusted  odds  ratio  [aOR]  =  2.9,  95%  Cl  =  2. 2-3.8),  of  . 

53  firearm  suicide  (aOR  =  1.6,  95%  Cl  “  1.5-1. 7),  and  of  positive  toxicology  results  for  alcohol  (aOR  ^  1.2,  95%  Cl  J 

54  1.1-1. 3).  fifteen  percent  of  the^aduit  decedents  with  known  MHP  and  20%  without  ever  served  in  the  U.S.  | 

55  military. 
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Although  firearms  were  used  most  often  in  both  groups^  decedents  with  known  MHP  died  by  poisoning  more 
than  those  without  MHP  (19.8%  vs.  10.4%;  p<  .01),  most  frequently  by  over-the-counter/otherwise  unclassified 
^rugs  (35.8%),  opioids  (32.7%),  antidepressants  (34.6%)  or  benzodiazepines  {25.1%| 

All  suicide  decedents  with  known  MHP  (N=9,407)  and  approximately  85%  without  (N=9,357)  had  precipitating 
circumstances  information  (Table  Z  or  3??).  People  with  MHP  were  more  likely  to  have  any  substance  abuse 
problems  (31.6%  vs.  25%,  p  <  ,01),  While  two-thirds  of  those  with  known  MHP  had  a  history  of  MH  or  substance 
abuse  treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment  at  the  time  of  their  deaths. 


Decedents  without  known  MHP,  versus  those  with  MHP  had  a  greater  likelihood  of  any  relationship 
problem/loss  (45.1%  sndys^  39.6%,  p<  .01),  specifically  intimate  partner  problems  (30,2%  aftdys,  24,1%,  p  <  .01), 
arguments/conflicts  [17.5%  andvs.  13.6%,  p<  .01),  and  recently  perpetrating  interpersonal  violence  (3.0%  a-ndvs. 
1.4%,  p  <  .01).  They  were  also  more  likely  to  have  experienced  other  life  stressors,  such  as  criminai  legal 
problems  (10.7%  andys.  6,2%,  p  <  ,01)  or  eviction/loss  of  home  (4.3%  andvs,  3.4%,  p  <  .01),  and  they  were  more 
likeiy  to  have  had  a  crisis  within  the  preceding  or  upcoming  two  weeks  [32.9%  andvs.  26.0%,  p<.Ql).  Among 
^th  groups,  the  most  common  crises  were  intimate  partner  (35.6%)  and  physical  health  (13.4%)  problems. 

Decedents  without  known  MHP  had  significantly  lower  odds  of  recent  release  from  any  institution,  but  among 
those  who  were  recently  released,  those  without  a  known  MHP  were  more  likely  to  be  released  from  a 
correctional  facility  (2S.7%  vs.  8.7%,  p<.01)  or  hospital  (43.7%  vs.  33.0%,  p<.01)  than  those  with  a  known  MHP. 
Among  decedents  with  known  MHP  recently  released  from  an  institution  (10,2%),  42,8%  were  released  from 
psychiatric  facilities. 

Suicide  decedents  without  known  MHP  were  more  likely  than  those  without  MHP  to  leave  a  suicide  note  (35.1% 
^ndy^.  ^1.8%,Jp  <  .01)-,  wbUe-dDe cedents  with  known  MHP,  compared  to  those  without  MHP,  were  more  likely 
to  have  a  history  of  su  id  da?  ideation  (40,8%  vs.  23.0%,  p  <,6l)  and  attempts  [29,4%  vs.  10.3%,  p  <  .01]| 

Conclusions  and  Comments  (715  words] 


From  1999-2016,  44  states  saw  significant  suicide  rate  increases.  Half  of  the  states  experienced  increases  of  30% 
or  more.  Rates  increased  significantly  in  34  states  among  males  and  43  states  among  females.  More  research 
into  the  causes  of  these  trends  is  necessary  [10]. 

^^e  important  factor  associated  with  suidde  is  MHP.  Nearly  half  of  suicide  decedents  in  NVDRS  had  a  known 

MHP,  This  group  was  challenged  by  comorbid  substance  abuse  problems  (31,6%)  and  histories  of  suicidal 
ideation  (40.8%)  and  attempts  (29.4%o).  While  two-thirds  of  people  with  MHP  had  a  history  of  MH  and/or 
substance  abuse  treatment  and  over  half  were  in  treatment  at  the  time  of  their  deaths,  additional  support  could 
help  address  the  needs  of  this  vulnerable  population.  This  includes  broader  implementation  of  affordable  and 
evidence-based  treatments,  such  as  doctor-patient  collaborative  care  models  and  cognitive-behavioral  therapy, 


''  Ctiinini*iit  |FC(|:  I  think  the  comparison 
group  %'$  are  needed.  For  instance, 
drugs  (35.8%  vs.  35.8%). 

!  think  the  presentation  of  the  %'s  would 
be  easier  here  and  later  on  in  the  results 
if  the  p's  came  out  and  the  text  could 
simply  reflect  "sign  if  leant  differences'^  or 
some  variation  of  indicating  in  the  groups 
^were  different _ ^ 

r - > 

j  Cciitimcnt  |FC(|:  The  %  reported  in  this 
se  n  tence  a  p  pea  r  to  b  e  o  n  ly  for  the  grou  p 
with  MHPs.  Based  on  the  sentence 
wording,  the  %  for  both  groups  need  to 
,  be  reported. _ ^ 

{  Comineaf  [FCdi  Please  double  check 
r' [number.  Table  reflects  33.8% _ j 

j  Coniment  |FC{|:  My  two  cents:  I  think 
f  we  should  do  more  to  raise  attention  tp 
the  fact  that  almost  a  quarter  of  both 
groups  disclosed  suicide  intent.  This  is  a 
true  prevention  opportunity  so  1  think  this 
is  a  common  risk  to  highlight.  Knowing 
space  constraints,  1  think  this  is  more 
important  to  highlight  than  the  presence 
of  a  suicide  note  which  often  doesn't 
inform  prevention.  1  suggest  adding  into 

.results  and  into  discussion. _ ^ 

- - — — - ^ 

Comment  I  FC(|;  I  feel  that  MMWRs 
typically  don't  do  a  lot  of  repeat  of  the 
specific  data  findings  in  the  discussion.  I 
think  the  numbers  could  come  out  here.  1 
think  it  would  he  helpful  to  put  this  into  a 
larger  context,  indicating  whether  this  is 
consistent  with  other  research.  I  also 
think  this  is  an  opportunity  to  start  the 
narrative  that  suicide  risks  are  not  only 
MHP.  I'd  also  suggest  slight  revision  to 


Additionally,  greater  access  to  behavioral  health  providers,  especially  in  underserved  areas  is  important,  as  is 
healthcare  systems  change  that  supports  suicide  prevention  and  patient  safety  through  care  transitions  [11]. 


While  mental  health  probfems  are  a  significant  contributor  to  suidde,  54%  of  suicide  decedents  in  this  study  did 
not  have  a  known  MHP.  This  group  suffered  more  relationship  problems  and  life  stressors  such  as  criminaMegal 
matters,  eviction/loss  of  home,  and  recent  or  impending  crises.  This  is  noteworthy  in  light  of  findings  that 
suggest  many  suicides  and  attempts  occur  with  minimal  deliberatio.n  time,  particularly  among  people  without 
mental  health  disorders  and  who  faced  impending  life  crises  [12]. 
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|j|eopie  with  known  MHP  also  experienced  other  life  stressors  such  as  job  and/or  financial  problems,  relationship 
problems,  and  physical  health  problems.  These  findings  point  to  the  need  to  both  prevent  the  conditions 
associated  with  mental  health  problems  in  the  first  place  and  the  need  to  support  people  with  MHP  to  decrease 
their  vulnerability  to  poor  social,  health,  and  economic  outcomes  [13]. 


These  results  underscore  the  Importance  of  comprehensive  state  suicide  prevention  activities  that  go  beyond  a 
focus  on  MHmental  health  treatment  alone.  Prevention  strategies  may  include:  strengthening  economic 
supports  (e.g.i  housing  stabilization  policies,  household  financial  support)?^  teaching  coping  and  problem-solving 
skills,  especially  early  in  life  to  manage  everyday  stressors  and  prevent  future  relationship  problems;  and 
promoting  social  connectedness  to  increase  a  sense  of  belongingness  and  access  to  informational,  tangible, 
emotional,  and  social  support,  as  needed.  Other  strategies  m4icated  by  these  results- include  creating  protective 
environments  (e,g.,  reducing  access  to  lethal  means  among  people  at  risk,  creating  organizational  and  workplace 
policies  to  promote  help-seeking  and  positive  social  norms),  supporting  family  and  friends  after  a  suicide  has 
taken  place,  and  assuring  safe  reporting  by  the  media  in  order  to  prevent  suicide  contagion  [ll]|^Some  states, 
such  as  Colorado,  are  planning  and  implementing  a  comprehensive  approach  to  suicide  prevention  [14]. 


The  study  findings  have  at  least  three  limitations.  In  the  state-level  analysis,  rankings  for  four  states  (MD,  MA,  Rl, 
UT)  might  have  been  impacted  by  large  proportions  of  injury  deaths  of  undetermined  intent,  by  decreased 
percentages  of  such  deaths  over  tim^  which  likely  include  some  unrecognized  suicides.  Second,  NVDRS  is  not 
yet  nationally  representative,  and  this  study's.  This  study  used  the  most  current  data  □vailable  which  data 
jncludedes  27  states  that  represent  fwlf 449. 6%)  of  the  U.S.  population.  Third,  abstractors  of  NVDRS  data  are 
limited  to  data  included  in  investigative  reports.  For  example,  mMedlcal  and  MHmental  health  information  ere 
not  captured  directly  from  medical  records  but  come  from  key  informants  (e.g.,  family,  friends)  via 
coroner/medical  examiner  reports  and  can  r-Thefefore.  informaH=Ht-knowiedee  Impacts  thedata  completeness  and 
accuracy,  of  the  information  reported,  and  Some  studies  including  in-depth  interviews  with  family  members 
show  often  see  greater  attributions  to  MHmental  health  and  substance  abuse  disorders  than  medical  recordsT 
however- n^tf>Qd#fQg4fral  veffeatiefva£rosfi  studioG  oxistSr  [15].  It  is  likely  that  some  people  without  known  MHP  in 
the  current  study  were  experiencing  mental  health  challenges  at  the  time  of  death  that  were  either  not  known 
or  reported  bV  informants,  or  were  not  captured  in  NVORS's  primary  data  sources.  The  lack  of  awareness  of  a 


Suicide  is  a  growing  public  health  problem,  ^^/j^ntal  illness  is  an  important  risk  factor  for  suicide,  and  is  one  of 
many  requiring  preventive  action.  Data  from  NVDRS  and  resources  such  as  CDCs  Preventing  Suicide:  a  Technicai 
Package  of  Policies^  Programs,  and  Practices  [11]  can  help  states  and  communities  better  understand  their 
suicide  problem  and  prioritize  comprehensive  suicide  prevention. 
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Ctinimviit  |FC(j:  I  suggest  pulling  this 
out  into  a  separate  paragraph.  If 
contained  in  the  above,  it  seems  to 
undercut  the  main  point  that  many 
suicides  don't  have  MPH.  A  new 
paragraph  might  need  a  lead-in  sentence 
or  maybe  start  with  the  current  last 
sentence  to  frame  points  about  common 

.risks. _ j 

^ 

CoTTimC'Ett  [FC'd:  I  think  it  is  fine  that  the 
TP  strategies  are  presented  In  different 
areas  of  the  discussion.  1  don't  easily  see 
"identify  and  support  people  at-risk''.  I 
think  that  can  go  in  the  proposed 
paragraph  immediately  above  when 
talking  about  common  risk  factors.  In 
addirvg  that,  suggest  adding  some 
examples  of  approaches  (e.g.,  crisis 
,  intervention,  gatekeeper  training). _ j 

f - ^ 

Comment  |FC(j:  I  am  not  easily 
following  this  point  Can  this  be  stated 
more  simply  such  as  "...impacted  by 
variations  of  undetermined  Injury  deaths, 
which  likely.... 

To  help  w/word  count,  offer  a  couple  of 
suggestions  m  next  few  sentences  to 
stream  tine.  Certainly  take/leave  what  you 

like  ar>d  check  for  accuracy. _ ^ 

‘  ■ '  ■■■  - - ' 

/  Comment  I FC(|:  To  me,  this  sentence 
puts  the  spotlight  back  on  mental  illness 
and  makes  it  likely  it  will  be  the  take 
home  message  of  media  reporting,  if  that 
isn't  the  goal  of  this  VS,  suggest  framing 
broadly,  ideas:  Effective  approaches  are 
avm table  to  prevent  or  ameliorate  many 
suicide  risk  factors,  such  os  depression 
and  anxiety,  recent  crisis,  substance  use, 
intimate  partner  problems,  andfinanciat 
problems.  -OR^No  one  factor  causes 
suicide  so  preventive  action  must  address 
.muftipie  factors,  such  as  XX _ j 


1 67  ^Division  of  Violence  Prevention,  National  Center  for  Injury  Prevention  and  Control,  CDC;  ^Division  of  Analysis, 

168  Research,  and  Practice  Integration,  National  Center  for  Injury  Prevention  and  Control,  CDC 
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From: 

Sent: 

To: 


Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

25  May  2018  14:00:05  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin 


(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC) 


Subject: 


RE:  Q&As 


Thanks.  I  have  passed  this  along. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  24,  2018  12:34  PM 

To:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Q&As 

Thanks,  Marie,  I  think  we  have  this  covered  with  this  question. 

Are  the  people  without  mental  health  conditions  just  people  who  haven't  been 
diagnosed  with  a  mental  health  conditions? 

It  is  possible  that  the  people  without  mental  health  conditions  in  this  study  had  a  diagnosable  mental 
health  condition  but  had  not  been  diagnosed,  or  that  their  mental  health  conditions  was  unknown  to 
informants  who  provided  circumstantial  information  to  law  enforcement.  Studies  including  more  in- 
depth  interviews  with  next-of-kin  often  cite  greater  attributions  to  mental  disorders,  however  many 
methodological  variations  across  studies  exist.  It  is  likely  that  some  people  without  known  mental  health 
conditions  in  the  current  study  were  experiencing  mental  health  challenges  that  were  unknown,  and 
hence  underreported  by  key  informants.  Nonetheless,  the  high  prevalence  of  diverse  contributing 
circumstances  among  those  with  and  without  known  mental  health  conditions  suggests  the  importance 
of  addressing  the  broad  range  of  factors  that  contribute  to  suicide. 

Deb 

From;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  24,  2018  7:39  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(a)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl(Scdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(®cdcgpy> 

Subject:  RE:  Q&As 

It  seems  the  following  might  be  alluded  to  in  a  previous  version  of  the  Q&A's  I  found  in  email.  But  it 
might  be  worth  ensuring  this  question  or  similar  is  in  the  Q&As. 

Do  we  know  if  suicide  is  truly  MORE  than  a  mental  health  issue  or  is  it  more  that  it's  a  problem  of 
UNDIAGNOSED  and  therefore  untreated  mental  health  conditions?  (Mentioned  that  men  might  be  less 
likely  to  seek  help,  receive  diagnosis,  etc.)  And  would  this  change  or  shift  a  prevention  approach? 

This  question  came  from  Katherine  Lyon  Daniel. 

Please  let  me  know  if  you  are  adding  or  if  you  feel  it  is  already  addressed. 

Thanks, 

Marie 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  23,  2018  3:54  PM 

To:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhHS)cdc.aov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(S)cdc.gov> 

Cc:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dpf3(fflcdcgoy> 

Subject:  RE:  Q&As 

Ok,  thanks.  I  think  Marie  may  have  another  question  to  add  too.  CC'ing  her  here. 

Deb 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  1  Jun  2018  19:14:02  +0000 

To:  Sokler,  Lynn  (CDC/OD/OADC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Holland, 

Kristin  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Omisore,  Shannon  L,  (CDC/OD/OADC);Schieber,  Richard  A. 

(CDC/OPHSS/CSELS/DPHID);Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID} 

Subject:  RE:  QA  document 

Great,  thank  you! 

Deb 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent;  Friday,  June  1,  2018  3:00  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPCj ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC) ;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Peaker, 
Brandy  (CDC/OPHSS/CSELS/DPHID) 

Subject:  RE:  QA  document 

I  meant  Roybal,  Building  21,  the  12*^  floor,  conference  room  12116 
From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  June  1,  2018  2:55  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>:  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4(5)cdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6!S)cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdc.gov> 

Subject:  RE:  QA  document 

Thanks  Deb,  for  your  kind  words!  I've  answered  below.  Feel  free  to  let  us  know  if  you  have  any  other 
questions.  Lynn 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  2:45  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9tScdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6(S)cdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>:  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4facdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6|Sicdc.gov> 

Subject:  RE:  QA  document 
Hi  Lynn, 

Thank  you  very  much  for  this  run  down  (and  for  everything  else  while  I'm  at  iti)! 

A  few  questions: 

•  Should  I  be  at  Roybal  on  Wed  pm?  You  can  do  any  interviews  on  Weds  from  your  office.  Thurs  is 

when  you  will  want  come  to  Roybal.  The  pre-brief  and  telebriefing  are  held  on  the  12*^  floor, 
conference  room  12116.  It  is  a  smaller  room  in  the  middle  of  the  floor. 

•  Is  NPHtC  to  get  the  material  on  Thursday  at  9  as  welt?  Yes,  NMB  will  send  out  to  NPHIC. 


•  Also  we  have  the  CAN  number  for  printing  but  sounds  like  we  need  a  formal  authorization.  When 

do  you  need  this  by?  Yes,  we'd  like  to  have  all  (including  formal  authorization  of  funds  from  your 
MO)  by  COB  Monday,  if  possible. 

Thanks, 

Deb 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  June  1,  2018  2:32  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9f5>cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.EQV>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <mx6@cdc.g[ov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5(®cdc.HQV>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO{@cdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4Pcdc.gQV>:  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov> 

Subject:  RE:  QA  document 

Just  got  ASPA  final  clearance  on  materials  with  no  further  changes.  We'll  make  your  last  changes  to  FS 
and  will  now  be  final  on  the  Fact  Sheet  and  Press  Release,  (no  more  changes). 

Next  week; 

MON-WEDS 

•  Finalize  all  other  materials. 

•  Send  Fact  Sheet  to  printer.  Must  deliver  copies  to  CDCW  by  COB  on  Weds.  Still  need  your  quantity, 

CAN  #  and  MO  written  authorization),  ATL  copies  will  deliver  by  Thurs  afternoon  or  Friday  to 
mail  rooms. 

•  Translate  Spanish  -  press  release,  and  social  media 

•  Build  VS  website,  program  reviews,  finalize  website 

•  Send  final  materials  to  everyone  (Weds  around  2  pm),  to  OD,  senior  leaders,  VS  distributors. 

•  Media  advisory  out  -Tues,  again  Weds.,  with  final  materials  on  Thurs. 

•  Pre-embargoed  media  interviews  with  national  media  -  Dr.  Schuchat  does  on  Weds  afternoon  and 

Thurs  am. 

THURS  9  AM 

•  Critical  Contacts  email  -  sent  by  Dr.  Schuchat  with  materials 

•  OSTLTS  materials  distribution  -  ASTHO,  NAACHO,  CSTE,  APHL,  includes  SHOs 

•  Program  partner  distribution  with  materials,  including  state  and  local  violence  prevention 

coordinators 

•  CDC  W  “  Hill  Alert  with  materials  and  hard  copy  Fact  Sheets  to  policy  makers 

•  Media  advisory  and  materials  distribution  -  to  CDC  media  list  and  on  wire 

•  Medical  media  and  collaborators  materials  distribution 

•  Media  Telebriefing  -  12-12:45  pm- 

•  Materials  are  LIVE  on  web  -  1  pm.  Materials  are  off  embargo. 

•  Other  media  interviews  -  Deb  Stone  -  as  requested 

•  Facebook  and  Twitter  posts  out  over  two  weeks,  other  social  media. 

•  CDC  GoV“D  announcement  goes  out 

•  HHS  promotes  VS  on  their  social  media  handles 

Hope  this  helps.  And  you've  done  at  great  job  of  "rounding  everything  up"  for  your  first  rodeo.  I  will  miss 
being  here  with  you  for  the  launch,  but  know  there  will  be  a  lot  of  attention  to  this. 

Lynn 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  2:10  PM 


To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszQ^cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Omisore,  Shannon  L,  (CDC/OD/OADC)  <hvi5@cdc.gov>:  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <innhl@cdc.gQV>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov> 

Subject:  RE:  QA  document 

I  did  not  know  it  is  going  back  to  ASPA.  When  will  they  provide  comments? 

Can  you  all  provide  a  sense  of  the  schedule  for  next  week?  This  our  first  VS  rodeo  and  we  aren't  sure 
what  to  expect. 

Thank  you,  Tom 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  June  1,  2018  2:02  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5(^cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6^cdc,gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0@cdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvi5@cdc.gov> 

Subject:  RE:  QA  document 

Thanks.  We  are  sending  the  materials  to  Anne  now.  The  FS  will  go  as  we  have  it  currently.  We'll  make 
Tom's  suggested  changes  once  we  have  comments  from  ASPA  as  well.  Thanks  everyone! 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  1:59  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0(3cdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc,gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6#cdc,gov> 

Subject:  RE:  QA  document 
Hi  Lynn, 

Here  you  go!!  Thanks  for  your  patience! 

Deb 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  June  1,  2018  1:56  PM 

To:  Omisore,  Shannon  L,  (CDC/OD/OADC)  <hvl5^cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgsgg)cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc,gov> 

Subject;  QA  document 

Hi  Folks,  I  need  to  have  the  QA  document  now  to  send  with  other  materials  to  Anne,  She's  waiting  on 
them.  Please  send  as  soon  as  you  can. 

Thanks,  Lynn 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  June  1,  2018  12:16  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9g)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zQ(g)cdc.gov> 

Subject:  RE:  June  VS:  Related  Links,  Deadlines 
Deb, 

Sorry  for  the  confusion.  I  meant  to  say  that  the  related  links  are  due  by  Monday  at  Noon. 

Thanks, 


Shannon 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  12:02  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5^cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Bruce,  Crystal 
(CDC/OPH  PR/OD)  <igx6f5)cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszOiacdc.Eov> 

Subject;  RE:  June  VS:  Related  Links,  Deadlines 
Hi  Shannon, 

So  the  related  links  deadline  is  changed  from  June  4  at  noon  to  today  at  noon  (now)?  Also,  did  you  get 
our  printing  info  emailed  to  you? 

Deb 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  June  1,  2018  11:59  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9t5)cdc.Eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl(^cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zO(Scdc,Eov> 

Subject:  June  VS:  Related  Links,  Deadlines 
Hi  all. 

As  a  friendly  reminder,  the  related  links  are  due.  Please  send  the  related  links  by  Noon  on  Friday. 
Deadlines  are  listed  below: 

Fact  sheet  and  Q&As,  due  by  today,  June  1  at  2  pm 

Approval  email  and  information  for  printing,  due  by  COB  today,  June  1 

Related  links,  due  by  Monday,  June  4  at  Noon 

Thanks, 

Shannon 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Thursday,  May  24,  2018  10:02  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.EOv>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gOV> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4(5)cdc.gOV>:  Sokler,  Lynn  (CDC/OD/OADC)  <Z5zO(S)cdc.eov> 

Subject;  RE:  fact  sheet 
Hi  Tom, 

Please  plan  to  incorporate  additional  changes  in  the  version  of  the  FS  that  addresses  HHS/ASPA 
comments.  I  need  the  related  links  by  Wednesday,  May  30.  For  samples  of  the  related  links,  see 
previous  VS  (for  example:  http5://www.cdc.gov/vitalsigns/containing“Unu5ual-resistance/index.html). 
The  MMWR  and  Medline  Plus  links  are  provided  by  VS  staff.  For  the  PR  graphic,  it  will  consist  of  the 
map,  headline,  legend,  and  source  from  the  top  of  page  2.  Adding  the  graphic  at  the  bottom  of  page  2  to 
the  PR  graphic  would  make  it  look  too  busy. 

Thanks, 

Shannon 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  May  24,  2018  9:20  AM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5(S)cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov> 

Subject:  RE:  fact  sheet 
Hi  Shannon, 

Thank  you  for  the  update.  We  have  some  edits  to  the  FS  as  well.  Should  we  plan  to  incorporate  them  in 
the  version  we  send  back  to  you  that  addresses  HHS/ASPA  comments?  When  will  you  need  that  back 
from  us? 

Please  see  responses  to  your  points  below.  Crystal,  please  check  this  out  too. 

Thank  you, 

-Tom 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Wednesday,  May  23,  2018  11:10  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.fiov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4fa)cdc.gov>:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov> 

Subject:  RE:  fact  sheet 
Hi  Tom  and  all. 

We  will  probably  get  feedback  from  HHS/ASPA  by  COB  on  Friday,  May  25,  However,  we  can't  guarantee 
that  we'll  receive  the  feedback  by  that  date.  Please  see  below. 

1.  What  would  you  like  to  use  for  the  PR  graphic?  For  the  PR  graphic,  we  suggest  that  it  include  the 

top  graphic  on  page  2  (Suicide  rates  rose...)  and  the  middle  graphic  (Differences  exist). 

We  agree  with  using  the  map  from  page  2.  If  there  is  a  second  image  it  would  be  great  to  include  the 
circumstance  figure  from  the  bottom  of  page  3. 

2.  For  page  3  of  the  fact  sheet,  the  following  change  will  be  made  to  the  note  for  clear  language: 

delete  "Suicide  decedent".  Insert  "Persons  who  died  by  suicide". 

This  makes  sense. 

3.  Please  provide  the  related  links  for  the  June  VS.  The  two  categories  for  related  links  are  Related 

Pages  (internal  CDC  links)  and  Other  Sites  (external  links).  Please  have  the  hyperlink  embedded 
in  the  description  (for  example,  MedlinePlus  -  Antibiotic  Resistance) 

When  do  you  need  this  by?  Do  have  an  example  that  you  can  share  with  us.  How  many  of  each  do  you 
include?  Crystal,  is  this  something  that  you  or  someone  from  communications  can  draft  for  Deb  and  I  to 
review? 

Thanks, 

Shannon 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  May  23,  2018  10:09  AM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Castro  Perdomo,  Julio  (CDC/OD/OADC)  (CTR)  <vii7@cdc.gov>; 
Vital  Signs  Web  (CDC)  <vitalsignsweb@cdc.gov>;  McDaniel,  Rebecca  (CDC/OD/OADC)  (CTR) 
<ldv8t5)cdc.gov>:  Lansdale,  Ashley  (CDC/OD/OADC)  (CTR)  <ohz8@cdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>:  Schieber,  Richard  A. 


(CDC/OPHSS/CSELS/DPHID)  <rb54iacdc.eQV> 

Subject:  RE:  fact  sheet 
Hi  Shannon, 

Are  we  still  anticipating  feedback  from  ASPA  and  HHS  by  cob  today?  When  will  you  need  changes  back 
from  us? 

Thank  you, 

Tom 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Wednesday,  May  23,  2018  7:46  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.Rov>;  Sokier,  Lynn  (CDC/OD/OADC) 
<z5z0@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Castro  Perdomo,  Julio  (CDC/OD/OADC)  (CTR)  <vii7@cdc.gov>: 
Vital  Signs  Web  (CDC)  <vitalsignsweb@cdc.gov>:  McDaniel,  Rebecca  (CDC/OD/OADC)  (CTR) 
<ldvS@cdc.gov>:  Lansdale,  Ashley  (CDC/OD/OADC)  (CTR)  <ohzS@cdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc,gov> 

Subject:  RE:  fact  sheet 
Hi  all. 

Attached  is  the  June  VS  fact  sheet.  This  includes  the  latest  change  (the  word  just  was  deleted). 

Shannon 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  18,  2018  4:12  PM 

To:  Sokier,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov>:  Omisore,  Shannon  L,  (CDC/OD/OADC) 
<hvl5@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl(a)cdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rb$4@cdC-gov> 

Subject:  RE:  fact  sheet 
Hi  Lynn, 

Ok,  thank  you.  Our  Communication  director  suggested  that  we  drop  this  to  avoid  sounding  like  we  are 
minimizing  mental  health  conditions.  We  were  hoping  to  do  that  before  it  went  to  HHS  and  ASPA. 

Tom 

From;  Sokier,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  May  18,  2018  4:08  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hv!5@>cdc-gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>;  Sokier,  Lynn  (CDC/OD/OADC)  <z5z0@cdc.gov> 

Subject:  RE:  fact  sheet 
HI  Tom, 

Shannon  has  gone  for  today  so  I'll  respond.  Unfortunately  the  graphics  team  has  gone  and  the  package 
is  in  prep  to  go  to  ASPA.  We're  happy  to  make  the  change  next  week  while  we  wait  for  comments  to 
come  back  from  HHS  staffdivs  and  opdivs.  There  will  be  other  changes  to  make  in  responding  to  their 
comments,  so  this  isn't  the  final  of  the  fact  sheet. 

Thanks,  Lynn 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  May  18,  2018  3:59  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.Eov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO(acdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Schieber,  Richard  A,  (CDC/OPHSS/CSELS/DPHID)  <rbs4f5>cdc.gov> 

Subject:  RE:  fact  sheet 
Hi  Shannon, 

Is  it  too  late  to  remove  the  word  "just"  from  the  subtitle  at  the  top  of  page  one? 

Thank  you,  Tom 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  May  18,  2018  2:21  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(®cdcgoy>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gQV>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszOfacdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc,gov>;  Schieber,  Richard  A,  (CDC/OPHSS/CSELS/DPHID)  <rbs4#cdc.Eov> 

Subject:  RE:  fact  sheet 
Tom, 

I  have  discussed  page  3  with  Lynn  and  the  graphic  artist.  The  current  Warning  Signs  graphic  is  a  major 
improvement  from  what  was  there  before.  This  version  encourages  the  reader  to  read  from  left  to  right, 
which  is  ideal.  It  also  can  stand  alone  as  a  graphic  to  be  tweeted  out  or  posted  in  for  example,  a  doctor's 
office.  So,  we  suggest  that  it  remain  as  is.  An  additional  change  for  the  fact  sheet  is  for  "healthcare 
systems"  to  be  changed  to  "health  care  systems"  for  Vital  Signs  style  requirements. 

Thanks, 

Shannon 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  IS,  2018  1:06  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(S)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl(S)cdc.EOv> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0@cdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4g)cdc.gov> 

Subject:  RE:  fact  sheet 
Hi  Shannon, 

Overall  this  looks  very  good.  Given  the  time  limit  we  skimmed  it  quickly  and  had  a  few  suggestions.  I  just 
used  stickles  to  indicate  these  in  the  pdf.  Hopefully  these  can  be  made  before  this  goes  forward. 

In  addition  to  these,  we  aren't  sure  about  the  checkerboard  for  the  warning  signs.  It  seems  to  make  the 
page  busier.  What  do  you  all  think?  We'll  ask  our  communication  folks  to  be  looking  at  this  too  and 
might  have  suggestions  next  week. 

Thank  you! 

-Tom 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent;  Friday,  May  18,  2018  11:25  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdcgoy>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4(53cdc.gov> 

Subject:  RE:  fact  sheet 


Hi  Tom^ 

Attached  is  the  updated  June  VS  FS^  which  includes  changes  that  I've  indicated  on  stickies.  Please  send 
any  additional  changes  by  1  pm  today.  Friday.  May  18. 

Thanks, 

Shannon 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  17,  201S  5:43  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.Rov> 

Subject:  fact  sheet 
Hi  Shannon, 

I  just  spoke  with  Deb  and  we  want  to  make  one  additional  change  to  the  FS.  The  bubble  at  the  bottom 
of  page  2  should  be  "problematic  substance  use/' 

We  made  the  change  to  the  Word  doc  (attached). 

What  is  the  next  step  with  the  F5?  Will  we  get  to  review  it  before  it  goes  to  HH5? 

Best,  Tom 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  1  Jun  2018  18:44:48  +0000 

To:  Sokler,  Lynn  (CDC/OD/OADC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Holland, 

Kristin  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc;  Omisore,  Shannon  L.  (CDC/OD/OADC);Schieber,  Richard  A. 

(CDC/OPHSS/CSELS/DPHID);Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Subject:  RE:  QA  document 

Hi  Lynn, 

Thank  you  very  much  for  this  run  down  (and  for  everything  else  while  Tm  at  it!)! 

A  few  questions: 

•  Should  I  be  at  Roybal  on  Wed  pm? 

•  Is  NPHIC  to  get  the  material  on  Thursday  at  9  as  well? 

•  Also  we  have  the  CAN  number  for  printing  but  sounds  like  we  need  a  formal  authorization.  When 

do  you  need  this  by? 

Thanks, 

Deb 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  June  1,  2018  2:32  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC) ;  Sokler,  Lynn  (CDC/OD/OADC) ;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID) ;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

Subject;  RE:  QA  document 

Just  got  ASPA  final  clearance  on  materials  with  no  further  changes.  We'll  make  your  last  changes  to  FS 
and  will  now  be  final  on  the  Fact  Sheet  and  Press  Release,  (no  more  changes). 

Next  week: 

MON-WEDS 

•  Finalize  all  other  materials. 

•  Send  Fact  Sheet  to  printer.  Must  deliver  copies  to  CDCW  by  COB  on  Weds.  Still  need  your  quantity, 

CAN  #  and  MO  written  authorization),  ATL  copies  will  deliver  by  Thurs  afternoon  or  Friday  to 
mail  rooms. 

•  Translate  Spanish  -  press  release,  and  social  media 

•  Build  VS  website,  program  reviews,  finalize  website 

•  Send  final  materials  to  everyone  (Weds  around  2  pm),  to  OD,  senior  leaders,  VS  distributors. 

•  Media  advisory  out-Tues,  again  Weds.,  with  final  materials  on  Thurs. 

•  Pre-embargoed  media  interviews  with  national  media  -  Dr.  Schuchat  does  on  Weds  afternoon  and 

Thurs  am. 

THURS  9  AM 

•  Critical  Contacts  email  -  sent  by  Dr.  Schuchat  with  materials 

•  OSTLTS  materials  distribution  -  A5THO,  NAACHO,  CSTE,  APHL,  includes  SHOs 

•  Program  partner  distribution  with  materials,  including  state  and  local  violence  prevention 

coordinators 

•  CDC  W  -  Hill  Alert  with  materials  and  hard  copy  Fact  Sheets  to  policy  makers 

•  Media  advisory  and  materials  distribution  -  to  CDC  media  list  and  on  wire 

•  Medical  media  and  collaborators  materials  distribution 

•  Media  Telebriefing  -  12-12:45  pm- 


•  Materials  are  LIVE  on  web  -  1  pm.  Materials  are  off  embargo. 

•  Other  media  interviews  -  Deb  Stone  -  as  requested 

•  Facebook  and  Twitter  posts  out  over  two  weeks,  other  social  media, 

•  CDC  Gov-D  announcement  goes  out 

•  HHS  promotes  VS  on  their  social  media  handles 

Hope  this  helps.  And  you've  done  at  great  job  of  "rounding  everything  up"  for  your  first  rodeo.  I  will  miss 
being  here  with  you  for  the  launch,  but  know  there  will  be  a  lot  of  attention  to  this. 

Lynn 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  2:10  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdcgoy>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Omisore,  Shannon  L,  (CDC/OD/OADC)  <hvl5@cdc.gov>:  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gQv>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc,gov> 

Cc:  Omisore,  Shannon  E.  (CDC/OD/OADC)  <hvl5@cdc.Eov> 

Subject:  RE:  QA  document 

I  did  not  know  it  is  going  back  to  ASPA.  When  will  they  provide  comments? 

Can  you  all  provide  a  sense  of  the  schedule  for  next  week?  This  our  first  VS  rodeo  and  we  aren't  sure 
what  to  expect. 

Thank  you,  Tom 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent;  Friday,  June  1,  2018  2:02  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc,eov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hv!5@cdc.Eov> 

Subject:  RE:  QA  document 

Thanks,  We  are  sending  the  materials  to  Anne  now.  The  FS  will  go  as  we  have  it  currently.  We'll  make 
Tom's  suggested  changes  once  we  have  comments  from  ASPA  as  well.  Thanks  everyone! 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  1:59  PM 

To:  Sokler,  Eynn  (CDC/OD/OADC)  <zsz0(acdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hyl5@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.eov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  RE:  QA  document 
Hi  Lynn, 

Here  you  go!!  Thanks  for  your  patience! 

Deb 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  June  1,  2018  1:56  PM 

To:  Omisore,  Shannon  L,  (CDC/OD/OADC)  <hvl5@cdc.EOv>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgsg(5)cdc.gov>:  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc,gov> 

Subject:  QA  document 

Hi  Folks,  I  need  to  have  the  QA  document  now  to  send  with  other  materials  to  Anne,  She's  waiting  on 
them.  Please  send  as  soon  as  you  can. 

Thanks,  Lynn 


From:  Omisore,  Shannon  L.  {CDC/OD/OADC) 

Sent;  Friday.  June  1,  2018  12:16  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Bruce.  Crystal 
(CDC/OPHPR/OD)  <igx6(acdc.Eov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zOPcdc.gov> 

Subject:  RE:  June  VS:  Related  Links.  Deadlines 
Deb, 

Sorry  for  the  confusion.  I  meant  to  say  that  the  related  links  are  due  by  Monday  at  Noon. 

Thanks, 

Shannon 

From:  Stone.  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1.  2018  12:02  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9iScdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <ig)(6@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0t^cdc.gov> 

Subject:  RE:  June  VS:  Related  Links,  Deadlines 
Hi  Shannon, 

So  the  related  links  deadline  is  changed  from  June  4  at  noon  to  today  at  noon  (now)?  Also,  did  you  get 
our  printing  info  emailed  to  you? 

Deb 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent;  Friday,  June  1,  2018  11:59  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdcgoy>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.Eov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdogoy> 

Subject:  June  VS:  Related  Links,  Deadlines 
Hi  all. 

As  a  friendly  reminder,  the  related  links  are  due.  Please  send  the  related  links  by  Noon  on  Friday, 
Deadlines  are  listed  below: 

Fact  sheet  and  Q&As,  due  by  today,  June  1  at  2  pm 

Approval  email  and  information  for  printing,  due  by  COB  today,  June  1 

Related  links,  due  by  Monday,  June  4  at  Noon 

Thanks, 

Shannon 

From;  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Thursday,  May  24,  2018  10:02  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9(S}cdc.Eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.eov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlg)cdc.EOv>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC)  <zszQ@cdc.gov> 

Subject:  RE:  fact  sheet 
Hi  Tom, 


Please  plan  to  incorporate  additional  changes  in  the  version  of  the  FS  that  addresses  HHS/ASPA 
comments.  I  need  the  related  links  by  Wednesday,  May  30.  For  samples  of  the  related  links,  see 
previous  VS  (for  example:  https://www.cdc.gov/vitalsiEns/containing-unusuai-resistance/index.html). 
The  MMWR  and  Medline  Plus  links  are  provided  by  VS  staff.  For  the  PR  graphic,  it  will  consist  of  the 
map,  headline,  legend,  and  source  from  the  top  of  page  2.  Adding  the  graphic  at  the  bottom  of  page  2  to 
the  PR  graphic  would  make  it  look  too  busy. 

Thanks, 

Shannon 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  24,  2018  9:20  AM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5(@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <tmhl@cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc,gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc,gov>:  Schieber,  Richard  A, 
(CDC/OPHSS/CSELS/DPHID)  <rb54pcdc.gQv>:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0(gcdc.EOV> 

Subject:  RE:  fact  sheet 
Hi  Shannon, 

Thank  you  for  the  update.  We  have  some  edits  to  the  FS  as  well.  Should  we  plan  to  incorporate  them  in 
the  version  we  send  back  to  you  that  addresses  HHS/ASPA  comments?  When  will  you  need  that  back 
from  us? 

Please  see  responses  to  your  points  below.  Crystal,  please  check  this  out  too. 

Thank  you, 

-Tom 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Wednesday,  May  23,  2018  11:10  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <jgx6@cdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gQv>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gav>:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zO@cdc.gQv> 

Subject:  RE:  fact  sheet 
Hi  Tom  and  all. 

We  will  probably  get  feedback  from  HHS/ASPA  by  COB  on  Friday,  May  25.  However,  we  can't  guarantee 
that  we'll  receive  the  feedback  by  that  date.  Please  see  below. 

1.  What  would  you  like  to  use  for  the  PR  graphic?  For  the  PR  graphic,  we  suggest  that  it  include  the 

top  graphic  on  page  2  (Suicide  rates  rose...)  and  the  middle  graphic  (Differences  exist). 

We  agree  with  using  the  map  from  page  2.  If  there  is  a  second  image  it  would  be  great  to  include  the 
circumstance  figure  from  the  bottom  of  page  3. 

2.  For  page  3  of  the  fact  sheet,  the  following  change  will  be  made  to  the  note  for  clear  language: 

delete  "Suicide  decedent".  Insert  "Persons  who  died  by  suicide". 

This  makes  sense. 

3.  Please  provide  the  related  links  for  the  June  VS.  The  two  categories  for  related  links  are  Related 

Pages  (internal  CDC  links)  and  Other  Sites  (external  links).  Please  have  the  hyperlink  embedded 
in  the  description  (for  example,  MedlinePlus  -  Antibiotic  Resistance) 

When  do  you  need  this  by?  Do  have  an  example  that  you  can  share  with  us.  How  many  of  each  do  you 
include?  Crystal,  is  this  something  that  you  or  someone  from  communications  can  draft  for  Deb  and  I  to 
review? 


Thanks, 

Shannon 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  23,  2018  10:09  AM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdc.eov>:  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Castro  Perdomo,  Julio  (CDC/OD/OADC)  (CTR)  <vii7@cdc.gov>: 
Vital  Signs  Web  (CDC)  <vitalsignsweb@cdc.gov>;  McDaniel,  Rebecca  (CDC/OD/OADC)  (CTR) 
<ldv8@cdc.gQv>:  Lansdale,  Ashley  (CDC/OD/OADC)  (CTR)  <ohz8iBcdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <:vha6@cdc.gov>:  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4(acdcjoy> 

Subject;  RE:  fact  sheet 
Hi  Shannon, 

Are  we  still  anticipating  feedback  from  ASPA  and  HHS  by  cob  today?  When  will  you  need  changes  back 
from  us? 

Thank  you, 

Tom 

From:  Omisore,  Shannon  L,  (CDC/OD/OADC) 

Sent:  Wednesday,  May  23,  2018  7:46  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(5>cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <:zaf9@cdc.gov>:  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Castro  Perdomo,  Julio  (CDC/OD/OADC)  (CTR)  <vii7@cdc.gov>; 
Vital  Signs  Web  (CDC)  <vitalsign5web(acdc.gov>:  McDaniel,  Rebecca  (CDC/OD/OADC)  (CTR) 
<[dv8@cdc.gov>:  Lansdale,  Ashley  (CDC/OD/OADC)  (CTR)  <ohz8^cdc.gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rb54@cdc.eov> 

Subject;  RE:  fact  sheet 
Hi  all. 

Attached  is  the  June  VS  fact  sheet.  This  includes  the  latest  change  (the  word  just  was  deleted), 

Shannon 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  18,  2018  4:12  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0g)cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5g>cdc-Kov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zafg@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc,gov> 

Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4g)cdC-gOv> 

Subject:  RE:  fact  sheet 
Hi  Lynn, 

Ok,  thank  you.  Our  Communication  director  suggested  that  we  drop  this  to  avoid  sounding  like  we  are 
minimizing  mental  health  conditions.  We  were  hoping  to  do  that  before  it  went  to  HHS  and  ASPA. 

Tom 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent;  Friday,  May  18,  2018  4:08  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc,gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc,gov> 


Cc:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Schieber,  Richard  A. 
(CDC/OPHSS/CSELS/DPHID)  <rbs4f5)cdc,EQV>:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0f5}cdc.Eov> 

Subject:  RE:  fact  sheet 
HI  Tom, 

Shannon  has  gone  for  today  so  I'll  respond.  Unfortunately  the  graphics  team  has  gone  and  the  package 
is  in  prep  to  go  to  ASPA.  We're  happy  to  make  the  change  next  week  while  we  wait  for  comments  to 
come  back  from  HHS  staffdivs  and  opdivs.  There  will  be  other  changes  to  make  in  responding  to  their 
comments,  so  this  isn't  the  final  of  the  fact  sheet. 

Thanks,  Lynn 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  18,  2018  3:59  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5(Scdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.Eov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0(5icdc,eov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4(acdc.Eov> 

Subject:  RE:  fact  sheet 
Hi  Shannon, 

Is  it  too  late  to  remove  the  word  "just"  from  the  subtitle  at  the  top  of  page  one? 

Thank  you,  Tom 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  May  18,  2018  2:21  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9facdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl^cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0f5)cdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov> 

Subject;  RE:  fact  sheet 
Tom, 

I  have  discussed  page  3  with  Lynn  and  the  graphic  artist.  The  current  Warning  Signs  graphic  is  a  major 
improvement  from  what  was  there  before.  This  version  encourages  the  reader  to  read  from  left  to  right, 
which  is  ideal.  It  also  can  stand  alone  as  a  graphic  to  be  tweeted  out  or  posted  in  for  example,  a  doctor's 
office.  So,  we  suggest  that  it  remain  as  is.  An  additional  change  for  the  fact  sheet  is  for  "healthcare 
systems"  to  be  changed  to  "health  care  systems"  for  Vital  Signs  style  requirements. 

Thanks, 

Shannon 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  18,  2018  1:06  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl^cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0@cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 
<vha6@cdc.gov>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov> 

Subject;  RE:  fact  sheet 
Hi  Shannon, 

Overall  this  looks  very  good.  Given  the  time  limit  we  skimmed  it  quickly  and  had  a  few  suggestions.  I  just 
used  stickles  to  indicate  these  in  the  pdf.  Hopefully  these  can  be  made  before  this  goes  forward. 

In  addition  to  these,  we  aren't  sure  about  the  checkerboard  for  the  warning  signs.  It  seems  to  make  the 
page  busier.  What  do  you  all  think?  We'll  ask  our  communication  folks  to  be  looking  at  this  too  and 
might  have  suggestions  next  week. 

Thank  you! 


-Tom 

From:  Omisore,  Shannon  L.  (CDC/OD/OADC) 

Sent:  Friday,  May  18,  2018  11:25  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9fBcdc.eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gQv>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.Eov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO(acdc.gQV>:  Peaker,  Brandy  (CDC/OPHSS/CSEL5/DPHID) 
<vha6@cdc.gov>;  Schieber,  Richard  A.  (CDC/OPHS5/CSELS/DPHID)  <rbs4^cdc.gov> 

Subject;  RE:  fact  sheet 
Hi  Tom, 

Attached  is  the  updated  June  VS  FS,  which  includes  changes  that  I've  indicated  on  stickles.  Please  send 
any  additional  changes  by  1  pm  today,  Friday,  May  18. 

Thanks, 

Shannon 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  May  17,  2018  5:43  PM 

To:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5^cdc.Eov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(Scdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl^cdc.Rov> 

Subject:  fact  sheet 
Hi  Shannon, 

I  just  spoke  with  Deb  and  we  want  to  make  one  additional  change  to  the  FS.  The  bubble  at  the  bottom 
of  page  2  should  be  "problematic  substance  use," 

We  made  the  change  to  the  Word  doc  (attached). 

What  is  the  next  step  with  the  FS?  Will  we  get  to  review  it  before  it  goes  to  HHS? 

Best,  Tom 


From: 

Sent: 

To: 

Cc: 

Subject: 

Attachments: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

17  Apr  2018  01:50:37+0000 

Black,  Erin  (CDC/ONDIEH/NCIPC);lkeda,  Robin  (CDC/ONDIEH/OD) 
Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

RE:  Question  RE:  AAS  Conference  Logistics 

injuryprev-2017-042366.fulLpd.pdf,  CNC  One  Pager_llJanlS  ds.pdf 


Hi  Robin  and  Erin, 

I  made  some  notes  on  the  one  pager  attached. 

•  In  general,  the  Colorado  national  collaborative  (CNC)  is  still  very  much  in  the  planning  phase,  (per 

Erin's  ennail  below,  we  are  just  in  the  beginning  phase  of  Phase  1  (Strategic  planning  for 
collective  community  action,  which  will  bring  together  state  and  county  stakeholders  to  create  a 
shared  agenda).  So  far  funds  are  extremely  limited*  I  would  say  that  yes,  the  project  is  reliant  on 
an  infusion  of  funds  through  CDCF  or  elsewhere.  So  far  the  CNC  has  met  with  3  of  the  selected 
counties  and  has  gotten  their  buy  in.  Meetings  with  the  other  3  will  take  place  later  in  the  year. 

•  Apart  from  a  lack  of  funds,  the  CNC  is  grappling  with  how  best  to  roll  out  (and  then  evaluate) 

comprehensive  and  integrated  (health  and  community  based  interventions)  prevention  in  6 
counties,  using  data  to  drive  planning  and  considering  the  social  ecological  model,  upstream  and 
downstream  approaches,  and  a  community  driven  process* 

•  I  think  it  would  be  strategic  to  mention  the  technical  package  (of  course),  transforming 

communities*  (came  out  of  the  transforming  communities  taskforce  of  the  action  alliance}, 
possibly  zero  suicide  if  you  can  work  it  in  since  this  is  part  and  parcel  of  comprehensive  and 
integrated  prevention  and  is  where  a  lot  of  the  momentum  in  the  field  is  right  now  and  we 
should  be  supportive  of  it  (while  at  the  same  time  pushing  for  upstream  primary  prevention). 
*The  transforming  communities  was  meant  to  be  to  communities  what  zero  suicide  is  for  healthcare 
systems. 

Might  also  want  to  hint  about  our  vital  signs  without  giving  it  away  as  I  believe  Dr.  Schuchat  did  at  the 
action  alliance  meeting* 

•  Looking  at  trends  in  state  suicide  prevention  rates  over  time  (1999-2016)  and  assessing 

the  multiple  risk  factors  for  suicide,  including  but  not  limited  to  mental  health  problems. 
I  hope  this  is  helpful  and  I  hope  it's  not  too  much. 

Deb 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  April  16,  2018  4:10  PM 
To:  Ikeda,  Robin  (CDC/ONDIEH/OD) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Question  RE:  AAS  Conference  Logistics 

Hi  Robin  -  Below  is  some  info  that  might  be  useful,  I  am  copying  Deb  Stone,  the  POC  for  the  CO 
project.  She  is  out  of  the  office  today  but  I  have  copied  her  to  add  additional  information. 

What  are  the  specific  activities  that  CO  intends  to  pilot  test  and  evaluate  as  part  of  this 
initiative?  Realize  this  may  still  be  in  early  stages  of  discussion/development,  but  if  some 
decisions  have  already  been  made,  am  curious  to  know. 

The  Colorado  National  Collaborative  (CNC)  was  formed  in  2015  by  the  Colorado  Department  of 
Public  Health  and  Environment  (CDPHE)  and  the  Colorado  Suicide  Prevention  Commission,  in 
collaboration  with  the  CDC-funded  Injury  Control  Research  Center  for  Suicide  Prevention  (ICRC- 
S),  the  National  Action  Alliance  for  Suicide  Prevention  (Action  Alliance)  and  the  American 


Foundation  for  Suicide  Prevention  (AFSP).  A  one  page  fact  sheet  about  the  CNC  is  attached. 

Deb  can  update  you  on  where  the  CNC  is  in  their  implementation  of  the  tasks  described  in  the 
one  pager.  The  Colorado  National  Collaborative  hopes  to: 

•  Identify  and  prevent  suicide  in  counties  with  the  highest  rates 

•  Engage  partners  from  counties  facing  high  suicide  rates 

•  Facilitate  and  strengthen  coordinated  suicide  prevention  action  plans 

•  Implement  coordinated  prevention  plans  to  ensure  cost-effective  and  sustainable  change 

•  Evaluate  progress  and  outcomes  in  order  to  support  continual  improvement 

This  is  a  5-year  project  with  implementation  in  three  phases.  Currently  they  are  in  phase  1  of 
implementation: 

•  Phase  1:  Strategic  planning  for  collective  community  action,  which  will  bring  together 

state  and  county  stakeholders  to  create  a  shared  agenda,  timeline  and  milestones  for 
moving  forward,  using  the  transforming  communities  (TC)  process  and  the  CDC 
technical  package.  This  phase  will  also  include  the  drafting  of  community  grants  that  will 
be  available  to  counties  for  implementing  suicide  prevention  activities  in  Phase  2. 
Providing  technical  assistance  to  potential  applicants  will  serve  as  a  powerful  tool  for 
enhancing  their  understanding  and  skills  to  define  and  develop  locally  applicable, 
evidence-based  activities. 

•  Phase  2:  Continued  local  roll-out  of  TC,  uptake  of  the  CDC  technical  package  and  awards  of 

community  grants  in  the  6  targeted  counties. 

•  Phase  3:  Preparation  of  a  field-informed  dissemination  package  and  plan  for  guiding 

efforts  to  achieve  coordinated,  comprehensive  suicide  prevention  efforts  in  Colorado 
statewide  and  in  other  states  and  communities  nationwide. 

Have  some  activities  for  this  initiative  already  gotten  underway,  or  are  they  dependent  on 
receipt  of  CDC/F  funding? 

•  Partnership  engagement  in  Colorado  and  specifically  in  those  counties  that  have  the 

highest  suicide  rates  has  already  begun.  Some  funding  has  already  been  secured  by  the 
CNC,  however,  the  project  will  not  reach  the  state  goal  to  reduce  suicide  20%  by  2024, 
nor  help  the  nation  move  toward  its  goal,  to  reduce  the  suicide  rate  20%  by  2025, 
without  an  infusion  of  national  level  support. 

From;  Ikeda,  Robin  (CDC/ONDIEH/OD) 

Sent;  Monday,  April  16,  2018  10:10  AM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3(S)cdc.eov>;  Black,  Erin  (CDC/OND[EH/NCIPC) 
<epm7@cdc.gov> 

Subject;  RE:  Question  RE:  AAS  Conference  Logistics 
Thanks.  Quick  questions: 

•  What  are  the  specific  activities  that  CO  intends  to  pilot  test  and  evaluate  as  part  of  this  initiative? 

Realize  this  may  still  be  in  early  stages  of  discussion/development,  but  if  some  decisions  have 
already  been  made,  am  curious  to  know. 

•  Have  some  activities  for  this  initiative  already  gotten  underway,  or  are  they  dependent  on  receipt 

of  CDC/F  funding? 

From;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  April  16,  2018  9:50  AM 

To:  Ikeda,  Robin  (CDC/ONDIEH/OD)  <rmi0@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 


<epm7@cdc.RQV> 

Subject:  RE:  Question  RE:  AAS  Conference  Logistics 

Totally  finel  :)  Erin  might  know  that  answer  quickly.  (If  I  remember  correctly^  thaf  s  a  cross-Division 
project  with  DARPl— so,  Erin,  if  there's  someone  in  DARPI  I  need  to  connect  with,  just  let  me  know*) 
From:  Ikeda,  Robin  (CDC/ONDIEH/OD) 

Sent:  Monday,  April  16,  2018  9:48  AM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gQV> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Subject:  RE:  Question  RE:  AAS  Conference  Logistics 

Thanks!  I  also  have  a  couple  questions  about  the  work  in  CO  --  who  is  the  POC  for  that?  Sorry  for 
multiple  emails! 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  April  16,  2018  9:46  AM 

To:  Ikeda,  Robin  (CDC/ONDIEH/OD)  <rmiO@cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gQV> 

Subject:  RE:  Question  RE:  AAS  Conference  Logistics 
Hi  Robin, 

J  Logan  in  DVP  is  the  lead  for  this  project.  Tm  cc'ing  in  Erin  in  DVP  to  connect  you  and  J. 

Thanks, 

Leslie 

From;  Ikeda,  Robin  (CDC/ONDIEH/OD) 

Sent:  Sunday,  April  15,  2018  4:33  PM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov> 

Subject;  Question  RE:  AAS  Conference  Logistics 
Hi  Leslie, 

Many  thanks  again  for  sending  all  this  material.  Is  there  someone  I  could  chat  with  about  the  TalkVet 
initiative?  It  sounds  quite  innovative/interesting,  so  I  want  to  make  sure  I  understand  how  it  works  and 
what  is  planned. 

Thank  you. 

Robin 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  March  13,  2018  1:33  PM 

To:  Ikeda,  Robin  (CDC/ONDIEH/OD)  <rmiO@cdc.gov> 

Cc:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC)  <3sbQ@cdc.gov> 

Subject;  RE:  AAS  Conference  Logistics 
Hi  Robin, 

Attached  are  some  talking  points  for  the  upcoming  AAS  plenary.  These  are  similar  to  TPs  prepared  for 
Dr.  Schuchat  fora  Suicide  Action  Alliance  Executive  Committee  Meeting  that  occurred  this  week,  plus 
we've  added  some  recent  activities  to  the  document.  Below  are  two  proposed  questions  as  requested 
by  the  panel  moderator. 

Also,  I've  also  included  below  some  recent  headlines  about  suicide  from  our  3x/weekly  scan  of  news 
articles  for  our  Center's  key  topics.  Thought  this  might  be  helpful  in  terms  of  thinking  about  what  might 
be  on  top  of  mind  for  the  conference  attendees. 

Please  let  me  know  if  there's  anything  else  you  need  for  this! 

Thank  you, 

Leslie 

Proposed  Questions: 


•  What  does  primary  prevention  of  suicide  look  like? 

•  Why  is  having  national,  state,  and  local  surveillance  data  important  for  suicide  prevention? 

What  can  be  done  to  strengthen  the  data  currently  available  or  explore  nevy  areas? 

Recent  stories  about  suicide  in  the  news: 

How  families,  communities  can  discuss  youth  suicide  (CDC  mention)  AP  Mississippi 
Why  living  in  high  altitudes  raises  depression,  suicide  risks  Yahoo 

With  Utah  governor's  suicide  task  force  urging  action,  lawmakers  back  two  pfevention  bills  {CDC 

mention)  Salt  Lake  City  Tribune 

Child  suicide,  the  aRony  of  *Whv?'  (CDC  mention)  Washington  Post 

As  Milk  Prices  Decline,  Worries  About  Dairy  Farmer  Suicides  Rise  (CDC  mention)  National  Public 
Radio 

Milk  co-op  mailing  highlights  suicide  risk  for  dairy  farmers  Associated  Press 

Police:  Student  who  committed  suicide  at  Ohio  middle  school  planned  school  massacre  CBS 

News 

Suicide  Rates  Increase  in  Puerto  Rico  Following  Hurricane  Maria  People 
One  Key  Factor  Raises  Gay  and  Lesbian  Teens*  Suicide  RiskU.S.  News 
Suicide  isn't  just  a  'white  people  thing  '  Salon 

Aiming  to  combat  teen  suicide,  Georgia  turns  to  social  media  Associated  Press 
Drug-overdose  suicides  may  be  going  undetected  Reuters 
Identifying  Youth  at  Risk  for  Suicide  MedPage  Today 
New  partnership  hopes  to  tackle  military  suicides  The  Gazette 
From:  Ikeda,  Robin  (CDC/ONDIEH/OD) 

Sent:  Thursday,  March  1,  2018  1:03  PM 

To:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3{S)cdc.gov>:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
<asbO@cdc.gov> 

Subject:  RE:  AAS  Conference  Logistics 
Thank  you,  thank  you,  thank  you! 

From:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  March  1,  2018  1:00  PM 

To:  Ikeda,  Robin  (CDC/ONDIEH/OD)  <rmiQ@cdc.gQV>:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC) 
<asb0@cdc.gQV> 

Subject:  RE:  AAS  Conference  Logistics 

Happy  to  help  with  prep!  We'll  get  you  something  in  advance  of  their  deadline. 

From:  Ikeda,  Robin  (CDC/ONDIEH/OD) 

Sent:  Thursday,  March  1,  2018  12:54  PM 

To:  Peeples,  Amy  B.  (CDC/ONDIEH/NCIPC)  <asb0Pcdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC) 
<fus3@cdc.gQV> 

Subject:  FW:  AAS  Conference  Logistics 

Hi  -  I  am  scheduled  to  participate  on  this  panel  at  the  AAS  meeting  in  April  {I'm  filling  in  for  Deb,  who  is 
not  available  that  day  ©). 

Although  I  will  not  be  "presenting"  per  se,  it  would  be  helpful  to  have  talking  points  of  things  to  mention 
(or  work  into  the  panel  discussion  as  appropriate).  Also,  if  you  have  suggestions  for  the  1-2  questions  for 
Jerry  to  ask  (see  highlight),  please  let  me  know.  Thanks  so  much;  appreciate  your  help, 

Robin 

Dear  Colleagues, 

Below  you  will  see  the  posting  in  the  upcoming  conference  guide  for  the  American  Association  of 
Suicidology  Conference  scheduled  for  April  18-21,  2018  at  the  Hyatt  Regency  on  Capitol  Hill.  Our  session 


is  scheduled  for  Friday^  April  20^* *^  from  9:30  -  10:15  AM.  I  do  not  plan  to  have  any  PowerPoint 
presentations  but  instead  to  just  engage  in  a  conversation  with  the  five  of  you.  I  am  writing  to  ask  you  to 
please  feel  free  to  send  me  a  question  or  two  that  you  would  like  to  answer  for  the  audience  who  will 
assemble  to  hear  this  plenary,  I  am  quite  open  to  your  input  especially  if  there  is  anything  you  would 
very  much  like  to  highlight  for  the  group.  You  can  see  the  written  narrative  of  the  session  below.  My 
hope  is  that  each  of  you  will  speak  to  aligning  our  efforts  to  contribute  to  the  collective  impact  possible 
by  working  together.  Our  collective  approach  is  to  reduce  the  rate  of  suicide  by  20%  by  2025:  If  you 

could  send  me  a  question  or  two  by  Friday,  March  16^^,  I  would  be  most  grateful.  Enjoy  the  weekend. 
Best  and  thank  you  all  for  your  willingness  to  participate. 

Best, 

Jerry 


Jerry  Reed,  PhD,  MSW 

Senior  Vice  President  for  Practice  Leadership 
Suicide.  Violence  &  Injury  Prevention  Portfolio  Lead 

Mational  Action  Alliance  for  Suicide  Prevention  Executive  Committee  Member 
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Aloderatoi':  Jei'iy  Reed,  PhD,  Senior  Vice  President  for  Practice  Leadership  &  Director,  Suicide, 
Violence,  and  Injury  Prevention  Portfolio.  Education  Development  Center.  Inc. 

A  distinguished  panel  of  federal  seoior  leaders  hom  the  DepartmeDl  of  Defense,  the  Department  of  Veterans  Affairs  and  the 
J  Department  of  Health  and  Human  Services  (specifically  the  Centers  for  Disease  Control  and  Prevention,  the  National  Institute 
of  Mental  Health,  and  the  Subsiance  Abuse  and  Mental  Health  Sen- ices  Administration),  moderated  by  Dr.  Jerry  Reed,  long-time  AAS 
member  from  EDC.  Inc.*  will  discuss  bow  each  agency  contributes  to  suicide  prev^eniion  efforts  in  onr  nation.  Whit  our  collective 
public -private  goal  to  reduce  the  national  rate  of  suicide  by  by  2025.  it  is  imperative  that  each  department  or  operational  division, 

in  conjunction  with  the  efforts  of  other  private  and  philanthropic  sectors  do  their  part  to  ensure  we  apply  the  evidence  of  w  hat  we  know 
in  a  manner  that  will  allow^  us  to  reduce  morbidity  and  mortality  following  suicidal  behavior.  We  wiU  address  how  political  vrilL  a  social 
strategy,  and  a  sound  knowledge  base  are  all  necessary  to  achieve  the  collective  impact  of  reduced  suicidal  behfl\lor  in  our  country. 
Panelists  bring  various  perspectives  such  as  public  and  mental  health  approaches  as  w'ell  as  aw  areness  of  key  at  risk  populations  and  the 
evidence  to  enrich  our  understanding  of  approaches  and  settings  w  hich  should  be  part  of  our  local  state,  tribal,  and  national  approaches. 
Panel  members  wiU  engage  in  a  dialogue  with  the  moderator  to  mom  clearly  understand  how^  suneillance,  research,  practice,  and  services 
tnusi  be  comprehensive,  iniegrated  and  taken  into  consideration  to  reduce  lives  lost  to  suicide. 


Dear  Jerry: 

I  am  contacting  you  regarding  the  logistics  related  to  your  participation  at  the  AAS  Annual  Conference  in 
Washington,  DC: 

•  You  are  scheduled  to  moderate  a  Plenary  Panel  on  Friday,  April  20^^  at  9:30am  to  10:15am,  It 
will  be  held  in  the  Regency  Ballroom  on  the  First  Floor  of  the  Hyatt  Regency.  As  the  moderator 


and  given  that  EDC  took  the  lead  on  assembling  the  panelists,  please  let  me  know  if  you  will  be 
communicating  with  the  panelists  regarding  these  arrangements  or  if  you  would  like  me  to  do 


so. 


•  if  the  panel  is  using  Power  Point,  please  email  the  presentation  to  me  no  later  than  Monday, 
April  16^^  to  aikulp@suicidologv.org.  An  alternative  is  to  bring  the  presentation  on  a  flash  drive 
and  we  can  load  it  into  the  lap  top  for  you.  Either  way,  please  confirm  your  intentions. 

•  Please  plan  to  check  in  with  the  onsite  AV  technician  between  7:30  and  8:00  the  morning  of 
your  presentation.  This  will  ensure  a  smooth  transition  for  the  general  session. 

•  We  are  planning  to  adhere  very  closely  to  our  morning  schedule.  We  will  have  someone  seated 
down  front  to  assist  you  with  tracking  the  time.  He/she  will  discretely  hold  up  signs  at  five, 
three,  and  one  minutes  remaining.  We  wid  also  have  a  clock  on  the  podium.  Your  attention  to 
these  would  be  greatly  appreciated. 

I  appreciate  your  attention  to  these  details.  Please  contact  me  if  I  can  be  of  any  assistance.  FYi^l  will  be 
onsite  at  the  Hyatt  on  April  16^*^.  I  can  be  reached  via  celt  phone  at  410-746-2588  should  you  need  to 
reach  me  prior  to  your  arrival. 

Regards, 

Amy 

Amy  Kulp,  IVI,S. 

Deputy  Director 

American  Association  of  Suicidology 
5221  Wisconsin  Avenue,  NW 
Washington,  DC  20015 
General:  202-237-2280 
Direct:  202-780-5001 


Cell:  410-746-2588 


Fax:  202-237-2282 

Join  us  for  our  Slst  Annual  Conference,  April  18-21,  2018  in  Washington,  DC 


AAS  IS  a  membership  organization  for  all  those  involved  in  suicide  prevention  and  inten^ention,  or 
touched  by  suicide^  AAS  is  a  leader  in  the  advancement  of  scientific  and  programmatic  efforts  in  suicide 
prevention  through  research,  education  and  training,  the  development  of  standards  and  resources,  and 
survivor  support  services. 
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ABSTRACT 

Background  Efforts  in  the  USA  during  the  21st  century 
to  stem  the  ever-rising  tide  of  suicide  and  risk-related 
premature  deaths,  such  as  those  caused  by  drug 
intoxications,  have  failed.  Based  primarily  on  identifying 
individuals  with  heightened  risk  nearing  the  precipice  of 
death,  these  initiatives  face  fundamental  obstacles  that 
cannot  be  overcome  readily. 

Objective  This  paper  describes  the  step-by-step 
development  of  a  comprehensive  public  health  approach 
that  seeks  to  integrate  at  the  community  level  an  array 
of  programmatic  efforts,  which  address  upstream  [distal} 
risk  factors  to  alter  life  trajectories  while  also  involving 
health  systems  and  clinical  providers  who  care  for 
vulnerable,  distressed  individuals,  many  of  whom  have 
attempted  suicide. 

Conclusion  Preventing  suicide  and  related  self-injury 
morbidity  and  mortality,  and  their  antecedents,  will 
require  a  systemic  approach  that  builds  on  a  societal 
commitment  to  save  lives  and  collective  actions 
that  bring  together  diverse  communities,  service 
organisations,  healthcare  providers  and  governmental 
agencies  and  political  leaders.  This  will  require  frank, 
data-based  appraisals  of  burden  that  drive  planning, 
programme  development  and  implementation,  rigorous 
evaluation  and  a  willingness  to  try-falhand-try-again 
until  the  tide  has  been  turned. 


THE  PROBLEM 

Suicide  rates  in  the  21st  century  continue  to  rise  in 
the  USA  despite  the  efforts  of  many  states  and  local¬ 
ities;  the  formation  of  the  National  Action  Alliance 
for  Suicide  Prevention,  a  public-private  partnership 
and  its  publication  of  a  second-generation  national 
strategic  plan  in  20 1 2^  the  ini  datives  undertaken 
by  the  US  Departments  of  Health  and  Hnnian 
Services,  of  Veterans  Affairs  and  of  Defense;  the 
deep  commitment  of  many  non-governmental 
organisations,  family  members  of  persons  who 
had  killed  themselves  and  attempt  survivors;  and 
new^  research  into  the  causes  of  suicide  and  the 
development  and  dissemination  of  ‘evidence- 
based'  approaches  to  intervention  and  prevention. 
Suicides  increased  from  29350  during  2000,  in  a 
popukdon  greater  than  282 million,  to  44193 
during  2015  from  among  more  than  321  million; 
rates  per  100000  changed  from  10.40  (2000  base 
year)  to  13,75  (13.26,  age-adjusted) r  They  grew 
frf>m  17.67  among  men  and  3.95  among  women 
to  21.48  (21.00,  age-adjusted)  for  men  and  6.25 
(6.04,  age-adjiisted)  for  women.  The  rise  in  suicide 
rates  was  driven  especially  by  men  and  women  in 
the  'middle  years'  of  life,  35-64  years  old,  where 


there  was  an  increase  of  3 5., 3%  (13.9-18,8  per 
100  000)  from  2000  to  20  J  5.  Except  for  men  75 
years  and  older,  no  age  group  showed  a  decrease. 

While  reducing  suicide  rates  in  the  USA  rem:iins 
a  knotty,  vexing  problem,  it  is  a  winnable  battle.^ 
Evidence  regarding  the  effectiveness  of  initiatives 
to  promote  means  safety/  as  well  as  other  specific 
methods  of  prevention,'^  has  been  accumulating. 
13  ow  ever,  there  are  scant  data  to  suggest  that  any 
single  approach  will  have  a  substantial  impact  on 
reducing  rates.^  The  US  Air  Force  implemented  a 
coordinated  strategy  involving  multiple  initiatives 
simultaneously/  ^  but  no  such  comprehensive, 
integrated  efforts  that  embrace  all  ages,  sexes  and 
identified  vulnerable  populations,  as  w^ll  as  incor- 
po rating  local  community  priorities,  have  been 
undertaken  to  date  by  any  state  or  region  in  the 
USA.  This  paper  will  lay  out  a  series  of  tasks  that 
comprise  what  w^ould  be  involved  in  such  an  effort, 
illustrating  them  in  part  based  on  out  developing 
experience  in  Colorado,  a  state  that  has  set  a  goal 
ftjt  reducing  sitiddes  by  20^/c^  by  2024. 

In  addition  to  past  tendencies  to  implement 
one-by-one  interventions  rather  than  a  group  ol 
interlaced  programmes  that  constitute  a  mosaic 
of  actions/  there  are  inherent  barriers  to  effec¬ 
tive  prevention/  especially  as  programmes  have 
focused  on  seeking  to  detect  persons  at  high  risk 
as  they  enter  perisiiicidal  periods  and  approach 
the  precipice  of  death.  These  include:  an  inability 
to  discriminate  the  relatively  few  true  cases  from 
the  large  number  of  false  positive  cases,  that  is,  the 
preponderance  of  persons  suffering  severe  psycho¬ 
logical  distress  wkh  diagnosed  psychiatric  disorders 
w4io,  even  while  suicidal,  neither  attempt  nor  die  by 
suicide;  the  large  number  of  false-negative  cases  that 
escape  preventive  detection,  that  is,  persons  wHio 
seemed  ‘normar  but  killed  themseives  or  wHtose 
long-standing  condition  appeared  no  W'Orse  to 
family,  friends  or  providers  during  the  days  imme¬ 
diately  before  their  death;  rhe  inabsliw  of  clinical 
and  social  services  to  reach  many  individuals  who 
have  serious  suicidal  intent;  a  continuing  paucity  of 
knowledge  about  fundamental  hiological,  psycho¬ 
logical,  social  and  cultural  factors  thar  contribute 
to  fatal  suicide  attempts  among  diverse  populations 
and  groups  who  have  been  labelled  at-risk;  and  the 
lack  of  coordinated  strategies  for  suicide  prevention 
that  can  deal  effectively  wdth  myriad  local,  regionah 
state  and  national  agencies  and  organisations  that 
could,  in  theory,  play  a  role  in  preventing  suicide. 
By  exclusively  seekLiig  to  identify  highly  vulnerable 
individuals  at  times  of  crisis,  past  efforts  have  not 
looked  upstream  to  discern  distal  common  risk 
factors  thar  underpin  multiple  aetiolagically  related 
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forms  of  premature  death,,  including  suicidei  deaths  from  drug 
self' intoxication  and  deaths  from  risk-related  medical  disor¬ 
ders/^^  Upstream  prevention  efforts  reach  beyond  perisuicidal 
periods  to  times  when  no  suicidal  thinking  or  behaviours  may 
be  apparent;  while  this  may  not  seem  to  be  suicide  prevention 
to  some  observers  because  vulnerable  persons  have  yet  to  reach 
sympromatic  states,  efforts  to  prevent  fatal  cardiac  events  or 
challenging-to-treat  cancers  often  begin  decades  before  their 
apparent  onset  with  efforts  to  stop  smoking,  reduce  high  blood 
pressure  and  promote  a  healthy  lifestyle*  Added  to  these  chab 
lenges,  past  prevention  efforts  understandably  have  tended 
to  reflect  the  priorities  of  focused  interest  groups  that  have 
driven  agendas  based  on  their  personal  experiences  rather  than 
assessing  die  greatest  potential  contrihudons  to  reducing  the 
collective  suicide  burden.^  The  challenge  now  for  the  field  is 
Xi)  build  partnerships  encompassing  a  broader  range  of  interest 
groups  to  foster  priorin^  settings  across  the  prevention  spec¬ 
trum.  This  includes  establishing  buy-in  from  botli  traditional 
and  uon-traditional  partners  in  public  health,  inclLidiiig  those 
implementing  violence  prevention,  substance  abuse  prevention, 
healthcare,  criminal  justice  and  child  welfare,  and  employers  as 
well  as  members  of  the  workforce. 

This  paper  doe,s  not  focus  on  a  conceptual  discussion  that 
emphasises  the  contextual  nature  of  suicide,  attempted  suicide 
and  other  risk- related  adverse  outcomes  (see  ref  8).  Radier,  we 
highlight  practical  steps  necessary  to  initiate,  develop,  imple¬ 
ment  and  evaluate  a  community^-based,  systemic  strategy  that 
integrates  the  efforts  of  diverse  stakeholders  and  approaches  to 
build  compreliensive,  sustained,  state- wide  public  healtli  preven¬ 
tion  programmes  that  engage  diverse  populations. 

With  this  framework  in  mind,  colleagues  from  the  C DC-funded 
Injury  Control  Research  Center  for  Snicidc  Prevention  began 
working  with  leadership  and  staff  from  the  Colorado  Depart¬ 
ment  of  Public  Health  and  Environment  (CDPHE)  to  develop  a 
systemic  (far  reaching,  all-inclusive)  approach  to  prevention  that 
would  cover  the  entire  age  range,  with  the  intent  of  focusing  on 
broad  populations  of  highest  burden  wdiile  also  attending  to  the 
specific  needs  of  especially  vulnerable  groups.  The  goal  has  been 
to  develop  a  comprehensive,  upstream-downstream  approach  to 
prevention  that  combines  tailored  commumty-level  efforts  with 
those  of  established  health  systems,  where  the  latter  addresses 
the  needs  of  highly  vulnerable  or  severely  distressed  persons, 
appreciating  that  ‘community'  may  involve  populations  that 
share  common  characteristics  as  well  as  geographically  defined 
localities. 

Why  Colorado?  It  ranks  among  the  leading  states  in  terms 
of  relative  suicide  burden,  witli  1093  suicides  in  2015  among 
a  populanon  of  nearly  5.5  million — the  mnth  highest  rate  in 
the  USA  at  20.0  per  100000  residents*  Colorado  sits  amid  the 
w'estern  mountain  states  where  suicide  rates  are  highest  nation¬ 
ally  Most  important,  there  have  been  abiding  commitments 
showm  by  the  state’s  political  and  community  leaders,  with  roots 
reaching  back  to  the  1 95 Os.  They  established  the  Suicide  Preven¬ 
tion  Commission  and  funded  the  Office  of  Suicide  Prevention 
(OSP)  as  part  of  the  CDPHE.  Colorado  already  had  begun 
several  important  initiatives  by  2015  when  we  initiated  our 
collaborative  discussions  and  shared  a  philosophy  that  public 
health  approaches  to  prevention  should  embrace  multiple 
community  and  health  system  resources,  with  a  recognition 
of  the  importance  of  a  commtxi  risk  model  and  rhe  need  for 
context-embedded  approaches  to  preventing  premature  death 
from  suicide  and  other  risk- related  causes,  such  as  fatal  drug 
intoxication/ 


FIRST  STEPS 

Like  other  collaborative  partnership  processes,  efforts  to  prevent 
suicide,  attempted  suicide  and  risk- related  acKxTsc  outcomes 
depend  on  building  trust,  sharing  perspectives,  defining  common 
goals  and  objectives  and  understanding  areas  of  potential  disagtee- 
menr.  Our  process  has  developed  in  a  fashion  consistent  with 
the  guiding  principles  recently  published  by  the  National  Action 
AJIiance  for  Suicide  Prevention  (NAASP).^^  Tliesc  include:  unim 
attainment  and  maintenance  of  broad-based  momentum  around 
a  shared  vision;  planning:  use  of  a  strategic  planning  process 
that  lays  out  stakeholder  roles  and  intended  outcomes;  integra¬ 
tion:  use  of  multiple,  Integrated  suicide  prevention  strategies; 
fit:  alignment  of  activities  with  context,  culture  and  readiness; 
communication:  clear,  open  and  consistent  commiinication; 
data:  use  of  surveillance  and  evaluation  data  to  guide  action, 
assess  progress  and  make  changes;  and  sustainability:  a  focus  on 
long-lasting  change. 

In  2015,  a  team  of  national- level  researchers  and  Colorado 
prevention  leadership  identified  a  shared  goal  of  reducing 
suicide  by  20%  by  2024  through  a  collaborative  re  search -prac¬ 
tice  modeL  Because  strong  leadership  and  group  efficiency  have 
been  shown  to  improve  imple mentation  of  collaboratively  run 
prevention  initiatives/'  rhe  team  founded  a  formal  structure— 
rhe  Colorado  National  Collaborative  (CNC).  CNC  developers 
strategically  approached  local  and  national  stakeholders  with 
diverse  public  health  expertise  for  participation  in  the  CNC. 
This  included  upstream  prevention  practitioners,  mental  health 
treatment  providers,  state  and  local  government  representatives, 
hospital  association  representatives,  local  and  national  suicide 
prevention  researchers  and  evaluators  and  other  stakeholders  in 
suicide  prevention  (see  figure  1). 

As  early  team  functioning  is  a  critical  indicator  for  future 
sustainability^  of  collaborative  efforts/^  invited  participants  were 
brought  together  repeatedly  and  consistently,  in  person  and 
virtually,  to  solidify  a  sliared  vision  and  identify  the  unique  role 
that  each  sector  representative  might  play.  Assuring  the  centrality 
of  state  and  local  leaders  rather  than  external  academics,  the 
CNC  developed  a  clarified  governance  structure;  it  serves  as  a 
collaborating  element  to  the  Colorado  Office  of  Suicide  Preven¬ 
tion*  The  Utter  houses  the  coordinating  centre  for  developing 
activities  and,  in  turn,  is  accountable  to  the  Governor's  Health 
Cabinet  (see  figure  1).  As  the  CNC  has  growm,  membership  has 
evolved.  Drawing  on  the  N^\j\SP  principles  of  unity  and  plan¬ 
ning,  CNC  members  regularly  review  rbe  Hsr  of  active  local  and 
national  members  to  explore  gaps  in  sector  representation. 

Diverse  CNC  membership  is  critical  to  ensuring  that  stake¬ 
holders  from  a  broad  range  of  community  sectors  have  an 
opportunity  to  express  their  unique  perspectives  and  priorities* 

The  CNC  moved  from  a  general  discussion  of  principles — 
based  on  a  collective  vision  of  developing  fundamental  systemic 
changes to  exploring  the  geospatial  distribution  of  burden 
'centers'  and  county-level  burden  drivers,  based  on  the  efforts 
of  CDPHE  epidemiology  staff  using  2010— 2015  data  collected 
for  the  National  Violent  Death  Reporting  System  (NVDR.S). 
These  allow  an  in-dcpdi  appraisal  of  local  variations  of  suicide 
and  differential  geospatial  expression  of  contributing  factors 
to  diverse-distinctive  subgroups,  as  well  as  assessing  changing 
patterns  over  time.  This  is  being  coupled  with  an  ongoing  state- 
level  and  community-level  inventory  of  prevention  efforts, 
broadly  defined,  that  is  collecting  data  from  state  agencies, 
noti-governmenial  and  voluntary  agencies  and  health  systems. 
Taken  together  with  NVDRS  data,  it  becomes  possible  to  identify 
those  popuiarions  tliat  arc  covered  by  preventive  intervTntions 
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Figure  1  Governance  structure  for  Colorado  National  Collaborative.  NGO,  non-governmental  organisation;  OSP,  Office  of  Suicide  Prevention. 


and  those  thar  arc  missed — shining  a  light  on  gaps — an  essential 
step  when  developing  an  adaptable  strategy  to  reduce  overall 
burden.  Drawing  on  the  NAASP  guiding  principle  of  using 
data  fur  planning,  these  methods  offer  local  community  leaders 
inspection  of  home  town  data  rather  than  a  mash  of  less-Specific 
state  or  national  level  statistics,  allowing  further  identification 
of  any  missing  local  prevention  programmes  and  collaborative 
consideration  of  programmes  that  best  fit  local  needs. 

WHO,  WHERE  AND  WHAT 

When  working  with  communities  and  diverse  potential  stake¬ 
holders,  it  is  especially  useful  to  have  a  framework  for  defining 
who,  where  and  what  prevendons  to  propose.  The  first  grows 
from  available  data  regarding  those  populations  that  contnburc 
most  to  burden,  as  noted  above,  which  naturally  leads  to  a 
consideration  of  what  to  do  and  where  to  do  it.^ 

Every  community  setting  (eg,  schools,  workplaces,  medical 
providers,  the  courts  and  residential  settings)  are  part  of  an 
overall  local  fabric — -a  local  social  geography — where  one  can 
describe  each  site  in  terms  of  its  sample  bias,  that  is,  the  popu¬ 
lations  or  groups  that  may  be  engaged  and  those  that  will  be 
missed.  Each  sample  bias  must  be  considered  when  developing 
a  comprehensive  strategy  that  offers  the  potential  of  engaging 
groups  and  persons  of  interest.  For  example,  schools  and  univer¬ 
sities  are  settings  for  prevention  efforts  that  offer  access  to  a 
broad  array  of  youth  and  young  adults*  Yet,  they  exclude  those 
who  have  dropped  out — especially,  those  who  ate  vulnerable  by 
dint  of  rheir  drug  use  or  legal  problems — or  who  have  joined 
the  workforce.  Primary  care  providers  often  are  chosen  to  offer 
preventive  interventions;  while  this  may  be  w^ell  suited  for  elders 
who  see  their  physicians  at  regular  intervals,  many  men  in  the 
middle  years  of  life  do  not  participate  in  regular  medical  care. 

Complementary  to  social  geography,  it  is  possible  to  track 
especially  vulnerable  mdividuals  and  groups  through  localities 


to  determine  the  settings  (including  those  using  social  media) 
where  they  may  be  encountered,  that  is,  defining  rhe  social 
ecology  for  distinctive  groups  that  have  been  exposed  to  social, 
family  and  personal  adversities  that  may  impart  heightened 
levels  of  risk.  By  combining  an  understanding  of  social  geog¬ 
raphy  and  social  ecology,  ir  becomes  possible  to  start  building 
the  spatial  foundation  for  a  community -level  strategy  to  reach 
those  identified  in  the  NVDRS-dcrived  picture  of  local  suicide 
burden. 

Suicidal  behaviour  and  interpersonal  violence  have  been 
considered  within  a  social -ecological  framework.^  Used  to 
organise  the  myriad  factors  that  contribute  to  violent  behaviour, 
this  framework  also  can  be  used  to  clarify  the  level  of  action  of 
protective  factors  and  guide  the  development  of  intenTntions 
at  individual,  relationship,  community  and  societal  levels  (see 
figure  2).  The  challenge  that  ensues  relates  to  defining  which 
interventions  to  emphasise  and  in  which  settings  to  deploy  them 
for  the  general  population  and  for  those  of  special  interest 

The  Suicide  Prevention  Resource  Center  maintains  guid¬ 
ance  for  ‘evidence  based'  interventions  (www.sprc.org/searcli/ 
evidence/based/intervention).  This,  however,  does  not  define 
how  one  might  best  integrate  this  diverse  array  of  interventions 
into  a  comprehensive,  integrated  set  of  programmes  that  reach 
across  the  entire  age  range.  The  LifeSpan  programme  (http:// 
wwwlifespan.org.au)  in  New  South  Wales,  Australia,  has  begun 
to  implement  a  systems  model  much  hke  the  one  being  devel¬ 
oped  in  Colorado  that  seeks  to  build  an  integrated  approach  to 
prevention.  LifeSpan  has  identified  nine  overlapping  elements: 
aftercare  and  crisis  services;  psychosocial  and  pharmacological 
treatments;  guidance  and  support  of  primary  care  providers; 
training  frontline  staff;  gatekeeper  training;  schools  programmes; 
community  campaigns;  media  guidelines;  and  means  restriction. 
This  effort  gives  major  attention  to  'what'  and  indicarions  of 
"who'  and  '^where'* 
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Ecological  model:  Protective  factors  (p)  and  interventions  to  prevent  violence  to  self  and  others 
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Figure  2  Socioeco logical  model  for  protective  factors  and  interventions  to  prevent  violence  to  self  and  others. 


Similar  to  the  LifeSpan  programme,  Stone  and  colleagues  at 
the  CDC  National  Center  for  Injury  Prevention  and  Control 
recently  promulgated  a  technical  report  on  strategies  and  reiated 
appr(?aches  to  prevention^ — considered  within  an  ecological 
framework^ — that  offer  evidence  of  positive  impact.’^  They  focus 
on  seven  basic  strategies:  strengtliening  economic  supports; 
strengthening  access  and  delivery  of  ‘suicide  care"";  creating 
protective  environments^  promoting  connectedness;  teaching 
coping  and  problem-solving  sidJIs;  identifvdng  and  supporting 
people  at  risk;  and  lessening  harms  and  preventing  future  risk. 

By  integrating  data  regarding  suicide  burden  defined  by 
age,  sex  and  other  demographic  features,  together  with  local 
information  regarding  social  geography  and  the  social  ecology 
pertaining  to  groups  of  interest.  One  can  create  inaps^  that 
can  serve  as  a  basis  for  establishing  age-specific  deployment  of 
preventive  interventions,  as  illustrated  in  figures  3-5,  These 
maps  depict  where  communities  need  to  focus  when  deploying 
preventative  interventions.  Circles  relate  to  settings  conducive  to 
engaging  populations  of  interest  with  intersections  arising  from 
individual  mobilit)*^;  bold  lettering  emphasises  the  importance 
of  programme  development  in  specific  areas  where  it  is  more 
likely  to  encounter  cither  larger  (although  with  lower  rates)  or 
potentially  important  groups;  and  capital  letters  are  indicative 
of  settings  likely  to  present  a  higher  percentage  of  higher  risk 
groups  and  individuals.  Fundamental  to  this  approach  is  the 
recognirion  that  prevention  efforts  are  diverse  yet  potentially 
specific  depending  on  the  demographic  and  social  features  of 
targeted  populations — in  terms  of  time,  space  and  what  will  be 
needed  to  respond  to  the  extraordinary  heterogeneity  among 
those  who  kill  themselves.  The  maps  underscore  that  the  settings 
suitable  for  one  age  group — or  for  subgroups  each  having  a 


different  social  ecology, — will  differ  from  another  and  point 
to  the  fundamental  need  for  developing  community-integrated 
prevention  offerings. 

Bringing  process  and  content  together,  the  goal  is  to  ‘place^ 
evidence-based  and  best-bet  preventive  interventions  with  the 
contexts  that  comprise  what  we  call  ‘communities',  appreciating 
that  communities  are  recognised  as  the  basis  of  their  common 
interests  and  life  experiences,  as  well  as  their  geospatial  distribu- 
HonsJ^  They  potentially  will  have  different  components  or  areas 
of  emphasis  depending  on  age,  sex,  sexual  orientation  and  gender 
identification,  cultural  make-up,  economic  factors,  health  status 
and  identified  population-level  risks,  the  latter  being  arrayed  in  a 
social-ecological  framework.”  Inten'entions  such  as  the  develop¬ 
ment  of  means  safety  programmes  reach  across  communities  and 
depend  on  the  inv  olvement  of  selected  participants  (eg,  gun  shop 
retailers,  pharmacists,  urban  planners  and  architects  designing 
buildings  and  publk  spaces);  others,  such  as  the  carefLil  indi¬ 
vidual  tracking  of  persons  who  have  attempted  suicide,  benefit 
from  alliances  between  health  and  mental  health  providers  and, 
ideally,  family  and  community  partners.  It  is  foreseeable  that  indi¬ 
vidual-level  programmes  that  use  'big  data'  and  algorithm  iden¬ 
tification  of  especially  vulnerable  individuals  can  be  embedded 
into  systems  of  care  that  arc  comprehensive,  far-reaching  and 
linked  wnrh  computer-assisted  communication  tools.  Dispersed 
groups  or  those  who  may  be  hidden  in  the  face  of  social  pres¬ 
sure  and  apparent  stigma  (eg,  LBGTQ  youth  and  y(mng  adults; 
adult  men  in  need  of  mental  health  services)  may  be  reached  via 
social  media  and  other  niche  marketing  approaches.  In  sum,  the 
extraordinary  geographical,  cultural  and  ethnic  and  racial  diver¬ 
sity  of  the  USA  requires  that,  to  be  effective,  preventive  interven¬ 
tions  will  require  careful  consideration  of  the  NAASP  principle 
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Figure  3  Settings  for  collaborative  community  prevention  for  youth  and  young  adults,  NGOs,  non-governmental  organisations. 


of  fit:  alignment  of  activities  with  context,  culture  and  readiness. 
Careful  tailoring  of  preventative  interventions  will  be  based  on 
collaborative  discussions  that  address  the  challenges  of  time, 
place,  group  and  individual  differences.  While  top-down  lead¬ 
ership  and  commitment  is  essential,  effective  actions  necessarily 
wall  be  ground  level — locally  energised,  developed  and  owned. 
Recognition  of  such  ground- level  efforts  may  require  move¬ 
ment  from  strict  adherence  to  research -based  empiricism  to  the 


complementary  paradigm  of  'community-based  empiricism’ 
and  leadership.  Practice -based  evidence  looks  to  resolve  the 
tension  between  evidence-based  prevention  and  locally  growm 
efforts  by  recognising  that  effective  programmes  and  practices 
can  and  do  emerge  from  community  expertised^  Such  tensions 
can  be  further  resolved  by  a  commitment  from  the  CNC  to 
building  the  evaluation  capacity  of  communities  to  evaluate 
liomc-growm  efforts.  Valuing  community^-derived  experiences 
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Figure  4  Settings  for  collaborative  community  prevention  for  adults.  NGOs,  non-governmental  organisations. 
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also  has  the  porenttal  to  reinforce  local  commitment  and 
sustained  efforts. 

IMPLEMENTATION  AND  EVALUATION 

Moving  from  talk  to  action  poses  multiple  challenges.  To  name 
a  few:  implement  programme  elements  alTat-once  versus  a 
stepwise  process;  implement  programme  elements  in  all  target 
reruns  or  selectively  at  first;  emphasise  the  evaluation  of 
process  indices  (eg,  training-related  evaluations),  impact  metrics 
(eg,  practice  and  acce^ss  to  care)  changes  or  ultimate  outcome 
measures  (eg,  fewer  attempts  and  deaths);  define  ‘long  enough^ 
to  assess  meaningful  impact:  and  assure  longer  term  sustain¬ 
ability.  Process  metrics  can  be  useful  for  measinitig  the  devel¬ 
opment  of  community  coalitions,  but  they  do  not  provide  data 
regarding  changes  in  practice.  They  arc  less  expensive  to  deploy 
and  may  be  useful  during  start-up  phases.  They  help  ascertain 
what  programme  implcmenrcrs  arc  learning  and  how  they  are 
navigating  the  challenges  of  building  necessary  local  preven¬ 
tion  fabric.  Impact  measures  do  not  offer  a  conclusive  sense 
that  programmes  are  ‘working’,  yet  they  can  serve  as  indices  of 
continuous  quality  improvement,  which  are  central  to  improving 
health  service  delivei7  and  use  fid  as  a  way  of  monitoring  engage¬ 
ment  of  target  populations.  Outcome  data  reveal  whether  lives 
were  saved.  Cortimunities  and  advocates  understandably  want  to 
move  quickly  and  mount  all-out  efforts  to  save  lives;  however, 
researchers  and  advocates  of  rigorous  programme  evaluation 
may  warn  against  hasty  action,  understanding  that  many  efforts 
that  seem  to  have  had  ‘face  validiry’  have  failed.^ 

When  the  US  Air  Force  began  to  implement  its  multifac¬ 
eted  suicide  prevention  programme  in  1996-1997,  it  had  not 
established  an  evaluation  strategy^  The  retrospective  approach 
that  eventually  was  used  hypothesised  that,  given  its  emphasis 
on  upstream  factors  that  apparently  contributed  to  increasing 
risk  for  multiple  adversities  (a  common  risk  strategy),  the 
programme’s  impact  would  influence  multiple  risk-related 


outcomes  (ie,  suicide,  accidental  death,  humicide  and  lamily 
violence)/’  When  suicide  rates  climbed  in  2004,  a  rerrospective 
examijiatioii  of  programme  and  policy  implementation  allowed 
for  a  second  level  of  hypothesis-driven  analyses. 

While  revealing,  tins  type  of  implemenraTion-evaluation 
approach  is  less  satisfactory  than  prospective  designs.  Mindful 
of  proponents’  lurgency  for  implementing  initiatives,  NOW! 
researchers  have  been  developing  novel  designs  that  seek 
to  measure  the  effects  of  multiple  evidence-based  interven¬ 
tions  at  the  same  dme  while  measuring  overall  impact.  These 
methods  take  advantage  of  spatial  diversity,  understanding  that 
there  ry^pically  is  insufficient  capacity  to  implement  all  actions 
in  all  places  instantaneously,  and  benefit  from  limited  training 
capacity,  recognising  that  most  often  it  is  not  possible  to  train  at 
once  all  programme  iraplementers  to  high  levels  of  programme 
fidelity',’'^  Another  methodology  that  may  assist  with  these 
efforts  involves  system  dynamics  modelling  as  a  way  of  concep¬ 
tualising  the  dynamic  forces  influencing  suicide,  attempted 
suicide  and  risk-related  premature  deaths.'^ 

When  implementing  a  comprehensive  set  of  initiatives, 
including  both  upstream  (distal)  and  downstream  (more  prox¬ 
imal)  intervention  efforts  to  address  the  needs  of  acutely 
distressed  individuals,  it  will  be  possible  to  examine  outcomes 
that  are  socially  and  clinically  important,  even  as  they  may 
be  “outside’  the  immediate  realm  of  suicide  and  suicide-re¬ 
lated  thoughts  or  behaviours.  The  US  Air  Force  programme 
emphasised  early  interventions  to  stem  the  severity  of  family 
violence,  even  as  it  sought  to  reduce  suicides.  Thus,  it  was 
possible  to  test  for  a  hypothesised  increase  in  the  frequency  of 
mild  family  violence  coupled  with  a  decrease  in  moderate  and 
severe  violence — ^itself  a  positive  outcome/'  Similarly,  there  are 
multiple  interventions  for  youth,  adults  and  elders  that  can 
yield  quantitatively  defined,  personally  and  socially  meaningful 
‘intermediate’  beneficial  resultSH  arrayed  along  a  hypothesised 
set  of  pathways- to -suicide.  These  types  of  predefined  outcome 
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Figure  6  A  logic  model  for  implementing  comprehensive  integrated  suicide  prevention. 


metrics  can  provide  confidence  that  programmes  are  building 
the  desired  impact  long  before  more  distal  outcomes — declining 
rates  of  suicide  attempts  and  suicides — can  be  measured  consis¬ 
tently  year  over  year.  To  bring  these  many  action  steps  into  a 
more  cohesive  format,  the  CNC  developed  a  logic  model  to 
organise  its  efforts  (see  figure  6).  This  outlines  the  paths  that 
we  are  taking  to  implernent  our  efforts  in  a  coherent  and  trans¬ 
parent  fashion, 

CONCLUSION 

Suicide  prevention  efforts  have  tended  to  be  one-by-one  initia¬ 
tives  rather  than  comprehensive  efforts  that  bring  together 
communities,  state  agencies,  health  systems  and  diverse  stake¬ 
holders  to  work  in  a  synergistic  fashion  that  pushes  forward 
multiple  efforts  simultaneously.  Suicide  is  not  a  singular 
problem,  or  a  specific  medical  diagnosis.  Rather  it  serves  as 
a  final  common  pathway  for  an  array  of  elements  reflecting 
personal,  family,  community  and  societal  stresses  and 
turmoil — typically  expressed  one  individual  at  a  time.  While 
the  final  moments  of  action — killing  oneself — predominantly 
have  drawn  past  attention  from  medical  and  mental  healtli 
professionals,  it  is  timely  to  integrate  the  person  level  whth 
what  can  be  done  in  both  health  systems  and  beyond  their 
walls  across  entire  communities,  and  far  upstream,  so  that  it  is 
possible  to  alter  life  trajectories. 


Such  efforts  require  leadership  and  sustained  commitment, 
a  willingness  to  partner  with  diverse  groups,  an  openness 
to  strict  scrutiny  and  evaluation  by  others,  the  integrity  to 
acknowdedge  failures  as  well  as  proclaim  successes,  a  will¬ 
ingness  to  go  beyond  wdiat  is  known  with  certainty  and  the 
realisation  that  drastically  reducing  the  burden  of  suicide  aud 
risk-related  premature  deaths  depends  on  fundamental  social 
changes.  While  these  efforts  must  be  based  on  best  evidence 
and  conducted  with  scientific  rigour,  they  ultimately  depend 
on  an  unstinting  courage  of  convictions  that  saving  lives 


What  is  already  known  on  the  subject 


►  To  date,  there  have  been  no  sustained,  far-reaching  state- 
level  or  regional  suicide  prevention  programmes  in  the  USA 
that  comprehensively  involve  populations  across  the  life 
span  and  combine  community-driven  initiatives  with  those  of 
health  systems  and  other  potential  partners. 

►  Most  suicide  prevention  initiatives  in  the  USA  have  focused 
or>  individuals  deemed  to  have  imminent  risk* 

►  It  has  been  very  challenging  to  develop  comprehensive 
public  health  suicide  prevention  programmes  that  integrate 
upstream  (distal)  and  downstream  (proximal)  strategies. 
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What  this  study  adds 


►  Discusses  practicaf  steps  for  the  development  of  a 
comprehensive,  integrated  community-driven  suicide 
prevention  programmes. 

►  Considers  the  barriers  and  opportunities  for  successfully 
implementing  such  efforts* 

depends  on  a  collective  societal  willingness  to  make  a  differ¬ 
ence  in  the  lives  of  profoundly  vulnerable  persons,  families 
and  communities. 
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What  is  the  Colorado-National  Collaborative  (CNC)? 


Goals  and  Tasks 


The  goal  of  the  CNC  is  to  create  a  comprehensive  suicide  prevention  model  to  reduce  suicide  statewide  by  20%  by  2024. 
Through  careful  evaluation,  the  CNC  also  aims  to  become  a  model  for  other  states. 


The  CNC's  tasks  include: 
•  Assessment: 


This  is  really  a  groundbreaking  endeavor  and  a  verj^  important  proof  of 
concept  to  show  that  suicide  prevention  is  possible  using  a  data  driven,  public 
health  approach  envisioned  by  Surgeon  General  Satcher  in  his  1999  call  to 
Action, 


o  Identify  counties  experiencing  the  highest  numbers  and  rates  of  suicide  and,  in  those  counties,  work 

to  plan  prevention  efforts.  This  will  involve  learning  more  about  the  characteristics  of  people  dying  by, 

attempting  or  contemplating  suicide  including  demographic  information  (e.g,,  age,  race,  marital 

status),  the  method  used  in  suicide  deaths  and  attempts,  and  information  about  the  circumstances 

surrounding  suicide  deaths.  This  information  is  available  through  Colorado's  Department  of  Public 

Health  and  the  Environment,  and  can  be  found  bv  clicking  here.  ,  ,  , 

- - -  Six  counties  selected. 

o  Work  with  those  counties  experiencing  the  highest  numbers  and  rates  of  suicide  to  identify  existing 
prevention  initiatives,  available  resources,  existing  gaps,  and  interest  in  supporting  new  and  enhanced 
efforts.  inventory  sent  out  assessing  existing  county  resources  and  service  related  to  suicide  prevention, 


o  Inventory  existing  data  and  identify  gaps  in  what  we  know  about  the  problem  to  help  identify  the  best 
solutions.  Meetings  with  three  counties  held  so  lar  to  talk  about  the  initiative  and  to  show  counties  where  the  burden 
of  suicide  exists  in  their  county,  e.g.  what  populations  have  the  highest  risk.  Essentially  the  counties  learned 
Capacity  Building^^^  youth  suicide  prevention ^  while  valuable  is  not  where  the  highest  need  is,  Need  to  look  to  middle  aged. 


o  Engage  partners  from  diverse  systems  and  settings  (e.g.,  public  health,  social  services,  workplaces) 
that  serve  individuals  and  communities  at  risk,  with  initiai  focus  on  engaging  leaders  from  counties 
experiencing  the  highest  numbers  and  rates  of  suicide. 

These  initial  conversations  have  begun,  ditto  for  next  bullet,  Alex  and  shakiyla  participated  in  the  above  meetings  in  CO  in  decT7 
o  Work  with  newly-engaged  partners  to  identify  how  they  can  contribute  to  and  benefit  from  the  CNC's 
efforts. 


o  Strengthen  public  awareness  and  professional  education  to  build  suicide  prevention  capacity. 


Planning: 


This  is  something  planned  lor  the  future. 


o  Build  on  and  enhance  prevention  efforts  within  health  care  and  community-based  settings  using 
a  range  of  evidence-based  policies,  programs  and  practices  to  prevent  risk  before  it  occurs  and  to 
identify  and  support  people  at  risk. 


o  Facilitate  and  strengthen  coordinated  and  comprehensive  suicide  prevention  action  plans  across 
communities,  systems  and  settings.  The  Colorado  National  Coliahorative  is  still  very^  much  in  its  planning 

phase.  Limited  resources  avadable  at  this  point.  CDCF  is  looking  for  donors. 
•  Implementation:  AFSP  has  already  given  at  least  $200k  to  CODPHE.  This  was  outside  the 

foundation,  fyi.  It  would  be  great  if  we  can  emphasize  the  value  of  the  CDCF 
o  Implement  coordinated  action  plans  to  ensure  cost-effective  and  sustainable  change. 


•  Evaluation: 


May  be  good  to  reinforce  that  CDCE  is  a  valued  asset.  So  far  we  haven't  seen  evidence  of 
this  yet  so  i  think  there  may  be  some  skepticism  among  the  collaborative. 


o  Systematically  evaluate  progress  and  outcomes  in  order  to  support  continual  improvement, 
demonstrate  success,  and  allow  Colorado  to  serve  as  a  model  for  other  states. 


ICRC-S  is  hosting  a  meeting  in  rochester  on  5/7  to  continue  conversations  related  to  the  best  approaches  for 
implementation  and  evaluation  of  the  comprehensive  approach  envisioned. 


Background  and  History 


Colorado's  suicide  rate,  20.30  per  100,000  in  2016\  is  among  the  highest  in  the  nation.^  Solutions  to  complex  public 
health  problems,  like  suicide,  are  often  most  successful  when  government,  businesses,  health  services,  nonprofit 
organizations,  and  individual  citizens  coordinate  their  efforts.  This  way,  partners  can  channel  their  resources  to  the 
same  goals,  avoid  duplicating  efforts,  and  enhance  each  other's  work  to  produce  lasting  change. 

The  Colorado-National  Collaborative  (CNC)  is  a  partnership  of  scientists  and  public  health  professionals  working 
with  health  and  social  service  agencies,  nonprofit  organizations,  government  agencies,  businesses,  academic 
organizations,  and  Colorado  residents  to  identify,  promote  and  implement  successful  state-  and  community- 
based  strategies  for  suicide  prevention  in  Colorado. 

Current  CNC  partners  include: 


National  Partners: 

•  Centers  for  Disease  Control  and  Prevention's  Injury 
Control  Research  Center  for  Suicide  Prevention  (ICRC-S) 

•  Centers  for  Disease  Control  and  Prevention's  National 
Center  for  Injury  Prevention  and  Control 

•  National  Action  Alliance  for  Suicide  Prevention 

•  Substance  Abuse  and  Mental  Health  Services 
Administration's  (SAMHSA)  Suicide  Prevention  Resource 
Center 

•  American  Foundation  for  Suicide  Prevention 


’  Vital  Statistics  Program,  Colorado  Departrr^ent  of  Public  Health  and  Environment 
^  Centers  for  Disease  Controi  and  Prevention,  Mational  Canter  for  Health  Statistics, 
CDC  WISQARS  Online  Database 


Local  Partners: 

•  Colorado  Department  of  Public  Health  and 
Environment  (CDPHE) 

•  Colorado's  Suicide  Prevention  Commission 

•  Rocky  Mountain  Mental  Illness  Research, 
Education  and  Clinical  Center  at  the  Denver 
Veterans  Administration  Medical  Center 

•  Governor's  Office 

•  Colorado  Behavioral  Healthcare  Council 

•  Colorado  School  of  Public  Health 

•  University  of  Colorado  Depression  Center 


For  more  information  contact  Jarrod  Hindman,  MS,  Deputy  Chief  of  Violence  and  injury  Prevention  in  the  Mental  Health  Promotion 
Branch  of  Co /ora  do's  Department  of  Pub//c  Heafth  and  the  Environment,  at  j  a  rro  d.hin  dm  a  n  @s  ta  te.  co.  us . 

Information  on  Colorado's  Suicide  Prevention  Efforts  and  resources  can  be  found  by  clicking  here. 


From: 

Sent: 

To; 

Subject: 

Attachments: 


Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

lJun  2018  16:54:51  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  Question 
NVDRS  Call  June  S.docx 


Deb  -Here  are  draft  talking  points  for  the  NVDRS  call  on  Tuesday.  They're  high-level  overview  of  the 
Vita!  Signs  data  and  logistics. 

I  think  there  should  be  a  way  to  figure  out  how  to  share  with  them  verbally  the  map  in  the  fact  sheet  -  I 
don't  know  what  that  would  sound  like  but  maybe  you  do? 

Wanted  to  get  these  to  you  to  review  -  but  I  think  I  will  tweak  on  Monday  as  well. 

Malia 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  June  1,  2018  9:06  AM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Question 
Sounds  good.  Thanks  so  much! 

Deb 

From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  June  1,  2018  9:05  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.eov> 

Subject:  RE;  Question 

I'll  pull  something  together  and  share  with  you  today.  It  will  basically  be:  overview  of  findings,  the 
timeline  for  release,  that  they  will  receive  the  embargoed  copies  and  when,  and  what  support  we  might 
be  able  give  them  to  help  answer  questions  from  their  SHOs,  media  etc. 

Let's  talk  in  person  on  Monday  about  what  else  we  might  be  able  to  share  on  the  phone. 

Malia 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  31,  2018  8:07  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Jack,  Shane  P.  Davis 
(CDC/ONDIEH/NCIPC)  <g:do4@cdc.eov> 

Subject:  RE:  Question 
Hi  Malia, 

I'm  happy  to  join.  Would  be  helpful  to  have  a  general  outline  of  what  I  might  want  to  say.  I  can  then 
create  the  talking  points  from  there.  Is  that  possible? 

Thanks, 

Deb 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  May  31,  2018  7:38  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 
<gdo4@cdc.gov> 

Subject:  Re:  Question 

Hi  Deb  -  It  is  still  on,  it's  June  5  at2pm.  do  you  want  to  join?  since  we  won't  be  able  to  share 
findings  in  the  5th  I  was  treating  it  as  a  partner  call  to  prime  them  for  the  release.  It  would  be 
great  if  you  have  time.  It  would  only  be  the  first  10-15  mind  of  the  call. 

Malia 


From:  '’Stone,  Deborah  (CDC/ONDIEH/NCIPC)'’  <zaf9@cdc.ROV> 

Sent:  Thursday,  May  31,  2018  5:58  PM 

To:  '’Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC)"  <Rdo4@cdc>gov>/'Richmond-Crunn,  Malia 
(CDC/ONDIEH/NCIPC)”  <irv8@cdc.gov> 

Subject:  Question 

Hi  Shane  and  Malia, 

Is  the  NVDRS  call  with  states  still  on  to  discuss  Vital  Signs?  Do  you  need  me  to  do  this? 

Didn't  want  to  lose  track  of  this. 

Thanks! 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  'Prevention 

Suicide,  Youth  Violence  St  Eider  Maltreatment  Team 

770,4883942 

d5tone3@cdc.gov 

CDCs  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


NVDRS  Call -June  5 


Talking  points 

CDC  will  release  a  Vital  Signs  on  June  7  that  examines  rising  suicide  rates  across  the  United  States. 


•  For  this  Vital  Signs  report,  CDC  researchers  examined  state-level  trends  in  suicide  rates  from 
1999-2016.  Additionally,  2015  data  from  CDC's  National  Violent  Death  Reporting  System. 
which  covered  27  states,  was  used  to  look  at  the  circumstances  of  suicide  among  people 
with  and  without  known  mental  health  problems 

•  Nearly  45,000  lives  lost  to  suicide  in  2016. 

•  Across  the  study  period,  rates  increased  in  all  states  except  for  one  (which  had  a  consistently 
high  rate  throughout).  Twenty-five  states  had  suicide  rate  increases  of  more  than  30 
percent. 


•  More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  condition. 

•  The  Vital  Signs  points  to  ways  that  states  take  a  comprehensive  public  health  approach  to 
suicide  prevention  and  address  the  range  of  factors  contributing  to  suicide. 

o  This  requires  coordination  and  cooperation  among  a  wide  variety  of  community 
partners. 

o  CDCs  technical  package  on  suicide  prevention  can  help  states  as  they  make  decisions 
about  prevention  activities  and  priorities. 

NVDRS  Directors  will  receive  an  embargoed  copy  of  the  Vital  Signs  at  9am  on  June  7.  State  Health 
Officers  will  receive  this  information  at  9am  as  well.  As  will  the  media 


Vital  Signs  will  be  released  publically  at  Noon  on  June  5  with  a  telebriefing  hosted  by  Dr.  Ann  Schuchat, 
CDC  Deputy  Director 


NCIPC  and  DVP  social  media  channels  will  be  disseminating  information  about  Vital  Signs  from  June  7- 
June  19  -  including  a  Twitter  Chat  on  June  11  at  2pm 


There  will  be  a  Vital  Signs  Town  Hall  on  June  12  from  2-3pm,  which  will  feature  both  CDC  and  state 
health  department  speakers 


From: 

Sent: 

To: 

Subject: 


Marshall,  Khiya  J.  (CDC/ONDIEH/NCIPC) 

4  Jan  2018  08:44:05  -0500 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Girod,  Candace  {CDC/ONDIEH/NCIPC) 
RE:  Reminder/Handouts  to  print  for  Environmental  Scan  Survey  Review 


That's  great!  © 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  January  04,  2018  8:42  AM 

To:  Marshall,  Khiya  J.  (CDC/ONDIEH/NCIPC) ;  Girod,  Candace  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Reminder/Handouts  to  print  for  Environmental  Scan  Survey  Review 
Thanks,  Khiya.  Candace  has  been  so  helpfull! 

From:  Marshall,  Khiya  J.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  January  4,  2018  8:41  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9fScdc.gov>;  Girod,  Candace  (CDC/ONDIEH/NCIPC) 
<mrv7t5)cdc.Eov> 

Subject:  RE:  Reminder/Handouts  to  print  for  Environmental  Scan  Survey  Review 
Hi  Deb, 

I  spoke  with  Candace  and  she  provided  an  update.  Since  the  two  TP  questions  need  to  be  modified.  I'll 
wait  to  provide  any  input.  I  know  that  Candace  is  going  to  follow-up  with  DARPI  (thanks,  Candace),  but 
please  let  me  know  if  you  anything  else. 

Thanks, 

Khiya 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  January  03,  2018  11:43  AM 

To:  Marshall,  Khiya  J.  (CDC/ONDIEH/NCIPC)  <fvs7(a>cdc.eov>;  Girod,  Candace  (CDC/ONDIEH/NCIPC) 
<mrv7@cdc.gov> 

Subject;  FW;  Reminder/Handouts  to  print  for  Environmental  Scan  Survey  Review 
HI  Ladies, 

Happy  New  Year.  I  know  this  is  last  minute  but  I  wanted  to  send  you  this  meeting  invite  for  today.  Even 
if  you  can't  attend  I'd  like  to  ask  that  you  provide  input  on  the  technical  package  questions  for  our  state 
of  state  suicide  prevention  environmental  scan.  I  think  you  might  have  good  advice  on  what  to  ask. 
Thanks! 

Deb 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

3  Jan  2018  17:19:44  +0000 

Marshall,  Khiya  J.  (CDC/ONDIEH/NCIPC);Girod,  Candace  (CDC/ONDIEH/NCIPC) 
RE:  Reminder/Handouts  to  print  for  Environmental  Scan  Survey  Review 


No  problem,  Khiya!  And  thanks.  I'm  so  glad  Candace  can  make  it. 

Deb 

From:  Marshall,  Khiya  J.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  January  3,  2018  12:18  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Girod,  Candace  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Reminder/Handouts  to  print  for  Environmental  Scan  Survey  Review 
Hi  Deb, 

I'm  working  on  two  deadlines  and  will  not  be  able  to  make  the  meeting,  I  will  definitely  take  a  look  at 
the  TP  questions  and  provide  feedback. 

Thanks, 

Khiya 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  January  03,  2018  11:43  AM 

To:  Marshall,  Khiya  J.  (CDC/ONDIEH/NCIPC)  <fvs7t5)cdc.eov>;  Girod,  Candace  (CDC/ONDIEH/NCIPC) 
<mrv7(Scdc.EOv> 

Subject:  FW:  Reminder/Handouts  to  print  for  Environmental  Scan  Survey  Review 
HI  Ladies, 

Happy  New  Year.  I  know  this  is  last  minute  but  1  wanted  to  send  you  this  meeting  invite  for  today.  Even 
if  you  can't  attend  I'd  like  to  ask  that  you  provide  input  on  the  technical  package  questions  for  our  state 
of  state  suicide  prevention  environmental  scan.  I  think  you  might  have  good  advice  on  what  to  ask. 


Thanks! 

Deb 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  31  May  2018  16:48:41 -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD);Ballman, 

Marie  R.  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  RE:  June  Vital  Signs  Did  You  Know  factoids 

I  agree  with  pushing  back.  The  TP  is  call  to  action  in  the  VS  so  the  factoids  would  be  inconsistent  without 
this. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  31,  2018  4:31  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  RE:  June  Vital  Signs  Did  You  Know  factoids 

Ok,  that's  what  I  figured  it  was  but  we  don't  have  another  call  to  action.  Comprehensive  prevention  is 
our  action  and  the  technical  package  is  our  vehicle  (not  to  mention  call  to  action  in  the  vital  signs). 

I  think  we  need  to  push  back. 

Deb 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Thursday,  May  31,  2018  3:50  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(Scdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3(^cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8(5)cdc.EOv> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(Scdc.gov> 

Subject:  RE:  RE:  June  Vital  Signs  Did  You  Know  factoids 

The  issue  is  that  the  DYK  in  March  used  the  technical  package  as  a  call  to  action.  Diane  at  OSTLTS  thinks 
her  leadership  won't  like  having  the  same  call  to  action  again  so  soon. 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  31,  2018  3:47  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iex6(Scdc.eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Subject:  RE:  RE:  June  Vital  Signs  Did  You  Know  factoids 

Is  the  issue  that  we  can't  say  technical  package  or  we  can't  link  to  the  technical  package.  If  it's  the  latter, 
I  don't  think  there  is  an  alternative!  If  it's  the  former  we  could  say  'communities  can  work  together  to 
develop  a  comprehensive  approach  to  suicide  prevention  based  on  the  best  available  evidence  . 

From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Thursday,  May  31,  2018  3:35  PM 

To:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(g>cdc-gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9g)cdc.gov> 

Subject;  FW:  RE:  June  Vital  Signs  Did  You  Know  factoids 
Hello  all. 


If  we  cannot  say  to  states  and  communities  "'use  the  technical  package"  as  a  call  to  action,  what  do  you 
recommend? 

Crystal 

From:  Hawkins-Cox,  Diane  K.  (CDC/OSTLTS/OD)  (CTR) 

Sent:  Thursday,  May  31,  2018  3:29  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <i^x6(@cdc.EOv> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3g?cdc>gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.5QV> 

Subject:  RE:  RE:  June  Vital  Signs  Did  You  Know  factoids 

I  think  this  would  be  ideal,  assuming  there  will  be  links  in  the  first  two  bullets  (and  pending  comm 
leadership  approval),  but... 

In  March  we  had  a  DYK  about  teen  suicide  that  used  the  same  call  to  action: 

•  After  declining  from  1990  to  2007,  suicide  rates  among  teens  aged  15-19  have  been  on  the  rise, 
doubling  among  females  and  increasing  31%  among  males. 

•  Suicidal  behavior  is  complex  and  associated  with  multiple  risk  and  protective  factors,  many  of 
which  are  common  in  youth. 

•  Communities  can  help  prevent  suicide  by  using  strategies  based  on  best  available  evidencefPDF- 
6MB1,  working  with  suicide  prevention  organizations,  and  promoting  information  about  lifelines 
for  people  in  distress. 

I  suspect  leadership  will  balk  at  promoting  the  same  call  to  action  within  two  months.  Might  you  have 
any  alternatives? 

Diane 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Thursday,  May  31,  2018  3:11  PM 

To:  Hawkins-Cox,  Diane  K.  (CDC/OSTLTS/OD)  (CTR)  <i?oO@cdc.gov> 

Cc:  Richmond-Crunn,  Malia  (CDC/ONDiEH/NCIPC)  <irv8@cdc.eov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3@cdc.eov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Subject:  RE:  RE:  June  Vital  Signs  Did  You  Know  factoids 
Thanks  for  the  guidance  and  clarification,  Dianel 

This  is  our  first  Vital  Signs  and  we  are  learning  as  we  go!  Here  are  my  revised  bullets,  based  on  your 
recommendations: 

•  Nearly  45,000  lives  lost  to  suicides  in  2016. 

•  More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  condition, 

•  Communities  can  work  to  put  in  place  a  comprehensive  suicide  prevention  program  using  CDC's 
Preventing  Suicide:  A  Technical  Package  of  Policy.  Programs,  and  Practices 

Let  me  know  if  this  will  work... 

Crystal 

From;  Hawkins-Cox,  Diane  K.  (CDC/OSTLTS/OD)  (CTR) 

Sent;  Thursday,  May  31,  2018  2:42  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD)  <jgx6@cdcggy> 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3Pcdc.EOv>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7Pcdc.gov> 

Subject:  RE:  RE:  June  Vital  Signs  Did  You  Know  factoids 


Thanks  nnuch!  But  we  need  a  call  to  action  for  our  audience  of  state,  tribal,  local,  and  territorial  health 
professionals.  Not  sure  if  you  got  the  DYK  writing  guidelines,  but  the  bullets  generally  follow  this  format: 
Provide  three  bullets  only: 
o  A  timely  news  fact  or  data  point 
o  The  associated  health  impact  and/or  economic  impact 
o  A  call  to  action,  such  as 

■  States  and  communities  can  prevent  alcohol  poisoning  deaths  by  supporting  proven 

programs  and  policiestlPto  reduce  binge  drinking. 

■  You  can  help  others  improve  their  eating  habits  by  projtioting  the  Million  Hearts® 

initiative's  Healthy  Eating  &  Lifestyle  Resource  CenlisrEg^. 

■  Health  departments  can  promote  safe  injection  practices  with  this  free  healthcare 

provider  toolkitiffl.  T 

So  maybe  the  first  bullet  could  combine  your  current  first  and  third  fe^f(ets,  and  the  new  bullet  could 
promote  some  recommendation  you  want  our  audience  to  follow  to  tackle  the  problem.  Does  this  make 
sense? 

Diane 

Frotin:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Thursday,  May  31,  2018  12:50  PM 

To:  Hawkins-Cox,  Diane  K,  (CDC/OSTLTS/OD)  (CTR)  <izoO@cdc.gov> 

Cc:  Richmond“Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dQf3(g)cdc.gQV>:  Black,  Erin  {CDC/ONDIEH/NCIPC}  <epm7(5>cdc.gov> 

Subject:  RE:  June  Vital  Signs  Did  You  Know  factoids 
Importance:  High 
Hello  Diane, 

Please  find  our  DYK  bullets  for  the  upcoming  June  Vital  Signs,  being  released  on  June  7^^.  Let  us  know  if 
you  need  more  information  or  have  any  questions,  and  Thanks  in  advance. 

•  Nearly  45,000  lives  lost  to  suicides  in  2016. 

•  Suicide  rates  went  up  more  than  30%  in  half  of  states  since  1999. 

•  More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  condition. 
Respectfully, 

Crystal  Bruce,  MPH 
Heafth  Communications  Specialist 

Detailed  to  National  Center  of  Injury  Prevention  and  Control 
Division  of  Violence  Prevention,  Health  Communications  Team 
Office:  770-488-5651 
Mobile:  470-249-3616 
Cbruce2@cdc.gQV 

Off  alternate  Fridays 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  1  May  2018  15:12:13  -0400 

To:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc;  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  RE:  Proposed  talking  points  for  5G  at  telebriefing 

Agree  with  Malia's  points.  You  could  use  some  of  the  talking  points  from  Alex's  Medscape  commentary 
as  well.  Thanks  Crystal. 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  1,  2018  3:05  PM 

To:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  RE:  Proposed  talking  points  for  5G  at  telebriefing 

Hi  Crystal  - 1  think  it  might  be  a  good  idea  to  include  some  talking  points  that  connect  the  Surgeon 
General  to  health  care  providers  and  what  providers  can  do  to  prevent  suicide.  He's  the  "nation's 
doctor"  so  feels  like  this  would  be  a  good  role  for  him  on  the  telebriefing,  also  could  tie  in  a  talking  point 
about  physicians  risk  for  suicide.  I  believe  Deb  mentioned  this  at  the  last  Suicide  Center  briefing,  this 
might  be  a  way  to  integrate  that  feedback. 

Healthcare  systems  can: 

•  Provide  high  quality,  patient-centered,  ongoing  care  focused  on  patient  safety  and  suicide 

prevention. 

•  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where 

people  live. 

•  Train  providers  in  proven  treatment  options  for  patients  who  are  at  risk  of  suicide. 

From;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Tuesday,  May  1,  2018  2:17  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv80cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<eDm7(5)cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9^cdc.gov>:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov> 

Subject:  RE:  Proposed  talking  points  for  SG  at  telebriefing 
Hi  all. 

Based  on  today's  meeting,  here's  the  email  and  talking  points  I  drafted  to  send  up  to  the  SG's  office.  Let 
me  know  if  you  think  I'm  on  track  with  these,  or  not: 

We  had  our  Vital  Signs  workgroup  meeting  today  and  everyone  thought  it  might  be  helpful  if  we 
proposed  some  talking  points  for  Dr.  Adams.  I've  pulled  from  the  first  part  of  the  telebriefing  script 
and  here's  what  we  propose: 

•  It's  simply  not  acceptable  that  we  are  losing  nearly  45,000  lives  a  year  to  suicide  in  this 

country,  many  of  whom  are  military  members  or  veterans. 

•  The  tragedy  of  suicide  demands  a  proactive  and  coordinated  response,  from  all  sectors  in  a 

community.  We  have  been  working  with  public  and  private  partners  to  advance  the  National 
Strategy  for  Suicide  Prevention. 


•  At  the  Federal  level,  we  are  tracking  the  problem  of  suicide  and  suicide  attempts  to  better 

understand  the  trends  and  what  groups  at  greatest  risk. 

•  Today's  report  contains  new  information  about  rising  suicide  rates  across  the  U.S.  and 

highlights  the  range  of  factors  contributing  to  suicide. 

•  The  good  news  is  there  are  opportunities  to  prevent  suicide  every  day.  Knowing  the  full  range 

of  factors  contributing  to  suicide  risk  can  help  states  and  communities  think  more  broadly 
about  prevention  opportunities. 

Crystal  Bruce,  WPH 

Health  Communications  Specialist 

Detailed  to  National  Center  of  Injury  Prevention  and  Control 
Division  of  Violence  Prevention,  Health  Communications  Team 
Office:  770-488-5651 
Mobile:  470-249-3616 
Cbruce2(g>cdc.gov 

Off  aiternate  Fridays 


1  Suicide  rates  rising  across  the  US 

2  More  than  a  mental  health  problem 
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45,000 

Nearly  45,000  lives  lost  in  2016 


30% 

Suicide  rates  increased  more  than  30%  in  half  of  states  since  1999 


50% 

More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem 


Suicide  is  a  leading  cause  of  death  in  the  US  and  increased  in  nearly  every  state  from  1999  through 
2016.  Aldiough  the  reasons  for  the  increa.ses  need  more  study,  many  factors  are  known  to  contribute  to 
suicide.  Mental  health  problems  are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused  by 
any  single  factor  alone.  In  fact,  many  people  who  die  by  suicide  are  not  known  to  have  a  diagnosed 
mental  health  problem  at  the  time  of  death.  Among  people  with  or  without  mental  health  problems,  other 
issues  often  contribute  to  suicide.  These  include  relationship  problems  or  loss,  substance  use  problems, 
physical  health  concerns,  and  job,  money,  legal,  or  housing  stress.  Close  coordination  of  government, 
public  health,  healthcare,  business,  and  education  sectors,  along  with  media  and  community-based 
organizations,  is  important  for  preventing  suicide.  Public  health  departments  can  be  leaders  in  bringing 
together  these  partners  and  guiding  comprehensive  efforts  based  on  the  best  available  evidence. 


States  and  communities  can: 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people  manage  challenges  with  relationships. 
Jobs,  health,  or  other  concerns. 

•  Create  sate  and  supportive  environments,  including  securely  storing  medications  and  firearms 
to  reduce  access  among  people  at  risk. 

•  Connect  people  to  others  in  their  community  so  they  don’t  fee!  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental' and  physical  healtbcaije. 

•  Expand  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 


1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

19 

20 

21 

22 

23 


Problem:  State  suicide  rates  are  increasing 

Suicide  rate  increases  ranged  from  6%  to  58%  from  1999  through  2016 


I  Increase  30%‘58% 
I  increase  32%  -  37% 
]  increase  19% -29% 
]  Increase  6% -18% 
I  Decrease  1% 


Many  people  who  die  by  suicide  are  not  known  to  have  a  mental  health  problem. 

•  People  without  known  mental  health  problems  are  more  likely  to  be  male  and  to  die  by  firearm. 

•  Regardless  of  mental  health  problems,  70%  of  suicides  are  among  adults  25-64  years  old. 
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Nf.  Kr>oiMn  MetMal 


Many  factors  contribute  to  suicide  among  those  w'ith  or  without  mental  health  problems 


Crisis  irr  the  past/upcoTning 
two  weeks  (29%) 


Substance  use 
problem 
(28%) 


Criminal  legal  problems  (9%) 
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Loss  of  housing 
(4%) 


Relationship 
problem  (42%) 
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Physical  health 
;^robiefti  {22%) 


Job/Financial 
problem  (16%) 


Note:  Icons  below 
will  be  changed  to 
reflect  the  problem 
listed.  This  is  just  to 
convey  the  idea] 
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What  can  states  do  to  prevent  suicides? 


Use  Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices  to  guide  actions  based 
on  what  is  known  about  keeping  people  safe  [This  could  be  in  a  banner  going  across  the  page  with 
the  link  to  the  technical  package  www.cdc.gov/violenceprcvention/Dub/technical-packages.htmlT 
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Preventing 
suicide  involves 
everyone  in  the 
community 
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Share  the  suicide  warning  signs  and  the  steps  to  help  others  [We  like  the  new  infographic  you 
created  already  like  the  one  to  the  left.  We  used  to  have  the  image  on  the  right  on  the  last  page  but  it 
seems  to  fit  better  here  so  that  the  reader  sees  the  warning  signs  and  the  steps  together. 


#BeThetTo 

If  you  think  soni'&opQ  might  be  cansidering  suicide, 
ba  trio  pne  to  help  them  by  taking  thefn  5  S.tep5: 

ASK.  KEEP  THEM 
SAFE.  BE  THERE. 

HELP  THEM  CONNECT 


FOLLOWUP 
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WHAT  CAN  BE  DONE 


The  Federal  government  is: 

•  Tracking  the  problem  to  describe  trends,  circumstances,  and  populations  at  greatest  risk  (for 
example,  see  https : //wvv vv.cdc . gov/vi o I encepreveniion/'n vdrs/) . 

•  Developing  and  evaluating  suicide  prevention  strategies. 

•  Working  with  local,  state,  tribal,  national,  and  other  partners  to  provide  guidance  and 
distribute  suicide  prevention  tools,  (for  example  see 
www.cdc.eov/violenceprevcntion/DdfysujcidcTcchnicalPackage.pdiy 

States  and  communities  can: 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people  manage  challenges  with  relationships, 
jobs,  health,  or  other  concerns. 

•  Create  safe  and  supportive  environments,  including  securely  storing  medications  and  firearms 
to  reduce  access  among  people  at  risk. 

•  Connect  people  to  others  in  their  community  so  they  don’t  feel  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 

Healthcare  systems  can: 

•  Provide  high  quality,  patient-centered,  ongoing  care  focused  on  patient  safety  and  suicide 
prevention. 

•  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live. 

•  Train  providers  in  proven  treatment  options  for  patients  who  are  at  risk  of  suicide. 


Employers  can: 

•  Promote  employee  health  and  well-being,  support  employees  at  risk,  and  have  plans  in  place  to 
respond  effectively. 

•  Encourage  employees  to  seek  help.  Provide  referrals  to  mental  health,  substance  abuse,  legal,  or 

financial  counseling  services  as  needed.  __ 

NEED  HELP? 


Everyone  can: 

•  Reduce  access  to  lethal  means,  such  as  medications  and  firearms,  among 
people  at  risk. 

•  Learn  the  warning  signs  of  suicide  and  the  steps  to  help  identify  and 
connect  people  at  risk  to  appropriate  services, 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help  for  themselves 
or  others:  1 -800-273-TALK  (8255).  https://suicideDreventionlifeline.org/ 


SUICIDE 

PKEYENTION 

LIFELINE 

i-m-m-iujciaiss) 
■  ■  ' 


[Call  out  box:  The  media  can  follow  existing  recommendations  at 

www.RcDoi  tingOnSuicidc.org  to  help  reduce  risk  (e.g.,  avoid  dramatic  headlines)  and  encourage 
people  to  seek  help] 


States  can  help  ease 
unemployment  and  housing 
stress  through  temporary 
financial  and  housing 
assistance. 


Healthcare  providers  can  make 
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Employers  can  put  in  place  policies  that 

treatment  available  by  phone  or  online 
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create  a  healthy  environment  and 

where  services  are  not  widely 
available. 

reduce  stigma  about  seeking  help. 

Media  can  describe  helping 
resources  and  avoid 
headlines  or  details  that 
increase  risk. 


Provide  financial 
support  to 
individuals  in 
need 


Lessen  harms 
and  prevent 
future  risk 
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Everyone  can  learn  the  signs 
of  suicide,  how  best  to 
respond,  and  where  to  get 


help. 


Clinicians  can  provide 
effective  treatment 
options. 
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support 
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Strengthen  access  to 
and  delivery  of  suicide 
care 


Create  protective 
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people  live,  work, 
learn,  and  play 
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Preventing 
suicide  involves 
everyone  in  the 
community 
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Ensure  people  are 
connected  to  others  in 
their  community 


Communities  can  offer 
activities  that  bring  people 
together  and  reduce 
isolation. 


Teach  coping 
and  problem 
solving  skills 
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-  young  people  manage  challenges 
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such  as  relationship  and  school 
problems. 
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Sex 


Method 


Female 

16.4% 


83.6% 


Suftocation 

26.9% 


Other 

7.4% 


Poisoning 

10-4% 


Firearm 

55.3% 


No  Known  Mental  Health  Problems 


With  Mental  Health  Problems 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  11  May  2018  17:41:43 +0000 

To:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC);Sitnon,  Thomas  (CDC/ONDIEH/NCIPC) 

Cc;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Daniel,  Valerie  M. 

(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Crosby,  Alexander 
(CDC/ONDIEH/NCIPC);Dahlberg,  Linda  L  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 

Subject:  RE:  Suicide  Vital  Signs  brief  update  and  fact  sheet 

Attachments:  edits  to  VS  FS  page  3  ds.docx,  18_292322- 

Simon_June_2018_Suicide_v6_05.10,18_  5,00pm  ds.pdf 

Offering  my  edits  here  for  page  3  and  for  fact  sheet  (Tom,  this  is  the  same  pdf  I  just  sent  you). 

I'm  really  excited  about  the  fact  sheet!  It  looks  great! 

Deb 

From:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  May  11,  2018  1:08  PM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC) ;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 
Subject:  RE:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
Hi  everyone  working  on  this  great  set  of  products, 

I  think  this  looks  great!  A  couple  of  small  style  things  to  maybe  look  at  are  below. 

Cory 

Page  2  of  PDF,  I  found  the  following  wording  a  bit  hard  to  follow  "Crisis  in  the  past  upcoming  two 
weeks".  Is  there  a  slash  mark  or  some  words  needed  between  "past"  and  "upcoming"? 

Page  4  of  PDF,  sticky  note  of  edit  under  "everyone  can".  If  going  to  include  the  Lifeline  number  here  too, 
may  want  to  include  a  "1"  to  read  "1-800-....) 

Word  document  with  replacement  graphic.  The  boxes  that  summarize  the  TP  strategies  use  a  variable 
format.  Some  capitalize  all  words,  some  capitalize  only  first  word,  and  others  have  some  sort  of  other 
mix. 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  10:07  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2g)cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@cdc.gQv>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aig0@cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>; 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8(5)cdc.H0V>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8^cdc.gov>; 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>:  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Subject:  Suicide  Vital  Signs  brief  update  and  fact  sheet 
Hi  everyone. 

The  pre-brief  with  Dr.  Schuchat  went  very  well.  She  is  highly  supportive  and  interested  in  the  topic  of 
suicide  prevention.  She  and  others  in  the  room  had  helpful  comments  and  suggestions  related  to  the 
range  of  VS  materials  but  their  comments  were  fairly  specific  and  will  not  result  in  substantive  changes 
to  our  approach. 


We  are  conitinuing  to  refine  the  fact  sheet.  I  have  attached  a  copy  of  the  fact  sheet  pdf  with  embedded 
stickles  to  describe  specific  edits  we  are  making.  These  reflect  the  changes  we  discussed  with  Dr. 
Schuchat  and  the  VS  office  during  and  after  the  pre-brief.  I'm  also  attaching  a  Word  document  that 
describes  the  changesithat  we  are  making  to  page  3.  We  are  providing  shortened  text  for  the  figure  that 
was  at  the  top  of  page  3.  The  VS  graphics  artists  are  going  to  modify  the  layout  on  this  page  but  will  use 
the  text  we  provided.  We  are  also  adding  the  5  steps  to  take  when  you  are  concerned  about  someone 
who  may  be  suicidal.  This  was  a  good  outcome  from  the  discussion  at  the  pre-brief. 

The  MMWR  has  completed  review  by  GADS  and  their  comments  were  quite  minor.  We  addressed  them 
this  morning  and  Deb  will  be  working  closely  with  the  MMWR  editors  early  next  week  to  finalize  the 
MMWR. 

Please  let  us  know  if  you  have  any  questions  or  suggestions. 

-Tom 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  2,  2018  12:59  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2t5icdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@cdc.gov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aigOC5)cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus30cdc.gov>: 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8t5)cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8f5)cdc.gov>; 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7fa)cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <!ld0@cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gOV> 

Subject:  RE:  Suicide  Vital  Signs  Fact  Sheet  head's  up 
Hi  everyone, 

I  just  received  the  integrated  version  of  the  fact  sheet  with  the  new  graphics  and  latest  text.  As  I 
described  below,  I  need  to  get  changes  back  to  the  VS  office  tomorrow  so  that  they  can  be  integrated  in 
the  version  that  will  go  to  Dr.  Schuchat.  If  you  have  time  to  review  it  please  send  me  changes  by  cob 
today  and  I'll  integrate  them.  If  not,  there  will  still  be  time  next  week  to  make  changes -so  this  is  not 
your  last  chance.  I  just  wanted  to  give  you  an  opportunity  to  weigh  in  on  anything  problematic  before  it 
goes  to  Dr.  Schuchat.  Our  team  is  reviewing  it  at  the  same  time. 

Thank  you! 

-Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  1,  2018  6:04  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <jam2@)cdc.gov>;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@cdc.gov>;  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aigO@cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>; 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9(S)cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8^cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8t5)cdc.gov>; 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldO@cdc.eov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6(5)cdc.gov> 

Subject:  Suicide  Vital  Signs  Fact  Sheet  head's  up 
Hi  everyone. 

The  fact  sheet  process  has  continued,  including  lots  of  wordsmithing  types  of  editing  but  nothing  too 
substantive.  I'll  share  that  Dr.  Schuchat  only  had  one  change  so  far. 


The  VS  graphic  artist  has  been  working  on  images  separately  from  the  wordsmithing  and  we  have  been 
reviewing  drafts  of  the  images. 

We  heard  today  that  we  should  be  receiving  an  integrated  version  with  the  text  and  graphics  tomorrow 
and  will  need  to  turn  it  around  by  10:00  a.m.  on  Thursday. 

I  wanted  to  give  you  a  head's  up  in  case  you  want  to  review  it.  Ill  share  it  when  it  comes  in  tomorrow, 
but  I  won't  have  reviewed  it  yet  and  I  know  that  they  made  changes  since  we  last  reviewed  it  so  we'll 
probably  have  corrections/edits. 

We  have  the  pre-brief  with  Dr.  Schuchat  on  Tuesday  so  the  VS  team  wants  to  make  our  changes  to  the 
FS  and  provide  it  to  her  in  advance  of  that  meeting. 

If  you  send  changes  by  COB  tomorrow  we  can  make  them  in  the  version  that  will  goto  Dr.  Schuchat.  If 
you  don't  have  time  to  review  it  tomorrow  we  should  stil!  be  able  to  address  your  concerns  next  week 
so  please  still  send  them  by  Monday. 

Thank  youl 
-  Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  4,  2018  4:38  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2Pcdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4(^cdc.Rov>:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7Pcdc.gov>:  Greenspan,  Arlene 
(CDC/ONDIEH/NCIPC)  <aiEQ@cdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>: 

Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.Rov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>: 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7g)cdc.£ov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov> 

Subject:  Suicide  Vital  Signs  Fact  Sheet 
Hi  everyone. 

We  had  the  roundtable  with  the  VS  office  yesterday  and  it  went  well.  We  negotiated  back  and  forth  and 
spent  a  lot  of  time  wordsmithing.  For  those  who  don't  know,  the  round  table  lasts  3  hours  and  the  focus 
is  on  getting  the  key  messages  into  the  vs  fact  sheet  template.  The  fact  sheet  is  4  pages  long  but  there 
are  14  pages  of  fact  sheet  rules  and  guidance  (yes  literally).  Some  things  that  might  seem  odd  about  the 
word  choices,  brevity,  and  headings  in  the  draft  attached  are  the  result  of  this  style  guidance. 

We  and  the  VS  team  are  feeling  very  good  about  where  we  are  with  this  version.  We  think  it  really  helps 
the  reader  to  walk  away  knowing  that  suicide  rates  are  Increasing  across  states,  that  suicide  is  not  only  a 
mental  health  problem,  and  that  there  are  a  range  of  effective  actions  that  can  be  taken  to  prevent 
suicide. 

The  team  worked  quickly  to  revise  the  fact  sheet  last  night  and  today  to  incorporate  the  changes  from 
the  round  table.  We  are  going  to  continue  to  tweak  this  but  we  would  like  for  you  to  review  and  please 
send  us  any  requests  for  changes  by  cob  Friday,  if  possible.  We  know  that  some  people  are  on  leave  and 
won't  be  able  to  review  this  until  Monday.  We  need  to  submit  a  revised  version  to  the  VS  office  on 
Tuesday.  That  version  will  be  further  edited  by  them,  shared  up  the  chain,  and  used  to  create  better 
graphics.  The  graphics  included  now  are  placeholders.  They  have  artists  who  will  improve  on  these.  We 
anticipate  sharing  the  fact  sheet  with  you  again  as  it  progresses  but  now  is  the  time  to  let  us  know  if 
there  is  anything  substantial  that  you  would  like  changed. 

Thank  you  for  your  support  on  this  Vital  SignsI 
-Tom  and  Deb 


Healthcare  prou^iders  can  treat  patients  at  risk 
by  phone  or  online  where  services  are  not 
widely  available. 


States  can  help  ease  unernployment 
and  housing  stress  by  providing 
temporary  help. 


Cap  provide  helpipg 
resources  and  follow 
reportlni  emdellnes?? 
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resources  and  avoid  headlines 
or  details  that  irKxease  nsk. 


Everyone  can  learn  the  signs  of 
stiiddej  how  to  respond,  and  where 
to  get  help. 

Healthcare  providers  can  offer  at- 
risk  patients  effective  treatment 
options. 


Rovide 

Finaridfll  Support 
to  Indh/iduats 
m  Need 


Strengthen 
Access  to  and 
Del  I  very  of 
Care 


Enf^ployers  can  apply  policies  that 
create  a  healthy  environment  and 
reduce  stigma  about  seeking  help. 


CommunFtres  can  promote 
programs  and  events  to  improve 
residents'  sense  of  belonging. 


Schools  can  teach  students  skills  to 
manage  challenges  like  relationship 
and  school  problems. 


Note  1.  Title  shortened  to  'WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE?' 

Note  2.  We  agreed  to  change  the  layout  for  the  figures  on  page  3.  Please  use  the  text  above  to  replace  the 
original  text.  We  are  cutting  about  25  words  with  these  changes. 

Note  3.  There  are  two  changes  to  the  text  of  the  warnings  signs.  Please  use  "Looking  for  a  Way  to  Access  Lethal 
Means"  and  "Talking  or  Posting  About  Wanting  to  Die"  instead  of  what  is  there  now.  These  changes  are 
indicated  in  the  pdf  file  too. 

Note  4.  The  text  for  the  steps  to  be  listed  on  the  right  side  under  the  warning  signs  should  be: 

5  Steps  to  help 

•  Ask 

•  Keep  them  safe 

•  Be  there 

•  Help  them  connect 

•  Follow  up 

Find  out  why  this  can  save  a  life  by  visiting:  http://www.betheltoxom/ 

Note  5.  The  source  listed  on  the  bottom  right  could  be  "Source:  bethelto.com"  since  they  provide  the  warning 
signs  and  steps. 
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Nearly  45,UUU  suicides 
in  2016. 


Suicide  risin|  across  the  US 

More  than  just  a  mental  health  problem 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016.  Mental  health  problems 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 


0 

>1^  A  M  n  /  Suicide  rates  increased 
I  411  jn  more  than  30%  in  half  of 
I  VU/U  US  states  since  1999. 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  problem. 


by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are 
not  known  to  have  a  diagnosed  mental  health  problem  at  the  time 
of  death.  Other  problems  often  contribute  to  suicide,  such  as 
relationship  problems  or  loss,  substance  use  disorders,  physical  health 
problems,  and  job,  money,  legal,  or  housing  stress.  Government, 
public  health,  healthcare,  business,  education,  media  and  community 
organizations  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 
likelihood  of  preventing  suicide. 


States  and  communities  can: 


•  Identify  and  support  people  at  risk  of  suicide. 


•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes 
safely  storing  medications  and  firearms  to  reduce  access 
among  people  at  risk. 


Connefi 

alone. 


eople  to  others  in  their  community  so  they  don't  feel 


•  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 


Expand  options  f 
make  ends  meet. 


mporary  help  for  those  struggling  to 


Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


f  PROBLEM: 

Suicide  rates  increased  in  almost 
every  state. 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase  38  -  58% 
Increase  32  -  37% 
Increase  19-29% 
Increase  6-18% 
Decrease  1% 


SOURCE:  CDC's  National  Vital  Statistics  System, 


Differences  exist  among  those  with  and  without  mental  health  problems. 

People  without  known  mental  health  problems  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  problems 
Sex  Method 


Known  mental  health  problems 

Sex  Method 


Substance  use 
problem 

(28%) 


Crimina 


Relationship  problem 

(42%) 


problems  (9%) 


Loss  of  Housing 

(4%) 


Many  factors  contribute  to  suicide  among  those 
with  or  without  mental  health  problems. 


Crisis  in  the 
past  upcoming 
two  weeks 

(29%) 


Physical  health 
problem  (22%) 


Job/FInancial 
problem  (16%) 


SOURCE:  CDC's  National  Violent  Death 
Reporting  System 


WHAT  CAN  STATES,  COMMUNITIES,  AND  INDIVIDUALS  DO  TO 
PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
bttps://go.  usa.gov/xQBGc. 


a  Healthcare  providers  can  make  services 

available  by  phone  or  online  where  treatments 
are  not  widely  available. 


States  can  help  ease  job  loss 
and  housing  stress  by  providing 
temporary  support 


Media  can  describe  helping 
resources  and  avoid  headlines 
or  details  that  increase  risk. 


NEWS 


Everyone  can  learn  the  signs  of 
suicide,  how  best  to  respond, 
and  whereto  access  help. 

Healthcare  providers  can  offer 
effective  prevention  services  to 
those  at  risk. 


Provide 

Rnandal  Support 
to  Individuals 
in  Need 


Lessen  Harms 
and  Prevent 
Future  Risk 


Strengthen 
Access  to  and 
Delivery  of 
Suicide  Care 


Create  Protective 
Environments 
Where  People 
Live,  Work,  Learn, 
and  Play 


Ensure  People  are 
Connected  to 
Others  in  their 
Community 
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Teach  Coping 
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Employers  can  put  in  place  policies 
that  create  a  healthy  environment  and 
reduce  stigma  about  seeking  help. 


•  • 

ivi 


Communities  can  offer  activities 
that  bring  people  together  so 
people  don't  feel  alone. 


Schools  can  teach  skills  that  help  young 
people  manage  challenges  such  as 
relationship  and  school  problems. 


Feeling  like 
a  Burden 


Increased 
Substance  Use 


Safely  Storing  Lethal  Means 


Increased  Anxiety 


Feeling  Trapped  or  in 
Unbearable  Pain 


Isolation 


Making  Plans 
for  Suicide 


Sleeping  too  little 
or  too  much 


Increased 
Anger  or  Rage 


Extreme  Mood  Swings 


Talking  &  Posting 
About  Suicide 


Expressing 

Hopelessness 


SOURCE:  CDC  Vital  Signs.  June,  2018 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 


Tracking  the^oblem  to  understand  trends  and  the 
groups  at  grj^^t  risk  (for  example  see 
https://www.cdc. gov/violenceprevention/nvdrs^ 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being, 


support  employees  at  risk,  and 
place  to  respond  effectively. 


ava.  plans  in 


a 


Developing  and  evaluating  suicide 
prevention  strategies. 


Q 


Working  with  local,  state,  tribal,  national,  and  other 
partners  to  provi^Ouidance  and  distribute  suicide 
prevention  tools,  (Tor  example,  see  www.cdc.gov/ 
violenceprevention/pdf/suicideTechnicalPackage.izffff 


STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 


Encourage  employees  to  seek  help  when  they 
need  it.  Provide  referrals  to  mental  health,  substance 
use  disorder,  lec[aL  or  financial  counseling  services 
as  needed. 


Q 


EVERYONE  CAN 

•  Reduce  access  to  lethal  means,  such  as  medications 
and  firearms,  among  people  at  risk. 


•  Learn  the  warning  signs  of  suicide  and  the  steps 
to  help  identify  and  connect  people  at  risk  to 
appropriate  services.  www.BeThe1To.com 


•  Contact  the  National  Suicide  Prevention  Lifeline  for 
help  for  themselves  or  others:  1 -800-273-TALK  (8255). 
https://suicidepreventionlifeline.org/ 


•  Connect  people  to  others  in  their  community  so  they 
don't  feel  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  loved  one  to  suicide. 

HEALTHCARE  SYSTEMS  CAN 

•  Provide  high  quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live. 

•  Train  providers^^dopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  risk  (e.g., 
with  dramatic  headlines,  and  explicit  details) 
and  encourage  people  to  seek  help  using 
recommendations  available  at: 

www.ReportinqOnSuicicle.orq 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk:  1 -800-273-TALK  (8255) 

Chat:  www.suicidepreventionlifeline.orc 


www.cdc.gov/vitalsigns/suicide 

www.cdc.gov/mmwr 


CS292322-A 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-888-232-6348  |  Web:  www.cdc.gov 

Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date:  June  7,  2018 
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4  Nearly  45,000  suicides  in  20 1 6 
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6  30% 

7  Suicide  rates  increased  more  than  30%  in  half  of  US  states  in  the  US 
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More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem 


Suicide  is  a  leading  cause  of  death  in  the  US  and  has  greatly  increased  in  44  states  (1999-2016).  Mental 
health  problems  are  often  seen  as  the  sole  cause,  but  suicide  is  rarely  caused  by  a  single  factor.  Many 
people  who  die  by  suicide  arc  not  known  to  have  mental  health  problems  at  the  time  of  dcath|]Other 
issues  ^Iso  contribute]to  suicide,  including  failing J^elationship^  poor  health,  (job  stress  or 
unemployment,  money,  housin^and  legal ^obiemj  Close  coordination  ofjcivic,  law  enforcement, 
business,  education,  social  services,  faith,  media,  and  |iealth]scctors  is  important  for  preventing  suicide 
States  and  communities  can  take  actions  now  based  on  the  best  available  evidence.  State  public  health 
departments  can  be  the-leaders  in  bringing  together  the  necessary  community  partners  for  ^ctioij. 


IS  * 

is/ 

I  *  /  ^ 

I  ' 
/ 


States  and  communities 

•  Identify  and  support  people  at  risk  ofpuicid^ 

•  f^essen  harms  and^irevent  future  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  manage  everyday 
challenges. 

•  Create  safe  and  supportive  environments  where  people  live,  work,  learn,  and  play. 

•  Make  sure  people  are  connected  to  others  in  their  community  and  don't  feel  alone. 

•  Make  sure  those  at  risk  are  connected  to  heal  the  arc  systems  that  include  mental  and  physical 
health. 

•  Strengthen  temporary  financial  and  housing  assistance  for  those  struggling  to  make  ends 
meetj^ 

1  INCLUDE  LINK  TO  TECHNICAL  PACKAGE: 

w  w  w  xd  c ,  go  v/ V  j  0  le  ncep  r  e  V  en  tio  n /pd  f/s  u  ic  ideTe  c  h  n  ical  P  ac  kage,  p  d  f I 


- - ' 

Comment  |DL(]:  Seems  to  minimize 
mental  health  problems.  '^Morethan  a 
.mental  health  problem" 

^  \ 

COTnm<?nt  1DL(];  1  would  signify  this  With 
a  'pJus'  or  somethingn  not  an  arrow 
(would  leave  the  arrow  to  correspond  to 
the  30%  increase}.  Makes  it  seem  like  this 
is  on  the  rise.  ^ 

C  om  me  nt  1  DL(] :  Maybe  n  ote  h  ere  th  at 
even  with  mental  health  problems,  there 
are  other  contributing  issues.  (1  know 
.you're  likely  short  on  room  though.)  © 

ifcoiti merit  |SE(1:  Can  contribute?  ) 

Comment  |vjz7]:  HavenT  heard  it 
described  as  failing  relationships  before- 
.  not  sure  this  will  make  sense  to  layperson  . 

' - ^ 

Comment  |DL(li  Agree.  I  much  prefer 
^Telationship  problems"— 'failing^  seems 
.like  someone  Is  to  blame  or  there  is  fault.  ^ 

\ 

Comment  |  DL(] :  other  issues  also  contribute 
to  Suicide,  including  relationship  problems,  poor 
healthy  unernploymentj  legal  problem s,  or  stress 

Comment  |vjz7];  What  about  substance 
abuse 

Comment  |DL(]:  Not  sure  this  is  needed 
.(or  dear) 

I-  \ 

Comment  |DL(1:  Maybe  put  health  at 
.the  front  of  the  list? 

r  '' 

Comment  |vjz7]:  Can  SHOs  also  be 
leaders  In  implementing  prevention 

Comment  |yiz7]:  This  is  a H  on  the  back 
page  too  so  would  cut  here  for  space  and 

Comment  |DL(]r  This  is  VS  formatting. 

.It's  duplicated  on  front/back. 

r  T 

Comment  |vjz7):  1  think  you  need  to  put 
.in  parentheses  here  who  might  be  at  risk  , 

Comment  |DL(]l  Likely  not  room  here 
.given  the  FS  format 

*  ■  .  .  .  ’ 

Comment  |DL(]r  Not  sure  this  is  clear  in 
this  context 

Comment  |SE(]i  This  is  a  policy 
recommendation,  1  don't  think  VS  does 

L+h-i+  if  if  -I  h1rt  riifrtrt  frrtiTi  +hrt.^ 

'' 

Comment  |FC(|:  All  the  lists  of 
strategies  in  this  document  align  with  the 
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Problem:  State  suicide  rate  increases  ranged  from  6%  to  58% 
f>eaths  by  siiicidejrose  across  the  US  from  1999  to  2016 


]  Decrease  1.0% 
]increase  5,9%- 183% 
lincrease  18.S%-  293% 
I  Increase  31.9%^  374% 
I  Increase  37.6%  -  57  6% 


Many  factors  contribute  to  suicide 

♦  Dl4%  of  people  who  died  by  suicide  did  not  have  a  known  inental  health  problem. 


Age  Group 


Method 


Comment  |FC(jr  Suggest  si mpf lying  to 
'^suicides".  For  accuracy,  may  need  it  to 
be  ''suicide  rates" 


Ccimmcnt  [FCXf  Check  ?^with  10-24 
non-MH  groups  MMWR  reflects  14.4% 

Check  %  of  poisoning  non-MH  group. 
MMWR  reflects  10.4 


Comment  [FC(]:  Seems  to  be  a  repeat 
of  the  header  (Many  factors  contribute  to 
suicide)  so  maybe  alter  wording  in  one  of 
the  two  places, 

I  like  the  graphic  approach  below.  May 
want  to  add  a  specifying  descriptor  to 
"housing"  ill  the  graphic.  Maybe  unstable 
housing  or  loss  of  housing. 


Comment  |vjz7]:  I  like  this  concept 
below 


No  Known  Mental  Health  Problems 


m. 


I  ftSl  ft*  .  - 


With  Mental  Health  Problems 


•  plaoy  factors  contribute  to  suicide jarnong  those  with  and  without  inental  health  problems. 


i  ideal 


Recent/  pending  crisis  (29%) 

Intimate  partner 
problem  (27%) 

^  @  ^ 

Substance  use 
problem  [2S%) 


Housing 

(4%) 


Relationship 
problem  (42%) 


Physiciil  health 
nroft.v?rn  (22%) 


Job/Financtal 
problem  (16.%) 


Criminal  legal 

■ 

Argument/Conflict  (16%) 

problems  (9%) 

I 

2 

3 

4 
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States  are  seeing  increases.  What  can  they  do  prevent  suicides? 

Use  Preventing  Snidde.  A  Teehnicai  Package  of  Policy,  Progmrfis,  and  Practices  to  make  decisions 
based  on  the  best  evidence  s  it-Krife  ii  |  This  couJd  he  in  a  banner  going  across  the  page 

with  the  link  to  the  technical  pa c kage^wvTv.c d c .gov/ viol cnce ore ve nti o n/pn fa'/teckn ic a f- 
packages,  h  tin 


/ 


'  Static  un  thm 

burd^'^Qf  urittriipbynH^fil 
jnd  ripanLftM  stress  m 
livfl^lhfou^ 
t«m|iot£ry  finiWKial  Aitd 
hCKJ^HQ 


•  ^i^3ll?’5  can  iTkake  s^iie  mgntat  hwltti 
&  ^Kord^ble^rHteasv  m 
so  peoples  m  need  don'f  Ijlttvf  ough 
fh^  crartf." 

avaitablfi  through  phofw  and  oiiferv 
vfiwr#4«ivkres4ire  noi 
a^aklAble 


*  CPiTHiiuitltles  can  provide 
supportive  f»^ouft«$to 
freTid^/farwi^^  a 
suicide, 

*  MAdu  (L^ri  repoit  oft 
suickie  ^  Aitt  ways  and 
provide  helping 


Provide 

ftnanclal  support 
to  individuals  In 
rveed 

Lessen  harms 
and  prevent 
future  risk  " 


Strengthen  access 
10  and  deirvery  of 
suicide  care 


i. 


Pr€venting 
suicide  involves 
everyone  in  the 
community 


—  Identify  and 

*  t  Wf  vone  can  I  th«  s#ts 

oj  iuiudtf ,  how  bfr£t  to 

ri»i>oiiid,  and  wtsere  lo  people  at 

acce^h^.  dsk 


\ 


.  -  {pi 

■  H  It  n  It  p  [O 
MUBitllP  fSB 

ppptiim^ 

---U 


Create  protective 
e  nvi  ronments  whe  re 
people  live,  work, 
learn»  and  play 


can  lo 

mediii  ^long  people 
Ttsk  Irv  ^^^tofkig  rnedlcdPons 
hroarm^ 

f  iripfciyipr^  can  pu^  in  pl&ce 
poJlitie^  that  «ncourag^  heip- 
^eeking  and  treaie  a  pmlUveand 
tt^lthy  enwoiiiTwnr- 


Comment  |FC(lr  To  save  words/this 
phrasing  could  come  out  since  the  point  is 
clearfrom  the  title  fothe  TP  . 


Coinmcnt  |vj'47);  In  graphic  below  or 
somewhere  in  this  document  need  to 
address  stigma 


llllt|ill 

iti  itiiti 

if  Hi 


Teach  coping 
and  problem- 
solving  skills 

a 


Ensure  people  are 
connected  lo  others  in 
their  community 

■  Schookcantsach  coving  vnd 
pf  oblnTfSolMMig  UdIU  itiat  help 

I  v<)Ling  peopf«  t^kit  d^v 

probtefTts. _  _ 


•  Cofnmuhlttes  can  provide^ 
aedvitie^  th^  twip  p«opl(^ 
5tav  TOfwtflrted  so 
don't  led  jlona  or 
b«c«rit  ttoiateO. 


mment  [FC(h  I  understand  why  these 
ategy  descriptions  here  are  slight  I  y 
ferent  than  how  worded  in  TP,  Linda  is 
rking  with  a  few  folks  {maybe  PPTB 
i  communication)  to  come  up  with 
ne  plainer  language  descriptions, 
ght  want  to  make  sure  modifications 
e  are  consistent  with  what  is  being 
ie  elsewhere  or  vice  versa.  Also, 
tner  input  informed  the  wording  in  the 
so  it  might  be  good  to  have  Linda  look 
s  over  (and  as  this  evolves)  so  we  keep 
tner  perspectives  in  mind. 

Deb's  point  above,  reducing  stigma  Is  a 
t  of  the  create  protective 
^ironments  strategy  in  the  TP,  so 
islder  weaving  in  there. 


fCreate  an  infographk  Hke  the  one  below  that  lists  warning  signs.  It  will  be  updated  to  reflect  the 
latest  guidance  on  warning  signs | 


NEGATIVE  puTioii 

VIEW  KDFCLESSWESS  FEELING 

SUICIDE  “  FUTURE  •' 
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HARM 
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NEED  HELP? 

DOES' 


UFCLINE 

1-AOO-273-imK(a£SS) 


WHAT  CAN  BE  DONE 

The  Federal  government  is: 

•  Tracking  and  monitoring  the  |>roblcn:^ 

•  Sharing  information  on  actions  proven  to  prevent  suicide. 

•  ^^rking  with  ether  local, -state,  and  h^eral  i^oveFumenia]  a geeeres tribal 
partner:^  to  prevent  suicide. 


States  and  communities  can: 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Lessen  harms  and  prevent  future  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  manage  everyday 
challenges. 

•  Create  safe  and  supportive  environments  where  people  live,  work,  learn,  and  play. 

•  Make  sure  people  are  connected  to  others  in  their  community  and  don't  feel  alone. 

•  Make  sure  those  at  risk  are  connected  to  healthcare  systems  that  include  mental  and  physical 
health. 

•  Strengthen  temporary  financial  and  housing  assistance  for  those  struggling  to  make  ends 
meet] 


Comment  IvjzTJ:  Should  NVDRS  be 
highlighted  somewhere  that  states  can 
.use  their  data  to  tailor  prevention  efforts  ^ 


Comnu’nt  |FC(h  Based  on  the  lead  in< 
seems  like  the  wording  in  this  one  needs 
to  be  different.  Seems  like  it  may  have 
originally  been  worded  what  is  CDC  doing. 
Aiso,  can  we  add  tribes?  Tracked  idea. 


Comment  |SE(]:  Same  comment  as 
above 


Comment  [FCtp  Not  sure  this  is  the 
right  word.  Maybe  it  should  be 
something  like  "....and  use  strategies  such 
astefephoneand  web- based  technology 
to  reach  areas  with  limited  servies " 


[  Comment  Ivjz?]:  Such  as? 


Comment  |I>L(J:  Since  this  is  mentioned 
here,  would  def  see  about  including  up  in 
the  front  of  the  fact  sheet  as  Deb 
.suggested 


:  ' ' 
i  * ' 
?// 


Healthcare  systems  can 

•  Make  sure  entire  healthcare  systems  provide  high  quality,  ongoing  care,  focusing  on  suicide  /  /  j  j 

prevention.  1 1  }  I 

*  Make  sure  healthcare  is  easily  accessible  and  provide  options  such  as  [;elecominunications]^n  J  j  j  i 

areas  where  services  aren't  available.  /  i  ! 


Provide  personalized,  proven  treatment  ^lanq  for  patients  at  risk  of  suicide. 


/  i  ! 


Employers  can: 

•  Promote  employee  health  and  well-being,  support  people  at  risk,  and  have  plans  in  place  to 
respond  to  risk  efTeefiveiy. 

•  Train  all  employees  about  suicide  risk  and  prevention. 

•  Encourage  employees  to  seek  help  and  provide  referrals  to  mental  health,  ^ubstance^buse,  or 
financial  counseling  services  as  needed. 

Everyone  can: 

«  Reduce  access  to  lethal  means,  such  as  medications  and  firerams.  among  people  at  risk. 

•  Learn  the  w^aming  signs  of  suic  ide  to  help  identify  and  refer  people  at  risk. 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help  for  themselves  or  others:  1 -800-273- 
TALK  (8255).  h tt p s :  s u i c id e prev e lit i on  1  i fe  1 1 n e . org 

I^JI  out  bo\:  The  media  can  encourage  help-seeking  and  avoid  dramatic  jieadiinej  using _ 

guidelines  at  w w w . Rep o r ti n gO nSu icide, or g I 


Comment  |FC(1:  I  know  from 
conversations  with  Tom  It  was  hard  to  get 
this  in.  Based  in  part  of  our  Epi-Aids  and 
research,  I  think  it  is  really  important  to 
keep  in  and  perhaps  expand  slightly  as 
space  permits.  Idea; 

Medica  can  reduce  risk  by; 

Avoiding  dramatic  headlines  or 
sensationalizing  with  photos 
Encouraging  help  seeking  and  providing 
crisis  phone  numbers 
Reporting  without  including  details  of 
methods 


I  I  (comment  |v]z7]:  This  is  important 

i  I  / 


( ; 


From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  6  Jun  2018  16:49:09  -0400 

To:  Sokler,  Lynn  (CDC/OD/OADC) 

Cc;  Black,  Erin  (CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone, 

Deborah  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Briice,  Crystal  (CDC/OPHPR/OD) 
Subject:  RE:  Supplemental  Table-  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital 

Signs  Suicide  Prevention 

Thanks  Lynn  I 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  June  6,  2018  4:44  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 
Subject:  RE:  Supplemental  Table-  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide 
Prevention 

Thanks,  updated  and  have  recent  it  out. 

From;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:23  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0^cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5>cdc.eov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc,gov>:  Ballman,  Marie  R, 
(CDC/ONDIEH/NCIPC)  <dof3fBcdc.eov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6facdc.gov> 

Subject:  RE:  Supplemental  Table-  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide 

Prevention 

Importance:  High 

Hi  Lynn  - 1  wanted  to  let  you  know  that  the  Dear  Colleague  letter  says  the  materials  will  be  release  on 
Tuesday  June  7  not  Thursday  June  7. 

Malta 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  June  6,  2018  4:20  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zvq5g)cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9^cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2tacdc.gov>:  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl(acdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9@cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7fS)cdc,gov>:  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) 

<iwg9@cdc.gov>;  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4@cdc.gov>;  Grusich,  Katherina  (Kate) 
(CDC/OD/OADC)  <vhb3@cdc.gov>;  Hoskins,  Sharon  (K.D.)  (CDC/OD/OADC)  <sdh4@cdc.gov>;  Iverson, 
Dontae  (CDC/OD/OADC)  <lizS@cdc.gov>;  Balluz,  Lina  (ATSDR/DTHHS/OD)  <lib7@cdc.gQV>;  Bonds, 
Michelle  E.  (CDC/OD/OADC)  <meb0(S)cdc.gov>;  Brand,  Anstice  M.  (CDC/OD/CDCWO)  <atb6(g)cdc,gov>; 
Brown,  Renee  (CDC/ONDIEH/NCCDPHP)  <rvb8@cdc,gov>;  Bumpus,  Stefanie  (CDC/OID/NCE2ID) 
<wvel@cdc.gov>;  Burden,  Bernadette  (CDC/OD/OADC)  <btb8@cdc.gov>;  Burns,  Annina 
(CDC/OD/CDCWO)  <vig7@cdc.gov>;  Charles,  Julia  (CDC/OD/OCS)  <vvfal@cdc.gov>;  Clark,  Cynthia  K. 
(CDC/OD/OCS)  <cfc8(5?cdc.Eov>;  Crawford,  Carol  Y.  (CDC/OD/OADC)  <civl@cdc.eov>:  Daniel,  Katherine 
Lyon  (CDC/OD/OADC)  <kdlS@cdc.gov>;  Das,  Mansi  S.  (CDC/OD/OADC)  <hrE7t5>cdc.Eov>:  Dempsey,  Jay 
H.  (CDC/OD/OADC)  <ifbS@cdc.eov>:  Diaz,  Shelly  S.  (CDC/OID/NCHHSTP)  <erh8@cdc.gov>:  Dills, 


Kimberly  C.  (ATSDR/OPPE)  <kid4@cdc.gQV>;  DPAID  (CDC)  <dp3id(5)cdc,gov>:  Dunn,  Evelyn 
(CDC/OCOO/OFR/OA)  <edm2@cdc.gov>:  Galatas,  Kate  (CDC/OD/OADC)  <kkg2@cdc.gov>;  Gonzalez, 
Belsie  (CDC/OD/OADC)  <fail^cdc.EQV>:  Grant,  Llelwyn  (CDC/OD/OADC)  <lcg7@cdc.Eov>:  Green,  Hugh 
(CDC/OD/OCS)  <vke8(acdc.Eov>:  Guest,  Megan  (CDC/OD/OADC)  <weo6@cdc.gov>;  Heldman,  Amy  B. 
(CDC/OD/OADC)  <evd4@cdc.gov>:  Hogg,  Jarrad  (CDC/OD/OADC)  <i5r5{Scdc.Eov>:  Hoo,  Elizabeth 
(CDC/OD/PPEO)  <irp5@cdc.Eov>;  lademarco,  Michael  (CDC/OPHSS/CSEL5/OD)  <mai9(5)cdc.gov>: 
Joyner,  Tonya  (CDC/OSTLTS/OD)  (CTR)  <wy|6@cdcgoy>;  Kelly,  Alison  (CDC/OCOO/OFR/OA) 
<avk7@cdc.Eov>;  Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID)  <cgk3^cdc.gov>:  Knight,  Dianna 
(CDC/OD/OADC)  <fDz0^cdc.gov>:  Knotts,  Ashley  (CDC/OD/OCS)  <vaf0(5>cdc.gov>:  Kroop,  Seth 
(CDC/OD/OCS)  <WDw7@cdc.gov>;  Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD)  <wrmO@cdc.gov>: 
Martin,  Laura  Yerdon  (CDC/OPHSS/CSELS/OD)  <lvml@cdc.gov>;  McGowan,  Robert  (Kyle) 
(CDC/OD/OCS)  <omc2^cdc-Eov>:  Olivares,  Dagny  (CDC/OSTLTS/OD)  <dvp2@cdc.gov>;  Parikh,  Sapana 
(CDC/OCOO/OFR/OA)  <euh8@cdc.gov>;  Parker,  Stacey  M,  (CDC/OSTLTS/OD)  (CTR)  <vgw3@cdc,gov>; 
Payne,  Chelsea  C.  (CDC/OSTLTS/OD)  <cec4(a>cdc-Eov>:  Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS) 
<ibv5^cdc,gov>:  Rasmussen,  Sonja  (CDC/OID/OD)  <skr9@cdc.Eov>:  Redd,  Stephen  (CDC/OPHPR/OD) 
<5crl^cdc.Eov>;  Redfield,  Robert  R.  (CDC/OD)  <olxl@cdc.gov>:  Schattner,  Aimee  (CDC/OD/CDCWO) 
<xii4@cdc.gov>:  Schindelar,  Jessica  (CDC/OD/OADC)  <ghql^cdc.Eov>:  Schuchat,  Anne  MD  (CDC/OD) 
<acslcacdc,Eov>:  Simon,  Gia  M.  (CDC/OSTLTS/OD)  <wpc8(Scdc.gov>:  Smith,  Patti  (CDC/OD/OADC) 
<pabO(gcdc.gov>;  Sorrells,  Marjorie  J.  (CDC/OD/OCS)  <isgS@cdc.gov>:  Stanojevich,  Joel  G. 
(CDC/CGH/OD)  <vhi9@)cdc,gQv>;  Ware,  Nina  (CDC/OD/OADS)  <evv5@cdc.gov>;  Weatherwax,  Douglas 
(CDC/OPHSS/CSELS/DPHID)  <aoe8iS)cdc.gov>;  Wilkinson,  Kelly  (CDC/OSTLTS/OD)  (CTR) 
<kcv7@cdc.gov>;  Wilson,  Michelle  (CDC/OCOO/OFR/OA)  <zwv2|gicdc.gov> 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>:  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvi5@cdc.gov>; 
Turner,  Cheryl  L  (CDC/OD/OADC)  (CTR)  <ffdO(g)cdc.gov>;  Guest,  Megan  (CDC/OD/OADC) 
<weo6@cdc,gov>:  McGuire,  Delaney  (CDC/OD/OADC)  <mze7@cdc.gov>:  Roberts,  Ursula 
(CDC/OD/OCS)  (CTR)  <nka7@cdc.E0V> 

Subject:  Supplemental  Table-  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide 
Prevention 
Hi  Folks, 

Sending  a  table  that  will  appear  in  the  MM  WR.  For  those  of  you  distributing  to  others  tomorrow 
morning,  please  include  the  table  with  the  other  materials. 

Thanks,  Lynn 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  June  6,  2018  2:33  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7(5Jcdc.gov>:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zvq5g)cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9(g)cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <jam2@cdc.gov>;  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Eov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8t5>cdc.Eov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <iEx6@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9(5)cdc.Eov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7facdc.gov>:  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) 

<twg9Pcdc.gov>:  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4@cdc.Eov>;  Grusich,  Katherina  (Kate) 
(CDC/OD/OADC)  <vhb3@cdc.gov>:  Hoskins,  Sharon  (K.D.)  (CDC/OD/OADC)  <sdh4@cdc.eov>:  Iverson, 
Dontae  (CDC/OD/OADC)  <lizS@cdc.gov>;  Balluz,  Lina  (ATSDR/DTHHS/OD)  <lib7^cdcgoy>;  Bonds, 
Michelle  E,  (CDC/OD/OADC)  <mebO@cdc.gov>:  Brand,  Anstice  M.  (CDC/OD/CDCWO)  <atb6^cdc.gov>: 
Brown,  Renee  (CDC/ONDIEH/NCCDPHP)  <rvb8(5)cdc.gov>:  Bumpus,  Stefanie  (CDC/OID/NCEZID) 
<wvel@cdc.Eov>;  Burden,  Bernadette  (CDC/OD/OADC)  <btb8^cdc.Eov>;  Burns,  Annina 


(CDC/OD/CDCWO)  <vig7@cdc.gov>:  Charles,  Julia  (CDC/OD/OCS>  <wbl@cdc.gov>;  Clark,  Cynthia  K. 
(CDC/OD/OCS)  <cfc8^cdc.EQV>;  Crawford,  Carol  Y.  (CDC/OD/OADC)  <civl^cdc.gov>:  Daniel,  Katherine 
Lyon  (CDC/OD/OADC)  <kdl8@cdc.gov>:  Das,  Mansi  S.  (CDC/OD/OADC)  <hrg7^cdc,Eov>:  Dempsey,  Jay 
H.  (CDC/OD/OADC)  <ifb5fa)cdc.gov>:  Diaz,  Shelly  S.  (CDC/OID/NCHHSTP)  <erh8(Scdc.gov>;  Dills, 
Kimberly  C.  (ATSDR/OPPE)  <kid4(Scdc.gQV>;  DPAID  (CDC)  <dpaid^cdc.gov>:  Dunn,  Evelyn 
(CDC/OCOO/OFR/OA)  <edm2@cdc,gov>:  Galatas,  Kate  (CDC/OD/OADC)  <kkg2^cdc.gov>:  Gonzalez, 
Belsie  (CDC/OD/OADC)  <fgjl@cdcgoy>;  Grant,  Llelwyn  (CDC/OD/OADC)  <lcg7@cdc.EQV>:  Green,  Hugh 
(CDC/OD/OCS)  <vke8^cdc.gov>:  Guest,  Megan  (CDC/OD/OADC)  <weo6@cdc.EQV>;  Heldman,  Amy  B. 
(CDC/OD/OADC)  <evd4@cdc.gov>;  Hogg,  Jarrad  (CDC/OD/OADC)  <i5r5@cdc.gov>:  Hoo,  Elizabeth 
(CDC/OD/PPEO)  <irp5@cdc.gov>;  lademarco,  Michael  (CDC/OPHSS/CSELS/OD)  <mai9(acdc.gov>: 
Joyner,  Tonya  (CDC/05TLTS/0D)  (aR)  <wv!6f5)cdc.gov>:  Kelly,  Alison  (CDC/OCOO/OFR/OA) 
<avk7(^cdc.gov>;  Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID)  <cgk3@cdc,gov>:  Knight,  Dianna 
(CDC/OD/OADC)  <fpz0^cdc.gov>:  Knotts,  Ashley  (CDC/OD/OCS)  <vaf0^cdc.Eov>:  Kroop,  Seth 
(CDC/OD/OCS)  <wow7@cdc.gov>;  Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD)  <wrm0^cdc.gov>: 
Martin,  Laura  Yerdon  (CDC/OPHSS/CSELS/OD)  <lvml@cdc.Eov>;  McGowan,  Robert  (Kyle) 
(CDC/OD/OCS)  <omc2^cdc.Eov>:  Olivares,  Dagny  (CDC/OSTLTS/OD)  <dvD2@cdc,gQv>;  Parikh,  Sapana 
(CDC/OCOO/OFR/OA)  <euh8@cdc.gQv>;  Parker,  Stacey  M.  (CDC/OSTLTS/OD)  (CTR)  <vgw3^cdc,Eov>; 
Payne,  Chelsea  C.  (CDC/OSTLTS/OD)  <cec4(acdc.Eov>:  Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS) 
<tbvS@cdc.gov>;  Rasmussen,  Sonja  (CDC/OID/OD)  <skr9^cdcgoy>;  Redd,  Stephen  (CDC/OPHPR/OD) 
<scrlg3cdc.gov>;  Redfield,  Robert  R.  (CDC/OD)  <olxl@cdc.gov>;  Schattner,  Aimee  (CDC/OD/CDCWO) 
<xii4@cdc.Eov>:  Schindelar,  Jessica  (CDC/OD/OADC)  <ghqlg)cdc.gQv>;  Schuchat,  Anne  MD  (CDC/OD) 
<acsl@cdc.gov>;  Simon,  Gia  M.  (CDC/OSTLTS/OD)  <wpc8@cdc.Eov>:  Smith,  Patti  (CDC/OD/OADC) 
<pafaQ@cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC)  <zszD@cdc,Eov>;  Sorrells,  Marjorie  J.  (CDC/OD/OCS) 
<iSB8@cdc.EOV>;  Stanojevich,  Joel  G.  (CDC/CGH/OD)  <vhi9@cdc,Eov>;  Ware,  Nina  (CDC/OD/OADS) 
<evv5@cdc.EOv>;  Weatherwax,  Douglas  (CDC/OPHSS/CSELS/DPHID)  <aoe8@cdc.gov>:  Wilkinson,  Kelly 
(CDC/OSTLTS/OD)  (CTR)  <kcv7@cdc.EOV>;  Wilson,  Michelle  (CDC/OCOO/OFR/OA)  <zwv2@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
<rb54@cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc,gov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hyl5@cdc.Eov>;  Turner,  Cheryl  L.  (CDC/OD/OADC)  (CTR)  <ffdOig)cdc.gov>;  Guest, 
Megan  (CDC/OD/OADC)  <weo6@cdc.gov>;  McGuire,  Delaney  (CDC/OD/OADC)  <mze7@cdc.gov>; 
Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7@cdc.gov> 

Subject:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 
Hi  Folks, 

This  month’s  issue  of  Vital  Signs  is  on  Suicide  Rates  Rising  across  the  U.S.  and  releases  Thursday, 
June  7  with  a  Media  Telebriefing  at  noon.  All  materials  go  live  on  the  CDC  website  at  1  pm.  Here  are 
the  key  materials  to  use  to  distribute  to  stakeholders  and  partners:  The  Dear  Colleague  letter,  MMWR, 
Fact  Sheet,  Press  Release  and  Graphic. 

For  those  distributing  to  media,  please  send  the  MMWR,  Fact  Sheet,  Press  Release  and  Graphic.  Dr. 
Schuchat  will  be  the  primary  spokesperson  for  this  Vital  Signs. 

For  those  of  you  distributing  out  to  partners  and  other  constituents  Thursday  morning  at  9  am, 

please  make  sure  they  know  these  are  advance  copies  only.  These  materials  are  embargoed  until 
Thursday  June  7  at  1  pm.  Please  adjust  the  Dear  Colleague  letter  for  those  people  to  which  you  send. 
Also  please  send  Rich  and  me  a  copy  when  you  email  this  out  to  your  groups. 

We  will  also  have  the  press  release  on  CDC  en  Espanol  and  available  through  the  Vital  Signs  website. 
For  those  attending  the  media  telebriefing,  I  have  also  attached  the  Tetebriefing  Script  and  the  Q&A 
document.  These  do  not  get  distributed  externally. 

For  each  Vital  Signs  issue,  we  track  and  report  on  results  two  times  -  after  24  hours  and  after  30  days. 
We  track  the  number  of  audiences  reached  (from  all  media  and  web  sources),  #  of  stories  and  type  of 
media,  the  dollar  value  of  the  media  coverage  if  CDC  had  to  purchase  it  as  advertising,  social  media  use 
and  reuse,  and  #  of  people  looking  at  Vital  Signs  on  our  web  pages. 


Vital  Signs  reaches  out  to  a  lot  of  different  people  with  our  topics  and,  from  our  evaluation  surveys,  the 
uptake  out  in  the  field  is  impressive.  In  a  survey,  an  astounding  95%  of  state  health  officers  and  state 
epidemiologists  were  aware  of  and  used  VS  issues,  with  about  3  in  4  using  VS  in  the  past  year.  All 
shared  the  material  with  their  constituents  via  conference  call,  e-mail,  newsletter,  or  mailing  for  topics 
appropriate  to  their  members.  A  stratified  random  sample  survey,  used  with  NACCHO  member 
organizations,  reported  that  74%  of  all  county  or  local  health  departments  had  heard  of  or  used  VS  in  the 
past  year  to  educate  staff,  improve  programs,  and  guide  policy  formation.  As  well,  a  2017  internal 
evaluation  showed  that  most  program  staff  involved  believe  the  value  derived  from  it  is  worth  the  work, 
although  producing  Vital  Signs  takes  a  lot  of  effort. 

I  want  to  thank  everyone  who  has  worked  on  this  issue  for  all  their  extra  efforts.  It’s  a  very  important  topic 
and  will  be  valuable  information  for  many  people.  We  hope  that  program  continues  to  use  this  Vital  Signs 
to  promote  its  messages  and  the  recommended  actions  in  it  to  achieve  new  results. 

Cheers, 

Lynn 

Lynn  A,  Sokler|  Senior  Cmiumiii  icy  Lion  Advisor|01'llce  of  the  Pi  rector  |  Office  of  the  Associate  Director 
for  Comiiuinication  I  Centers  for  Disease  Control  and  Prevention  [Mailing;  i600  Clifton  Road  MS-E-hgj 
Atlanta,  GA?;o.329|  zszo{Bcdc.aovl  ofSce  404-498-6617  |lius.  cell  404-409-5556161:404-498-0945 


From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  6  Jun  2018  16:23:28 -0400 

To:  Sokler,  Lynn  (CDC/OD/OADC) 

Cc;  Black,  Erin  (CDC/ONIDIEH/NC)PC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone, 

Deborah  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 
Subject:  RE:  Supplemental  Table-  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital 

Signs  Suicide  Prevention 

Attachments:  DEAR  COLLEAGUE_V2_5.15.18.13.02pm_rev_Final.DOCX 

Importance:  High 

Hi  Lynn  -  (  wanted  to  let  you  know  that  the  Dear  Colleague  letter  says  the  materials  will  be  release  on 
Tuesday  June  7  not  Thursday  June  7. 

Malia 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent;  Wednesday,  June  6,  2018  4:20  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) ;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Dorigo,  Leslie 
(CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ; 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Fowler, 
Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) ; 
DeNoon,  Daniel  (CDC/OD/OADC)  (CTR) ;  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) ;  Hoskins,  Sharon 
(K.D.)  (CDC/OD/OADC) ;  Iverson,  Dontae  (CDC/OD/OADC) ;  Balluz,  Lina  (ATSDR/DTHHS/OD) ;  Bonds, 
Michelle  E,  (CDC/OD/OADC) ;  Brand,  Anstice  M.  (CDC/OD/CDCWO) ;  Brown,  Renee 
(CDC/ONDIEH/NCCDPHP) ;  Bumpus,  Stefanie  (CDC/OID/NCEZID) ;  Burden,  Bernadette  (CDC/OD/OADC) 

;  Burns,  Annina  (CDC/OD/CDCWO) ;  Charles,  Julia  (CDC/OD/OCS) ;  Clark,  Cynthia  K.  (CDC/OD/OCS) ; 
Crawford,  Carol  Y.  (CDC/OD/OADC) ;  Daniel,  Katherine  Lyon  (CDC/OD/OADC) ;  Das,  Mansi  S. 
(CDC/OD/OADC) ;  Dempsey,  Jay  H.  (CDC/OD/OADC) ;  Diaz,  Shelly  S.  (CDC/OID/NCHHSTP) ;  Dills, 
Kimberly  C.  (ATSDR/OPPE) ;  DPAID  (CDC) ;  Dunn,  Evelyn  (CDC/OCOO/OFR/OA) ;  Galatas,  Kate 
(CDC/OD/OADC) ;  Gonzalez,  Belsie  (CDC/OD/OADC) ;  Grant,  Llelwyn  (CDC/OD/OADC) ;  Green,  Hugh 
(CDC/OD/OCS) ;  Guest,  Megan  (CDC/OD/OADC) ;  Heldman,  Amy  B.  (CDC/OD/OADC) ;  Hogg,  Jarrad 
(CDC/OD/OADC) ;  Hoo,  Elizabeth  (CDC/OD/PPEO) ;  lademarco,  Michael  (CDC/OPHSS/CSELS/OD) ; 
Joyner,  Tonya  (CDC/OSTLTS/OD)  (CTR) ;  Kelly,  Alison  (CDC/OCOO/OFR/OA) ;  Kent,  Charlotte 
(CDC/OPHSS/CSELS/DPHID) ;  Knight,  Dianna  (CDC/OD/OADC) ;  Knotts,  Ashley  (CDC/OD/OCS) ;  Kroop, 
Seth  (CDC/OD/OCS) ;  Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD) ;  Martin,  Laura  Yerdon 
(CDC/OPHSS/CSELS/OD) ;  McGowan,  Robert  (Kyle)  (CDC/OD/OCS) ;  Olivares,  Dagny  (CDC/OSTLTS/OD) ; 
Parikh,  Sapana  (CDC/OCOO/OFR/OA) ;  Parker,  Stacey  M.  (CDC/OSTLTS/OD)  (CTR) ;  Payne,  Chelsea  C. 
(CDC/OSTLTS/OD) ;  Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS) ;  Rasmussen,  Sonja  (CDC/OID/OD) ;  Redd, 
Stephen  (CDC/OPHPR/OD) ;  Redfield,  Robert  R.  (CDC/OD) ;  Schattner,  Aimee  (CDC/OD/CDCWO) ; 
Schindelar,  Jessica  (CDC/OD/OADC) ;  Schuchat,  Anne  MO  (CDC/OD) ;  Simon,  Gia  M.  (CDC/OSTLTS/OD) ; 
Smith,  Patti  (CDC/OD/OADC) ;  Sorrells,  Marjorie  J.  (CDC/OD/OCS) ;  Stanojevich,  Joel  G.  (CDC/CGH/OD) ; 
Ware,  Nina  (CDC/OD/OADS) ;  Weatherwax,  Douglas  (CDC/OPHSS/CSELS/DPHID) ;  Wilkinson,  Kelly 
(CDC/OSTLTS/OD)  (CTR) ;  Wilson,  Michelle  (CDC/OCOO/OFR/OA) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) ; 
Omisore,  Shannon  L.  (CDC/OD/OADC) ;  Turner,  Cheryl  L.  (CDC/OD/OADC)  (CTR) ;  Guest,  Megan 
(CDC/OD/OADC) ;  McGuire,  Delaney  (CDC/OD/OADC) ;  Roberts,  Ursula  (CDC/OD/OCS)  (CTR) 

Subject:  Supplemental  Table-  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide 
Prevention 
Hi  Folks, 


Sending  a  table  that  will  appear  in  the  MMWR.  For  those  of  you  distributing  to  others  tomorrow 
morning,  please  include  the  table  with  the  other  materials. 

Thanks,  Lynn 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  June  6,  2018  2:33  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7(5)cdc.gov>:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zva5Pcdc.gov>:  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.Eov>:  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9f5)cdc.gQV>:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gQV>:  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gQV>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>:  Fowler,  Katherine  A,  (CDC/ONDIEH/NCIPC)  <vid5@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov>;  Simon,  Thomas  [CDC/ONDIEH/NCIPC)  <tgs9@cdc.Eov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7iSicdc.gov>:  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) 

<iwg9^cdc.gov>:  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4|Scdc.gov>;  Grusich,  Katherina  (Kate) 
(CDC/OD/OADC)  <vhb3^cdc.Kov>:  Hoskins,  Sharon  (K.D.)  (CDC/OD/OADC)  <5dh4@cdc,gov>;  Iverson, 
Dontae  (CDC/OD/OADC)  <liz8@cdc.gov>;  Balluz,  Lina  (AT5DR/DTHHS/OD)  <iib7(gcdc,EOv>:  Bonds, 
Michelle  E,  (CDC/OD/OADC)  <mebO@cdc.gov>:  Brand,  Anstice  M.  (CDC/OD/CDCWO)  <atb6@cdc,gov>: 
Brown,  Renee  (CDC/ONDIEH/NCCDPHP)  <rvb8@cdc.gov>;  Bumpus,  Stefanie  (CDC/OID/NCEZID) 
<wvel@cdc.gov>;  Burden,  Bernadette  (CDC/OD/OADC)  <btb8@cdc.gov>;  Burns,  Annina 
(CDC/OD/CDCWO)  <vig7@cdc.gov>;  Charles,  Julia  (CDC/OD/OCS)  <wbl@cdc.gov>;  Clark,  Cynthia  K, 
(CDC/OD/OCS)  <cfcSi®cdcgpy>;  Crawford,  Carol  Y.  (CDC/OD/OADC)  <civl^cdc.gov>:  Daniel,  Katherine 
Lyon  (CDC/OD/OADC)  <kdl8@cdc.gov>;  Das,  Mansi  S.  (CDC/OD/OADC)  <hrE7^cdc.Eov>:  Dempsey,  Jay 
H,  (CDC/OD/OADC)  <ifb5(Scdc.gov>:  Diaz,  Shelly  S.  (CDC/OID/NCHHSTP)  <erh8(5)cdc.gov>;  Dills, 
Kimberly  C.  (ATSDR/OPPE)  <kid4@cdc.gov>;  DPAID  (CDC)  <dpaid@cdc.gov>;  Dunn,  Evelyn 
(CDC/OCOO/OFR/OA)  <edm2@cdc.gov>;  Galatas,  Kate  (CDC/OD/OADC)  <kkg2@cdc.gov>;  Gonzalez, 
Belsie  (CDC/OD/OADC)  <fqil@cdc-fiOv>:  Grant,  Llelwyn  (CDC/OD/OADC)  <lcg7@cdc.gov>:  Green,  Hugh 
(CDC/OD/OCS)  <vke8@cdc.EOv>:  Guest,  Megan  (CDC/OD/OADC)  <weo6(S)cd[:.EOV>;  Heldman,  Amy  B. 
(CDC/OD/OADC)  <evd4@cdc.EOv>;  Hogg,  Jarrad  (CDC/OD/OADC)  <i5r5@cdc.EOV>:  Hoo,  Elizabeth 
(CDC/OD/PPEO)  <irp5@cdc.Eov>;  lademarco,  Michael  (CDC/OPHSS/CSELS/OD)  <nnai9@cdc.E0v>: 
Joyner,  Tonya  (CDC/OSTLTS/OD)  (CTR)  <wvl6@cdc.gov>:  Kelly,  Alison  (CDC/OCOO/OFR/OA) 
<avk7@cdc-gov>;  Kent,  Charlotte  (CDC/QPHSS/CSELS/DPHID)  <cgk3@cdc.E0v>;  Knight,  Dianna 
(CDC/OD/OADC)  <fpzO@cdc.gov>:  Knotts,  Ashley  (CDC/OD/OCS)  <vqfQ@cdc.gQv>:  Kroop,  Seth 
(CDC/OD/OCS)  <wpw7@cdc.Eov>;  Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD)  <wrmO@cdc.Eov>: 
Martin,  Laura  Yerdon  (CDC/OPHSS/CSELS/OD)  <lvml@cdc.Eov>;  McGowan,  Robert  (Kyle) 
(CDC/OD/OCS)  <omc2@cdc.Eov>;  Olivares,  Dagny  (CDC/OSTLTS/OD)  <dvp2@cdc.gov>;  Parikh,  Sapana 
(CDC/OCOO/OFR/OA)  <euh8@cdc.Eov>;  Parker,  Stacey  M.  (CDC/OSTLTS/OD)  (CTR)  <vEw3@cdc.Eov>; 
Payne,  Chelsea  C.  (CDC/OSTLTS/OD)  <cec4@cdc.Eov>:  Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS) 
<ibv5@cdc.Eov>;  Rasmussen,  Sonja  (CDC/OID/OD)  <skr9@cdc.Eov>;  Redd,  Stephen  (CDC/OPHPR/OD) 
<scrl@cdc.Eov>;  Redfield,  Robert  R.  (CDC/OD)  <olxl@cdc.gov>;  Schattner,  Aimee  (CDC/OD/CDCWO) 
<xii4@cdc.Eov>:  Schindelar,  Jessica  (CDC/OD/OADC)  <Ehql@cdc.fiov>:  Schuchat,  Anne  MD  (CDC/OD) 
<acsl@cdc.Eov>:  Simon,  Gia  M.  (CDC/OSTLTS/OD)  <wpc8@cdc.Eov>:  Smith,  Patti  (CDC/OD/OADC) 
<pabO@cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov>;  Sorrells,  Marjorie  J.  (CDC/OD/OCS) 
<isE8@cdc.Eov>;  Stanojevich,  Joel  G.  (CDC/CGH/OD)  <vhi9@cdc.Eov>;  Ware,  Nina  (CDC/OD/OADS) 
<evv5@cdc.gov>;  Weatherwax,  Douglas  (CDC/OPHSS/CSELS/DPHID)  <aoe8@cdc.gov>:  Wilkinson,  Kelly 
(CDC/OSTLTS/OD)  (CTR)  <kcv7@cdc.gov>;  Wilson,  Michelle  (CDC/OCOO/OFR/OA)  <zwv2@cdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <zszO@cdc.gov>:  Schieber,  Richard  A,  (CDC/OPHSS/CSELS/DPHID) 
<rbs4@cdc.Eov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.Eov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5@cdc.gov>:  Turner,  Cheryl  L.  (CDC/OD/OADC)  (CTR)  <ffdO@cdc.EQV>:  Guest, 
Megan  (CDC/OD/OADC)  <weo6@cdc.Eov>;  McGuire,  Delaney  (CDC/OD/OADC)  <mze7@cdc.gov>; 


Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7Pcdc.^QV> 

Subject:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 
Hi  Folks, 

This  month’s  issue  of  Vita!  Signs  is  on  Suicide  Rates  Rising  across  the  U.S*  and  releases  Thursday^ 
June  7  with  a  Media  Telebriefing  at  noon.  All  materials  go  live  on  the  CPC  website  at  1  pm.  Here  are 
the  key  materials  to  use  to  distribute  to  stakeholders  and  partners:  The  Dear  Colleague  letter,  MMWR, 
Fact  Sheet,  Press  Release  and  Graphic. 

For  those  distributing  to  media,  please  send  the  MMWR,  Fact  Sheet,  Press  Release  and  Graphic.  Dr. 
Schuchat  will  be  the  primaiy  spokesperson  for  this  Vital  Signs. 

For  those  of  you  distributing  out  to  partners  and  other  constituents  Thursday  morning  at  9  am. 

please  make  sure  they  know  these  are  advance  copies  only.  These  materials  are  embargoed  until 
Thursday  June  7  at  1  pm.  Please  adjust  the  Dear  Colleague  letter  for  those  people  to  which  you  send. 
Also  please  send  Rich  and  me  a  copy  when  you  email  this  out  to  your  groups. 

We  will  also  have  the  press  release  on  CDC  en  Espanol  and  available  through  the  Vital  Signs  website. 
For  those  attending  the  media  telebriefinq.  I  have  also  attached  the  Telebriefing  Script  and  the  Q&A 
document.  These  do  not  get  distributed  externally. 

For  each  Vital  Signs  issue,  we  track  and  report  on  results  two  times  -  after  24  hours  and  after  30  days. 
We  track  the  number  of  audiences  reached  {from  ail  media  and  web  sources),  #  of  stories  and  type  of 
media,  the  dollar  value  of  the  media  coverage  If  CDC  had  to  purchase  it  as  advertising,  social  media  use 
and  reuse,  and  #  of  people  looking  at  Vital  Signs  on  our  web  pages. 

Vital  Signs  reaches  out  to  a  lot  of  different  people  with  our  topics  and,  from  our  evaluation  surveys,  the 
uptake  out  in  the  field  is  impressive.  In  a  survey,  an  astounding  B5%  of  state  health  officers  and  state 
epidemiologists  were  aware  of  and  used  VS  issues,  with  about  3  in  4  using  VS  in  the  past  year.  All 
shared  the  material  with  their  constituents  via  conference  call,  e-mail,  newsletter,  or  mailing  for  topics 
appropriate  to  their  members,  A  stratified  random  sample  survey,  used  with  N  ACC  HO  member 
organizations,  reported  that  74%  of  all  county  or  local  health  departments  had  heard  of  or  used  VS  in  the 
past  year  to  educate  staff,  improve  programs,  and  guide  policy  formation.  As  well,  a  2017  internal 
evaluation  showed  that  most  program  staff  involved  believe  the  value  derived  from  it  is  worth  the  work, 
although  producing  Vital  Signs  takes  a  lot  of  effort. 

I  want  to  thank  everyone  who  has  worked  on  this  issue  for  all  their  extra  efforts.  It’s  a  very  important  topic 
and  will  be  valuable  information  for  many  people.  We  hope  that  program  continues  to  use  this  Vital  Signs 
to  promote  its  messages  and  the  recommended  actions  in  it  to  achieve  new  results. 

Cheers, 

Lynn 

LyTifi  A*  S€>ldcr  I  Senior  Communie^tioD  Advisor!  OfFiee  of  the  Direct  or  j  Office  of  the  Associate  Director 
for  Cnm  muni  cation  (  Centers  for  Disease  ConLrnl  and  Prevention  [Mailing:  l6oo  Clifton  Road  MS-E-bgj 
Atlanta,  GA:50:^29|  z5ZQ@cdc.gQv  I  office  404-498-6617  |bus.  cell  404-409-5556  jfx  404-498-0945 


Dear  Colleague: 


The  CDC  Vital  Sisns  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
\vorldng  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vital  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Tuesday^  June  7, 2018,  at  1:00  pm  (EST) 
tdllowing  a  media  telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 
increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 
indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone, 
including  relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  infonnation 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Sims  Web  page  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
www.cdc.gov/svndication  and  search  on  the  tenn  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Signs  Town  Hall  Teleconference  on  June  12  at  2:00  pm  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  support. 

Debra  Houry,  MD,  MPH  James  A.  Mercy,  PhD 

Director  Director 

National  Center  for  Injury  Prevention  and  Control  Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 


From:  Girod,  Candace  (CDC/ONDIEH/NCIPC) 

Sent:  4  Jan  2018  08:55:46  -0500 

To:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC);BartholoWj  Brad 

(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Marshall,  Khiya  J.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Technical  Package  Citation  Scan 

Hey  Deb, 

I'm  not  sure  how  you'll  be  choosing  key  informants  to  interview,  but  there  were  suicide  prevention 
coalitions  in  17  states  that  posted  about  the  technical  package,  so  it  may  be  a  good  idea  to  chat  with 
folks  from  a  few  of  them. 

Best, 

Candace 

From:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  January  03,  2018  3:36  PM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Girod,  Candace  (CDC/ONDIEH/NCIPC) 

Subject;  FW:  Technical  Package  Citation  Scan 
Sharing  great  news  from  Candace!! 

From:  Girod,  Candace  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  January  3,  2018  3:20  PM 

To:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4^cdc,eQV> 

Cc:  Dahiberg,  Linda  L  (CDC/ONDIEH/NCIPC)  <lld0f5icdc.gov> 

Subject:  Technical  Package  Citation  Scan 
Hey  Jeff  and  Linda, 

I'm  attaching  a  spreadsheet  with  any  websites  that  mention  the  technical  packages.  This  doesn't  include 
any  journal  articles. 

One  interesting  takeaway  was  that  of  the  208  websites  I  found,  almost  70  cited  the  suicide  technical 
package. 

I  will  find  a  good  way  to  summari2e  all  of  my  findings  in  the  next  TP  update. 

Best, 

Candace 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

13  Apr  2018  14:47:12  +0000 
Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 

RE:  Update:  Suicide  Prevention  in  PR  and  USVI  (hurricane  supplement) 


I  mean  it  just  makes  sense!  Keep  up  the  fight!  And  don't  get  fired* ;) 

From:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  13,  2018  10:42  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Update:  Suicide  Prevention  in  PR  and  USVI  (hurricane  supplement) 

I've  been  a  thorn  in  their  side  recently  re  PPTB  and  no  suicide  SMEs.  I'll  continue  to  do  so. 

-b 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  13,  2018  10:31  AM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov> 

Subject:  RE:  Update:  Suicide  Prevention  in  PR  and  USVI  (hurricane  supplement) 

Thanks  for  sharing  this!  You're  right  about  PPTB!  Kimberley  said  they  still  can't  hire  anyone  on  her  team. 
SMH. 

Deb 

From;  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  April  13,  2018  10:25  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  FWr  Update:  Suicide  Prevention  in  PR  and  USVI  (hurricane  supplement) 

FYL. 

From;  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  April  13,  2018  9:49  AM 

To:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afQ4(^cdc.gov> 

Cc:  Cephas  Childers,  Kendell  (CDC/ONDIEH/NCIPC)  <koc9@cdc.ROv> 

Subject:  RE:  Update:  Suicide  Prevention  in  PR  and  USVI  (hurricane  supplement) 

Hi  Jeff, 

I  have  talked  to  Deb  about  this.  She  has  been  on  the  calls  but  has  not  been  tapped  to  doing  anything  at 
the  moment.  She  would  be  willing  to  support  these  efforts,  however,  given  work-life  balance  issues 
would  prefer  to  keep  these  demands  to  a  minimum.  It  has  been  a  few  weeks  since  I've  discussed  with 
Melissa.  Melissa  would  be  the  most  appropriate  person  to  help  out  with  this  and  continues  to 
contribute  to  the  development  of  va  rious  resource  materials  related  to  post-disaster  issues/needs, 
although  these  requests  may  be  independent  of  the  supplemental  funding  and  more  related  to  her  prior 
engagement  with  the  EOC.  I  tried  calling  Melissa  this  morning  about  this,  however,  she  is  on  leave  and  I 
could  not  reach  her.  Also,  while  I  am  very  interested  in  supporting  this  initiative  and  identifying 
opportunities  to  support  the  PR/USVI  supplemental  funding  initiatives  and  engage  staff  in  critical  and 
interesting  public  health  projects,  as  mentioned  during  our  2:1  this  week,  I  am  concerned  about 
Melissa's  work  load  and  am  looking  for  opportunities  to  off-load  some  work  for  her.  It  would  be 
fabulous  if  PPTB  could  hire  a  suicide  SME  given  all  of  the  TP  implementation  needs,  the  Colorado 
Collaborative  project,  and  the  growing  suicide-related  work  demands.  If  DVP  is  going  to  have  a  balanced 
and  coordinated  suicide-related  workforce,  then  a  SME  in  PPTB  would  be  indicated. 

If  we  can  get  the  Title  42  on-boarded  and  if  we  select  someone  who  can  hit  the  ground  running,  they 
could  also  help  to  support  this  work. 

Hope  this  helps. 


Brad 

From:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  April  13,  2018  9:15  AM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov> 

Cc:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4^cdc.EQV>:  Cephas  Childers,  Kendell 
(CDC/ONDIEH/NCIPC)  <koc9i5)cdc.gov> 

Subject:  FW:  Update:  Suicide  Prevention  in  PR  and  USVI  (hurricane  supplement) 

Good  morning  Brad  - 

Have  you  had  a  chance  to  discuss  with  Deb  and  Melissa  if  they  have  been  asked  to  continue  supporting 
these  efforts,  especially  post-funding?  I  just  spoke  with  Gayle  Payne  who  recently  learned  that  the 
programmatic  NOFO  efforts  will  be  assigned  to  PPTB,  but  the  branch  currently  does  not  employ  a 
suicide  SME  project  officer. 

Please  let  me  know.  Thanks,  Jeff 
From:  Young,  Joni  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  April  12,  2018  5:34  PM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl(5)cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl(Scdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Mercado-Crespo,  Melissa 
(CDC/ONDIEH/NCIPC)  <ciu80cdc.gov>:  Payne,  Gayle  H.  (CDC/ONDIEH/NCIPC)  <hfn5(fflcdc.gov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9^cdc.Eov>:  Jack,  Shane  P.  Davis 
(CDC/ONDIEH/NCIPC)  <gdo4<acdc.gov>:  Gervin,  Derrick  (CDC/ONDIEH/NCIPC)  <vik8f5)cdc.gov>: 

Barnes,  Jamar  (CDC/ONDIEH/NCIPC)  <zee9facdc.gov>:  Arroyo-Ortiz,  Ana  L  (CDC/ONDIEH/NCIPC) 
<alaZ@cdc.gov>;  Roby,  Sarah  (CDC/ONDIEH/NCIPC)  <mka4@cdc.gov>:  Cameron,  Daniel  N, 
(CDC/ONDIEH/NCIPC)  <dxcl(5)cdc.gov> 

Cc:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2f5)cdc.eov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 
<afo4(acdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tg39Pcdc.gov>:  Bartholow,  Brad 
(CDC/ONDIEH/NCIPC)  <bnbl^cdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eprri7^cdcgpy>;  Blair, 

Janet  (CDC/ONDIEH/NCIPC)  <zud5@cdc.gov>;  Lowe,  Ericka  R.  (CDC/ONDIEH/NCIPC)  <erl2(acdc.gov>: 
Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3gicdc.gov> 

Subject:  Update:  Suicide  Prevention  in  PR  and  USVI  (hurricane  supplement) 

Hi  Everyone, 

I  wanted  to  share  updates  on  status  of  the  hurricane  supplemental  funding  for  suicide  prevention  in 
Puerto  Rico  and  USVI.  Things  are  moving  along  and  our  spend  plan  currently  supports  the  following 
activities,  along  with  their  status: 

•  DSLR  crisis  NOFO  -  Projects  were  shared  with  the  jurisdictions  on  March  30  and  we  are  in  the  45- 

day  window  to  discuss  with  them.  I  have  reached  out  to  set  up  calls  with  USVI  and  PR. 

•  Communications  contract- We  added  our  communications  activities  to  this  as  it  meant  to 

complement  the  DSLR  crisis  NOFO,  They  anticipate  an  award  in  mid-May;  this  will  get  health 
comm  staff  on  the  ground  in  PR  and  USVI  in  mid/late  June. 

•  Translation  of  technical  package  into  Spanish -The  order  has  been  placed  and  we  anticipate  it 

will  take  approximately  4  weeks. 

•  NVDRS  supplement  to  PR  -  Jamar  has  working  closely  with  OGS  on  the  sole  source  Justification 

and  we  don't  anticipate  any  issues. 

•  OSTLTS  Crisis  Partnership  NOFO -This  is  pending  objective  review  and  awards  for  the  umbrella 

mechanism.  They  will  eventually  provide  to  us  the  names  and  capabilities  of  the  partners;  the 
Jurisdictions  or  CIOs  can  utilize  this  mechanism  as  needed  and  they  are  aiming  to  get  awards  out 
about  the  same  time  (May/June).  This  could  be  a  good  way  to  help  support  PR  or  USVI  if  they 


need  additional  capacity  or  partners  to  help  take  on  the  activities  proposed  under  the  DSLR 
crisis  NOFO.  At  this  time  we  have  not  allocated  funds  towards  this  mechanism. 

•  Project  officer  and  SME  support  -  This  is  to  help  support  percentages  of  current  FTE  time  and  still 

TBD;  we  can  determine  how  to  allocate  the  funding  once  we  have  a  better  idea  of  the  proposals 
fromPRandUSVf. 

•  Contract  position  -  This  is  a  program  support  position  we  built  in  to  a  current  contract  solicitation 

to  help  support  this  work. 

•  Travel  -  Pending  and  we  can  determine  once  we  have  a  better  idea  of  the  proposals  from  PR  and 

US  VI. 

I  hope  you  find  this  information  helpful.  I  will  continue  to  keep  you  posted  as  things  develop,  but  try  to 
not  overwhelm.  DSLR  is  going  to  be  setting  up  regular  calls  and  we  may  reach  out  to  some  of  you  at 
times  to  join  them,  if  appropriate. 

If  you  ever  have  any  questions  about  the  status  of  any  of  these  activities,  please  do  not  hesitate  to  reach 
out. 

Thank  you! 

Joni 

joni  C.  Young 

Deputy  Director 

Division  of  Violence  Prevention 

NCIPC,  CDC 

Office:  770-488-1378 

Blackberry:  404-247-0949 

JYounR@cdc.gov 

I  telework  on  Mon/Thur  and  can  be  reached  by  email  or  blackberry. 


From:  McIntosh,  Wendy  LiKamWa  (CDC/ONDIEH/NCIPC) 

Sent:  28  Jun  2018  14:46:48  -0400 

To:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC);Bartholow,  Brad 

(CDC/ONDIEH/NCIPC);Williams,  Holly  A.  (CDC/ONDIEH/NCIPC);Stone,  Deborah 
(CDC/ONDIEH/NCIPC);Trudeau,  Aimee  T.  {CDC/ONDIEH/NCIPC);Lokey,  Colby  N.  (CDC/ONDIEH/NCIPC) 
Cc;  Peterson,  Cora  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018  -  Revised  Reactive  Statement: 

RE:  suicide  and  occupation  requests 

Thanks,  Jeff.  I'm  glad  they  decided'  not  to  release  any  specifics  regarding  numbers  and  rates,  given  that 
there's  so  much  uncertainty  about  what  our  new  results  will  look  like. 

Wendy 

From;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  28,  2018  2:39  PM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) ;  Williams,  Holly  A.  (CDC/ONDIEH/NCIPC) ;  McIntosh,  Wendy 
LiKamWa  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Trudeau,  Aimee  T. 
(CDC/ONDIEH/NCIPC) ;  Lokey,  Colby  N.  (CDC/ONDIEH/NCIPC) 

Cc:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Subject:  FWi  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018  -  Revised  Reactive  Statement:  RE:  suicide  and 
occupation  requests 

Looping  you  ail  in.  Let  me  know  if  you  have  any  questions  or  concerns.  -Jeff 
From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  28,  2018  2:28  PM 

To:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4(5)cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3@cdc.Kov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Ferdon,  Corinne 
(CDC/ONDIEH/NCIPC)  <diz4@cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdc.gov>:  Mercy, 
James  (CDC/ONDIEH/NCIPC)  <iam2(5)cdc.Eov>;  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC) 
<iod5g)cdc.gov>;  Holton,  Kelly  (CDC/OID/NCEZID)  <nfh5@cdc.gov> 

Subject:  RE:  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018  -  Revised  Reactive  Statement:  RE:  suicide  and 
occupation  requests 
Hi  all- 

OADC's  recommendation  for  new  requests  is  to  not  send  any  of  the  detailed  information  and  only  send 
this: 

Please  see  below  for  the  MMWR  notice  about  reanalysis  of  suicide  data  in  an  article  published  in  July 
2016.  CDC  is  committed  to  quality  and  is  working  to  meet  our  usual  standards  for  excellence.  The 
scientific  authors  are  working  diligently  to  reanalyze  and  publish  corrected  data.  We  apologize  for  the 
errors  in  the  report.  Suicide  is  a  serious  public  health  problem  that  can  have  lasting  harmful  effects  on 
individuals,  families,  and  communities. 


Notice  to  Readers:  Ongoing  Analysis  of  Suicide  Rates  Data  by  Occupational  Group  from  Results 


Reported  in  MMWR 

Recently,  MMWR  Editors  were  informed  by  the  authors  of  "Suicide  Rates  by  Occupational  Group  -- 17 
States,  2012"  that  some  results  and  conclusions  might  be  inaccurate  as  a  result  of  coding  errors  for 
certain  occupational  groups.  The  authors  are  undertaking  a  thorough  reanalysis  of  the  data.  This  notice 
is  to  alert  readers  about  the  coding  errors  while  the  reana lysis  is  conducted  to  assess  the  validity  of 
results  and  conclusions  in  the  publication. 

From:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  28,  2018  1:08  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov> 

Cc:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4fBcdc.eov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7t5)cdc.eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc,gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4@cdc.gov>;  Simon, 
Thomas  (CDC/ONDIEH/NCIPC)  <tfis9@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov> 
Subject:  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018  -  Revised  Reactive  Statement:  RE:  suicide  and 
occupation  requests 

Courtney  -  The  attached  revised  reactive  statement  was  reviewed  and  approved  by  DVP  ADS, 
Policy/Communications  and  Jim. 

Jeff 

From;  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  28,  2018  12:59  PM 

To:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4facdc.Eov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.Eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.Eov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8^cdc.gov> 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4t5)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov> 

Subject:  RE:  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018  -  Revised  Reactive  Statement:  RE:  suicide  and 
occupation  requests 
I  concur 

From:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  28,  2018  12:38  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7tacdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3(Scdc.Eov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2(acdc.gov> 

Cc:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4(5)cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<di24g)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Bartholow,  Brad 
(CDC/ONDIEH/NCIPC)  <bnbltacdc.gov> 

Subject;  FW:  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018  -  Revised  Reactive  Statement:  RE:  suicide  and 
occupation  requests 


Erin,  Marie,  Malia  &  Jim  - 

Do  you  concur  with  the  attached  edits?  I  need  to  get  this  to  Courtney  ASAP. 

Thanks,  Jeff 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  28,  2018  12:35  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7f5)cdc.Eov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4{5)cdc.Eov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afQ4t5Jcdc.eov>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3g)cdc.gov>; 
Richmond-Crum,  Malla  (CDC/ONDIEH/NCIPC)  <irv8@cdc.fiov> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <brrbl@cdc.gov> 

Subject:  RE:  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018  -  Revised  Reactive  Statement:  RE:  suicide  and 
occupation  requests 
Hi  everyone, 

I  agree  with  Erin's  point.  I  think  we  can  shorten  it  somewhat.  I  just  discussed  this  with  Cory  too.  1 
adapted  the  second  line  that  you  provided,  Erin,  to  the  version  that  Cory  sent.  We  think  this  works  well. 
Do  you  agree? 

-Tom 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  28,  2018  12:20  PM 

To:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4ca)cdc.gov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 
<afo4@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(Scdc.gov>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2(5)cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3f5)cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8^cdc.Eov> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov> 

Subject:  RE:  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018  -  Revised  Reactive  Statement;  RE:  suicide  and 
occupation  requests 

Thanks  for  drafting  Jeff,  sorry  if  I  missed  it,  but  weren't  we  going  to  add  statement  to  the  beginning  to 
say  something  like  "As  reflected  in  the  notice  to  readers  CDC  is  conducting  ongoing  analysis.  The 
information  below  reflects  our  current  understanding  pending  conclusion  of  the  analyses." 

From;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  28,  2018  12:15  PM 

To:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4g)cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2(acdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3facdc.Eov>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7f5)cdc.eov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8t5Jcdc.EQV> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov> 

Subject;  RE:  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018-  Revised  Reactive  Statement:  RE;  suicide  and 
occupation  requests 
Hi  Jeff, 

Thanks  for  taking  step  to  put  this  in  a  word  document.  Attached  are  my  advised  modifications. 

Cory 


From:  Herbst,  Jeffrey  (CDC/OtMDIEH/NCIPC) 

Sent;  Thursday,  June  28,  2018  12:05  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.eov>:  Mercy,  James  (CDC/ONDIEH/NCIPC} 
<iam2@cdc.eov>:  Ballman,  Marie  R,  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm70cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8fBcdc,eov> 
Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.eov>;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4f5)cdc.Eov> 

Subject:  URGENT  -  PLEASE  REVIEW:  Thurs  6/28/2018  -  Revised  Reactive  Statement:  RE:  suicide  and 
occupation  requests 

Importance:  High 

Cory  -  Attached  is  the  Word  document  with  track  changes, 

Tom,  Erin,  Malia,  Marie  and  Jim  -  please  send  me  your  comments  so  I  can  provide  the  final  version  to 
Courtney. 

Jeff 

From;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  28,  2018  11:56  AM 

To:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4facdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9tacdc.gov> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.flov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8t5)cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(acdc.gov> 

Subject:  RE:  Thurs  6/28/2018  -  Revised  Reactive  Statement:  RE:  suicide  and  occupation  requests 
Hi  Jeff, 

Thanks  for  getting  this  started.  Courtney  will  need  to  send  up  a  tracked  version  for  review.  Could  you 
please  drop  this  into  a  word  document  and  track  the  changes  that  have  been  made  to  the  original  draft 
and  then  circulate  that  to  us?  That  document  will  also  make  it  easier  for  everyone  in  the  division  to 
review  quickly.  It  would  also  be  helpful  if  you  can  assist  with  getting  coordinating  the  review  by  DVP 
policy,  communication,  ADS,  and  Jim  and  sending  the  revised  statement  up  to  Courtney  once  that 
division  review  is  completed. 

Cory 

From;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  28,  2018  10:40  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9f5>cdc.gov>;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4Pcdc.gQV> 

Cc:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4@cdc.Eov>:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 
<bnbl@cdc.Eov>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8ig)cdc.gov>; 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7facdc.gov> 

Subject:  Thurs  6/28/2018  -  Revised  Reactive  Statement:  RE:  suicide  and  occupation  requests 
Importance:  High 


All  -  Below  is  the  revised  reactive  statement  per  our  telephone  conversation  this  morning.  Please  review 
and  forward  to  Center  et  al.  -Jeff  &  Brad 

UPDATED  reactive  statement: 

CDC  published  a  Notice  to  Readers  in  the  June  28,  2018  issue  of  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR)  regarding  errors  detected  by  the  authors  of  the  July  2016  MMWR  Suicide  Rates  by 
Occupational  Group-  17  States,  2012.  As  part  of  data  analyses  to  publish  updated  suicide  rates  by 
occupation  group  for  years  spanning  2005-2015,  COC  discovered  the  following  coding  issues  with  the 
2016  MMWR  findings. 

•  Farming,  Fishing,  and  Forestry  Occupations 

o  ''Farmers"  and  "Ranchers"  were  coded  under  the  occupation  category,  Farming,  Fishing, 
and  Forestry.  However,  the  Bureau  of  Labor  Statistics'  Standard  Occupation 
Classification  (SOC)  system,  which  is  used  to  assign  occupation  codes  to  each  suicide 
death,  and  the  U.S.  Census  Bureau's  Current  Population  Survey  March  Supplement 
classify  farmers  and  ranchers  under  "Management  Occupations."  This  led  to 
overestimation  of  the  rate  of  suicide  in  the  Farming,  Fishing,  and  Forestry  group  and 
underestimation  of  the  rate  of  suicide  among  Managers. 

•  Food  Preparation  and  Serving  Related  Occupations 

o  Restaurant  managers/owners  were  coded  under  the  "Food  Preparation  and  Serving 
Related"  occupational  group,  however  these  cases  should  have  been  coded  under 
"Management  Occupations."  This  led  to  an  overestimation  of  the  rate  of  suicides  among 
the  food  preparation  group  and  an  underestimation  of  manager  suicides 

•  Management  Occupations 

o  Because  of  misclassification  under  Farming,  Fishing,  and  Forestry  and  Food  Preparation 
and  Serving  Related  occupations,  rates  within  the  Management  occupations  category 
will  also  change. 

•  Computer  and  Mathematical  Occupations 

o  An  error  was  made  during  data  analyses  in  which  occupations  with  any  title  containing  the 
letters  "IT"  in  succession,  (e.g.,  wrITer,  archITect)  were  miscoded  under  the  "Computer 
and  Mathematical  Occupations"  group.  This  led  to  suicide  rates  among  computer  and 
mathematical  occupations  being  overestimated  and  other  groups  being 
underestimated. 

Research  shows  that  suicide  is  one  of  the  top  10  leading  causes  of  death  in  the  United  States.  Suicide 
rates  are  higher  in  rural  America  than  in  urban  America.  Additionally,  the  gap  in  suicide  rates  between 
rural  and  urban  areas  grew  steadily  from  1999  to  2015.  Individuals  living  and  working  in  rural 
communities  are  at  higher  risk  of  suicide  regardless  of  their  occupation.  Comprehensive  suicide 
prevention  efforts,  such  as  those  found  in  CDC's  PreventinQ  Suicide:  A  Technical  Package  of  Policy, 
Proprams  and  Practices,  can  benefit  people  living  in  rural  America. 

CDC  is  committed  to  quality  and  is  working  to  meet  our  usual  standards  for  excellence.  CDC's  MMWR 
office  is  publishing  a  Notice  to  Readers  on  Thursday,  June  28,  and  the  scientific  authors  are  working 


diligentiv  to  reanalyze  and  publish  corrected  data.  We  apologize  for  the  errors  in  the  report.  Suicide  is  a 
serious  public  health  problem  that  can  have  lasting  harmful  effects  on  individuals,  families,  and 
communities. 

Notice  to  Readers:  Ongoing  Analysis  of  Suicide  Rates  Data  by 
Occupational  Group  from  Results  Reported  in  MMWR 

Recently,  MMWR  Editors  were  in  formed  by  the  authors  of  “Suicide  Rates  by  Occupational  Group  —  17  States, 
2012”  (/)  that  some  results  and  conclusions  might  be  inaccurate  as  a  result  of  coding  errors  for  certain  occupational 
groups.  The  authors  are  undertaking  a  dioroiigh  reanalysis  of  the  data.  Tliis  notice  is  to  alert  readers  about  the  coding 
errors  while  the  reanalysis  is  conducted  to  assess  the  validity  of  results  and  conclusions  in  the  publication. 

Reference 

1 .  McIntosh  WL,  Spies  E,  Stone  DM,  Lokey  CN,  Trudeau  AR,  Bartholow  B,  Suicide  rates  by  occupational 
group— 17  states,  2012.  MMWR  Morb  Mortal  Wkly  Rep  2016;65i641-5. 
httDs://doi.orgjG0.1 5585.''mmwr.mm6525a1 

From:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  28,  2018  9:06  AM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.eov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9{5)cdc.gov>:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov>;  Ferdon,  Corinne 
(CDC/ONDIEH/NCIPC)  <diz4@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2(a)cdc.gov>;  Herbst, 
Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(g)cdc.gov>: 
Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>:  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8tacdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gQV>;  Holton,  Kelly  (CDC/OID/NCE2ID) 
<nfh5@cdc.gov>;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>;  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4(5)cdc.gov>:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9g)cdc.gov>: 
Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2^cdc.gov> 

Subject:  ACTION  Needed:  RE:  suicide  and  occupation  requests 
Importance:  High 

Tom,  Cory,  and  I  just  chatted.  We  need  a  meeting  of  DVP  in  consultation  with  Courtney  this  morning. 

Can  I  put  something  on  the  calendar  for  9:30  or  10  am? 

Can  Courtney,  Cory,  Tom,  Brad,  Jeff,  Erin,  and  Malia  make  this  work?  (Malia  may  not  be  able  to  join 
because  she  is  in  training.) 

Thanks, 

Marie 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  27,  2018  6:43  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 
<bnbl@cdc.gov>;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4(Scdc.gov>;  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2(acdc.gov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4@cdcgoy>;  Black, 
Erin  (CDC/ONDIEH/NCIPC)  <epm7fBcdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 


<dQf3@cdc.gQV>:  Daniel;  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>:  Richmond-Crurri;  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdcgQV> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iQd5fS)cdc.fiov>:  Holton,  Kelly  (CDC/OID/NCEZID) 
<nfh5@cdt.eov>:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.Rov>:  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4f@cdc.gov>:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9(acdc,gov>; 
Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gntl@cdcgoy> 

Subject:  RE:  suicide  and  occupation  requests 
Hi  there. 

This  is  what  OADC  leadership  is  proposing,  if  everyone  is  ok  with  this  it  will  need  to  be  re-cleared 
through  HHS.  I  will  then  need  to  contact  the  other  reporters  who  received  the  previous  statement  and 
give  them  the  updated  statement. 

Thanks! 

Courtney 

In  July  2016  CDC  published  a  Morbidity  and  Mortality  Weekly  Report  (MMWR),  Suicide  Rates  by 
Occupational  Group- 17  Ststes,  2012.  As  part  of  data  analyses  to  publish  updated  suicide  rates  by 
occupation  group  for  years  spanning  2005-2015,  CDC  discovered  the  following  coding  issues  with  the 
2016  MMWR  findings. 

•  Farming,  Fishing,  and  Forestry  Occupations 

^-"Farmers'"  and  '^Ranchers"  were  coded  under  the  occupation  category.  Farming,  Fishing, 
and  Forestry.  However,  the  Bureau  of  Labor  Statistics'  Standard  Occupation 
Classification  (SOC)  system,  which  is  used  to  assign  occupation  codes  to  each  suicide 
death,  and  the  U.S.  Census  Bureau's  Current  Population  Survey  March  Supplement 
classify  farmers  and  ranchers  under  "Management  Occupations."  This  led  to 
overestimation  of  the  rate  of  suicide  in  the  Farming,  Fishing,  and  Forestry  group  and 
underestimation  of  the  rate  of  suicide  among  Managers.  We  are  working  now  to 
determine  how  this  affected  the  results  reported  in  the  article. 

•  Food  Preparation  and  Serving  Related  Occupations 

e-Restaurant  managers/owners  were  coded  under  the  "Food  Preparation  and  Serving 
Related"  occupational  group,  however  these  cases  should  have  been  coded  under 
"Management  Occupations."  We  are  working  now  to  understand  how  this  affected  the 
results  reported  in  the  article.  This  led  to  an  ovorostimation  of  the  rata  of  suicidos 
among  the  food  preparation  group  and  an  underestimation  of  manager  suicides. 

•  Management  Occupations 

o  Because  of  misclassffication  under  Farming,  Fishing,  and  Forestry  and  Food  Preparation 
and  Serving  Related  occupations,  rates  within  the  Management  occupations  category 
will  also  are  expected  to  change. 

•  Computer  and  Mathematical  Occupations 

■  A  coding  error  was  made  during  data  analyses  that  led  to  some  cases  being 

mistakenly  included  in  this  category.  We  are  working  now  to  understand  how  this 
affected  the  results  reported  in  the  article.  As  a  result,  the  suicide  rates  were 


overestimated  for  computer  and  mathematical  occupations  and  uncterestimated 

among  other  groups. 

Research  shows  that  suicide  is  one  of  the  top  10  leading  causes  of  death  in  the  United  States.  Suicide 
rates  are  higher  in  rural  America  than  in  urban  America.  Additionally,  the  gap  in  suicide  rates  between 
rural  and  urban  areas  grew  steadily  from  1999  to  2015.  Individuals  living  and  working  in  rural 
communities  are  at  higher  risk  of  suicide  regardless  of  their  occupation.  Comprehensive  suicide 
prevention  efforts,  such  as  those  found  in  CDC's  Preventino  Suicide:  A  Technical  Packaoe  of  Policy. 
Programs  and  Practices,  can  benefit  people  living  in  rural  America. 

CDC  is  committed  to  quality  and  is  working  to  meet  our  usual  standards  for  excellence.  CDC's  MMWR 
office  published  a  Notice  to  Readers  on  Thursday,  June  28,  and  the  scientific  authors  are  working 
diligently  to  reanalyze  and  publish  corrected  data.  We  apologize  for  any  misrepresentation.  Suicide  is  a 
serious  public  health  problem  that  can  have  lasting  harmful  effects  on  individuals,  families,  and 
communities. 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  27,  2018  5:41  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zyg5^cdcggv>;  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 
<bnbl@cdc.Eov>;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4@cdc.gov>;  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2(acdc.gov>;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4<Scdc.eov>:  Black, 
Erin  (CDC/ONDIEH/NCIPC)  <e pm7@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

<dof3(5)cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(5)cdc.gov>;  RIchmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Holton,  Kelly  (CDC/OID/NCEZID) 
<nfh5@cdc.gov>;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.Rov>:  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4@cdc.Rov>:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9facdc.gov>: 
Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2@cdc.eov> 

Subject:  RE:  suicide  and  occupation  requests 
Hi  Courtney, 

Here  is  the  edited  text  describing  the  coding  errors  that  we  had  drafted  for  the  talking  points.  You  will 
see  that  this  shortens  the  responses  to  the  first  and  fourth  bullets.  This  change  is  suggested  in  case 
the  results  change  as  the  team  finalizes  the  updated  numbers. 

-Tom 

While  in  the  process  of  updating  occupational  suicide  rates  to  reflect  data  from  2005-2015  in 
preparation  for  a  new  report,  CDC  discovered  several  coding  errors  from  the  2016  report, 
o  Farming,  Fishing,  and  Forestry  Occupations 

•  “Farmers”  and  “Ranchers"  were  coded  under  the  occupation  category,  Farming, 

Fishing,  and  Forestry.  However,  the  SOC  system,  which  is  used  to  assign 
occupation  codes  to  each  suicide  death,  and  the  U.S.  Census  Bureau's  Current 
Population  Survey  March  Supplement  classify  farmers  and  ranchers  under 
"Management  Occupations."  This  led  to  overestimation  of  the  rate  of  suicide  in 
the  Farming,  Fishing,  and  Forestry  group  and  underestimation  of  the  rate  of 
suicide  among  Managers. 

oFood  Preparation  and  Serving  Related  Occupations 

•  Restaurant  managers/owners  were  coded  under  the  "Food  Preparation  and  Serving 

Related"  occupational  group,  however  these  cases  should  have  been  coded 


under  ‘‘Management  Occupations.”  This  led  to  an  overestimation  of  the  rate  of 
suicides  among  the  food  preparation  group  and  an  underestimation  of  manager 
suicides 

o  Management  Occupations 

•  Because  of  misclassification  under  Farming,  Fishing,  and  Forestry  and  Food 

Preparation  and  Serving  Related  occupations,  rates  within  the  Management 
occupations  category  will  also  change, 
o  Computer  and  Mathematical  Occupations 

•  A  coding  error  was  made  during  data  analyses  that  led  to  some  cases  mistakenly 

included  in  this  category.  As  a  result,  the  suicide  rates  among  computer  and 
mathematical  occupations  were  overestimated,  and  they  underestimated  among 
other  groups. 

oCDC  is  undertaking  a  thorough  reanalysis  of  the  data  and  conclusions  in  the 
publication.  Revised  information  \A/ill  be  made  available  as  soon  as 
possible. 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  27,  2018  4:16  PM 

To:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(acdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4@cdc.gov>;  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4@cdc.gov>:  Black, 
Erin  (CDC/ONDIEH/NCIPC)  <epm7f5)cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

<dof3@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>:  Holton,  Kelly  (CDC/OID/NCEZID) 
<nfh5@cdc,gbv>;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>:  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4facdc.eov>:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9facdc.gov>: 
Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2@cdc.gov> 

Subject:  RE:  suicide  and  occupation  requests 

The  attached  has  gone  out  to  CDC's  media  list,  embargoed  until  1:00  pm  tomorrow. 

Sorry  to  push,  but  we  need  to  figure  out  the  statement  because  we  likely  will  be  getting  more  requests.  I 
already  have  one  from  Politico.  Is  it  just  the  green  highlight  that  needs  to  be  removed  or  will  there  be 
more  changes? 

Thanks  much! 

Courtney 

From;  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  27,  2018  3:27  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zva5@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4@cdc.gov>;  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4iS)cdc.gov>;  Black, 
Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.eov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

<dof3g)cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8(®cdcgpy>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 


Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>;  Holton,  Kelly  (CDC/OID/NCEZID) 
<nfh5(5)cdc.gov>:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7t5>i:dc.Rov>:  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4@cdc.gov>:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>; 
Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2g)cdc.eov> 

Subject:  RE:  suicide  and  occupation  requests 
Hi  Courtney, 

I  agree  with  Tom  and  Cory  that  we  should  not  include  any  numeric  details  until  such  time  that  all  data 
coding  and  calculations  have  been  verified.  With  regard  to  the  question  about  extracting  data  specific  to 
farmers  or  agricultural  workers  from  the  group  in  the  larger  category,  we  are  not  able  to  do  that 
because  we  don't  have  the  specific  denominator  data. 

Thanks, 

Brad 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  27,  2018  2:55  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 
<diz4@cdc,gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Herbst,  Jeffrey 
(CDC/ONDIEH/NCIPC)  <afo4facdc.gov>:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gov>: 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7facdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3(5)cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gOv> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>;  Holton,  Kelly  (CDC/OID/NCEZID) 
<nfh5@cdc.gov>;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>:  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4f5)cdc.gov>:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9facdc.gov>: 
Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2@cdc.Eov> 

Subject:  RE:  suicide  and  occupation  requests 
Thanks  all! 

Brad,  please  let  me  know  if  you  need  any  clarification  on  what  the  CBS  reporter  is  asking,  appreciate 
your  guidance  with  drafting  a  response  back  to  her.  Also,  so  you  are  aware,  the  original  statement  went 
out  last  Friday  to  New  Food  Economy  and  Washington  Post.  Today,  the  updated  statement  went  to 
Scripps,  KRLD,  Australian  Broadcasting  Company,  Emmetsburg  Reporter  &  Democrat  and  CBS— that 
includes  the  green  highlight  below.  Once  there  is  another  updated  version  I  will  need  to  share  with 
OADC  and  HHS  again  for  approval. 

Thanks! 

Courtney 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  27,  2018  2:49  PM 

To:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4@cdc.gov>;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zvq5@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2<5)cdc.gQv>;  Herbst,  Jeffrey 
(CDC/ONDIEH/NCIPC)  <afo4facdc.gov>:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl(acdc.gov>: 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7fScdc.Eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>;  Richmond-Crum,  Malia 


(CDC/ONDIEH/NCIPC)  <irv8(acdc.gov> 

Cc:  Middleb rooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>;  Holton,  Kelly  (CDC/OID/NCEZID) 
<nfh5@cdc.gov>;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>:  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4g)cdc.gov>:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gov>; 
Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2@cdc.gov> 

Subject:  RE:  suicide  and  occupation  requests 
Hi  everyone, 

I  agree,  until  the  ne\w  results  have  been  confirmed  and  double  checked  with  NIOSH  I  would  prefer  that 
we  not  release  details.  In  addition  to  the  highlighted  text  below,  I  think  we  should  simplify  the  response 
about  the  compute/mathematical  occupation. 

I  know  Cory  is  working  on  edits  to  the  larger  talking  point  document  that  this  is  drawn  from  so  I'll  send 
her  my  edits  to  incorporate  in  that. 

-Tom 

From:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  27,  2018  2:28  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC)  <zvg5(5)cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(5>cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Herbst,  Jeffrey 
(CDC/ONDIEH/NCIPC)  <afo4tacdc.gov>:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl(5icdc.gov>: 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7iacdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3@cdc.gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5(5)cdc.gov>:  Holton,  Kelly  (CDC/OID/NCEZID) 
<nfh5@cdc.gov>;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>:  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <xkp4f5)cdc.eov>:  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9(5)cdc.eov>: 
Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2(5)cdc.gov> 

Subject;  RE:  suicide  and  occupation  requests 

Courtney:  I  am  currently  reviewing  another  Q/A  document  in  clearance  and  I  am  noticing  what  I  have 
highlighted  in  green  below.  I  thought  we  had  decided  to  not  include  this  type  of  information  until  the  re¬ 
analyses  are  completed  and  review.  It  would  be  best  for  Brad  to  validate  if  this  point  should  be  included 
at  this  point  in  time.  I  may  not  be  current  on  all  conversations. 

Brad:  Could  you  verify  if  this  information  should  be  included  at  this  time  or  are  we  completely  confident 
that  this  information  is  accurate  and  will  not  change  over  the  course  of  further  re-analyses? 

From;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  27,  2018  10:22  AM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2iacdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(5)cdc.gov>:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4f5)cdc.gov>:  Herbst,  Jeffrey 
(CDC/ONDIEH/NCIPC)  <afo4@cdC-gov>;  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbl@cdc.gQV>; 

Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3@cdc,gov>;  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Middlebrooks,  Jennifer  (CDC/ONDIEH/NCIPC)  <iod5@cdc.gov>;  Holton,  Kelly  (CDC/OID/NCEZID) 


<nfh5j®cdcgoy>;  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC)  <hsa7@cdc.gov>:  Lane,  Gabraelle 
(CDC/ONDIEH/NCIPC)  <Kkp4(g>cdc.gov>;  Solhtalab,  Elizabeth  (CDC/ONDIEH/NCIPC)  <ikd9@cdc.gQV>: 
Watkins,  Jacqueline  (CDC/OID/NCEZID)  <gnt2@cdc.ROV> 

Subject:  suicide  and  occupation  requests 
Good  morning  all, 

Just  so  we  are  all  on  the  same  page,  there  are  four  pending  requests  around  the  suicide/occupation 
MMWR.  Austrailian  Broadcasting  Corporation,  Scripps  News,  KRLD  News,  and  Emmetsburg  Reporter  & 
Democrat.  I  will  share  the  reactive  statement  (once  we  have  HHS  approval),  which  has  been  updated  to 
include  the  mention  of  a  Notice  to  Readers.  I  will  also  share  with  CBS  so  they  are  aware,  they  did  not 
reach  out  before  writing  their  story.  The  CBS  piece  is  likely  the  reason  some  of  the  requests  below  came 
in.  IVe  included  the  updated  reactive  statement  at  the  bottom,  as  well  as  the  final  Notice  to  Readers  just 
so  everything  is  in  one  email. 

Thanks  all  for  your  help  with  this! 

Courtney 

Reporter's  Name:  Marty  McCarthy 

Media  Outlet:  Australian  Broadcasting  Company 

Questions  for  CDC:  Hi  Dante  Sorry,  I  sent  you  an  email  from  the  wrong  account.  Please  reply  to  this 
one*  Thanks  for  taking  my  call  earlier.  I  was  hoping  to  interview  someone  over  the  phone  sometime  in 
the  next  few  hours,  about  the  rising  suicides  rates  in  the  US  agriculture  sector  Here  in  Australia  we 
have  a  similar  problem.  I  work  the  Australian  Broadcasting  Corporation*  The  story  will  be  for  radio  and 
online.  If  you're  keen,  please  let  me  know  who  I  should  call  and  a  contact  number  for  them.  Regards, 

Reporter's  Name:  Patrick  Terpstra 
Media  Outlet:  Scripps  News 

Questions  for  CDC:  Hr  there,  Patrick  with  the  DC  bureau  of  Scripps  News  working  with  a  deadline  today 
of  5  ET.  I  hope  this  finds  you  well.  I've  got  some  questions  on  this  study,  "Suicide  Rates  by  Occupational 
Group  - 17  states,  2012."  1)  fs  this  the  most  recent  analysis  of  suicide  rates  that  would  include 
"healthcare  pracitioners  and  technical"  (SOC  code  29}?  2)  fs  CDC  able  to  break  down  the  suicides  in 
SOC  code  29  to  include  Just  numbers  in  SOC  code  29-1060,  "physicians  and  surgeons,"  which 
comprises: .  29-1061  Anesthesiologists  .  29-1062  Family  and  General  Practitioners  .  29-1063  Internists, 
General  .  29-1064  Obstetricians  and  Gynecologists  .  29-1065  Pediatricians,  General .  29-1066 
Psychiatrists  .  29-1067  Surgeons  .  29-1069  Physicians  and  Surgeons,  All  Other  I  can  also  be  reached  at 
202.408.2709.  Thanks!  Patrick 

Reporter's  Name:  Cameron  Fairchild 
Media  Outlet:  KRLD  News 

Questions  for  CDC:  I  am  reading  the  CDC  report  on  a  huge  spike  in  suicides  among  farmers  and  farm 
workers.  I  would  like  to  do  a  brief  telephone  interview  on  the  study.  In  addition  to  our  normal  Texas 
State  Network  newscasts,  we  have  a  daily  Lone  Star  Farm  and  Ranch  Report  for  our  stations.  I  will  do  a 
feature  for  that  show. 

Reporter's  Name:  Darren  Fraser 

Media  Outlet:  Emmetsburg  Reporter  &  Democrat 

Questions  for  CDC:  Dear  CDC  Media:  Please  send  me  a  link  to  the  above  report.  Thank  you.  Sincerely, 


UPDATED  reactive  statement: 

In  July  2016  CDC  published  a  Morbidity  and  Mortality  Weekly  Report  (MMWR)^  Suicide  Rates  by 
Occupational  Group-  17  States,  2012.  As  part  of  data  analyses  to  publish  updated  suicide  rates  by 
occupation  group  for  years  spanning  2005-2015,  CDC  discovered  the  following  coding  issues  with  the 
2016  MMWR  findings. 

•  Fanning,  Fishing,  and  Forestry  Occupations 


'Farmers"  and  "Ranchers"  were  coded  under  the  occupation  category,  Farming,  Fishing, 
and  Forestry.  However,  the  Bureau  of  Labor  Statistics'  Standard  Occupation 
Classification  (SOC)  system,  which  is  used  to  assign  occupation  codes  to  each  suicide 
death,  and  the  U.S*  Census  Bureau's  Current  Population  Survey  March  Supplement 
classify  farmers  and  ranchers  under  "Management  Occupations."  This  led  to 
overestimation  of  the  rate  of  suicide  in  the  Farming,  Fishing,  and  Forestry  group  and 
underestimation  of  the  rate  of  suicide  among  Managers.  iThis  affected  90  cases  analyg^ 
in  the  study.  This  revised  rate  ranks  the  Farming,  Fishing,  and  Forestry  occupational] 
group  as  haviflg  the  tWrd  highest  suicide  rate  (originally  it  was  reported  as  the  hij^testj, 
tfter  the  ^^construction  and  extraction^'  and  the  "Installation,  maintenance,  and 
pccupational  groups. 


•  Food  Preparation  and  Serving  Related  Occupations 

o  Restaurant  managers/owners  were  coded  under  the  "Food  Preparation  and  Serving 
Related"  occupational  group,  however  these  cases  should  have  been  coded  under 
"Management  Occupations."  This  led  to  an  overestimation  of  the  rate  of  suicides  among 
the  food  preparation  group  and  an  underestimation  of  manager  suicides 


•  Management  Occupations 

o  Because  of  misclassification  under  Farming,  Fishing,  and  Forestry  and  Food  Preparation 
and  Serving  Related  occupations,  rates  within  the  Management  occupations  category 
will  also  change. 


•  Computer  and  Mathematical  Occupations 

o  An  error  was  made  during  data  analyses  in  which  occupations  with  any  title  containing  the 
letters  "IT"  in  succession,  (e.g,,  wrITer,  archlTect)  were  miscoded  under  the  "Computer 
and  Mathematical  Occupations"  group.  This  led  to  suicide  rates  among  computer  and 
mathematical  occupations  being  overestimated  and  other  groups  being 
underestimated. 

Research  shows  that  suicide  is  one  of  the  top  10  leading  causes  of  death  in  the  United  States.  Suicide 
rates  are  higher  in  rural  America  than  in  urban  America.  Additionally,  the  gap  in  suicide  rates  between 
rural  and  urban  areas  grew  steadily  from  1999  to  2015.  Individuals  living  and  working  in  rural 
communities  are  at  higher  risk  of  suicide  regardless  of  their  occupation.  Comprehensive  suicide 
prevention  efforts,  such  as  those  found  in  CDC's  PreventinQ  Suicide:  A  Technical  Package  of  Policy: 
Programs  and  Practices,  can  benefit  people  living  in  rural  America. 


CDC  is  committed  to  quality  and  is  working  to  meet  our  usual  standards  for  excellence*  CDC's  MMWR 
office  is  publishing  a  Notice  to  Readers  on  Thursday^  June  2S,  and  the  scientific  authors  are  working 
diligently  to  reanalyze  and  publish  corrected  data.  We  apologize  for  any  misrepresentation.  Suicide  is  a 
serious  public  health  problem  that  can  have  lasting  harmful  effects  on  individuals,  families,  and 
communities. 

Notice  to  Readers:  Ongoing  Analysis  of  Suicide  Rates  Data  by 
Occupational  Group  from  Results  Reported  in  MMWR 

Recently,  MMWR  Editors  were  informed  by  the  authors  of 'Suicide  Rates  by  Occupational  Group  —  1 7  States, 
2012”  (7)  that  some  results  and  conclusions  might  be  inaccurate  as  a  result  of  coding  errors  for  certain  occupational 
groups.  The  authors  are  undertaking  a  thorough  reanalysis  of  the  data.  This  notice  is  to  alert  readers  about  the  coding 
errors  while  the  reanalysis  is  conducted  to  assess  the  validity  of  results  and  conclusions  in  the  publication. 

Reference 

1.  McIntosh  WL,  Spies  E,  Stone  DM,  Lokey  CN,  Trudeau  AR,  Bailholow  B.  Suicide  rates  by  occupational 
group— 17  states,  2012.  MMWR  Morb  Mortal  Wkly  Rep  2016;65:641-5, 
https://doi*or^/10*1 5585/Tnmwr*inm6525al 
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Senior  Press  Officeri  National  Center  for  infury  Prevention  and  Control  I  Health  Communication  and  Science  Office  1 0: 
770.488.3733  I  Monday  &  Friday  telework:  404.808.3037 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


From: 

Sent: 

To: 

Cc: 

Subject: 

Hi  Tom, 

Unfortunately,  the  degree  in  which  state  suicide  rate  increases  is  attributable  to  Veteran  suicide  rate 
increases  is  unknown  at  this  point,  Rob  Bossarte  and  I  are  working  on  this  paper  right  now  (Rob  is  lead). 
We  may  have  some  preliminary  findings  but  we  are  hesitant  to  release  anything  at  this  point  because 
we  need  to  coordinate  any  possible  public  release  of  these  findings  with  the  release  of  the  VA  suicide 
report,  which  should  be  released  soon. 

The  best  I  can  tell  you  is  to  say  something  ''Currently,  it  is  not  well  known  of  how  much  the  state  rate 
increases  are  attributable  to  Veteran  suicide  rate  increases.  CDC  is  currently  working  with  academic 
scholars  and  the  Department  of  Veterans  Affairs  to  examine  that  specific  question.  Results  of  this  work 
is  forthcoming." 

Does  the  OD  have  a  preference  on  how  we  should  release  our  findings  (peer-reviewed  paper,  MMWR)? 
If  they  want  us  to  release  the  findings  really  soon  as  a  follow-up  to  this  Vital  Signs,  then  we  can  do  an 
MMWR  for  Suicide  Prevention  Month.  Thoughts? 

J. 

J.  Logan,  Ph.D. 

Suicide  and  Youth  Vrotenca,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evaluation  Branch 

Division  of  Violence  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

MS:  F-63 

Ennailr  ffa3@cdc.qov 
Telework  day:  Thursday 
Office  phone:  770-4S8-1529 
Telework  phone:  404-884-4879 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  9,  2018  9:07  AM 
To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  veteran  suicide 
HiJ., 

Thank  you  for  providing  these.  The  need  for  this  type  of  information  came  up  yesterday. 

We  will  be  adding  some  to  the  Q's  and  A's. 

Dr.  Shuchat  expressed  interested  in  understanding  how  much  of  the  population  increase  in  suicide  rates 
is  attributable  to  the  increase  among  veterans.  How  well  are  we  able  to  quantify  this? 

-Tom 

From:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  May  8,  2018  12:13  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(S)cdc.gQV> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9f5)cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl(5)cdc.gov> 

Subject:  RE:  veteran  suicide 

Here  are  some  TPs  on  Military  and  Veteran  suicide.  With  regard  to  the  epi,  I  didn't  know  what  was 
important  so  I  included  a  number  of  bullet  points.  Feel  free  to  select  the  most  important  ones  for  Anne. 
More  information  can  also  be  accessed  on  SharePoint/SDVWG/documents.. 


Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

9  May  2018  11:24:28-0400 
Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
RE:  veteran  suicide 


I  had  a  couple  minor  points  or  questions  that  might  come  up  in  general.  Feel  free  to  add  to  your  talking 

points. 

J.  Logan,  Ph.D. 

Suicide  and  Youth  Violence,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evaluation  Branch 

Division  of  Vtoience  Prevention 

National  Center  for  injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

MS:  F-63 

Email:  ffa3@cdc.qov 
Telework  dayr  Thursday 
Office  phone:  770-4B8-1529 
Telework  phone:  404-884-4879 

From:  Simon,  Thomas  (CDC/ONDIEH/IMCIPC) 

Sent:  Saturday,  May  5,  2018  12:58  PM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc,gov> 

Subject:  RE:  veteran  suicide 
Hi  J„ 

The  VS  MMWR  (attached)  is  not  about  military /Veteran  Suicide  but  there  is  one  line  in  the  table 
showing  the  proportion  of  decedents  who  have  served  in  the  military  (see  Table  1). 

The  Surgeon  General  is  going  to  participate  in  the  telebriefing  for  the  VS  and  he  is  likely  to  make  a  point 
about  the  high  risk  among  Veterans  and  the  need  for  prevention.  This  could  generate  some  questions 
for  us  from  the  media. 

Lm  glad  that  you  have  q's  and  a's  to  choose  from.  I  don't  seem  to  be  able  to  access  the  (Xs  and  A's  on 
Sharepoint.  If  you  could  send  us  a  few  Q's  and  A's  with  short  answers  to  questions  you  think  will  come 
up  related  to  trends,  prevention  strategies,  what  C DC  is  doing,  etc.  that  will  be  helpful  You  have  a 
better  sense  of  what  comes  up  most  often. 

We  have  a  pre-briefing  with  Dr.  Schuchat  on  Tuesday  and,  if  possible,  it  would  be  good  for  us  to  have 
these  with  us  in  case  it  comes  up.  The  actual  launch  is  not  until  6/7  though  so  we  have  time  to  finalize 
this  once  we  see  exactly  what  the  SG  intends  to  say. 

Thank  you[ 

-Tom 

From:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent:  Saturday,  May  5,  2018  9:15  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gQV> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl@cdc.gov> 

Subject:  RE:  veteran  suicide 
Hi  Tom, 

If  you  can  give  me  a  few  days,  I  can  help.  If  you  need  the  Q  and  As  immediately,  then  feel  free  to  draw 
from  the  documents  I  posted  on  SharePoint.  Just  note,  on  Monday  morning,  I  plan  to  update  them  in 
prep  for  Marcus  so  please  wait  on  accessing  them  until  noonish.  We've  had  some  significant 
enhancements  that  I  need  to  include.  All  I  ask  is  that  if  you  can  please  send  the  Q  and  As  to  me  before 
sending  them  up  the  chain,  I  would  appreciate  it.  I  just  want  to  keep  an  eye  on  what  we  release  so  we 
don't  accidently  repeat  the  events  of  the  last  few  weeks. 

If  you  would  like  my  help  with  drafting  them,  then  please  send  me  any  background  materials  (Vital  Signs 
drafts,  fact  sheets  etc)  so  I  understand  the  context.  There  are  a  lot  of  different  ways  the  Q  and  As  can  go 
and  so  f  might  be  able  to  narrow  the  scope  of  possible  key  relevant  questions  and  messages  if  I  have 
more  background. 

J. 

J.  Logan,  Ph.D. 

Suicide  and  Youth  Violence,  Emerging  Topics  (SaYVE)  Team 


Research  &  Evaluation  Branch 
Division  of  Vioience  Prevention 
National  Center  for  injury  Prevention  and  Control 
Centers  for  Disease  Controi  and  Prevention 
MS:  F-63 

Email:  ffa3@cdc>qov 
Telework  day:  Thursday 
Office  phone:  770-488-1529 
T ele work  phone:  404 -8 84-48 79 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  4,  2018  11:54  AM 

To:  Logan,  Joseph  (J.)  (CDC/ONDiEH/NCIPC)  <ffa3@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhlgicdc.Bov> 

Subject:  veteran  suicide 
Hi  J, 

We  are  compiling  q's  and  a's  for  the  upcoming  vital  signs.  Do  you  have  any  q's  and  a's  related  to  Veteran 
suicide  that  we  can  pull  from? 

The  Surgeon  General  is  participating  in  the  launch  and  he  is  particularly  interested  in  Veteran  suicide. 

I  think  short  answers  to  questions  about  trends,  prevention  strategies,  and  what  CDC  is  doing  will  be 
helpful. 

Thank  you! 

-Tom 


From: 

Sent: 

To: 

Cc: 

Subject: 

Attachments: 


Logan  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

8  May  2018  12:13:03  -0400 
Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 


RE:  veteran  suicide 
TPs_mil_Logan.docx 


Here  are  some  TPs  on  Military  and  Veteran  suicide.  With  regard  to  the  epi,  I  didn't  know  what  was 
important  so  I  included  a  number  of  bullet  points.  Feel  free  to  select  the  most  important  ones  for  Anne. 
More  information  can  also  be  accessed  on  SharePoint/SDVWG/documents., 

I  had  a  couple  minor  points  or  questions  that  might  come  up  in  general.  Feel  free  to  add  to  your  talking 

points. 

J.  Logan,  Ph.D. 

Suicide  and  Youth  Viotence,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evaruation  Branch 

Division  of  Violence  Prevention 

Nationat  Center  for  Injury  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

MS:  F-63 

Email:  ffa3@cdc,qov 
Telework  day:  Thursday 
Office  phone:  770 -48 8-1 529 
Telework  phone:  404-8844879 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Saturday,  May  5,  2018  12:58  PM 
To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  veteran  suicide 
Hi  J., 

The  VS  MMWR  (attached)  is  not  about  military /Veteran  Suicide  but  there  is  one  line  in  the  table 
showing  the  proportion  of  decedents  who  have  served  in  the  military  (see  Table  1). 

The  Surgeon  General  is  going  to  participate  in  the  telebriefing  for  the  VS  and  he  is  likely  to  make  a  point 
about  the  high  risk  among  Veterans  and  the  need  for  prevention.  This  could  generate  some  questions 
for  us  from  the  media. 

Fm  glad  that  you  have  q's  and  a's  to  choose  from.  I  don't  seem  to  be  able  to  access  the  Q's  and  A's  on 
Sharepoint.  If  you  could  send  us  a  few  Q's  and  A's  with  short  answers  to  questions  you  think  will  come 
up  related  to  trends,  prevention  strategies,  what  CDC  is  doing,  etc.  that  will  be  helpful.  You  have  a 
better  sense  of  what  comes  up  most  often. 

We  have  a  pre-briefing  with  Dr.  Schuchat  on  Tuesday  and,  if  possible,  it  would  be  good  for  us  to  have 
these  with  us  in  case  it  comes  up.  The  actual  launch  is  not  until  6/7  though  so  we  have  time  to  finalize 
this  once  we  see  exactly  what  the  SG  intends  to  say. 

Thank  you! 

-Tom 

From:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC) 

Sent;  Saturday,  May  5,  2018  9:15  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(g>cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl@cdc,gQV> 

Subject:  RE:  veteran  suicide 
Hi  Tom, 

If  you  can  give  me  a  few  days,  I  can  help.  If  you  need  the  Q  and  As  immediately,  then  feel  free  to  draw 
from  the  documents  I  posted  on  SharePoint,  Just  note,  on  Monday  morning,  I  plan  to  update  them  in 


prep  for  Marcus  so  please  wait  on  accessing  them  until  noonisb.  We've  had  some  significant 
enhancements  that  I  need  to  include.  All  I  ask  is  that  if  you  can  please  send  the  Q  and  As  to  me  before 
sending  them  up  the  chain,  I  would  appreciate  it.  I  just  want  to  keep  an  eye  on  what  we  release  so  we 
don't  accidently  repeat  the  events  of  the  last  few  weeks* 

If  you  would  like  my  help  with  drafting  them,  then  please  send  me  any  background  materials  (Vital  Signs 
drafts,  fact  sheets  etc)  so  I  understand  the  context.  There  are  a  lot  of  different  ways  the  Q  and  As  can  go 
and  so  I  might  be  able  to  narrow  the  scope  of  possible  key  relevant  questions  and  messages  if  I  have 
more  background. 

J. 

J.  Logan,  Ph,D. 

Suicide  and  Youth  Violence,  Emerging  Topics  (SaYVE)  Team 

Research  &  Evaluation  Branch 

Division  of  Violence  Prevention 

National  Center  for  Injuiy  Prevention  and  Control 

Centers  for  Disease  Control  and  Prevention 

MS:  P-63 

Email:  ffa3@cdc*qov 
Telework  day:  Thursday 
Office  phone:  770^488-1529 
Telework  phone:  404-884-4879 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  4,  2018  11:54  AM 

To:  Logan,  Joseph  (J.)  (CDC/ONDIEH/NCIPC)  <ffa3@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<fmhl@cdc-gov> 

Subject:  veteran  suicide 
Hi  J., 

We  are  compiling  q's  and  a's  for  the  upcoming  vital  signs.  Do  you  have  any  q's  and  a's  related  to  Veteran 
suicide  that  we  can  pull  from? 

The  Surgeon  General  is  participating  in  the  launch  and  he  is  particularly  interested  in  Veteran  suicide. 

I  think  short  answers  to  questions  about  trends,  prevention  strategies,  and  what  CDC  is  doing  will  be 
helpful. 

Thank  you! 

-Tom 


I,  Do  you  have  any  information  on  suicide  among  Veterans  and  Miiitary  service  members? 

While  we  did  not  describe  Veteran  suicides  in  this  study,  here  are  some  key  epidemiologic  findings  from 

other  reports  published  by  the  Departments  of  Veterans  Affairs  and  Defense,  as  well  as  the  CDC 

Veterans: 

•  An  average  of  20  Veterans  died  by  suicide  each  day:  roughly  14  of  these  are  not  using  VHA  services, 

•  Rates  dramatically  increased  from  12/100,000  in  2005  to  110/100,000  in  2014  among  young  Veterans 
aged  18‘24  years  who  were  using  VHA  services  and  were  in  Operations  Enduring  Freedom,  Iraqi 
Freedom,  or  New  dawn 

•  Suicides  among  young  Veterans  aged  18-35  years  are  highly  concentrated  in  a  small  proportion  of 
counties*  Within  17  NVDRS  states,  an  estimated  33%  of  suicides  among  Veterans  aged  18-35  years 
occurred  in  just  3%  of  U*S,  counties  and  69%  occurred  in  13%  of  U*S.  counties.  Many  of  these  high 
burden  counties  do  not  have  easy  access  to  VHA  facilities* 

•  The  overall  burden  of  Veteran  suicide  is  mostly  among  Veterans  of  middle  to  older  adult  ages*  An 
estimated  65%  of  Veteran  suicides  occurred  among  Veterans  ages  50  years  an  older 

•  Veterans  accounted  for  18  percent  of  adult  suicides  but  constituted  only  8*5  percent  of  the  U,S.  adult 
population  (ages  18+). 

•  Accounting  for  age  and  sex,  risk  for  suicide  was  21  percent  higher  among  Veterans  versus  civilians. 

•  Accounting  for  age,  risk  for  suicide  was  2.4  times  higher  among  female  Veterans  versus  female  civilians 

Active  duty: 

•  Suicide  rates  have  doubled  from  12.5  per  100,000  in  2005  to  30  deaths  per  100,000  in  2012.  Steady 
declines  in  recent  years  have  been  observed  (although  this  could  be  because  more  service  members 
were  recently  discharged  and  therefore  their  suicides  would  be  reflected  in  the  Veteran  population) 

•  Since  2001-2014,  51%  of  suicide  decedents  were  Army  service  members;  18%  were  Air  Force  service 
members;  17%  were  Navy  service  members;  14%  were  Marines 

•  Key  epidemiological  findings  include: 

o  94%  were  male 

o  72%  were  of  white  race 

o  87%  were  of  non-Hispanic  ethnicity 

o  83%  were  under  the  age  of  35  years 

o  88%  were  in  the  enlisted  ranks  of  E1-E9 

o  72%  only  had  a  high  school  graduate  level  of  education  (or  less) 
o  52%  were  married 

o  68%  of  suicides  were  the  result  of  firearm  injuries 
o  54%  had  a  history  of  deployment 


2.  You  mentionedi  that  the  veteran  suicide  rote  is  increasing  among  young  Veterans  and  Veterans  o\/erail 
account  for  18%  of  the  suicides  but  only  8.5%  of  the  US  adult  population^  Do  you  think  the  rate 
increases  across  the  states  is  the  result  of  increases  in  Veteran  suicides? 

For  this  study,  we  were  unable  to  explore  the  reasons  of  why  we  observed  all  of  these  state  increases.  This 
question  needs  further  exploration*  Therefore,  we  are  unable  to  determine  if  the  broad  increase  in  suicide 
rates  across  the  states  is  the  result  of  increases  in  the  Veteran  suicide  rate* 


3.  is  CDC  engaged  in  preventing  suicides  among  Miiitary  service  members  and  Veterans? 

CDC  has  partnered  with  the  Departments  of  Veterans  Affairs  and  Defense  on  numerous  innovative  suicide 
prevention  projects  to  help  address  and  prevent  suicide  among  active  duty  service  members  and  Veterans. 
The  innovations  span  across  public  health  service*  Such  efforts  are  focused  to  improve  surveillance  of 
suicide,  increase  understanding  of  the  antecedents  of  suicide  and  potential  factors  that  might  protect 
against  risk  of  suicide,  improve  early  identification  of  suicide  risk  and  rapid  response  to  those  in  need  of 
services,  and  evaluate  key  population-level  suicide  prevention  policies  and  strategies  being  implemented 
across  states  and  at  military  installations.  While  we  cannot  share  details  of  these  efforts  at  this  time,  the 
overall  portfolio  of  work  embraces  the  seven  key  approaches  to  prevent  suicide  as  outlined  in  the  CDCs 
technical  package* 


Just  a  few  comments  on  some  items  that  might  draw  attention: 

•  Despite  the  limitation  you  present,  you  might  still  say  X%  were  identified  as  having  a  known  MH 
problem  by  investigating  agents  and  not  say  X%  had  "known  mental  health  problems*"  More  studies  are 
coming  out  with  drastically  higher  prevalence  estimates  of  suicide  decedents  with  known  MH  problems 
and  decedents  who  disclose  intent.  You  state  the  key  reasons  for  why  the  NVDRS  estimates  are 
conservative  in  the  limitations  section  but  readers  might  not  fully  understand  the  language  in  the  text 
within  the  context  of  the  limitations*  The  findings  on  current/former  military  service  members  are 
particularly  conservative.  Also  the  biases  in  the  investigation  process  may  partially  account  for  some  of 
your  findings  on  patterns  associated  with  known  MH  problems.  Agents  are  notorious  for  not  asking 
detailed  questions  while  investigating  violent  deaths  among  minorities,  which  may  partially  account  for 
the  higher  minority  %  among  those  without  a  'known  MH  problem." 

•  "suicide  prevention  is  often  oriented  toward  downstream  identification  of  suicidal  persons,  treatment  of 
mental  health  problems  and  prevention  of  reattempts."  Many  will  argue  this  is  not  the  case  anymore. 
The  predictive  analytics  movement  is  identifying,  or  trying  to  identify,  those  at  risk  of  suicide  and  refer 
such  individuals  into  preventive  medicine  way  before  they  are  exhibiting  symptoms,  MH  problems,  or 
even  risk  factors.  Some  will  say  this  is  the  best  way  to  identify  those  at  risk  of  suicide  who  currently  do 
not  have  known  MH  problems.  This  movement  is  popular  and  viewed  as  highly  upstream.  That  is  the 
strength  of  predictive  analytics  (i*e*,  it  is  moving  clinical  interventions  upstream).  The  limitations  of  this 
clinical  upstream  strategy  are  that  it  benefits  those  who  are  in  health  systems  (not  the  uninsured)  and 
that  this  type  of  intervention  only  reaches  the  individual-level  factors  (the  real  true  weakness).  Also, 
many  MH  systems  are  already  at  full  capacity  and  so  there  is  question  of  whether  clinical  operations  can 
handle  all  the  preventive  individual-level  interventions.  Therefore,  public  health  strategies  that  address 


factors  on  the  outer  layers  of  the  sociahecology,  strengthen  relationships,  build  community  and 
community-based  suicide  prevention  efforts,  and  improve  environments  will  help  reduce  suicide  among 
populations  so  clinical  operation  can  focus  on  getting  future  high  risk  patients  into  preventive 
interventions  before  symptoms  occur. 


"assuring  safe  reporting  by  the  media  in  order  to  prevent  suicide  contagion"  -  One  lesson  learned  from 
previous  high  profile  Vita  Signs  that  include  DHHS  or  surgeon  general  messaging  is  that  we  lose  control 
of  the  media  coverage.  There  can  easily  be  200-300  media  reports.  Because  this  VS  is  presenting  on  rate 
increases,  media  outlets  might  be  prone  to  reporting  this  as  a  "nationwide  epidemic,"  \A/e  know  that 
such  terms  are  inflammatory  and  can  increase  social  contagion.  One  may  ask  you  if  you  have  strong 
plans  to  ensure  the  widespread  media  coverage  will  be  in  compliance  with  media  reporting  guidelines* 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  14  May  2018  13:55:25 -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);CrosbY, 

Alexander  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  {CDC/OND(EH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Attachments:  TELEBRIEF  SCRIPT_V4_pgm_LS_5.7.18_1.40pm_TS_LS_SO.5.11.18.EB+ac+EB  ds 

+EBds5.14.2018.docx 

Hi  Erin  and  Deb, 

I  really  like  the  additions  that  Deb  provided.  I  noticed  that  we  were  missing  "committed"  for  the  list  of 
terms  so  I  added  that  and  I  found  one  place  where  we  needed  to  change  problems  to  conditions. 


-Tom 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  May  14,  2018  12:53  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC) ;  Kurnlt,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FSand  press  release  with  modifications  after  the  Pre-Brief 
VYith  attachment! 

Hi  Erin, 

I  noted  a  couple  of  typos  due  to  tracked  changes,  a  couple  of  places  where  problem  wasn't  replaced 
with  condition  and  a  few  other  minor  things  that  are  corrected. 

Thanks! 

Deb 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  May  14,  2018  12:37  PM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gQV>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(gcdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6(acdc.gov>: 
Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5g)cdc.gov>;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4g)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlg)cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3t5)cdc.Eov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3(5)cdc.gov> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Attached  is  the  current  version  of  the  script.  Thank  you  Deb,  Tom  and  Alex  for  your  feedback,  I  am 
waiting  to  receive  revisions  from  the  SG's  office  on  Dr.  Adam's  part  and  then  will  send  back  to  the  VS 
office.  Please  let  me  know  if  anyone  has  any  additional  feedback. 


From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  May  14,  2018  10:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(Bcdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.Eov>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9(acdc.gov>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <5nk6facdc.gov>: 

Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vfd5f5!cdc.gov>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4(Sicdc.Eov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlPcdc,gQV> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6(S?cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.Eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(aicdc.gQ\/>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3(5)cdc.gov> 

Subject:  Re:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  reviewed  the  transcript,  it  looks  good. 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Sunday,  May  13,  2018  19:33 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Black,  Erin  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC);  Ivey-Stephenson,  Asha  2.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Thanks,  Tom.  This  looks  great.  I've  gone  through  and  made  some  additional  final  edits.  Tom  and  Alex, 
you  may  want  to  take  one  more  look— sorry! 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Sunday,  May  13,  2018  4:49  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>:  Ivey-Stephenson,  Asha  2.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <5nk6@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc.gov>; 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDlEH/NCtPC)  <imhl@cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3f5)cdc.gov> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  Erin, 

Thank  you  for  moving  this  forward,  I  suggested  a  few  edits  in  the  version  attached.  There  are  some 
additional  points  to  make  in  the  terms  box  at  the  top  that  I  pulled  from  the  definitions  document.  Deb,  I 
added  a  note  for  you.  Also,  are  there  any  other  key  points  that  you  want  to  be  sure  are  made? 

Erin,  in  the  summary  you  provided  about  next  steps  you  indicated  that  there  was  a  request  to  put  the  % 
who  disclosed  suicidal  thoughts  in  the  script.  \A/as  that  really  to  go  in  the  script?  It  seems  more 
appropriate  for  the  Q  &  A. 

The  answer  would  be  that  the  %  of  suicide  decedents  who  disclosed  suicide  intent  was  slightly  higher 
among  those  with  mental  health  problems  (24.5%)  compared  to  those  without  known  mental  health 
problems  (22,5%). 


-Tom 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Saturday,  May  12,  2018  12:01  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Ivey- Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.Eov>:  Kegler,  Scott  R, 
(CDC/ONDIEH/NCIPC)  <5nk6(S)cdc.Eov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5(5)cdc.gov>; 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.Eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.Eov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <jgx6(®cdcgpy>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8(5>cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(Scdc.gov>:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3<acdc.EOV> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Thanks  Alex,  I  made  your  suggested  edits  in  the  attached.  I  also  spoke  to  Tom  and  we  decided  to  add  the 
terminology  guidance  box  and  Air  Force  example.  I  did  not  add  mention  of  the  HP2020  goal,  the  %  of 
people  who  told  someone  they  were  contemplating  suicide  or  mention  CDR  Cunningham  (since  it  hasn't 
been  reported  as  a  suicide  I  don'  think  we  should  proactively  discuss  during  a  suicide  VS  release)  rather 
add  a  TP  to  the  Q&As  incase  a  question  is  asked.  Please  let  me  know  what  you  all  think. 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  6:15  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7(!5)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(®cdcgpy>;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc-gov>:  Kegler,  Scott  R, 
(CDC/ONDIEH/NCIPC)  <snk6(acdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5Pcdc.gov>; 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4Pcdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9Pcdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlPcdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6Pcdc.Eov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.EOv>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc,gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3^cdcgpy> 

Subject;  Re:  Vital  Signs  FSand  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  have  attached  my  comments.  Pretty  minor  just  some  word  choices, 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  15:18 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine 
A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE;  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre- Brief 
All  -  wanted  to  get  your  thoughts  on  the  script  for  Dr,  S. 

In  working  through  the  document,  I  made  these  updates: 

•  Updated  the  headlines  based  on  comments  today. 

•  Added  a  reference  to  thank  congress  for  funding  to  expand  NVDRS. 

•  Removed  the  reference  to  'suicide  care'. 

•  Added  reference  to  age-specific  rates  overtime  (but  not  the  other  sited  work  mentioned) 


•  Added  percent  of  those  that  died  by  suicide  who  were  nfillitary/vets  (It  seems  weird  to  specifically 

call  this  out  in  the  script  but  per  Anne's  request,  let  me  know  your  thoughts). 

Let  me  know  your  thoughts  about  the  following  that  were  discussed  in  the  pre-brief-  I  think  these  are 
more  appropriate  in  the  Cl&As  than  the  script: 

•  Terminology  guidance  box  -  Added  to  the  script 

•  HP2020  goal 

•  Air  force  example  -  Added  to  the  script 

•  %  of  people  who  told  someone  they  were  contemplating  suicide 

•  Mention  of  CDR  Cunningham  [I  don't  think  it  is  confirmed  he  died  by  suicide,  rather  drowning) 
Current  version  of  the  script  is  attached,  let  me  know  what  you  think,  I  hope  to  send  to  Leslie  to  take  a 
quick  look  before  sending  back  to  the  VS  office  COB  Monday,  Still  waiting  for  edits  from  the  SG's  office 
on  his  piece  - 1  sent  them  a  reminder* 

E 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  10,  2018  6:00  PM 

To:  Schieber,  Richard  A*  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gQV>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO@cdc.gov>:  Peaker,  Brandy  {CDC/OPHSS/CSELS/DPHID)  <vha6f^cdc.gov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5(S)cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9@cdc*gov>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6@cdc.gQV>: 

Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc*gQV>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4(Scdc*gov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(5)cdc.EQV>:  Black,  Erin  {CDC/ONDIEH/NCIPC) 
<epm7{Scdc*gov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3f@cdc*Eov>:  Richmond-Crum, 

Malia  (CDC/ONDIEH/NCIPC)  <irv8^cdc*gov>:  Stone,  Deborah  {CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Subject:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  VS  team. 

We  really  appreciated  all  the  helpful  feedback  provided  during  the  pre-brief  with  Dr.  Schuchat.  We  also 
appreciate  the  guidance  you  provided  before  and  after*  The  ideas  that  the  graphics  team  provided  for 
page  3  during  the  call  yesterday  seem  like  they  will  be  helpful.  We  look  forward  to  seeing  the  new 
version. 

We  are  attaching  a  copy  of  the  fact  sheet  pdf  with  embedded  stickles  to  describe  specific  edits.  These 
reflect  the  changes  we  discussed  during  and  after  the  pre-brief*  I'm  also  attaching  a  Word  document 
that  describes  the  changes  that  we  discussed  for  page  3  during  the  call  yesterday*  We  are  providing 
shortened  text  for  the  figure  that  was  at  the  top  of  page  3. 1  understand  that  this  will  be  formatted  using 
the  new  layout  but  we  edited  the  text  in  the  old  format  so  you  can  see  how  it  relates.  Please  use  this 
new  text.  This  document  also  provides  the  5  steps  to  go  on  the  bottom  right  of  page  3  and  some  other 
specific  edits  to  the  title  and  warning  signs  text. 

We  are  also  attaching  the  press  release  with  a  few  edits.  We  were  reflecting  on  Dr.  Schuchat's  concern 
about  small  states  and  whether  the  increase  could  be  based  on  a  small  number  of  suicides.  Scott  looked 
into  this  for  us  and  we  are  comfortable  that  these  are  meaningful  increases.  He  prepared  a  helpful  Q  &  A 
about  this  (attached).  Given  this,  we  think  it  is  ok  to  keep  the  text  in  the  press  release  about  the  ranges 
across  states.  I  wanted  to  mention  this  to  you  though  in  case  you  want  to  consult  with  Dr.  Schuchat 
about  this  given  the  questions  she  raised. 

Finally,  regarding  the  request  to  reflect  how  the  increases  in  suicide  rates  have  varied  across  age  group, 
we  are  proposing  the  addition  of  the  following  highlighted  text  to  the  introductory  paragraph.  Can  you 
please  check  to  see  if  this  is  consistent  with  what  Dr.  Schuchat  would  like? 


BACKGROUND  AND  PURPOSE 

In  2016,  nearly  45,000  suicides  (15-6/100,000  population  [age-adjusted])  occurred  in  the  United  States 
among  persons  aged  >10  years  (1).  Between  1999  and  2015,  suicide  rates  increased  annong  both  sexes, 
all  racial/ethnic  groups,  and  all  urbanization  levels  (2,3}>  Suicide  rates  have  increased  among  all  ag^ 

S roups  younger  than  75  years,  with  the  highest  percent  increases  among  those  aged  45-64  and  thoSg 
ged  10^14  (3}j  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are 
increasing  (1,4).  Additionally,  rates  of  emergency  department  visits  for  nonfatal  self-harm,  a  key  risk 
factor  for  suicide,  increased  42%  between  2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  $69  billion  in  direct  medical  and  work  loss  costs  (!}. 

Thank  you! 

Tom,  Deb,  and  our  VS  team 
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Review  Tracker 

•  NCIPC  OC  Leslie  Dorigo:  4/25/18 

•  DVP  ADS  Tom  Simon:  4/24/18 

•  DVP  Policy  Malia  Richmond-Crum:  4/23/18 

•  DVP  SME  Deb  Stone:  4/19/18,  4/24/18,  5/13 

•  DVP  HCET  Marie  Ballman:  4/17/2018 

•  LS-OADC:  5/1/2018 

•  KSG-OADC:  5/4/2018 


Suicide  Terminology 

Don't  Do  This 

Do  This  Instead 

Don't  use  sensationalistic 
headlines  ie.a.,  Kurt  Cobain  used 

shotgun  to  commit  suicide) 

Do  inform  without 
sensationalizing  (e.g.  Curt  Cobain 

dead  at  27) 

Don't  describe  suicide  as  an 

epidemic,  skyrocketing,  etc. 

Do  use  the  most  recent  CDC  data 

and  non-sensational  words  (rise, 

higher,  etc.) 

Don't  describe  suicide  as 

inexplicable  or  "without 

Do  include  the  'warning  signs' 

and  'what  to  do'  info  in  articles 

warning" 

Don't  refer  to  suicides  or 

attempts  as  'successful  or 

'completed' 

Describe  as  suicide,  person  died 

bv  suicide,  or  life  lost  to  suicide 

Don't  refer  to  suicide  attempts 

as  'unsuccessful,'  'failed  attempt' 

or  'nonfatal  suicide' 

Describe  as  'suicide  attempt'  or 

'suicidal  self-directed  violence' 

Don't  use  'committed'  suicide 

because  this  invokes  the  idea  of 

a  crime 

Describe  as  died  bv  suicide 

Vital  Signs  Rising  Suicide  Rates  Across  U.S. 


June  1,  2018 


Desired  Headlines 

•  Nearly  45,000  lives  lost  to  suicides  ece-urfcd  in  2016,  but  suicide  is  preventable. 

•  Suicide  rates  goine  up  in  almost  all  states,  but  suicide  is  preventable. 

•  Suicide  rates  5-4nefea5ed  went  up  more  than  30%  in  half  of  U.S.  states  between  1999  and  2016. 

•  Many  factors  contribute  to  suicide,  beyond  mental  health  conditions  problems  alone  contribute  to 


Moderator:  Thank  you  (OPERATOR  NAME).  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  CPC  Vital  Signs  report?  this^one-on  Circumstances  and  Trends  in 

State  Suicide  Rates  and  contributing  circumstances  to  suicide.  We  are  joined  by  Dr. 
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Anne  Schuchat,  CDCs  Principal  Deputy  Director  and  the  Surgeon  General  Dr.  Jerome 

Adams,  Dr  Deb  Stone,  eee-ef4helead  authors  of  the  study,  is  also  available  to  help 

wthanswer  questions^  Following  remarks,  we  will  respond  to  questions,  Td  like  to 

turn  the  call  over  now  to  Dr,  Anne  Schuchat- 


Dr.  Schuchat: 


•  Good  afternoon  and  thank  you  for  joining  us  today. 

•  CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDCs 
Vital  Signs  report,  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it. 

•  Today's  report  contains  atafmmg-new  information  about  state  suicide  trends, 
and  the  range  of  factors  that  contribute  to  itsuicide, 

•  In  2016  alone,  45,000  people  in  the  U,S,  lost  therr  lives  to  suicide. 

•  ^ukid^  rates  have  increased  among  alt  age  groups  younger  than  75  years,  with 


the  highest  percent  increases  among  those  aged  45-64  and  those  a^ed  10-14. 

•  What  we  found  45-that  suicide  rates  have  increased  in  nearly  every  state  across 
the  nation  -  and  suicide  Is  lt%  one  of  just  three  leading  causes  of  death  that  are 
on  the  rise. 


Ciirnment  |ST(1;  Suggest  moving  this  up 
I  since  ft  is  not  a  key  finding  from  this 

r  report. _ 
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•  These  are  Idevastatm^ findings  are  unacceptable.  We  know  that  evervSsuicide 


Cciminf^iit  [CA|:  !  suggest  avoiding  the 
dramatfc  words 


Comment  |ST(J:  Do  you  thrnkthis  is 
what  she  had  in  mind?  It  seems  a  bit  off 
,to  make  this  point  here  like  this. 


greatly  ia  d  tro^ody  for  those  indis^^tials-ry^eif impacts  families,  friends^-af^d 
colleagues,  and  entire  communities.  These  findings  are  unacceptable. 

•  ftiJt-Ssuicide  is  also  is  a  preventable  public  health  problem  -  and  unfortunately, 
our  data  show  that  the  problenn  is  getting  worse* 

•  For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics 
System  to  look  at  trends  in  suicide  rates  for  all  50  states  and  Washington,  D/C* 

•  We  then  looked  at  data  from  CDCs  National  Violent  Death  Reporting  System, 
covering  27  states  in  2015,  a^^andte  examined^  circumstances  around  suicides 
among  people  with  and  without  known  mental  health  pfobfemsconditions*  As  a 
side  note,  in  the  coming  year  CPC  will  have  data  for  40  states.  D.C*  and  Puerto 

Rico,  and  thanks  to  Congress  for  providing  funding  in  the  fiscal  year  2018 


Comment  [zat^j:  it  does  seem  to 
interrupt  the  flow  a  bit  but  if  we  want  to 
keep  it  here,  how  about  "As  a  side  note, 
in  the  coming  year  we  will  have  data  for 
40  states,  DX.h  end  PR  and  fortunately, 
thanks  to  congress  and  the  FY201S 
omnibus  bili,  CDC  wili  be  plans  to  expand 
NVDRStoalJ  SO  states. 


omnibus,  CDC  is  working  to  expand  the  system  to  all  50  states* 


•  Suicide  is  often  attributed  solely  to  a  mental  health  problemcondition.  But 
according  to  NVDRS,  fewer  than  half  of  the  people  who  who  die  bylost  their  life 
to  suicide  hadve  a  known  mental  health  problem  condition  -  and  in  many  of 
these  cases,  other  factors  weare  involved. 


3 


Telebrief  Scrjpt_V3^pgm_LS_.NMB_5072018^952am 

•  In  fact,  our  research  found  that  people  who  died  by  suicide  and  did  not  have  a 

diagnosed  mental  health  problem  condition  were  somewhat  more  likely  than 
those  with  a  mental  health  problem  condition  to  struggle  with  relationship 
problems  or  loss,  life  stressors  and  recent  or  impending  crises.  However,  and 
importantly,  these  circumstances  were  common  to  both  groups. 


Suicide  IS  preventable,  fo-r  exa mp-ie 


Ccimment  |.ST(];  I  feel  Jike  some 
transition  is  needed  before  introducing 
this.  3  move  it  down  after  a  point  about  a 
comprehensive  approach.  What  do  you 
think  of  this? 


/( 


Comment  [zal^Jj  Agree,  good  idea! 


•  That's  why  it's  so  important  to  know  the  full  range  of  factors  that  contribute  to 
suicide  risk  including  relationship  problems,  substance  use,  physical  and  mental 
health  problcmsconditions,  job  issues,  financial  trouble,  and  criminal  and/or  legal 
problems. 

•  With  tThts  information  in  mind,  states  and  communities  can  be  used  to  develop  a 

comprehensive  approach  to  suicide  prevention.  For  example.  The  United  States 

Air  Force  Suicide  Prevention  ProRram,  inclusive  ofdm^  11  policy  and  education 

initiatives  geared  broadly  towards  increasing  social  support,  social  skills,  and  help- 

seeking,  shifted  the  culture  of  the  Air  Force  away  from  viewing  suicide  afid  mental 

illness  solely  as  medtcalan  individual-oriented  mental  health  problemconditions 

and  instead  asto  a  larger  service-wide  problems  impacting  the  whole  community. 

The  program  was  associated  with  a  33%  relative  risk  reduction  in  suicide  and 

reductions  in  other  related  problems.T 


4 


Telebrief  Script_V3_pgm_LS_NMB_5072018_952am 

•  Increased  awareness  of  the  range  of  circumstances  contributing  to  suicide  risk, 

and  what-ac-t4of>4sthe  needed  to  address  them,  can  help  the  nation  reach  its  goal 
of  reducing  the  annual  suicide  rate  20  percent  by  2025. 

•  Today's  report  suggests  we  have  a  lot  of  important  work  to  do  to  reach  this  goal. 
Nearly  all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25 
states  experienced  rate  increases  of  more  than  30  percent. 

•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  Close  coordination  of  activities  between  public  health  agencies  and  other  sectors 
of  society  is  critical  for  preventing  suicide.  Necessary  partners  include  such 
sectors  as  health  and  mental  healthcare  providers;  social  services;  tew 
onforcementfirst  responders:  educators;  faith  communities; 

businessesem plovers:  and  the  media. 

•  States  and  communities  can  and  should  take  action  now  based  on  the  best 
available  evidence. 

•  To  help  prioritize  prevention  efforts,  we've  developed  Preventing  Suicide:  A 
Technical  Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available 
evidence  for  states  and  communities  to  guide  their  prevention  priorities.  The  link 
to  the  technical  package  is  on  our  Vital  Signs  website. 
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•  Preventing  suicide  involves  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders  -  everyone  in  the  community  can  help  prevent  suicide  risk, 
learn  the  warning  signs  of  suicide,  and  how  best  to  respond  and  get  help. 

•  Now  rm  going  to  turn  it  over  to  Dr.  Adams  for  more  discussion  about  suicide. 


Dr.  Adams; 

•  Thank  you.  Rear  Admiral  Anne  Schuchat.  As  the  nation's  doctor,  1  am  grateful  for 

CDC's  important  work  on  this  public  health  problemcrisis. 

•  As  Dr.  Schuchat  noted,  suicide  is  a  devastating  serious  national  problem.  It's 
simply  not  acceptable  that  we  are  now  losing  nearly  45,000  lives  a  year  to  suicide 
in  this  country,  many  of  whom  oreincluding  many  military  members  ander 
veterans. 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide  to 
understand  trends  and  to  identify  groups  at  greatest  risk.  We  are  developing, 
implementing,  and  evaluating  what  works  to  prevent  suicide  in  communities.  And 
we  are  working  with  public  and  private  partners  to  advance  the  National  Strategy 
for  Suicide  Prevention. 
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The  good  news  is  that  there  are  many  opportunities  for  prevention.  This  Vital 
Signs  report  renninds  us  that  health  care  systems  and  providers  have  important 
roles  to  play  in  preventing  the  risk  of  suicide.  Some  specific  things  primary, 
emergency,  and  behavioral  healthcare  providers  can  do: 

o  First,  you  can  help  make  sure  there  are  systems-policies  and  practices  in 
place  to  screen,  assess,  and  support  people  at  risk,  per  clinical  guidelines. 
And  healthcare  systems  you-can  train  their  staff  m-f.mc^d^caro.  in  these 

s 


|ST(1;  Deb.  '"suicide  care"  is 
unclear.  We  could  just  drop  this  and  leave 
the  rest  or  is  there  something  else  you 
.  would  suggest  adding  here? 


I  tcommept  |zal9]:  ThaCs  fine. 


practices,  and  protocols,  including  safety  planning, 
o  Second,  you  can  talk  with  people  who  are  at  risk  -  and  their  families  - 
about  how  to  safely  store  lethal  means  such  as  medications  and  firearms, 
o  Finally,  it  is  important  to  integrate  and  coordinate  physical  and 
behavioral/mental  health  care  in  ways  that  keep  patients  safe  and 
engaged  in  care  so  nobody  falls  through  the  cracks. 

Today's  report  shows  that  there  are  many  factors  that  contribute  to  suicide  risk. 

Everyone  has  a  responsibility  to  help  stop  this  alefmim-concerning  trend. 

Thank  you,  Til  turn  it  back  to  Dr.  Schuchat  now. 


Dr,  Schuchat: 

•  Thank  you  for  your  comments,  Dr.  Adams. 
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•  The  bottom  line  is  that  many  factors  contribute  to  suicide,  beyond  mental  health 
problemconditions  alone.  It's  a  lot  more  than  just  a  mental  hcalth-fifoblem-foFaft 
individual.  So  it  will  take  a  coordinated  and  comprehensive  response  to  make  sure 
we-prevent  as-manv-of  thosofurther  tragic  and  unnecessary  deaths-as-we-c-aa. 
Everyone  has  a  role  to  play  in  these  efforts  and  hope  and  healing  is  possible. 

•  Thank  you.  I'll  turn  it  back  to  our  moderator  now. 


Moderator:  Thank  you.  (Operator's  name),  1  believe  we  are  ready  for  questions,  please. 


[Q&Al 


Media  Q&A  -AFTER  FINAL  QUESTION-  (Moderator):  Thank  you  Drs.  Schuchat^  Adams 


and  Stone  for  joining  us  today,  as  well  as  reporters.  Further  information  is  available  on 


this  topic  through  our  Vital  Signs  website,  www.cdc.gov/vitalsigns.  For  follow-up 


questions,  call  the  press  office  at  404-639-3286  or  send  an  email  to  media@cdc.gov. 


Thank  you  for  joining  us;  this  concludes  our  call. 
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From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  W  May  2018  16:52:42 +0000 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC);Crosby,  Alexander 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDtEH/NCIPC);lvey-5tephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC);Yuan,  Kerning  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc;  Bruce,  Crystal  (CDC/OPHPR/OD);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Attachments:  TELEBRIEF  SCRIPT_V4_pgm_LS_5.7.18_1.40pm_TS_LS_5O.5.11.18.EB+ac+EB  ds 

+EBds5.14.2018.docx 

With  attachment! 

Hi  Erin, 

I  noted  a  couple  of  typos  due  to  tracked  changes,  a  couple  of  places  where  problem  wasn't  replaced 
with  condition  and  a  few  other  minor  things  that  are  corrected. 

Thanks! 

Deb 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  May  14,  2018  12:37  PM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC) ;  Kurnlt,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FSand  press  release  with  modifications  after  the  Pre-Brief 
Attached  is  the  current  version  of  the  script.  Thank  you  Deb,  Tom  and  Alex  for  your  feedback.  I  am 
waiting  to  receive  revisions  from  the  SG's  office  on  Dr.  Adam's  part  and  then  will  send  back  to  the  VS 
office.  Please  let  me  know  if  anyone  has  any  additional  feedback. 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  May  14,  2018  10:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.eov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(6)cdc.EOv>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9^cdc.gov>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6(acdc.gov>: 
Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc.gov>;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlgicdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6g)cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8g>cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdc£py> 

Subject:  Re:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  reviewed  the  transcript,  it  looks  good. 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 


Sent:  Sunday,  May  13,  2018  19:33 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Black,  Erin  (CDC/OMDIEH/NCIPC);  Crosby,  Alexander 
(CDC/ONDI  EH/NCI  PC);  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE;  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Thanks,  Tom.  This  looks  great,  I've  gone  through  and  made  some  additional  final  edits.  Tom  and  Alex, 
you  may  want  to  take  one  more  look-sorry! 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Sunday,  May  13,  2018  4:49  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl(5)cdc.gov>;  Ivey-Stephenson,  Asha  2.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <5nk6@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc.gov>; 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(5)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlg>cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6g>cdc.gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8^cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(5)cdc.E!ov>:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdc.eov> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  Erin, 

Thank  you  for  moving  this  forward.  I  suggested  a  few  edits  in  the  version  attached.  There  are  some 
additional  points  to  make  in  the  terms  box  at  the  top  that  I  pulled  from  the  definitions  document.  Deb,  I 
added  a  note  for  you.  Also,  are  there  any  other  key  points  that  you  want  to  be  sure  are  made? 

Erin,  in  the  summary  you  provided  about  next  steps  you  indicated  that  there  was  a  request  to  put  the  % 
who  disclosed  suicidal  thoughts  in  the  script.  Was  that  really  to  go  in  the  script?  It  seems  more 
appropriate  for  the  Q  &  A. 

The  answer  would  be  that  the  %  of  suicide  decedents  who  disclosed  suicide  intent  was  slightly  higher 
among  those  with  mental  health  problems  (24.5%)  compared  to  those  without  known  mental  health 
problems  (22.5%). 

-Tom 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Saturday,  May  12,  2018  12:01  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclfS>cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(3cdc.gov>:  Ivey-Stephenson,  Asha  Z,  (CDC/ONDIEH/NCIPC)  <ivm9^cdc.gov>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6(5)cdc.Eov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5fScdc.gov>; 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm40cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3facdc.gov> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Thanks  Alex,  I  made  your  suggested  edits  in  the  attached.  I  also  spoke  to  Tom  and  we  decided  to  add  the 
terminology  guidance  box  and  Air  Force  example.  I  did  not  add  mention  of  the  HP2020  goal,  the  %  of 
people  who  told  someone  they  were  contemplating  suicide  or  mention  CDR  Cunningham  (since  it  hasn't 


been  reported  as  a  suicide  I  don'  think  we  should  proactively  discuss  during  a  suicide  VS  release)  rather 
add  a  TP  to  the  Q&As  incase  a  question  is  asked.  Please  let  me  know  what  you  all  think. 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  6:15  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7facdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9iacdc.gov>:  Ivey- Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.Eov>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk60cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5t5)cdc.gov>: 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4(S)cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(5>cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(Scdc.gQV>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3fBcdc.gov> 

Subject:  Re:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  have  attached  my  comments.  Pretty  minor  just  some  word  choices. 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  15:18 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Ivey- 
Stephenson,  Asha  Z,  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine 
A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
All  -  wanted  to  get  your  thoughts  on  the  script  for  Dr.  S. 

In  working  through  the  document,  I  made  these  updates: 

•  Updated  the  headlines  based  on  comments  today. 

•  Added  a  reference  to  thank  congress  for  funding  to  expand  NVDRS. 

•  Removed  the  reference  to  'suicide  care'. 

•  Added  reference  to  age-specific  rates  overtime  (but  not  the  other  sited  work  mentioned) 

•  Added  percent  of  those  that  died  by  suicide  who  were  military/vets  (It  seems  weird  to  specifically 

call  this  out  in  the  script  but  per  Anne's  request,  let  me  know  your  thoughts). 

Let  me  know  your  thoughts  about  the  following  that  were  discussed  in  the  pre-brief-  I  think  these  are 
more  appropriate  in  the  Q&As  than  the  script: 

•  Terminology  guidance  box- Added  to  the  script 

•  HP2020  goal 

•  Air  force  example  -  Added  to  the  script 

•  %  of  people  who  told  someone  they  were  contemplating  suicide 

•  Mention  of  CDR  Cunningham  (I  don't  think  it  is  confirmed  he  died  by  suicide,  rather  drowning) 
Current  version  of  the  script  is  attached,  let  me  know  what  you  think.  I  hope  to  send  to  Leslie  to  take  a 
quick  look  before  sending  back  to  the  VS  office  COB  Monday.  Still  waiting  for  edits  from  the  SG's  office 
on  his  piece  -  I  sent  them  a  reminder. 

E 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  10,  2018  6:00  PM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4(5)cdc.gov>:  Sokler,  Lynn  (C  DC/0  D/0  ADC) 


<zszO@cdc£oy>;  Peaker,  Brandy  {CDC/OPHSS/CSELS/DPHID)  <vha6(®cdc.EQv>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5@cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDI  EH/NCI  PC)  <aecl(5)cdc.Rov>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9#cdc.gov>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6@cdc.gov>: 

Fowler,  Katherine  A.  {CDC/ONDIEH/NCIPC)  <VEd5@cdc,gov>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4@cdc.EQV>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.EQV>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(5)cdc.EQV>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3{Scdc.Rov>:  Richmond-Crunn, 

Malia  (CDC/ONDIEH/NCIPC)  <irv8(g)cdc.EOV>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9Pcdc.gov>: 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.EQv> 

Subject:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  VS  team. 

We  really  appreciated  all  the  helpful  feedback  provided  during  the  pre-brief  with  Dr,  Schuchat.  We  also 
appreciate  the  guidance  you  provided  before  and  after.  The  ideas  that  the  graphics  team  provided  for 
page  3  during  the  call  yesterday  seem  like  they  will  be  helpful.  We  look  forward  to  seeing  the  new 
version. 

We  are  attaching  a  copy  of  the  fact  sheet  pdf  with  embedded  stickies  to  describe  specific  edits.  These 
reflect  the  changes  we  discussed  during  and  after  the  pre-brief,  Tm  also  attaching  a  Word  document 
that  describes  the  changes  that  we  discussed  for  page  3  during  the  call  yesterday.  We  are  providing 
shortened  text  for  the  figure  that  was  at  the  top  of  page  3. 1  understand  that  this  will  be  formatted  using 
the  new  layout  but  we  edited  the  text  in  the  old  format  so  you  can  see  how  it  relates.  Please  use  this 
new  text.  This  document  also  provides  the  5  steps  to  go  on  the  bottom  right  of  page  3  and  some  other 
specific  edits  to  the  title  and  warning  signs  text. 

We  are  also  attaching  the  press  release  with  a  few  edits.  We  were  reflecting  on  Dr,  Schuchat's  concern 
about  small  states  and  whether  the  increase  could  be  based  on  a  small  number  of  suicides.  Scott  looked 
into  this  for  us  and  we  are  comfortable  that  these  are  meaningful  increases.  He  prepared  a  helpful  Q  &  A 
about  this  (attached).  Given  this,  we  think  it  is  ok  to  keep  the  text  in  the  press  release  about  the  ranges 
across  states.  I  wanted  to  mention  this  to  you  though  in  case  you  want  to  consult  with  Dr.  Schuchat 
about  this  given  the  questions  she  raised. 

Finally,  regarding  the  request  to  reflect  how  the  increases  in  suicide  rates  have  varied  across  age  group, 
we  are  proposing  the  addition  of  the  following  highlighted  text  to  the  introductory  paragraph.  Can  you 
please  check  to  see  if  this  is  consistent  with  what  Dr.  Schuchat  would  like? 

BACKGROUND  AND  PURPOSE 

In  2016,  nearly  45,000  suicides  (15,6/100,000  population  [age-adjusted])  occurred  in  the  United  States 
among  persons  aged  >10  years  (1).  Between  1999  and  2015,  suicide  rates  increased  among  both  sexes, 
all  racial/ethnic  groups,  and  all  urbanization  levels  (2,3).  Suicide  rates  have  increased  among  all  age 
groups  younger  than  75  years,  with  the  highest  percent  increases  among  those  aged  45-64  and  those 
aged  10-14  (3),  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are 
increasing  (1,4).  Additionally,  rates  of  emergency  department  visits  for  nonfatal  self-harm,  a  key  risk 
factor  for  suicide,  increased  42%  between  2001  and  2015  (1),  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  $69  billion  in  direct  medical  and  work  loss  costs  (1). 

Thank  you! 

Tom,  Deb,  and  our  VS  team 
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Vital  Signs  Rising  Suicide  Rates  Across  U.S. 

June  1,  2018 


Suicide  TerminoloCT 

Don’t  Do  This 

Do  This  instead 

Don't  use  sensatlonalistic 
headlines  (e.g.*  Kurt  Cobain  used 

Do  inform  without 
sensationalizing  (e.g.  Curt  Cobain 

shotgun  to  commit  suicide} 

dead  at  27) 

Don't  describe  suicide  as  an 

eoidemic.  skvrocketing.  etc. 

Do  use  the  most  recent  CDC  data 

and  non-sensational  words  (rise, 

higher,  etc.) 

Don't  describe  suicide  as 

inexplicable  or  "without 

Do  include  the  'warning  signs' 

and  'what  to  do'  info  in  articles 

warning" 

Don't  refer  to  suicides  or  as 

'successfuT  or  'comoleted' 

Describe  as  suicide,  person  died 

bv  suicide,  or  life  lost  to  suicide 

Don't  refer  to  suicide  attempts 

as  'unsuccessfuL'  'failed  attempt' 

or  'nonfatal  suicide' 

Describe  as  'suicide  attempt'  or 

'suicidal  self-directed  violence' 

Desired  Headlines 

•  Nearly  45,000  lives  lost  to  suicides  occurred  in  2016,  but  suicide  is  preventable. 

•  Suicide  rates  going  up  in  almost  all  states,  but  suicide  is  preventable. 

•  Suicide  rates  s-4ncfeased-went  up  more  than  30%  in  half  of  U*S,  states  between  1999  and  2016. 

•  Many  factors  contribute  to  suicide,  beyond  mental  health  problems  a  I  on  e-eef»tfi^ute4Q-  su-i^ 


Moderator:  Thank  you  (OPERATOR  NAME).  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  CPC  Vital  Signs  report;  this-OBe-on  Circumstances  and  Trends  in 

State  Suicide  Rates  and  contributing  circumstances  to  suicide.  We  are  joined  by  Dr. 

Anne  Schuchat,  CDC^s  Principal  Deputy  Director  and  the  Surgeon  General  Dr.  Jerome 

Adams.  Dr.  Deb  Stone,  efie-ef4helead  authors  of  the  study,  is  also  available  to  help 


1 


Telebrief  Script_\/3_pgm_LS_NMB_5072018_952am 

v^ithanswer  questions.  Following  remarks,  we  will  respond  to  questions.  Td  like  to 

turn  the  call  over  now  to  Dr.  Anne  Schuchat. 


Dr.  Schuchat: 

•  Good  afternoon  and  thank  you  for  joining  us  today. 

•  CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDC's 
Vital  Signs  report,  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it. 

•  Today's  report  contains  alarming  new  information  about  state  suicide  trends, 
and  the  range  of  factors  that  contribute  to  Itsuicide. 

•  In  2016  alone,  45,000  people  in  the  U.S.  lost  their  lives  to  suicide. 

•  What  we  found  is-that  suicide  rates  have  increased  in  nearly  every  state  across 
the  nation  -  and  suicide  is  lt%  one  of  Just  three  leading  causes  of  death  that  are 
on  the  rise. 

•  Suicide  rRates  have  increased  among  all  age  groups  younger  than  75  years,  with 

the  highest  percent  increases  among  those  aged  45-64  and  those  aged  10-14. 
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•  Those  are  Iclevastatin^ findings  arc  unacceptable.  Wc  know  that  cvGrySsuicide 


greatly  is  u  tragedy  for  those  individuals,  theirimpacts  families,  friends,_-aftd 
colleagues,  and  entire  communities.  These  findings  are  unacceptable, 

•  But-Ssuicide  is  atso  is  a  preventable  public  health  problem  -  and  unfortunately, 
our  data  show  that  the  problem  is  getting  worse. 

•  For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics 
System  to  look  at  trends  in  suicide  rates  for  all  50  states  and  Washington,  D.C. 

•  We  then  looked  at  data  from  CDCs  National  Violent  Death  Reporting  System, 
covering  27  states  in  2015,  aftd-andte  examinedd  circumstances  around  suicides 
among  people  with  and  without  known  mental  health  prQb^emsconditions.  As  a 
side  note,  in  the  coming  year  CPC  will  have  data  for  40  states,  D.C.  and  Puerto 

Rico,  and  thanks  tol^ongress  for  providing  funding  in  the  fiscal  year  2018 


Ccimment  [CA|:  \  suggest  avoiding  the 
dramatic  words 


Comment  |ST(J:  Do  you  thrnk  this  is 
what  she  had  in  mind?  It  seems  a  bit  off 
,to  make  this  point  here  like  this. 


Comment  Izat'?]:  It  does  seem  to 
interrupt  the  flow  a  bit  but  If  we  want  to 
keep  it  here,  how  about  "As  a  side  note, 
in  the  coming  year  we  will  have  data  for 
40  states,  DX.h  srid  PR  and  fortunately, 
thanks  to  congress  and  the  FY201S 
omnibus  bllJ,  CDC  will  be  plans  to  expand 
NVDRS  to  all  SO  states. 


omnibus,  CDC  is  working  to  expand  the  system  to  all  50  states. 


»  ^Suicide  is  often  attributed  solely  to  a  mental  health  problemcondition.  But 
according  to  NVDRS,  fewer  than  half  of  the  people  who  who  die  bviost  their  life 
to  suicide  hadve  a  known  mental  health  problem  condition  -  and  in  many  of 
these  cases,  other  factors  weare  involved, 

•  In  fact,  our  research  found  that  people  who  died  by  suicide  and  did  not  have  a 
diagnosed  mental  health  problem  condition  were  somewhat  more  likely  than 
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those  with  a  mental  health  problem  condition  to  struggle  with  relationship 
problems  or  loss,  life  stressors  and  recent  or  impending  crises*  However,  and 
importantly,  these  circumstances  were  common  to  both  groups* 

Suicide  IS  preventable* 


Ctimment  |.ST(];  I  feel  Jike  some 
transition  is  needed  before  introducing 
this.  I  move  it  down  after  a  point  about  a 
comprehensive  approach.  What  do  you 
think  of  this? 


//C 


Comment  [zaf^jj  Agree,  good  idea! 


That's  why  if  s  so  important  to  know  the  full  range  of  factors  that  contribute  to 


suicide  risk  including  relationship  problems,  substance  use,  physical  and  mental 


health  pfc^btemsconditions,  job  issues,  financial  trouble,  and  criminal  and/or  legal 
problems, 

•  With  tThis  information  in  mind,  states  and  communities  can  be-tfsed-te-develop  a 

comprehensive  approach  to  suicide  prevention*  For  example.  The  United  States 

Air  Force  Suicide  Prevention  Program,  inclusive  ofdinfl  11  policy  and  education 

initiatives  geared  broadly  towards  increasing  social  support,  social  skills,  and  help- 

seeking,  shifted  the  culture  of  the  Air  Force  away  from  viewing  suicide  a-nd  mental 

illness  sololv  as  medicalan  individual-oriented  mental  health  ofQblomcQnditiQns 

and  instead  asto  a  larger  service-wide  problems  impactinR  the  whole  communitv- 

The  program  was  associated  with  a  33%  relative  risk  reduction  in  suicide  and 

reductions  in  other  related  problems.T 
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•  Increased  awareness  of  the  range  of  circumstances  contributing  to  suicide  risk, 

and  what-ac-t4of>4sthe  needed  to  address  them,  can  help  the  nation  reach  its  goal 
of  reducing  the  annual  suicide  rate  20  percent  by  2025. 

•  Today's  report  suggests  we  have  a  lot  of  important  work  to  do  to  reach  this  goal. 
Nearly  all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25 
states  experienced  rate  increases  of  more  than  30  percent. 

•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  Close  coordination  of  activities  between  public  health  agencies  and  other  sectors 
of  society  is  critical  for  preventing  suicide.  Necessary  partners  include  such 
sectors  as  health  and  mental  healthcare  providers;  social  services;  tew 
onforcementfirst  responders:  educators;  faith  communities; 

businessesem plovers:  and  the  media. 

•  States  and  communities  can  and  should  take  action  now  based  on  the  best 
available  evidence. 

•  To  help  prioritize  prevention  efforts,  we've  developed  Preventing  Suicide:  A 
Technical  Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available 
evidence  for  states  and  communities  to  guide  their  prevention  priorities.  The  link 
to  the  technical  package  is  on  our  Vital  Signs  website. 
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•  Preventing  suicide  involves  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders  -  everyone  in  the  community  can  help  prevent  suicide  risk, 
learn  the  warning  signs  of  suicide,  and  how  best  to  respond  and  get  help. 

•  Now  rm  going  to  turn  it  over  to  Dr.  Adams  for  more  discussion  about  suicide. 


Dr.  Adams; 

•  Thank  you.  Rear  Admiral  Anne  Schuchat.  As  the  nation's  doctor,  1  am  grateful  for 

CDC's  important  work  on  this  public  health  problemcrisis. 

•  As  Dr.  Schuchat  noted,  suicide  is  a  devastating  serious  national  problem.  It's 
simply  not  acceptable  that  we  are  now  losing  nearly  45,000  lives  a  year  to  suicide 
in  this  country,  many  of  whom  oreincluding  many  military  members  ander 
veterans. 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide  to 
understand  trends  and  to  identify  groups  at  greatest  risk.  We  are  developing, 
implementing,  and  evaluating  what  works  to  prevent  suicide  in  communities.  And 
we  are  working  with  public  and  private  partners  to  advance  the  National  Strategy 
for  Suicide  Prevention. 
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The  good  news  is  that  there  are  many  opportunities  for  prevention.  This  Vital 
Signs  report  renninds  us  that  health  care  systems  and  providers  have  important 
roles  to  play  in  preventing  the  risk  of  suicide.  Some  specific  things  primary, 
emergency,  and  behavioral  healthcare  providers  can  do: 

o  First,  you  can  help  make  sure  there  are  systems-policies  and  practices  in 
place  to  screen,  assess,  and  support  people  at  risk,  per  clinical  guidelines. 
And  healthcare  systems  you-can  train  their  staff  m-f.mc^d^caro.  in  these 

s 


|ST(1;  Deb.  '"suicide  care"  is 
unclear.  We  could  just  drop  this  and  leave 
the  rest  or  is  there  something  else  you 
.  would  suggest  adding  here? 


I  tcommept  |zal9]:  ThaCs  fine. 


practices,  and  protocols,  including  safety  planning, 
o  Second,  you  can  talk  with  people  who  are  at  risk  -  and  their  families  - 
about  how  to  safely  store  lethal  means  such  as  medications  and  firearms, 
o  Finally,  it  is  important  to  integrate  and  coordinate  physical  and 
behavioral/mental  health  care  in  ways  that  keep  patients  safe  and 
engaged  in  care  so  nobody  falls  through  the  cracks. 

Today's  report  shows  that  there  are  many  factors  that  contribute  to  suicide  risk. 

Everyone  has  a  responsibility  to  help  stop  this  alefmim-concerning  trend. 

Thank  you,  Til  turn  it  back  to  Dr.  Schuchat  now. 


Dr,  Schuchat: 

•  Thank  you  for  your  comments,  Dr.  Adams. 
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•  The  bottom  line  is  that  many  factors  contribute  to  suicide,  beyond  mental  health 
problemconditions  alone.  It's  a  lot  more  than  just  a  mental  hcalth-fifoblem-foFaft 
individual.  So  it  will  take  a  coordinated  and  comprehensive  response  to  make  sure 
we-prevent  as-manv-of  thosofurther  tragic  and  unnecessary  deaths-as-we-c-aa. 
Everyone  has  a  role  to  play  in  these  efforts  and  hope  and  healing  is  possible. 

•  Thank  you.  I'll  turn  it  back  to  our  moderator  now. 


Moderator:  Thank  you.  (Operator's  name),  1  believe  we  are  ready  for  questions,  please. 


[Q&Al 


Media  Q&A  -AFTER  FINAL  QUESTION-  (Moderator):  Thank  you  Drs.  Schuchat^  Adams 


and  Stone  for  joining  us  today,  as  well  as  reporters.  Further  information  is  available  on 


this  topic  through  our  Vital  Signs  website,  www.cdc.gov/vitalsigns.  For  follow-up 


questions,  call  the  press  office  at  404-639-3286  or  send  an  email  to  media@cdc.gov. 


Thank  you  for  joining  us;  this  concludes  our  call. 
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From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  14  May  2018  12:36:53 -0400 

To:  Crosby,  Alexander  {CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC);lvey-5tephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC};Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC);Yuan,  Kerning  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc;  Bruce,  Crystal  (CDC/OPHPR/OD);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Attachments:  TELEBRIEF  SCRIPT_V4_pgm_LS_5.7.18_1.40pm_TS_LS_SO.5.11.18.EB+ac+EB  ds 

+EB5.14,2018.docx 

Attached  is  the  current  version  of  the  script.  Thank  you  Deb,  Tom  and  Alex  for  your  feedback.  I  am 
waiting  to  receive  revisions  from  the  SG's  office  on  Dr.  Adam's  part  and  then  will  send  back  to  the  VS 
office.  Please  let  me  know  if  anyone  has  any  additional  feedback. 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  May  14,  2018  10:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject;  Re:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  reviewed  the  transcript,  it  looks  good. 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Sunday,  May  13,  2018  19:33 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Black,  Erin  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC);  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE;  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Thanks,  Tom.  This  looks  great.  I've  gone  through  and  made  some  additional  final  edits.  Tom  and  Alex, 
you  may  want  to  take  one  more  look— sorry  I 
Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Sunday,  May  13,  2018  4:49  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <eDm7f5)cdc.eov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl^cdc.gov>:  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6jScdcgoy>;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5f5icdc.gov>: 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 


Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iex6@cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8Pcdc.Eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3facdc.gQV> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  Erin, 

Thank  you  for  moving  this  forward.  I  suggested  a  few  edits  in  the  version  attached.  There  are  some 
additional  points  to  make  in  the  terms  box  at  the  top  that  I  pulled  from  the  definitions  document.  Deb,  I 
added  a  note  for  you.  Also,  are  there  any  other  key  points  that  you  want  to  be  sure  are  made? 

Erin,  in  the  summary  you  provided  about  next  steps  you  indicated  that  there  was  a  request  to  put  the  % 
who  disclosed  suicidal  thoughts  in  the  script.  Was  that  really  to  go  in  the  script?  It  seems  more 
appropriate  for  the  Q  &  A. 

The  answer  would  be  that  the  %  of  suicide  decedents  who  disclosed  suicide  intent  was  slightly  higher 
among  those  with  mental  health  problems  (24.5%)  compared  to  those  without  known  mental  health 
problems  (22,5%). 

-Tom 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  Saturday,  May  12,  2018  12:01  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl(®cdcgpy>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9(Scdc.gov>:  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.Eov>:  Kegler,  Scott  R, 
(CDC/ONDIEH/NCIPC)  <snk6f5)cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid50cdc.gov>: 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4(®cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6g>cdc.EOV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(S)cdc.gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzuMcdcgqy> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Thanks  Alex.  I  made  your  suggested  edits  in  the  attached.  I  also  spoke  to  Tom  and  we  decided  to  add  the 
terminology  guidance  box  and  Air  Force  example.  I  did  not  add  mention  of  the  HP2020  goal,  the  %  of 
people  who  told  someone  they  were  contemplating  suicide  or  mention  CDR  Cunningham  (since  it  hasn't 
been  reported  as  a  suicide  I  don'  think  we  should  proactively  discuss  during  a  suicide  VS  release)  rather 
add  a  TP  to  the  Q&As  incase  a  question  is  asked.  Please  let  me  know  what  you  all  think. 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  6:15  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9g)cdc.gov>;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9(S)cdc.gQv>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <5nk6@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc.gov>; 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6g3cdc.gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8(5>cdc.Eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3i5)cdc.gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdcgoy> 

Subject:  Re:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  have  attached  my  comments.  Pretty  minor  just  some  word  choices. 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  15:18 


To;  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine 
A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kyrnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
All  -  wanted  to  get  your  thoughts  on  the  script  for  Dr.  S. 

In  working  through  the  document,  I  made  these  updates: 

•  Updated  the  headlines  based  on  comments  today. 

•  Added  a  reference  to  thank  congress  for  funding  to  expand  NVDRS. 

•  Removed  the  reference  to  'suicide  care\ 

•  Added  reference  to  age-specific  rates  overtime  (but  not  the  other  sited  work  mentioned) 

•  Added  percent  of  those  that  died  by  suicide  who  were  military /vets  (it  seems  weird  to  specifically 

call  this  out  in  the  script  but  per  Anne's  request,  let  me  know  your  thoughts). 

Let  me  know  your  thoughts  about  the  following  that  were  discussed  in  the  pre-brief-  I  think  these  are 
more  appropriate  in  the  Q&As  than  the  script: 

•  Terminology  guidance  box  -  Added  to  the  script 

•  HP2020  goal 

•  Air  force  example  -  Added  to  the  script 

•  %  of  people  who  told  someone  they  were  contemplating  suicide 

•  Mention  of  CDR  Cunningham  (I  don't  think  it  is  confirmed  he  died  by  suicide,  rather  drowning) 
Current  version  of  the  script  is  attached,  let  me  know  what  you  think*  I  hope  to  send  to  Leslie  to  take  a 
quick  look  before  sending  back  to  the  VS  office  COB  Monday*  Still  waiting  for  edits  from  the  SG's  office 
on  his  piece  - 1  sent  them  a  reminder* 

E 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  10,  2018  6:00  PM 

To:  Schieber,  Richard  A*  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>:  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO@cdc.gov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6^cdc.gov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5@cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aeclPcdc.RQV>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>:  Kegler,  Scott  R,  (CDC/ONDIEH/NCIPC)  <snk6@cdc.gov>: 

Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc*gov>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4{gcdc.gov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iRx6@cdc,R0V>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc*Eov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc*£ov>:  Richmond-Crum, 

Malia  (CDC/ONDIEH/NCIPC)  <irv8Pcdc*EQv>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc,gQV> 

Subject:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  VS  team, 

We  really  appreciated  all  the  helpful  feedback  provided  during  the  pre-brief  with  Dr.  Schuchat.  We  also 
appreciate  the  guidance  you  provided  before  and  after*  The  ideas  that  the  graphics  team  provided  for 
page  3  during  the  call  yesterday  seem  like  they  will  be  helpful.  We  look  forward  to  seeing  the  new 
version. 

We  are  attaching  a  copy  of  the  fact  sheet  pdf  with  embedded  stickies  to  describe  specific  edits.  These 
reflect  the  changes  we  discussed  during  and  after  the  pre-brief*  I'm  also  attaching  a  Word  document 
that  describes  the  changes  that  we  discussed  for  page  3  during  the  call  yesterday.  We  are  providing 
shortened  text  for  the  figure  that  was  at  the  top  of  page  3. 1  understand  that  this  will  be  formatted  using 


the  new  layout  but  we  edited  the  text  in  the  old  format  so  you  can  see  how  it  relates*  Please  use  this 
new  text*  This  document  also  provides  the  5  steps  to  go  on  the  bottom  right  of  page  3  and  some  other 
specific  edits  to  the  title  and  warning  signs  text* 

We  are  also  attaching  the  press  release  with  a  few  edits.  We  were  reflecting  on  Dr.  Schuchafs  concern 
about  small  states  and  whether  the  increase  could  be  based  on  a  small  number  of  suicides.  Scott  looked 
into  this  for  us  and  we  are  comfortable  that  these  are  meaningful  increases.  He  prepared  a  helpful  Q  &  A 
about  this  (attached)*  Given  thiS;  we  think  it  is  ok  to  keep  the  text  in  the  press  release  about  the  ranges 
across  states*  I  wanted  to  mention  this  to  you  though  in  case  you  want  to  consult  with  Dr*  Schuchat 
about  this  given  the  questions  she  raised. 

Finally,  regarding  the  request  to  reflect  how  the  increases  in  suicide  rates  have  varied  across  age  group, 
we  are  proposing  the  addition  of  the  following  highlighted  text  to  the  introductory  paragraph*  Can  you 
please  check  to  see  if  this  is  consistent  with  what  Dr.  Schuchat  would  like? 

BACKGROUND  AND  PURPOSE 

In  2016,  nearly  45,000  suicides  (15*6/100,000  population  [age-adjusted])  occurred  in  the  United  States 
among  persons  aged  >10  years  (1).  Between  1999  and  2015,  suicide  rates  increased  among  both  sexes, 
all  racial/ethnic  groups,  and  all  urbanization  levels  (2,3).  Suicide  rates  have  increased  among  all  age 
jp^oups  younger  than  75  years,  with  the  highest  percent  increases  among  those  aged  45-64  and  those 
aged  10-14  f3)J  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are 
increasing  (1,4).  Additionally,  rates  of  emergency  department  visits  for  nonfatai  seif-harm,  a  key  risk 
factor  for  suicide,  increased  42%  between  2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  $69  biliion  in  direct  medicai  and  work  ioss  costs  (1). 

Thank  youl 

Tom,  Deb,  and  our  VS  team 
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Review  Tracker 


•  NCIPC  OC  Leslie  Dorigo:  4/25/18 

•  DVP  ADS  Tom  Simon:  4/24/18 

•  DVP  Policy  Malia  Richmond-Crum:  4/23/18 

•  DVP  SME  Deb  Stone:  4/19/18,  4/24/18.  5/13 

•  DVP  H GET  Marie  Ba liman:  4/17/2018 

•  LS-OADC:  5/1/2018 

•  KSG-OADC:  5/4/2018 


Vital  Signs  Rising  Suicide  Rates  Across  U.S. 

June  1,  2018 


Suicide  TerminoloCT 

Don’t  Do  This 

Do  This  instead 

Don't  use  sensatlonalistic 
headlines  (e.g.*  Kurt  Cobain  used 

Do  inform  without 
sensationalizing  (e.g.  Curt  Cobain 

shotgun  to  commit  suicide} 

dead  at  27) 

Don't  describe  suicide  as  an 

eoidemic.  skvrocketing.  etc. 

Do  use  the  most  recent  CDC  data 

and  non-sensational  words  (rise, 

higher,  etc.) 

Don't  describe  suicide  as 

inexplicable  or  "without 

Do  include  the  'warning  signs' 

and  'what  to  do'  info  in  articles 

warning" 

Don't  refer  to  suicides  or  as 

'successfuT  or  'comoleted' 

Describe  as  suicide,  person  died 

bv  suicide,  or  life  lost  to  suicide 

Don't  refer  to  suicide  attempts 

as  'unsuccessfuL'  'failed  attempt' 

or  'nonfatal  suicide' 

Describe  as  'suicide  attempt'  or 

'suicidal  self-directed  violence' 

Desired  Headlines 

•  Nearly  45,000  lives  lost  to  suicides  occurred  in  2016,  but  suicide  is  preventable. 

•  Suicide  rates  going  up  in  almost  all  states,  but  suicide  is  preventable. 

•  Suicide  rates  s-4ncfeased-went  up  more  than  30%  in  half  of  U*S,  states  between  1999  and  2016. 

•  Many  factors  contribute  to  suicide,  beyond  mental  health  problems  a  I  on  e-eef»tfi^ute4Q-  su-i^ 


Moderator:  Thank  you  (OPERATOR  NAME).  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  CPC  Vital  Signs  report;  this-OBe-on  Circumstances  and  Trends  in 

State  Suicide  Rates  and  contributing  circumstances  to  suicide.  We  are  joined  by  Dr. 

Anne  Schuchat,  CDC^s  Principal  Deputy  Director  and  the  Surgeon  General  Dr.  Jerome 

Adams.  Dr.  Deb  Stone,  efie-ef4helead  authors  of  the  study,  is  also  available  to  help 
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v^ithanswer  questions.  Following  remarks,  we  will  respond  to  questions.  Td  like  to 

turn  the  call  over  now  to  Dr.  Anne  Schuchat. 


Dr.  Schuchat: 

•  Good  afternoon  and  thank  you  for  joining  us  today. 

•  CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDC's 
Vital  Signs  report,  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it. 

•  Today's  report  contains  alarming  new  information  about  state  suicide  trends, 
and  the  range  of  factors  that  contribute  to  Itsuicide. 

•  In  2016  alone,  45,000  people  in  the  U.S.  lost  their  lives  to  suicide. 

•  What  we  found  is-that  suicide  rates  have  increased  in  nearly  every  state  across 
the  nation  -  and  suicide  is  lt%  one  of  Just  three  leading  causes  of  death  that  are 
on  the  rise. 

•  Suicide  rRates  have  increased  among  all  age  groups  younger  than  75  years,  with 

the  highest  percent  increases  among  those  aged  45-64  and  those  aged  10-14. 
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•  Those  are  Iclevastatin^ findings  arc  unacceptable.  We  know  that  cvGrySsuicide 


greatly  is  a  tragedy  for  those  individuals,  theirimpacts  families,  friends,_-aftd 
colleagues,  and  entire  communities.  These  findings  are  unacceptable, 

•  But-Ssuicide  is  also  is  a  preventable  public  health  problem  -  and  unfortunately, 
our  data  show  that  problem  is  getting  worse. 

•  For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics 
System  to  look  at  trends  in  suicide  rates  for  all  50  states  and  Washington,  D.C. 

•  We  then  looked  at  data  from  CDC's  National  Violent  Death  Reporting  System, 
covering  27  states  in  2015,  aftd-andte  examinedd  circumstances  around  suicides 
among  people  with  and  without  known  mental  health  pro4>lemsconditions.  As  a 
side  note,  in  the  coming  year  CPC  will  have  data  for  40  states,  D.C.  and  Puerto 

Rico,  and  thanks  tolfcongress  for  providing  funding  in  the  fiscal  year  2018 


Ccimment  [CAj:  \  suggest  avoiding  the 
dramatic  words 


Comment  |ST(J:  Do  you  think  this  is 
what  she  had  in  mind?  It  seems  a  bit  off 
,to  make  this  point  here  like  this. 


Comment  It  does  seem  to 

interrupt  the  flow  a  bit  but  if  we  want  to 
keep  it  here,  how  about  "As  a  side  note, 
in  the  corning  year  we  will  hove  data  for 
40  states,  DX:,  and  PR  and  fortunately, 
thanks  to  congress  and  the  FY201S 
omnibus  bliJ,  CDC  will  be  plans  to  expand 
NVDRS  to  alJ  SO  states. 


omnibus,  CDC  is  working  to  expand  the  system  to  all  50  states. 


*  ^Suicide  is  often  attributed  solely  to  a  mental  health  problem.  But  according  to 
NVDRS,  fewer  than  half  of  the  people  who  who  die  bvlost  their  life  to  suicide 
hadve  a  known  mental  health  problem  -  and  in  many  of  these  cases,  other 
factors  weare  involved. 

•  In  fact,  our  research  found  that  people  who  died  by  suicide  and  did  not  have  a 
diagnosed  mental  health  problem  condition  were  somewhat  more  likely  than 
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those  with  a  mental  health  problem  condition  to  struggle  with  relationship 

problems  or  loss,  life  stressors  and  recent  or  impending  crises*  However,  and 
importantly,  these  circumstances  were  common  to  both  groups*  /  /{comment  [zaf9ij  Agree,  good  idea! 

i  j* 

•  Suicide  IS  preventable* 


Comment  |.ST(];  I  feel  Jike  sotne 
transition  is  needed  before  introducing 
this.  I  move  it  down  after  a  point  about  a 
comprehensive  approach.  What  do  you 
think  of  this? 


•  That's  why  if  s  so  important  to  know  the  full  range  of  factors  that  contribute  to 
suicide  risk  including  relationship  problems,  substance  use,  physical  and  mental 
health  pfc^btemsconditions,  job  issues,  financial  trouble,  and  criminal  and/or  legal 
problems, 

•  With  tThis  information  in  mind,  states  and  communities  can  be-fetsed-te-develop  a 

comprehensive  approach  to  suicide  prevention*  For  example.  The  United  States 

Air  Force  Suicide  Prevention  Program,  which  inclusive  ofd4fm  11  policy  and 

education  [nitiatives  geared  broadly  towards  increasing  social  support,  social 

skills,  and  help-seeking,  shifted  the  culture  of  the  Air  Force  away  from  viewing 

suicide  and-montal  illness  solely  as  medicalan  individuaforiented  mental  health 
problemconditions  and  instead  asto  a  larger  service^wide  problems  impactinE  the 

whole  community.  The  program  was  associated  with  a  33%  relative  risk 

reduction  tn  suicide  and  reductions  in  other  related  probiem$*T 
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•  Increased  awareness  of  the  range  of  circumstances  contributing  to  suicide  risk, 

and  what  action  is  needed  to  address  them,  can  help  the  nation  reach  its  goal  of 
reducing  the  annual  suicide  rate  20  percent  by  2025. 

•  Today's  report  suggests  we  have  a  lot  of  important  work  to  do  to  reach  this  goal. 
Nearly  all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25 
states  experienced  rate  increases  of  more  than  30  percent. 

•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  Close  coordination  of  activities  between  public  health  agencies  and  other  sectors 
of  society  influencing  suicide  risk  is  critical  for  preventing  suicide.  Necessary 
partners  include  such  sectors  as  health  and  mental  healthcare  providers;  social 
services;  law-enfereementfirst  responders;  educators;  faith  communities; 
businesses;  and  the  media. 

•  States  and  communities  can  and  should  take  action  now  based  on  the  best 
available  evidence. 

•  To  help  prioritize  prevention  efforts,  we've  developed  Preventing  Suicide:  A 
Technical  Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available 
evidence  for  states  and  communities  to  guide  their  prevention  priorities.  The  link 
to  the  technical  package  is  on  our  Vito!  Signs  website. 
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•  Preventing  suicide  involves  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders  -  everyone  in  the  community  can  help  prevent  suicide  risk, 
learn  the  warning  signs  of  suicide,  and  how  best  to  respond  and  get  help. 

•  Now  rm  going  to  turn  it  over  to  Dr.  Adams  for  more  discussion  about  suicide. 


Dr.  Adams; 

•  Thank  you.  Rear  Admiral  Anne  Schuchat.  As  the  nation's  doctor,  1  am  grateful  for 

CDC's  important  work  on  this  public  health  problemcrisis. 

•  As  Dr.  Schuchat  noted,  suicide  is  a  devastating  serious  national  problem.  It's 
simply  not  acceptable  that  we  are  now  losing  nearly  45,000  lives  a  year  to  suicide 
in  this  country,  many  of  whom  oreincluding  military  members  andef  veterans. 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide  to 
understand  trends  and  to  identify  groups  at  greatest  risk.  We  are  developing, 
implementing,  and  evaluating  what  works  to  prevent  suicide  in  communities.  And 
we  are  working  with  public  and  private  partners  to  advance  the  National  Strategy 
for  Suicide  Prevention. 

•  The  good  news  is  that  there  are  many  opportunities  for  prevention.  This  Vital 
Signs  report  reminds  us  that  health  care  systems  and  providers  have  important 
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C  (Mil  me  nt  |  ST (1 ;  D  eb,  "suicide  ca  re''  is 
unclear.  We  could  just  drop  this  and  leave 
the  rest  or  is  there  something  else  you 
would  suggest  adding  here? 

Comment  [zafP]:  That's  fine. 


V  _ 

practices,  and  protocols,  including  safety  planning, 
o  Second,  you  can  talk  with  people  who  are  at  risk  -  and  their  families  - 
about  how  to  safely  store  lethal  means  such  as  medications  and  firearms, 
o  Finally,  it  is  important  to  integrate  and  coordinate  physical  and 
behavioral/mental  health  care  In  ways  that  keep  patients  safe  and 
engaged  in  care  so  people  don't  fall  through  the  cracks. 

•  Today's  report  shows  that  there  are  many  factors  that  contribute  to  suicide  risk. 
Everyone  has  a  responsibility  to  help  stop  this  alarming  concerning  trend. 

•  Thank  you,  Til  turn  it  back  to  Dr.  Schuchat  now. 


roles  to  play  in  preventing  the  risk  of  suicide.  Some  specific  things  primary, 
emergency,  and  behavioral  healthcare  providers  can  do; 

o  First,  you  can  help  make  sure  there  are  systems  policies  and  practices  in 
place  to  screen,  assess,  and  support  people  at  risk,  per  clinical  guidelines. 
And  healthcare  systems  yeo-can  train  their  staff  m-^i^efd^carorin  these 


Dr.  Schuchat; 


•  Thank  you  for  your  comments.  Dr.  Adams. 

•  The  bottom  line  is  that  many  factors  contribute  to  suicide,  beyond  mental  health 
problomconditions  alone, 
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individual.  So  it  will  take  a  coordinated  and  comprehensive  response  to  moke  sure 

we-prevent  as-marty-of-the&efurther  tragic  and  unnecessary  deaths-as-we-c-an. 
Everyone  has  a  role  to  play  in  these  efforts  and  hope  and  healing  is  possible. 

•  Thank  you.  I'll  turn  it  back  to  our  moderator  now. 


Moderator:  Thank  you.  (Operator's  name),  I  believe  we  are  ready  for  questions,  please. 


[Q&A] 


Media  Q&A  -AFTER  FINAL  QUESTION-  (Moderator):  Thank  you  Drs.  Schuchat,  Adams 


and  Stone  for  joining  us  today,  as  well  as  reporters.  Further  information  is  available  on 


this  topic  through  our  Vital  Signs  website,  www.cdc.gov/vitalsigns.  For  follow-up 


questions,  call  the  press  office  at  404-639-3286  or  send  an  email  to  media@cdc.gov. 


Thank  you  for  joining  us;  this  concludes  our  call. 
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From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

14  May  2018  14:57:43  +0000 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 


Thanks,  Alex! 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  May  14,  2018  10:16  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  Re:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  reviewed  the  transcript,  it  looks  good. 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Sunday,  May  13,  2018  19:33 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Black,  Erin  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC);  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE;  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Thanks,  Tom.  This  looks  great.  I've  gone  through  and  made  some  additional  final  edits.  Tom  and  Alex, 
you  may  want  to  take  one  more  look— sorry! 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Sunday,  May  13,  2018  4:49  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>:  Ivey-Stephenson,  Asha  2.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6@cdc.eQV>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vtd5t5)cdc.gov>: 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9(5)cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(acdc.EQV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8^cdc.eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(acdc,gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3f5)cdc.gov> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  Erin, 

Thank  you  for  moving  this  forward.  I  suggested  a  few  edits  in  the  version  attached.  There  are  some 
additional  points  to  make  in  the  terms  box  at  the  top  that  I  pulled  from  the  definitions  document.  Deb,  I 
added  a  note  for  you.  Also,  are  there  any  other  key  points  that  you  want  to  be  sure  are  made? 


Erin,  in  the  summary  you  provided  about  next  steps  you  indicated  that  there  was  a  request  to  put  the  % 
who  disclosed  suicidal  thoughts  in  the  script.  Was  that  really  to  go  in  the  script?  It  seems  more 
appropriate  for  the  Q  &  A. 

The  answer  would  be  that  the  %  of  suicide  decedents  who  disclosed  suicide  intent  was  slightly  higher 
among  those  with  mental  health  problems  (24.5%)  compared  to  those  without  known  mental  health 
problems  (22.5%). 

-Tom 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Saturday,  May  12,  2018  12:01  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.eov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>:  Ivey- Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.EQV>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <5nk6iS)cdc.Eov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5facdc.gQv>: 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4(5)cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<;af9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl(Pcdc.Eov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6(®cdcgoy>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3facdc.gov> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Thanks  Alex,  I  made  your  suggested  edits  in  the  attached.  I  also  spoke  to  Tom  and  we  decided  to  add  the 
terminology  guidance  box  and  Air  Force  example.  I  did  not  add  mention  of  the  HP2020  goal,  the  %  of 
people  who  told  someone  they  were  contemplating  suicide  or  mention  CDR  Cunningham  (since  it  hasn't 
been  reported  as  a  suicide  I  don'  think  we  should  proactively  discuss  during  a  suicide  VS  release)  rather 
add  a  TP  to  the  Q&As  incase  a  question  is  asked.  Please  let  me  know  what  you  all  think. 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  6:15  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(S)cdc.£OV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <iym9(g)cdc-gQv>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5ia)cdc.gov>; 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.EOv>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl^cdc.KOv> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irvSg)cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov> 

Subject;  Re:  Vital  Signs  FSand  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  have  attached  my  comments.  Pretty  minor  just  some  word  choices. 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  15:18 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine 
A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
All  -  wanted  to  get  your  thoughts  on  the  script  for  Dr.  S. 


In  working  through  the  document,  I  made  these  updates: 

•  Updated  the  headlines  based  on  comments  today. 

•  Added  a  reference  to  thank  congress  for  funding  to  expand  NVDRS. 

•  Removed  the  reference  to  'suicide  care'. 

•  Added  reference  to  age-specific  rates  overtime  (but  not  the  other  sited  work  mentioned) 

•  Added  percent  of  those  that  died  by  suicide  who  were  military/vets  (It  seems  weird  to  specifically 

call  this  out  in  the  script  but  per  Anne's  request,  let  me  know  your  thoughts). 

Let  me  know  your  thoughts  about  the  following  that  were  discussed  in  the  pre-brief-  I  think  these  are 
more  appropriate  in  the  Q&As  than  the  script: 

•  Terminology  guidance  box  -  Added  to  the  script 

•  HP2020  goal 

•  Air  force  example  -  Added  to  the  script 

•  %  of  people  who  told  someone  they  were  contemplating  suicide 

•  Mention  of  CDR  Cunningham  (I  don't  think  it  is  confirmed  he  died  by  suicide,  rather  drowning) 
Current  version  of  the  script  is  attached,  let  me  know  what  you  think.  I  hope  to  send  to  Leslie  to  take  a 
quick  look  before  sending  back  to  the  VS  office  COB  Monday.  Still  waiting  for  edits  from  the  SG's  office 
on  his  piece  -  I  sent  them  a  reminder. 

E 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  10,  2018  6:00  PM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4(@cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO@cdc.gov>:  Peaker,  Brandy  {CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.RQV>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5@cdc,gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Rov>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>:  Kegler,  Scott  R,  (CDC/ONDIEH/NCIPC)  <snk6@cdc.gov>: 

Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <v1d5@cdc.gQv>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4(@cdc.Rov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.Rov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(@cdc.RQV>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov>:  Richmond-Crum, 

Malia  (CDC/ONDIEH/NCIPC)  <]ryS^cdcgw>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.gQV> 

Subject:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  VS  team, 

We  really  appreciated  all  the  helpful  feedback  provided  during  the  pre-brief  with  Dr.  Schuchat.  We  also 
appreciate  the  guidance  you  provided  before  and  after.  The  ideas  that  the  graphics  team  provided  for 
page  3  during  the  call  yesterday  seem  like  they  will  be  helpful.  We  look  forward  to  seeing  the  new 
version. 

We  are  attaching  a  copy  of  the  fact  sheet  pdf  with  embedded  stickies  to  describe  specific  edits.  These 
reflect  the  changes  we  discussed  during  and  after  the  pre-brief.  I'm  also  attaching  a  Word  document 
that  describes  the  changes  that  we  discussed  for  page  3  during  the  call  yesterday.  We  are  providing 
shortened  text  for  the  figure  that  was  at  the  top  of  page  3.  I  understand  that  this  will  be  formatted  using 
the  new  layout  but  we  edited  the  text  in  the  old  format  so  you  can  see  how  it  relates.  Please  use  this 
new  text.  This  document  also  provides  the  5  steps  to  go  on  the  bottom  right  of  page  3  and  some  other 
specific  edits  to  the  title  and  warning  signs  text. 

We  are  also  attaching  the  press  release  with  a  few  edits.  We  were  reflecting  on  Dr.  Schuchafs  concern 
about  small  states  and  whether  the  increase  could  be  based  on  a  small  number  of  suicides.  Scott  looked 
into  this  for  us  and  we  are  comfortable  that  these  are  meaningful  increases.  He  prepared  a  helpful  Q  &  A 
about  this  (attached).  Given  this,  we  think  it  is  ok  to  keep  the  text  in  the  press  release  about  the  ranges 


across  states.  I  wanted  to  mention  this  to  you  though  in  case  you  want  to  consult  with  Dr.  Schuchat 
about  this  given  the  questions  she  raised. 

Finally,  regarding  the  request  to  reflect  how  the  increases  in  suicide  rates  have  varied  across  age  group, 
we  are  proposing  the  addition  of  the  following  highlighted  text  to  the  introductory  paragraph.  Can  you 
please  check  to  see  if  this  is  consistent  with  what  Dr.  Schuchat  would  like? 

BACKGROUND  AND  PURPOSE 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population  [age-adjusted])  occurred  in  the  United  States 
among  persons  aged  >10  years  (1).  Between  1999  and  2015,  suicide  rates  increased  among  both  sexes, 
all  racial/ethnic  groups,  and  all  urbanization  levels  (2,3).  Suicide  rates  have  increased  among  all  age 
groups  younger  than  75  years,  with  the  highest  percent  increases  among  those  aged  45-64  and  those 
10-14  (3),  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are 
increasing  (1,4).  Additionally,  rates  of  emergency  department  visits  for  nonfatal  self-harm,  a  key  risk 
factor  for  suicide,  increased  42%  between  2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  $69  billion  in  direct  medical  and  work  loss  costs  (1). 

Thank  you! 

Tom,  Deb,  and  our  VS  team 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  13  May  2018  22:31:07  -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NC(PC);Crosby,  Alexander 

(CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin 
(CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);Ballman,  Marie  R,  (CDC/ONDIEH/NCIPC);Kurmt,  Molly  Regina 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre- 

Brief 

In  my  notes  I  had  to  add  the  %  who  disclosed  suicide  thoughts  to  the  script  but  I  agree  it 
makes  more  since  for  the  Q&As  that's  why  I  didn't  add  to  the  script  but  wanted  to  make 
sure  everyone  agrees. 


From:  "Simon,  Thomas  (CDC/ONDIEH/NCIPC)" 

Sent:  Sunday,  May  13,  2018  4:49  PM 

To:  "Black,  Erin  (CDC/ONDIEH/NCIPC)" , "Crosby,  Alexander  (CDC/ONDlEH/NClPC)" 

,"lvey -Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)"  ,"Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)"  ,"Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)"  ,"Yuan,  Kerning 
(CDC/ONDIEH/NCIPC)"  ,"Stone,  Deborah  (CDC/ONDIEH/NCIPC)" , "Holland,  Kristin 
(CDC/ONDIEH/NCIPC)" 

CC:  "Bruce,  Crystal  (CDC/OPHPR/OD)"  ,"Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)" 
,"Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)"  ,"Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)" 
Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 


Hi  Erin, 

Thank  you  for  moving  this  forward,  I  suggested  a  few  edits  in  the  version  attached.  There  are 
some  additional  points  to  make  in  the  terms  box  at  the  top  that  I  pulled  from  the  definitions 
document.  Deb,  I  added  a  note  for  you.  Also,  are  there  any  other  key  points  that  you  want  to  be 
sure  are  made? 

Erin,  in  the  summary  you  provided  about  next  steps  you  indicated  that  there  was  a  request  to 
put  the  %  who  disclosed  suicidal  thoughts  in  the  script.  Was  that  really  to  go  in  the  script?  It 
seems  more  appropriate  for  the  Q  &  A* 

The  answer  would  be  that  the  %  of  suicide  decedents  who  disclosed  suicide  intent  was  slightly 
higher  among  those  with  mental  health  problems  (24.5%)  compared  to  those  without  known 
mental  health  problems  (22.5%). 

-Tom 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Saturday,  May  12,  2018  12:01  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Fowler, 


Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Richmond- Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Ballman, 
Marie  R.  (CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Thanks  Alex.  I  made  your  suggested  edits  in  the  attached,  I  also  spoke  to  Tom  and  we  decided  to 
add  the  terminology  guidance  box  and  Air  Force  example.  I  did  not  add  mention  of  the  HP2020 
goal,  the  %  of  people  who  told  someone  they  were  contemplating  suicide  or  mention  CDR 
Cunningham  (since  it  hasn't  been  reported  as  a  suicide  I  don'  think  we  should  proactively  discuss 
during  a  suicide  VS  release)  rather  add  a  TP  to  the  Q&As  incase  a  question  is  asked.  Please  let 
me  know  what  you  all  think. 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  6:15  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7f5)cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tg59@cdc,Eov>;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>;  Kegler, 

Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6f5icdc.eov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5@cdc.gov>;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc,gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl(Scdc.gov> 
Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv80cdc.gov>:  Ballman,  Marie  R,  (CDC/ONDIEH/NCIPC) 
<dof30cdc.gov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu30cdc.gQv> 

Subject:  Re;  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  have  attached  my  comments.  Pretty  minor  just  some  word  choices, 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  May  11,  2018  15:18 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Ivey-Stephenson, 
Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC);  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);  Stone,  Deborah  (CDC/ONDIEH/NCIPC); 
Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
All  -  wanted  to  get  your  thoughts  on  the  script  for  Dr.  S. 

In  working  through  the  document,  I  made  these  updates: 

•  Updated  the  headlines  based  on  comments  today, 

•  Added  a  reference  to  thank  congress  for  funding  to  expand  NVDRS. 

•  Removed  the  reference  to  'suicide  care'. 

•  Added  reference  to  age-specific  rates  overtime  (but  not  the  other  sited  work  mentioned) 

•  Added  percent  of  those  that  died  by  suicide  who  were  military/vets  (It  seems  weird  to 

specifically  call  this  out  in  the  script  but  per  Anne's  request,  let  me  know  your  thoughts). 
Let  me  know  your  thoughts  about  the  following  that  were  discussed  in  the  pre-brief-  I  think 
these  are  more  appropriate  in  the  QSiAs  than  the  script: 

•  Terminology  guidance  box  -  Added  to  the  script 

•  HP2020  goal 

•  Air  force  example  -  Added  to  the  script 


•  %  of  people  who  told  someone  they  were  contemplating  suicide 

•  Mention  of  CDR  Cunningham  (I  don't  think  it  is  confirmed  he  died  by  suicide,  rather 

drowning) 

Current  version  of  the  script  is  attached,  let  me  know  what  you  think.  I  hope  to  send  to  Leslie  to 
take  a  quick  look  before  sending  back  to  the  VS  office  COB  Monday.  Still  waiting  for  edits  from 
the  SG"s  office  on  his  piece  - 1  sent  them  a  reminder. 

E 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  10,  2018  6:00  PM 

To:  Schieber,  Richard  A.  {CDC/OPHSS/CSELS/DPHID)  <rb54(g)cdc.ROV>;  Sokler,  Lynn 
(CDC/OD/OADC)  < Z5zQ@cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) 

<vha6@cdc.gQV>:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>;  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <fvm9@cdc.gQV>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 

<5nk6@cdc.gov>;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc.gov>;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC)  <vrm4@cdc.gQV>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>; 
Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdcgov>;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
<uzu3@cdc.gQV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>;  Stone, 
Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl@cdc.gQv> 

Subject:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  VS  team, 

We  really  appreciated  all  the  helpful  feedback  provided  during  the  pre-brief  with  Dr.  Schuchat. 
We  also  appreciate  the  guidance  you  provided  before  and  after  The  ideas  that  the  graphics 
team  provided  for  page  3  during  the  call  yesterday  seem  like  they  will  be  helpful.  We  look 
forward  to  seeing  the  new  version* 

We  are  attaching  a  copy  of  the  fact  sheet  pdf  with  embedded  stickles  to  describe  specific  edits* 
These  reflect  the  changes  we  discussed  during  and  after  the  pre-brief.  I'm  also  attaching  a  Word 
document  that  describes  the  changes  that  we  discussed  for  page  3  during  the  call  yesterday.  We 
are  providing  shortened  text  for  the  figure  that  was  at  the  top  of  page  3*  I  understand  that  this 
will  be  formatted  using  the  new  layout  but  we  edited  the  text  in  the  old  format  so  you  can  see 
how  it  relates.  Please  use  this  new  text.  This  document  also  provides  the  5  steps  to  go  on  the 
bottom  right  of  page  3  and  some  other  specific  edits  to  the  title  and  warning  signs  text. 

We  are  also  attaching  the  press  release  with  a  few  edits.  We  were  reflecting  on  Dr*  Schuchat's 
concern  about  small  states  and  whether  the  increase  could  be  based  on  a  small  number  of 
suicides.  Scott  looked  into  this  for  us  and  we  are  comfortable  that  these  are  meaningful 
increases.  He  prepared  a  helpful  Q  &  A  about  this  (attached).  Given  this,  we  think  it  is  ok  to  keep 
the  text  in  the  press  release  about  the  ranges  across  states,  1  wanted  to  mention  this  to  you 
though  in  case  you  want  to  consult  with  Dr,  Schuchat  about  this  given  the  questions  she  raised* 
Finally,  regarding  the  request  to  reflect  how  the  increases  in  suicide  rates  have  varied  across  age 
group,  we  are  proposing  the  addition  of  the  following  highlighted  text  to  the  introductory 
paragraph.  Can  you  please  check  to  see  if  this  is  consistent  with  what  Dr.  Schuchat  would  like? 
BACKGROUND  AND  PURPOSE 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population  [age-adjusted])  occurred  in  the  United 
States  among  persons  aged  >10  years  (1).  Between  1999  and  2015,  suicide  rates  increased 
among  both  sexes,  all  racial/ethnic  groups,  and  all  urbanization  levels  (2,3).  Suicide  rates  have 
increased  among  aH  age  groups  younger  than  75  years,  with  the  highest  percent  increases 
among  those  aged  45-64  and  those  aged  10-14  (3),  Suicide  is  the  10th  leading  cause  of  death 


and  is  one  of  just  three  leading  causes  that  are  increasing  (1,4).  Additionally,  rates  of  emergency 
department  visits  for  nonfatal  self-harm,  a  key  risk  factor  for  suicide,  increased  42%  between 
2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries  cost  the  nation  more  than  $69 
billion  in  direct  medical  and  work  loss  costs  (1). 

Thank  you  I 

Tom,  Deb,  and  our  VS  team 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  13  May  2018  23:33:17 +0000 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Crosby, 

Alexander  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  {CDC/OND(EH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc;  Bruce,  Crystal  (CDC/OPHPR/OD);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Attachments:  TELEBRIEF  SCRIPT_V4_pgm_LS_5. 7. 18_1.40pm_TS_LS_5O.5.11.18.EB+ac+EB 

ds.docx 

Thanks,  Tom.  This  looks  great.  I've  gone  through  and  made  some  additional  final  edits.  Tom  and  Alex, 
you  may  want  to  take  one  more  look— sorry! 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Sunday,  May  13,  2018  4:49  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha 
Z.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ; 
Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  Erin, 

Thank  you  for  moving  this  forward.  I  suggested  a  few  edits  in  the  version  attached.  There  are  some 
additional  points  to  make  in  the  terms  box  at  the  top  that  I  pulled  from  the  definitions  document.  Deb,  I 
added  a  note  for  you.  Also,  are  there  any  other  key  points  that  you  want  to  be  sure  are  made? 

Erin,  in  the  summary  you  provided  about  next  steps  you  indicated  that  there  was  a  request  to  put  the  % 
who  disclosed  suicidal  thoughts  in  the  script.  Was  that  really  to  go  in  the  script?  It  seems  more 
appropriate  for  the  Q  8t  A. 

The  answer  would  be  that  the  %  of  suicide  decedents  who  disclosed  suicide  intent  was  slightly  higher 
among  those  with  mental  health  problems  (24.5%)  compared  to  those  without  known  mental  health 
problems  (22.5%). 

-Tom 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  Saturday,  May  12,  2018  12:01  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gQV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gov>;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6(5)cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5tacdc.gov>; 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.eov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov> 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 


Thanks  Alex,  f  made  your  suggested  edits  in  the  attached.  I  also  spoke  to  Tom  and  we  decided  to  add  the 
terminology  guidance  box  and  Air  Force  example.  I  did  not  add  mention  of  the  HP2020  goal,  the  %  of 
people  who  told  someone  they  were  contemplating  suicide  or  mention  CDR  Cunningham  (since  it  hasn't 
been  reported  as  a  suicide  I  don'  think  we  should  proactively  discuss  during  a  suicide  VS  release)  rather 
add  a  TP  to  the  Q8tAs  incase  a  question  is  asked.  Please  let  me  know  what  you  all  think. 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  6:15  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.EOV>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9@cdc.gQV>:  Ivey- Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.RQV>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6@cdc.KOV>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5g)cdc.gQv>: 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gQV>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <tmhl@cdc.ROV> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6Pcdc,gQV>:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>:  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC)  <uzu3@cdc.gQv> 

Subject;  Re:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  have  attached  my  comments.  Pretty  minor  just  some  word  choices. 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  il,  2018  15:18 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine 
A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R, 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
All  “Wanted  to  get  your  thoughts  on  the  script  for  Dr.  S. 

In  working  through  the  document,  I  made  these  updates: 

•  Updated  the  headlines  based  on  comments  today. 

•  Added  a  reference  to  thank  congress  for  funding  to  expand  NVDRS. 

•  Removed  the  reference  to  'suicide  care'. 

•  Added  reference  to  age-specific  rates  overtime  (but  not  the  other  sited  work  mentioned) 

•  Added  percent  of  those  that  died  by  suicide  who  were  military/vets  (It  seems  weird  to  specifically 

call  this  out  in  the  script  but  per  Anne's  request,  let  me  know  your  thoughts). 

Let  me  know  your  thoughts  about  the  following  that  were  discussed  in  the  pre-brief“  I  think  these  are 
more  appropriate  in  the  Q&As  than  the  script: 

•  Terminology  guidance  box  *  Added  to  the  script 

•  HP2020  goal 

•  Air  force  example  -  Added  to  the  script 

•  %  of  people  who  told  someone  they  were  contemplating  suicide 

•  Mention  of  CDR  Cunningham  (I  don't  think  it  is  confirmed  he  died  by  suicide,  rather  drowning) 
Current  version  of  the  script  is  attached,  let  me  know  what  you  think.  I  hope  to  send  to  Leslie  to  take  a 
quick  look  before  sending  back  to  the  VS  office  COB  Monday.  Still  waiting  for  edits  from  the  SG's  office 
on  his  piece  -  I  sent  them  a  reminder. 

E 


From:  Simon,  Thonnas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday^  May  10,  2018  6:00  PM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>:  Sokler,  Lynn  (CDC/OD/OADC) 
<zszOPcdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6Pcdc.ROV>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5(a)cdc.gQV> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Rov>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9@cdc.gQV>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6<@cdc.gov>: 

Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vtd5@cdc.gQV>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4(^cdc.^QV>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6f5?cdc.HOV>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.EQV>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzuS(5?cdc.EQV>:  Richmond-Crunn, 

Malia  (CDC/ONDIEH/NCIPC)  <irvBPcdc.gQV>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>: 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl{^cdc.gov>  i 

Subject:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  VS  team. 

We  really  appreciated  all  the  helpful  feedback  provided  during  the  pre-brief  with  Dr.  Schuchat,  We  also 
appreciate  the  guidance  you  provided  before  and  after.  The  ideas  that  the  graphics  team  provided  for 
page  3  during  the  call  yesterday  seem  like  they  will  be  helpful.  We  look  forward  to  seeing  the  new 
version. 

We  are  attaching  a  copy  of  the  fact  sheet  pdf  with  embedded  stickies  to  describe  specific  edits.  These 
reflect  the  changes  we  discussed  during  and  after  the  pre-brief.  I'm  also  attaching  a  Word  document 
that  describes  the  changes  that  we  discussed  for  page  3  during  the  call  yesterday.  We  are  providing 
shortened  text  for  the  figure  that  was  at  the  top  of  page  3.  I  understand  that  this  will  be  formatted  using 
the  new  layout  but  we  edited  the  text  in  the  old  format  $o  you  can  see  how  it  relates.  Please  use  this 
new  text.  This  document  also  provides  the  5  steps  to  go  on  the  bottom  right  of  page  3  and  some  other 
specific  edits  to  the  title  and  warning  signs  text. 

We  are  also  attaching  the  press  release  with  a  few  edits.  We  were  reflecting  on  Dr.  Schuchat's  concern 
about  small  states  and  whether  the  increase  could  be  based  on  a  small  number  of  suicides.  Scott  looked 
into  this  for  us  and  we  are  comfortable  that  these  are  meaningful  increases.  He  prepared  a  helpful  Q  &  A 
about  this  (attached).  Given  this,  we  think  it  is  ok  to  keep  the  text  in  the  press  release  about  the  ranges 
across  states.  I  wanted  to  mention  this  to  you  though  in  case  you  want  to  consult  with  Dr.  Schuchat 
about  this  given  the  questions  she  raised. 

Finally,  regarding  the  request  to  reflect  how  the  increases  in  suicide  rates  have  varied  across  age  group, 
we  are  proposing  the  addition  of  the  following  highlighted  text  to  the  introductory  paragraph.  Can  you 
please  check  to  see  if  this  is  consistent  with  what  Dr.  Schuchat  would  like? 

BACKGROUND  AND  PURPOSE 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population  [age-adjusted])  occurred  in  the  United  States 
among  persons  aged  >10  years  (1).  Between  1999  and  2015,  suicide  rates  increased  among  both  sexes, 
all  racial/ethnic  groups,  and  all  urbanization  levels  (2,3).  Suicide  rates  have  increased  among  all  age 
groups  younger  than  75  years,  with  the  highest  percent  increases  among  those  aged  45-64  and  those 
aged  10-14  (3).  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are 
increasing  (1,4).  Additionally,  rates  of  emergency  department  visits  for  nonfatal  self-harm,  a  key  risk 
factor  for  suicide,  increased  42%  between  2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  $69  billion  in  direct  medical  and  work  loss  costs  (1). 

Thank  youl 

Tom,  Deb,  and  our  VS  team 
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Vital  Signs  Rising  Suicide  Rates  Across 


Suicide  TerminoioEvJ 

R^eporting  Guidelines 

Don't  Do  This 

Do  This  Instead 

Don't  use  sensationalistic 
headlines  (e^R,,  Kurt  CobaIn  used 

Do  Inform  without 
sensationalizine  (e.E,  Curt  Cobain 

shotRun  to  commit  suicide) 

dead  at  27)  ' 

Don't  include  photos/videos  of 

f ^ j i v/ ^ri e  n d 5  or 

ij  jjyi  1  uui/  wm  rv  ui  i  u  1 1 

memo  ri  a-l 

f>ymb^  1 

Don't  describe  suicide  as  an 

epidemic,  skyrocketing,  etc. 

Do  use  the  most  recent  CDC  data 

and  non-sensational  word4s  ^ 

(rise,  higher,  etc.) 

Don't  describe  suicide  as 
inexplicable  ortfse  "without 

Do  Include  the  'warninR  signs' 

and  'what  to  do'  info  in  articles 

warning” 

1 

sayings- 

D©  4Fsdiea  te*a  4>&t-e  was  ^eufvd 
and'i-S'bemg-rev+ewed  ' 

Don't  mvcstotc  and  report  on 

1 

Do  report  on  suicide  as  a  public  ! 

suicide  like  rooonmA  on  ermves 

Don-t-QU€>te/mtefview-f4F5t 
fesponderscrboiit-the  ca-uses-of 

su+eide 

Dp  4ee  k  adv  f  o  m  su  kide 

OFevefkloo  -ex-per  ts 

Don't  refer  to  suicide  or  suicide 

Describe  as  suicide,  person  died 

attempts  as  'successful,  or ' 

unsuccessful/ 

by  suicide,  or  life  lost  to  suicide 

and  refer  to  suicide  attempts  as 

such  (not  as  successful  or 

unsuccessful) 

include  the  points  that  are  only 


terms  they  should  avoid.  I  deleted  the 


Completed  suicide  -  Alternate 


June  7,  2018 


Desired  Headlines 


Nearly  45,00Q  lives  lost  to  suicides  occurred  In  2016,  but  suicide  is  preventable. 

Suicide  rates  fiemg-up  in  almost  all  states,  but  suicide  is  preventable. 

Suicide  rates  s  increased  went  up  more  than  30%  in  half  of  U.S.  states  between  1999  and  2016, 
Many  factors  contribute  to  suicide,  beyond  mental  health  problems ; 


Moderator:  Thank  you  (OPERATOR  NAME1>  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  COC  Vital  Signs  report7  thrs-ofie-on  Circumstapces  and  Trends  in 

State  Suicide  Rates  and  contributing  circumstances  to  suicide.  We  are  joined  by  Dn 

Anne  Schuchat,  CDCs  Principal  Deputy  Director  and  the  Surgeori  General  Dr.  Jerome 
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Adams.  Dr.  Deb  Stone,  en€-6f4l=felead  authors  of  the  study,  is  also  available  to  help 

v/rthanswer  questions.  Following  remarks,  we  will  respond  to  questions.  I'd  like  to 

turn  the  call  over  now  to  Dr.  Anne  Schuchat. 


Dr.  Schuchat: 

•  Good  afternoon  and  thank  you  for  joining  us  today. 

•  CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDC's 
Vital  Signs  report,  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it. 

•  Today's  report  contains  alarming  new  information  about  state  suicide  trends, 
and  the  range  of  factors  that  contribute  to  ftsuicide. 

•  In  2016  alone,  45,000  people  in  the  U.5.  lost  their  lives  to  suicide. 

•  What  we  found  4s-that  suicide  rates  have  increased  in  nearly  every  state  across 
the  nation  -  and  suicide  is  one  of  just  three  leading  causes  of  death  that  are 
on  the  rise. 

•  Suicide  rRates  have  increased  among  all  age  groups  younger  than  75  years,  with 

the  highest  percent  increases  among  those  aged  45-64  and  those  aged  10-14. 
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*  ^n  2016  olonc.  45,000  people  m  the  US.  lost  their  lives  to  sugcidG.p:7.R%  of  those 


Tl^ese-afej&ovastatm^  afe-unacceptabJe;  ev^fv  Ssuiclde 


Cfimment  |ST(];  I  would  take  this  out  of 
script  for  Dr,  S  since  it  is  not  a  primary 

.finding. 


Comment  |BE(]:  Please  check  this  is 
accurate.  ,  i 


C  om  mei^t  i  |C  A  1  suggept '  a  vo  id  i  ng  th  e 
dramatic  wevrds  I  ' 


greatly  is  a  tragedy^orthose-lFidlviduals,  theirimpacts  families,  friends^-atad 
colleagues,  and  entire  communities^  These  findings  are  unacceptable. 
Sut-Ssulcide  is  also  is  a  preventable  public  health  problem  -  and  unfortunately, 
our  data  show  that  problem  is  getting  worse* * 

For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics 
System  to  look  at  trends  in  suicide  rates  for  all  50  states  and  Washington,  D*C, 

We  then  looked  at  data  from  CDCs  National  Violent  Death  Reporting  System, 
covering  27  states  in  2015,  aM-andte  examinedd  circumstances  around  suicides 
among  people  with  and  without  known  mental  health  problems*  I'd  like  to  take 
thi^  opportunity  to  thank  Congress  for  providing  funding  in  the  fiscal  year  2018 


Comment' IST^l'r  tpd  vtou  think  this  is 
whatshe  had'ia  rrfirid?  Itceems  a  bit  off 
.to  make  this; point  ht?re  like  this. 


Comment  |zat^];  It  does  seem  to 
interrupt  the  fiow  a  bit  but  if  we  want  to 
keep  it  here,  how  about  "As  a  side  note, 
in  the  coming  year  we  will  have  data  for 
40  states,  D.C.,  and  PR  and  fortunately, 
thanks  to  congress  and  the  FY2013 
omnibus  bill,  CDC  wifi  be  plans  to  e^tpand 
NVDRS  to  all  50  states. 


Comment  |zaf9]:  I  don't  think  we  need 
this  as  it  begs  the  question  of  why  would 
ede  have  to  work  so  hard  toward  this  if 
congress  already  provided  funds,  i  think 
this  is  TMI, 


omnibus  to  expand  the  system  to  all  50  states  and  the  District  of  Columbia.  CDC  is 


t 


actively  working  toward  that  goal. 


*  Suicide  is  often  attributed  solely  to  a  mental  health  problem.  But  according  to 
NVDRS,  fewer  than  half  of  the  people  who  who  die  bvlost  their  life  to  suicide 
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hadve  a  known  mental  health  problem  -  and  in  many  of  these  cases,  other 

factors  weare  Involved. 

•  In  fact,  our  research  found  that  people  wholctied  by  suicide^and  did  not  have  a 

N  J _ _ _ _ _ 

diagnosed  mental  health  problem  were  somewhat  more  likely  than  those  with  a 
mental  health  problem  to  struggle  with  relationship  problems  or  loss,  life 

■'i' 

stressors  and  recent  or  impending  crises.  However,  and  importantly,  these 
circumstances  were  common  to  both  groups. 

•  Suicide  IS  preventable.  Forlexampl^  The  United  States  Air  Force  Suicide 


'■“M 


CciTnmtnt  |jiEaf91:  I  think  jt'$  ok  to 
sometimos  use  'died  by  soiclde'  to  get 
people  familiar  with  this  phrase. 


Comment  |ST(jj  I  feel  like  some 
transition  is  needed  before  introducing 
this.  I  move  it  down  after  a  point  about  a 
comprehensive  approach.  What  do  you 
think  of  this? 


^Comment  |?af9|:  Agree,  good  idea!  } 


Comment  |zaf9]:  We  need  to  be  careful 
to  not  say  mental  health  is  a  risk  factor  for 
suicide^it's  problems  with  mental  health 
that's  the  issue! 


^  ii  .'o'evve  :  jrL;:;;: 

suicide. 

That' s  why  it's  so  important  to  know  the  full  range  of  factors  that  contribute  to 
suicide  risk  including  relationship  problems,  substance  use,  physical  and  Rental 
health  problems.liob  issues,  financial  trouble,  and  criminal  and/or  legal  problems. 

With  tThis  information  in  mind,  states  and  communities  can  be  used  to  develop  a 

comprehensive  approach  to  suicide  prevention.  For  example.  The  United  States 

Air  Force  Suicide  Prevention  Program,  which  inclusive  ofd4fig  11  policy  and 

education  initiatives  geared  broadly  towards  increasing  social  support,  social 

skills,  and  help-seeking,  shifted  the  culture  of  the  Air  Force  away  from  viewing 

suicide  and- mental  illncss-SQl-Giv-as  mectic-alan  individuahoriented  mental  health 
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problems  afid  instead-asto  a  larger  service-wide  problems  impacting  the  whole 

community.  The  program  was  associated  with  a  33%  relative  risk  reduction  in 

suicide  and  reductions  in  other  related  problems.^ 


•  Increased  awareness  of  the  range  of  circumstances  contributing  to  suicide  risk, 
and  what  action  is  needed  to  address  them,  can  help  the  nation  reach  its  goal  of 
reducing  the  annual  suicide  rate  20  percent  by  2025. 

•  Today's  report  suggests  we  have  a  lot  of  important  work  to  do  to  reach  this  goal. 
Nearly  all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25 
states  experienced  rate  increases  of  more  than  30  percent. 

•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  Close  coordination  of  activities  between  public  health  agencies  and  other  sectors 
of  society  influencing  suicide  risk  is  critical  for  preventing  suicide.  Necessary 
partners  include  such  sectors  as  health-care  and  mental  healthcare  providers; 
social  services;  law  enforcementfirst  responders;  educators;  faith  communities; 
businesses;  and  the  media. 

•  States  and  communities  can  and  should  take  action  now  based  on  the  best 
available  evidence. 

•  To  help  prioritize  prevention  efforts,  we've  developed  Preventing  Suicide:  A 
Technical  Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available 
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evidence  for  states  and  communities  to  guide  their  prevention  priorities.  The  link 

to  the  technical  package  is  on  our  Vital  Signs  website. 

•  Preventing  suicide  involves  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders  -  everyone  in  the  community  can  help  prevent  suicide  risk, 
learn  the  warning  signs  of  suicide,  and  how  best  to  respond  and  get  help. 

•  Now  Tm  going  to  turn  it  over  to  Dr.  Adams  for  more  discussion  about  suicide. 


Dr.  Adams: 

•  Thank  you,  Rear  Admiral  Anne  Schuchat.  As  the  nation's  doctor,  I  am  grateful  for 

CDC's  important  work  on  this  public  health  problemef4^is. 

•  As  Dr.  Schuchat  noted,  suicide  is  a  devastating  serious  national  problem.  It's 
simply  not  acceptable  that  we  are  now  losing  nearly  45,000  lives  a  year  to  suicide 
in  this  country,  many  of  whom  areincluding  military  members  ander  veterans. 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide  to 
understand  trends  and  to  identify  groups  at  greatest  risk.  We  are  developing, 
implementing,  and  evaluating  what  works  to  prevent  suicide  in  communities.  And 
we  are  working  with  public  and  private  partners  to  advance  the  National  Strategy 
for  Suicide  Prevention. 
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•  The  good  news  is  that  there  are  many  opportunities  for  prevention.  This  Vital 

Signs  report  renninds  us  that  health  care  systems  and  providers  have  important 
roles  to  play  in  preventing  the  risk  of  suicide.  Some  specific  things  primary, 
emergency,  and  behavioral  healthcare  providers  can  do: 

o  First,  you  can  help  make  sure  there  are  systems- policies  and  practices  in 
place  to  screen,  assess,  and  support  people  at  risk,  per  clinical  guidelines. 
And  healthcare  systems  yeu-can  train  their  staff 
practices,  and  protocols.  Including  safety  planning, 
o 

o  Second,  you  can  talk  with  people  who  are  at  risk  -  and  their  families  - 
about  how  to  safely  store  lethal  means  such  as  medications  and  firearms, 
o  Finally,  It  is  important  to  integrate  and  coordinate  physical  and 


^ehavioraj/mental  health  care  in  ways  that  keep  patients  safe  and 
engaged  in  care  so  people  don't  fall  through  the  cracks. 


in  thoco  ‘ 

L  U;  1  ^ ,  III  LI  1 

1  — - -  p 

P 

1 

/ 

I 


Ctinimviit  |.ST(1;  Deb.  "suicide  care''  is 
unclear.  We  could  just  drop  this  and  leave 
the  rest  or  is  there  something  else  you 
,  would  suggest  adding  here? 


{comment  I zaW):  That's  fine. 


Comment  Behavioral  Includes 

rmental  health  and  substance  abuse 
services 


Today's  report  shows  that  there  are  many  factors  that  contribute  to  suicide  risk. 
Everyone  has  a  responsibility  to  help  stop  this  alarming  concerning  trend. 

Thank  you,  Til  turn  it  back  to  Dr.  Schuchat  now. 


Dr.  Schuchat: 
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•  Thank  you  for  your  comments,  Dr.  Adams. 

•  The  bottom  line  is  that  many  factors  contribute  to  suicide,  beyond  mental  health 
problems  alone.  It's  a  lot  more  than  just  a  mental  health  problem  for  an  individual. 
So  it  will  take  a  coordinated  and  comprehensive  response  to  fnake-sure  we  prevent 
as  many  of  thesefurther  tragic  and  unnecessary  deaths  as  we  can.  Everyone  has  a 
role  to  play  in  these  efforts  and  hope  and  healing  is  possible. 

•  Thank  you.  I'll  turn  It  back  to  our  moderator  now. 


Moderator:  Thank  you.  (Operator’s  name),  I  believe  we  are  ready  for  questions,  please. 


[Q&A] 


Media  Q&A  -AFTER  FINAL  QUESTION-  (Moderator):  Thank  you  Drs.  Schuchat,  Adams 

and  Stone  for  joining  us  today,  as  well  as  reporters.  Further  information  is  available  on 

this  topic  through  our  Vital  Signs  website,  www.cdc.gov/vitalsigns.  For  follow-up 


s 
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questions,  call  the  press  office  at  404-639-3286  or  send  an  email  to  media@cdc.gov. 


Thank  you  for  joining  us;  this  concludes  our  call. 
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From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  13  May  2018  16:49:20 -0400 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);lvev- 

Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC);Yuan,  Kerning  (CDC/ONDIEH/NCIPC);Stone,  Deborah 
(CDC/ONDIEH/NaPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Attachments:  TELEBRIEF  SCRIPT_V4_pgm_LS_5. 7. 18_1.40pm_TS_LS_SO.5.11.18.EB+ac+EB 

(002).docx 

Hi  Erin, 

Thank  you  for  moving  this  forward.  I  (Suggested  a  few  edits  in  the  version  attached.  There  are  some 
additional  points  to.  make  in  the  terms  box  at  the  top  that  I  pulled  from  the  definitions  document.  Deb,  I 
added  a  note  for  you.  Also,  are  there  any  other  key  points  that  you  want  to  be  sure  are  made? 

Erin,  in  the  summary  you  provided  about  next  steps  you  indicated  that  there  was  a  request  to  put  the  % 
who  disclosed  suicidal  thoughts  in  the  script.  Was  that  really  to  go  in  the  script?  It  seems  more 
appropriate  for  the  Q  &  A. 

The  answer  would  be  that  the  %  of  suicide  decedents  who  disclosed  suicide  intent  was  slightly  higher 
among  those  with  mental  health  problems  (24.5%)  compared  to  those  without  known  mental  health 
problems  (22.5%). 

-Tom 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Saturday,  May  12,  2018  12:01  AM 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson, 
Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ; 
Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Thanks  Alex.  I  made  your  suggested  edits  in  the  attached.  I  also  spoke  to  Tom  and  we  decided  to  add  the 
terminology  guidance  box  and  Air  Force  example.  I  did  not  add  mention  of  the  HP2020  goal,  the  %  of 
people  who  told  someone  they  were  contemplating  suicide  or  mention  CDR  Cunningham  (since  it  hasn't 
been  reported  as  a  suicide  I  don'  think  we  should  proactively  discuss  during  a  suicide  VS  release)  rather 
add  a  TP  to  the  Q&As  incase  a  question  is  asked.  Please  let  me  know  what  you  all  think. 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  May  11,  2018  6:15  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(5)cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9g)cdc.gov>;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9(S)cdc.gov>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6(acdc.eov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5iS)cdc.gov>; 
Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlt5)cdc.eov> 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD)  <jgx6(®cdcgoy>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8^cdc.Eov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Kurnit,  Molly  Regina 


(CDC/ONDIEH/NCIPC)  <uzu3(Scdcgoy> 

Subject:  Re;  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  have  attached  my  comments.  Pretty  minor  just  some  word  choices. 

Alex  C 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  15:18  '  f  '' 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine 
A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
All  -  wanted  to  get  your  thoughts  on  the  script  for  Dr.  S. 

In  working  through  the  document,  I  made  these  updates: 

•  Updated  the  headlines  based  on  comments  today. 

•  Added  a  reference  to  thank  congress  for  funding  to  expand  NVDRS. 

•  Removed  the  reference  to  'suicide  care'. 

•  Added  reference  to  age-specific  rates  overtime  (but  not  the  other  sited  work  mentioned) 

•  Added  percent  of  those  that  died  by  suicide  who  were  military/vets  (It  seems  weird  to  specifically 

call  this  out  in  the  script  but  per  Anne's  request,  let  me  know  your  thoughts). 

Let  me  know  your  thoughts  about  the  following  that  were  discussed  in  the  pre-brief- 1  think  these  are 
more  appropriate  in  the  Q&As  than  the  script: 

•  Terminology  guidance  box  -  Added  to  the  script 

•  HP2020  goal 

•  Airforce  example -Added  to  the  script  .'  "m 

•  %  of  people  who  told  someone  they  were  contemplating  suicide 

•  Mention  of  CDR  Cunningham  (I  don't  think  it  is  bonf/cmed  fie  died  by  suicide,  rather  drowning) 
Current  version  of  the  script  is  attached,  let  me  know  w,h^t  tihfnk.  I  hope  to  send  to  Leslie  to  take  a 
quick  look  before  sending  back  to  the  VS  office  COB  Morvdav-' Still  waiting  for  edits  from  the  SG's  office 
on  his  piece  - 1  sent  them  a  reminder. 

E 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  10,  2018  6:00  PM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4f5)cdc.eov>:  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO(S)cdc.gov>;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6^cdc.gov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5(acdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl(acdc.Eov>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9f5)cdc.gov>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6(®cdcgoy>; 
Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5(5?cdc.Eov>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4@cdc.EQV>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <iEx6@cdc.Eov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.Eov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3(5?cdc.EQV>:  Richmond-Crum, 
Malia  (CDC/ONDIEH/NCIPC)  <irv8fScdc.Eov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(acdc.gov>: 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.Eov> 

Subject:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  VS  team. 


We  really  appreciated  all  the  helpful  feedback  provided  during  the  pre-brief  with  Dr*  Schuchat.  We  also 
appreciate  the  guidance  you  provided  before  and  after*  The  ideas  that  the  graphics  team  provided  for 
page  3  during  the  call  yesterday  seem  like  they  will  be  helpful.  We  look  forward  to  seeing  the  new 
version. 

We  are  attaching  a  copy  of  the  fact  sheet  pdf  with  embedded  stickles  to  describe  specific  edits.  These 
reflect  the  changes  we  discussed  during  and  after  the  pre-brief.  Tm  also  attaching  a  Word  document 
that  describes  the  changes  that  we  discussed  for  page  3  during  the  call  yesterday.  We  are  providing 
shortened  text  for  the  figure  that  was  at  the  top  of  page  3.  I  understand  that  this  will  be  formatted  using 
the  new  layout  but  we  edited  the  text  in  the  old  format  so  you  can  see  how  it  relates.  Please  use  this 
new  text.  This  document  also  provides  the  5  steps  to  go  on  the  bottom  right  of  page  3  and  some  other 
specific  edits  to  the  title  and  warning  signs  text. 

We  are  also  attaching  the  press  release  with  a  few  edits.  We  were  reflecting  on  Dr,  Schuchat's  concern 
about  small  states  and  whether  the  increase  could  be  based  on  a  small  number  of  suicides,  Scott  looked 
into  this  for  us  and  we  are  comfortable  that  these  are  meaningful  increases.  He  prepared  a  helpful  Cl  &  A 
about  this  (attached).  Given  this,  we  think  it  is  ok  to  keep  the  text  in  the  press  release  about  the  ranges 
across  states.  I  wanted  to  mention  this  to  you  though  in  case  you  want  to  consult  with  Dr.  Schuchat 
about  this  given  the  questions  she  raised. 

Finally,  regarding  the  request  to  reflect  how  the  increases  in  suicide  rates  have  varied  across  age  group, 
we  are  proposing  the  addition  of  the  following  highlighted  text  to  the  introductory  paragraph.  Can  you 
please  check  to  see  if  this  is  consistent  with  what  Dr.  Schuchat  would  like? 

BACKGROUND  AND  PURPOSE 

In  2016,  nearly  45,000  suicides  (15.6/100,000  population  [age-adjusted])  occurred  in  the  United  States 
among  persons  aged  >10  years  (1).  Between  1999  and  2015,  suicide  rates  increased  among  both  sexes, 
all  racial/ethnic  groups,  and  all  urbanization  levels  (2,3).  Suicide  rates  have  increased  among  all  age 
groups  younger  than  75  years,  with  the  highest  percent  increases  among  those  aged  45-64  and  those 
aged  10-14  (3).  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three  lead!  ng  causes  that  are 
increasing  (1,4).  Additionally,  rates  of  emergency  department  visits  for  nonfatal  self-harm,  a  key  risk 
factor  for  suicide,  increased  42%  between  2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  $69  billion  in  direct  medical  and  work  loss  costs  (1). 

Thank  youl 

Tom,  Deb,  and  our  VS  team 
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Suicide  Te  rm  i  n  0 1  ok  v  R 

Don't  Do  This 

Do  This  Instead 

Don't  use  sensationalistic 

Do  inform  without  mineiit  |ST(1:  I  don't  think  you  need 

4:prwr..Ttinmli?inr _ i  n  cl  ud  e  th  e  DO  i  n  ts  t  h  at  a  re  0  nl  V 

Don't  include  photos/videos  of 

evant  for  media  reporting  here.  This  is 
?ant  to  give  Dr.  S  and  Adams  a  primer 

Mj'rt  j-xj-ife  /fci  f-^FV^iShi-  .  .  .  .  .  .  .  . 

L/u  ubo  a  ^jLrujui/ wuf  ^  ur  luriiiHY  terms  they  should  avoid  1  deleted  the 

familv/friends,  or 
meniorials/funerals 

photo  and  mcludo  the  lifehne  1  thought  were  not  necessary.  That 

number  d  it  would  be  good  to  include  points  for 

Don't  describe  as  an  epidemic, 

skyrocketing,  etc. 

□o  use  the  most  recent  CDC  dattf“"“wing  from  the  definitions  doc: 

and  non-sensational  works 
,  .  ,  .  lowing: 

nlgner,  etc.f  rn mnlntprl  '-nlrirlf-  Altf'rmtn 

Don't  use  "without  warning" 

VUI T 1  |J  1  ^  U  b  U  J  LIU  ^  Hi  Ic  r  n  d  LC 

Do  include  the  warning  signs'  m:  suicide 

and  'what  to  do'  info  in  articles  ailed  attempt  -  Alternate  terms:  suicide 

Don't  use  "loft  o  suicide  note 

Do  indicate  a  note  was  found  O'"  seif-directed  vioience. 

and  is  bein£.reviewed  -Alternate  term: 

Don't -investfgate-and  report  on 

^  cide  attempt 

Do  report  on  ^liickJe-as  a-oubjic  uccessfuJ  suicide  -  Alternate  term: 

Don't  quotc/intorvlGW  first 

rlopc  'rKrtut  i-J-i  ci  ic.nr  rs-f 

r\f\  rAat/  Cl  irc-lrJn 

1  jUCI  S*  y  I 

suicide 

U/U  JVwft  VViyiL*^ H  jJi  M 

prevention  experts 

Don't  refer  to  suicide  attempt  as 

'successful,'  unsuccessful,' 

Do  describe  as  "life  lost  to 

'committed'  or  'failed  attempt' 

suicide" 

Vital  Signs  Rising  Suicide  Rates  Across  US. 


June  7,  2018 


Desired  Headlines 


Nearly  45,000  lives  lost  to  suicides  occurred  in  2016,  but  suicide  is  preventable. 

Suicide  rates  in  afmost  all  states,  but  suicide  is  preventable. 

Suicide  rates  s  increased  vi/ent  up  more  than  30%  in  half  of  U.S*  states  between  1999  and  2016, 
Many  factors  contribute  to  suicide,  beyond  mental  health  problems ; 


Moderator:  Thank  you  (OPERATOR  NAMEK  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  COC  Vital  Signs  reports  this  one  on  Circumstances  and  Trends  in 

State  Suicide  Rates>  We  are  joined  by  Dr.  Anne  Schuchat,  CDCs  Principal  Deputy 


Director  and  the  Surgeon  General  Dr.  Jerome  Adams.  Dr.  Deb  Stone,  one  of  the 
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authors  of  the  study,  is  also  available  to  help  withanswer  questions.  Following 

remarks,  we  will  respond  to  questions.  I'd  like  to  turn  the  call  over  now  to  Dr.  Anne 

Schuchat. 


Dr.  Schuchat: 

•  Good  afternoon  and  thank  you  for  joining  us  today. 

•  CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDC's 
Vital  Signs  report,  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it. 

•  Today's  report  contains  alarming  new  information  about  suicide,  and  the  range 
of  factors  that  contribute  to  it. 

I'l 

•  In  2016  alone,  45,000  people  in  the  U.5.  lost  their  lives  to  suicide. 

•  What  we  found  is-that  suicide  rates  have  increased  in  nearly  every  state  across 

the  nation  -  and  one  of  just  three  leading  causes  of  death  that  are 

on  the  rise. 

•  ates  increased  among  all  age  groups  younger  than  75  years,  with 
the  highest  percent  increases  among  those  aged  45-64  and  those  aged  10-14. 
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Cfimment  |ST(1;  I  would  take  this  out  of 
script  for  Dr,  S  since  it  is  not  a  primary 
finding. 


/J. 


Comment  |BE(]r  Please  check  this  is 
accurate.  ,  '  ,  ' 


C  om  mei^t ;  [C  A j,;|  I  suggest'  a vo  id  i  ng  th  e 
dramatic  words  h. 


r  ^  i 

•  These  are  devastating  findings  are  unacceptable.  We  know  that  every  suicide  is  a  / 


tragedy  for  those  individuals,  their  families,  friends  and  colleagues,  and 
communities, 

Sut-Ssuicide  is  also  is  a  public  health  problem  -  and  unfortunately,  our  data  show 
that  problem  is  getting  worse. 

I 

For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics  J 

( 

System  to  look  at  trends  in  suicide  rates  for  all  50  states  and  Washington,  D.C.  ! 

i 

We  then  looked  at  data  from  CDCs  National  Violent  Death  Reporting  System,  J 

I 

I 

covering  27  states  in  2015,  effd-to  examined  circumstances  around  suicides  I 

I 

among  people  with  and  without  known  mental  health  problems.  Td  like  to  take  j 
thi^  opportunity  to  thank  Congress  for  providing  funding  in  the  fiscal  year  2018 


Comment' ISX^^Q  think  this  is 
whatshe  had'ia  rnirid?'  lt£eems  a  bit  off 
,to  make  this  pciht  like  this. _ 


I 


omnibus  to  expand  the  system  to  all  5Q  states  and  the  District  of  Columbia.  CPC  is 


actively  working  toward  that  goal. 
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•  Suicide  is  often  attributed  solely  to  a  mental  health  problem.  But  fewer  than 

half  of  the  people  who  die  bvlost  their  life  to  suicide  have  a  known  mental 
health  problem  -  and  in  many  of  these  cases,  other  factors  are  involved. 

•  In  fact,  our  research  found  that  people  who  lost  their  life  to  died  by  suicide  and 
did  not  have  a  diagnosed  mental  health  problem  were  somewhat  more  likely  than 


those  with  a  mental  health  problem  to  struggle  with  relationship  problems  or 
loss,  life  stressors  and  recent  or  impending  crises.  However,  and  importantly, 
these  circumstances  were  common  to  both  groups. 


Suicide  IS  preventable,  fef^ 

example 

,  The  United  Sta  tes  Air  Force  Sukido 

Fr-e¥{^R^ion  Program,  including  11  policy  and  education  initiatives,  shifted  the 


culture  if  the  Air  Force  from  viewing  suicide  and  mental  illness  solely  as  medical 

laf-eb-leme eed-lesteed-as-laf gef-se  rvi  ce  widei>f^eblem54m  pacting-the-  whole 

commti-nity.  THe-profirem  was  associated  with  e  3-3%  relative  risk  reduc-t^on-m 

suiclder 

•  That's  why  it's  so  important  to  know  the  full  range  of  factors  that  contribute  to 


r 

!  Ccimmffnt  |ST(1;  I  feel  Jike  some 
;  transition  is  needed  before  introducing 
I  this.  I  move  it  down  after  a  point  about  a 
'  GO  m  prehe  ns  i ve  a  pp  roa  ch .  W  h  at  d  o  you 
f  ,  think  of  this? _ 


suicide  risk  including  relationship  problems,  substance  use,  physical  and  mental 

health,  job  issues,  financial  trouble,  and  legal  problems. 

•  This  information  can  be  used  to  develop  a  comprehensive  approach  to 

prevention.  For  example.  The  United  States  Air  Force  Suicide  Prevention  Program. 

including  11  policy  and  education  initiatives,  shifted  the  culture  of  the  Air  Force 

from  viewing  suicide  and  mental  illness  solely  as  medical  problems  and  instead  as 
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larger  service-wide  problems  impacting  the  whole  community.  The  program  was 

associated  with  a  33%  relative  risk  reduction  in  suicide. 

# 

•  Expanded  Increased  awareness  of  the  range  of  circumstances  contributing  to 
suicide  risk,  and  what  action  is  needed  to  address  them,  can  help  the  nation  reach 
its  goal  of  reducing  the  annual  suicide  rate  20  percent  by  2025. 

•  Today's  report  suggests  we  have  important  work  to  do  to  reach  this  goal.  Nearly 

all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25  states 
experienced  rate  increases  of  more  than  30  percent. 

•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  Close  coordination  of  activities  between  public  health  agencies  and  other  sectors 
of  society  is  critical  for  preventing  suicide.  Necessary  partners  include  health-care 
and  mental  health  providers;  social  services;  law  enforcomentfirst  responders; 
educators;  faith  communities;  businesses;  and  the  media. 

•  States  and  communities  can  and  should  take  action  now  based  on  the  best 
available  evidence. 

•  To  help  prioritize  prevention  efforts,  we've  developed  Preventing  Suicide:  A 
Technical  Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available 
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evidence  for  states  and  communities  to  guide  their  prevention  priorities.  The  link 

to  the  technical  package  is  on  our  Vital  Signs  website. 

•  Preventing  suicide  involves  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders  -  everyone  in  the  community  can  learn  the  warning  signs  of 
suicide,  and  how  best  to  respond  and  get  help. 

•  Now  Tm  going  to  turn  it  over  to  Dr.  Adams  for  more  discussion  about  suicide. 


Dr.  Adams: 

•  Thank  you,  Rear  Admiral  Anne  Schuchat.  As  the  nation's  doctor,  I  am  grateful  for 

CDC's  important  work  on  this  public  health  p[  oblememis. 

•  As  Dr.  Schuchat  noted,  suicide  is  a  devastating  serious  national  problem.  It's 
simply  not  acceptable  that  we  are  now  losing  nearly  45,000  lives  a  year  to  suicide 
in  this  country,  many  of  whom  are  military  members  or  veterans. 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide  to 
understand  trends  and  groups  at  greatest  risk.  We  are  developing,  implementing, 
and  evaluating  what  works  to  prevent  suicide  in  communities.  And  we  are 
working  with  public  and  private  partners  to  advance  the  National  Strategy  for 
Suicide  Prevention. 
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•  The  good  news  is  that  there  are  opportunities  for  prevention*  This  Vital  Signs 

report  reminds  us  that  health  care  systems  and  providers  have  important  roles  to 
play  in  preventing  the  risk  of  suicide*  Some  specific  things  healthcare  providers 
can  do: 

o  First,  you  can  help  make  sure  there  are  systems  in  place  to  screen, 
assess,  and  support  people  at  risk,  per  clinical  guidelines.  And  you  can 


Ctmiment  |ST(lr  Deb.  "suicide  care"  Is 
unclear.  We  could  just  drop  this  and  leave 
the  rest  or  is  there  something  else  you 
,  would  suggest  adding  here? 


train  staff 
planning* 


practices,  and  protocols,  including  safety 


o  Second,  you  can  talk  with  people  who  are  at  risk  -  and  their  families  - 
about  how  to  safely  store  lethal  means  such  as  medications  and  firearms, 
o  Finally,  it  is  important  to  integrate  and  coordinate  physical  and 
behavioral/mental  health  care  in  ways  that  keep  patients  safe  and 
engaged  in  care* 

•  Today's  report  shows  that  there  are  many  factors  that  contribute  to  suicide  risk* 
Everyone  has  a  responsibility  to  help  stop  this  alarming  trend. 

•  Thank  you,  I'll  turn  it  back  to  Dr.  Schuchat  now. 


Dr.  Schuchat: 
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•  Thank  you  for  your  comments,  Dr.  Adams. 

•  The  bottom  line  is  that  many  factors  contribute  to  suicide.  It's  a  lot  more  than  just  a 
mental  health  problem  for  an  individual.  So  it  will  take  a  coordinated  and 
comprehensive  response  to  make  sure  we  prevent  as  many  of  these  tragic  and 
unnecessary  deaths  as  we  can.  Everyone  has  a  role  to  play  in  these  efforts. 

•  Thank  you.  I'll  turn  it  back  to  our  moderator  now. 


Moderator;  Thank  you.  (Operator’s  name),  1  believe  we  are  ready  for  questions,  please. 


[Q&Al 


Media  Q&A  -AFTER  FINAL  QUESTION-  (Moderator):  Thank  you  Drs.  Schuchat,  Adams 


and  Stone  for  joining  us  today,  as  well  as  reporters.  Further  information  is  available  on 


this  topic  through  our  Vital  Signs  website,  www.cdc.gov/vitalsigns.  For  follow-up 


questions,  call  the  press  office  at  404-639-3286  or  send  an  email  to  media@cdc.gov. 


Thank  you  for  Joining  us;  this  concludes  our  call. 


s 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  12  May  2018  00:00:51 -0400 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Simon,  Thomas 

(CDC/ONDIEH/NCIPC);lveY-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  {CDC/ONDIEH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC};Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc;  Bruce,  Crystal  (CDC/OPHPR/OD);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 

Attachments:  TELEBRIEF 

SC  R I  PT_V4_pg  m_LS_5 .7.1 8_1 . 40p  m_TS_LS_SO .  5.11.18.EB+ac+EB.docx 

Thanks  Alex.  I  made  your  suggested  edits  in  the  attached.  I  also  spoke  to  Tom  and  we  decided  to  add  the 
terminology  guidance  box  and  Air  Force  example.  I  did  not  add  mention  of  the  HP2020  goal,  the  %  of 
people  who  told  someone  they  were  contemplating  suicide  or  mention  CDR  Cunningham  (since  it  hasn't 
been  reported  as  a  suicide  I  don'  think  we  should  proactively  discuss  during  a  suicide  VS  release)  rather 
add  a  TP  to  the  Q&As  incase  a  question  is  asked.  Please  let  me  know  what  you  all  think. 

From;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  May  11,  2018  6:15  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ; 
Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject;  Re:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
Greetings: 

I  have  attached  my  comments.  Pretty  minor  just  some  word  choices. 

AlexC 

Sent  from  my  BlackBerry  10  smartphone. 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  May  11,  2018  15:18 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine 
A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Bruce,  Crystal  (CDC/OPHPR/OD);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  FS  and  press  release  with  modifications  after  the  Pre-Brief 
All  -  wanted  to  get  your  thoughts  on  the  script  for  Dr.  S, 

In  working  through  the  document,  I  made  these  updates: 

•  Updated  the  headlines  based  on  comments  today. 

•  Added  a  reference  to  thank  congress  for  funding  to  expand  NVDRS. 

•  Removed  the  reference  to  'suicide  care'. 

•  Added  reference  to  age-specific  rates  overtime  (but  not  the  other  sited  work  mentioned) 

•  Added  percent  of  those  that  died  by  suicide  who  were  military/vets  (It  seems  weird  to  specifically 

call  this  out  in  the  script  but  per  Anne's  request,  let  me  know  your  thoughts). 


Let  me  know  your  thoughts  about  the  following  that  were  discussed  in  the  pre-brief-  I  think  these  are 
more  appropriate  in  the  Q&As  than  the  script: 

•  Terminology  guidance  box- Added  to  the  script 

•  HP2020  goal 

•  Air  force  example  -  Added  to  the  script 

•  %  of  people  who  told  someone  they  were  contemplating  suicide 

•  Mention  of  CDR  Cunningham  (I  don't  think  it  is  confirmed  he  died  by  suicide,  rather  drowning) 
Current  version  of  the  script  is  attached,  let  me  know  what  you  think.  I  hope  to  send  to  Leslie  to  take  a 
quick  look  before  sending  back  to  the  VS  office  COB  Monday.  Still  waiting  for  edits  from  the  SG's  office 
on  his  piece  “  I  sent  them  a  reminder. 

E 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  10,  2018  6:00  PM 

To:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gQV>:  Sokler,  Lynn  (CDC/OD/OADC) 
<zszO@cdc.gQV>;  Peaker,  Brandy  {CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.ROV>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5@cdc.gov> 

Cc:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc,Rov>:  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC)  <ivm9(gcdc.R0v>:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6@cdc.ROV>: 

Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc.ROv>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) 
<vrm4(^cdc.RQV>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <iRx6@cdc.Rov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.RQv>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.ROv>:  Richmond-Crum, 

Malia  (CDC/ONDIEH/NCIPC)  <irvSPcdc.gQv>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.ROv>: 
Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc.ROv> 

Subject:  Vital  Signs  F5  and  press  release  with  modifications  after  the  Pre-Brief 
Hi  VS  team. 

We  really  appreciated  all  the  helpful  feedback  provided  during  the  pre-brief  with  Dr.  Schuchat.  We  also 
appreciate  the  guidance  you  provided  before  and  after.  The  ideas  that  the  graphics  team  provided  for 
page  3  during  the  call  yesterday  seem  like  they  will  be  helpful.  We  look  forward  to  seeing  the  new 
version. 

We  are  attaching  a  copy  of  the  fact  sheet  pdf  with  embedded  stickles  to  describe  specific  edits.  These 
reflect  the  changes  we  discussed  during  and  after  the  pre-brief.  Fm  also  attaching  a  Word  document 
that  describes  the  changes  that  we  discussed  for  page  3  during  the  call  yesterday.  We  are  providing 
shortened  text  for  the  figure  that  was  at  the  top  of  page  3. 1  understand  that  this  will  be  formatted  using 
the  new  layout  but  we  edited  the  text  in  the  old  format  so  you  can  see  how  it  relates.  Please  use  this 
new  text.  This  document  also  provides  the  5  steps  to  go  on  the  bottom  right  of  page  3  and  some  other 
specific  edits  to  the  title  and  warning  signs  text. 

We  are  also  attaching  the  press  release  with  a  few  edits.  We  were  reflecting  on  Dr,  Schuchafs  concern 
about  small  states  and  whether  the  increase  could  be  based  on  a  small  number  of  suicides.  Scott  looked 
into  this  for  us  and  we  are  comfortable  that  these  are  meaningful  increases.  He  prepared  a  helpful  Q  &  A 
about  this  (attached).  Given  this,  we  think  it  is  ok  to  keep  the  text  in  the  press  release  about  the  ranges 
across  states.  1  wanted  to  mention  this  to  you  though  in  case  you  want  to  consult  with  Dr.  Schuchat 
about  this  given  the  questions  she  raised. 

Finally,  regarding  the  request  to  reflect  how  the  increases  in  suicide  rates  have  varied  across  age  group, 
we  are  proposing  the  addition  of  the  following  highlighted  text  to  the  introductory  paragraph.  Can  you 
please  check  to  see  if  this  is  consistent  with  what  Dr,  Schuchat  would  like? 

BACKGROUND  AND  PURPOSE 


In  2016,  nearly  45,000  suicides  (15.6/100,000  population  [age-adjusted])  occurred  in  the  United  States 
among  persons  aged  >10  years  (1),  Between  1999  and  2015,  suicide  rates  increased  among  both  sexes, 
all  racial/ethnic  groups,  and  all  urbanization  levels  (2,3).  Suicide  rates  have  increased  among  all  age 
groups  younger  t|^n  75  |fe^rs,  wjthjhe  highest  pBFient  increases  among  those  aged  45-64  and  those 
laged  10-14  (3)j  Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just  three  leading  causes  that  are 
increasing  (1,4).  Additionally,  rates  of  emergency  department  visits  for  nonfatal  self-harm,  a  key  risk 
factor  for  suicide,  increased  42%  between  2001  and  2015  (1).  Together,  suicides  and  self-harm  injuries 
cost  the  nation  more  than  $69  billion  in  direct  medical  and  work  loss  costs  (1). 

Thank  you! 

Tom,  Deb,  and  our  VS  team 
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Review  Tracker 

•  NCIPC  OC  Leslie  Dorigo:  4/25/18 

•  DVP  ADS  Tom  Simon:  4/24/18 

•  DVP  Policy  Malia  Richmond-Crum:  4/23/18 

•  DVP  SME  Deb  Stone:  4/19/18,  4/24/18 

•  DVP  HCET  Marie  Ballman:  4/17/2018 

•  LS-OADC:  5/1/2018 

•  KSG-OADC:  5/4/2018 


Suicide  Reporting  Guidelines 


Don't  Do  This 

Do  This  Instead 

Don't  use  sensationalistic 

headlines 

Do  inform  without 

sensationalizing 

Don't  include  photos/videos  of 

the  location,  method,  grieving 

famifv/friends.  or 
memorials/funerals 

Do  use  a  school/work  or  family 

photo  and  include  the  lifeline 

number 

Don't  describe  as  an  epidemic. 

skyrocketing,  etc. 

Do  use  the  most  recent  CDC  data 

and  non-sensational  works  (rise, 

higher,  etc.) 

Don't  use  "without  warning" 

Do  include  the  'warning  signs' 

and  'what  to  do'  info  in  articles 

Don't  use  "left  a  suicide  note 

Do  indicate  a  note  was  found 

saving..." 

and  is  being  reviewed 

Don't  investigate  and  report  on 

suicide  like  reporting  on  crimes 

Do  report  on  suicide  as  a  public 

health  issue 

Don't  quote/interview  first 
responders  about  the  causes  of 

suicide 

Do  seek  advice  from  suicide 

prevention  experts 

Don't  refer  to  suicide  as 

'successful,'  unsuccessful,' 

Do  describe  as  "life  lost  to 

'committed'  or  'failed  attempt' 

suicide" 

Vital  Signs  Rising  Suicide  Rates  Across  U.S. 

June  1,  2018 


Desired  Headlines 

•  Nearly  45,000  lives  lost  to  suicides  occurred  in  2016,  but  suicide  is  preventable. 

•  Suicide  rates  going  up  in  almost  all  states,  but  suicide  is  preventable. 

•  Suicide  rates  s  increased  went  up  more  than  30%  in  half  of  U.S.  states  between  1999  and  2016. 

•  Many  factors  contribute  to  suicide,  beyond  mental  health  problems  alone  contribute  to  suicide. 


Moderator:  Thank  you  (OPERATOR  NAME).  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  CPC  Vital  Signs  reporty  this  one  on  Circumstances  and  Trends  in 

State  Suicide  Rates.  We  are  joined  by  Dr.  Anne  Schuchat,  CDCs  Principal  Deputy 

Director  and  the  Surgeon  General  Dr.  Jerome  Adams.  Dr.  Deb  Stone,  one  of  the 
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authors  of  the  study,  is  also  available  to  help  withanswer  questions.  Followine 

remarks,  we  will  respond  to  questions,  Td  like  to  turn  the  call  over  now  to  Dr,  Anne 

Schuchat. 


CtiiTimt![it  |BE(|:  Please  check  this  is 
accurate. 


Dr.  Schuchat: 


Good  afternoon  and  thank  you  for  joining  us  today. 

CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDCs 
Vital  Signs  report,  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it. 

Today's  report  contains  atarfning  new  information  about  suicide,  and  the  range 
of  factors  that  contribute  to  It. 

In  2016  alone,  45,000  people  in  the  U.S.  lost  their  lives  to  suicide. 

What-we  found  4s-that  suicide  rates  have  Increased  in  nearly  every  state  across 
the  nation  -  and  it's  one  of  just  three  leading  causes  of  death  that  are  on  the  rise. 
Rates  increased  among  all  age  eroups  younger  than  75  years,  with  the  highest 

percent  increases  among  those  aged  45-64  and  those  aged  10-14. 

In  2016  alone,  45,000  people  in  the  U.S.  lost  their  lives  to  suicide4.7.8%  of  those 


who  died  by  suicide  were  currently  serving  or  ever  served  in  the  military. 
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These  are  novostatina findings  are  unacceptable.  We  know  that  every  suicide  is  a 


/'  Ctunment  |CA|:  1  suggest  avoiding  the 
/  [dramatic words _ 


tragedy  for  those  individuals,  their  families,  friends  and  colleagues,  and 
communities. 

Sut-Ssuicide  is  al5e45-a  public  health  problem  -  and  unfortunately,  our  data  shov^^ 
that  problem  is  getting  worse. 

For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics 
System  to  look  at  trends  in  suicide  rates  for  ail  50  states  and  Washington,  D.C. 

We  then  looked  at  data  from  CDCs  National  Violent  Death  Reporting  System, 
covering  27  states  in  2015,  an4-to  examined  circumstances  around  suicides 
among  people  with  and  without  known  mental  health  problems.  Td  like  to  take 
this  opportunity  to  thank  Congress  for  providing  funding  in  the  fiscal  year  2018 

omnibus  to  expand  the  system  to  all  50  states  and  the  District  of  Columbia.  CPC  is 

actively  working  toward  that  goal. 


t  Suicide  is  often  attributed  solely  to  a  mental  health  problem.  But  fewer  than 
half  of  the  people  who  die  bvlost  their  life  to  suicide  have  a  known  mental 
health  problem  -  and  in  many  of  these  cases,  other  factors  are  involved. 
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•  In  fact,  our  research  found  that  people  who  lost  their  life  to  died  by  suicide  and 
did  not  have  a  diagnosed  mental  health  problem  were  somewhat  more  likely  than 
those  with  a  mental  health  problem  to  struggle  with  relationship  problems  or 
loss,  life  stressors  and  recent  or  impending  crises.  However,  and  importantly, 
these  circumstances  were  common  to  both  groups. 

•  Suicide  IS  preventable.  For  example.  The  United  States  Air  Force  Suicide 
Prevention  Program,  including  11  policy  and  education  initiatives,  shifted  the 

culture  if  the  Air  Force  from  viewing  suicide  and  mental  illness  solely  as  medical 

problems  and  instead  as  larger  service-wide  problems  impacting  the  whole 

community.  The  program  was  associated  with  a  33%  relative  risk  reduction  in 

suicide. 

•  That's  why  Ift's  so  important  to  know  the  full  range  of  factors  that  contribute  to 
suicide  risk  including  relationship  problems,  substance  use,  physical  and  mental 
health,  job  issues,  financial  trouble,  and  legal  problems. 

•  Expanded  Increased  awareness  of  the  range  of  circumstances  contributing  to 
suicide  risk,  and  what  action  is  needed  to  address  them,  can  help  the  nation  reach 
its  goal  of  reducing  the  annual  suicide  rate  20  percent  by  2025. 
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•  Today's  report  suggests  we  have  important  work  to  do  to  reach  this  goal.  Nearly 

all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25  states 
experienced  rate  increases  of  more  than  30  percent. 

•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  Close  coordination  of  activities  between  public  health  agencies  and  other  sectors 
of  society  is  critical  for  preventing  suicide.  Necessary  partners  include  health-care 
and  mental  health  providers;  social  services:  law  enforcementfirst  responders; 
educators;  faith  communities;  businesses;  and  the  media. 

•  States  and  communities  can  and  should  take  action  now  based  on  the  best 
available  evidence. 

•  To  help  prioritize  prevention  efforts,  we've  developed  Preventing  Suicide:  A 
Technical  Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available 
evidence  for  states  and  communities  to  guide  their  prevention  priorities.  The  link 
to  the  technical  package  is  on  our  Vital  Signs  website. 

•  Preventing  suicide  involves  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders  -  everyone  in  the  community  can  learn  the  warning  signs  of 
suicide,  and  how  best  to  respond  and  get  help. 

•  Now  I'm  going  to  turn  it  over  to  Dr.  Adams  for  more  discussion  about  suicide. 
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Dr.  Adams: 

•  Thank  you,  Rear  Admiral  Anne  Schuchat.  As  the  nation's  doctor,  I  am  grateful  for 

CDC's  important  work  on  this  public  health  crisis. 

•  As  Dr.  Schuchat  noted,  suicide  is  a  devastating  serious  national  problem.  It's 
simply  not  acceptable  that  we  are  now  losing  nearly  45,000  lives  a  year  to  suicide 
in  this  country,  many  of  whom  are  military  members  or  veterans. 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide  to 
understand  trends  and  groups  at  greatest  risk.  We  are  developing,  implementing, 
and  evaluating  what  works  to  prevent  suicide  in  communities.  And  we  are 
working  with  public  and  private  partners  to  advance  the  National  Strategy  for 
Suicide  Prevention. 

•  The  good  news  is  that  there  are  opportunities  for  prevention.  This  Vital  Signs 
report  reminds  us  that  health  care  systems  and  providers  have  important  roles  to 
play  in  preventing  the  risk  of  suicide.  Some  specific  things  healthcare  providers 
can  do: 

o  First,  you  can  help  make  sure  there  are  systems  in  place  to  screen, 
assess,  and  support  people  at  risk,  per  clinical  guidelines.  And  you  can 
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train  staff  in  suicide  care,  practices,  and  protocols,  including  safety 

planning. 

o 

o  Second,  you  can  talk  with  people  who  are  at  risk  -  and  their  families  - 
about  how  to  safely  store  lethal  means  such  as  medications  and  firearms, 
o  Finally,  it  is  important  to  integrate  and  coordinate  physical  and 
behavioral/mental  health  care  in  ways  that  keep  patients  safe  and 
engaged  in  care. 

•  Today's  report  shows  that  there  are  many  factors  that  contribute  to  suicide  risk. 
Everyone  has  a  responsibility  to  help  stop  this  alarming  trend. 

•  Thank  you,  f'll  turn  it  back  to  Dr.  Schuchat  now. 


Dr.  Schuchat: 

•  Thank  you  for  your  comments,  Dr.  Adams. 

•  The  bottom  line  is  that  many  factors  contribute  to  suicide.  It's  a  lot  more  than  just  a 
mental  health  problem  for  an  individual.  So  it  will  take  a  coordinated  and 
comprehensive  response  to  make  sure  we  prevent  as  many  of  these  tragic  and 
unnecessary  deaths  as  we  can.  Everyone  has  a  role  to  play  in  these  efforts. 

•  Thank  you.  I'll  turn  it  back  to  our  moderator  now. 
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Moderator:  Thank  you.  (Operator’s  name),  I  believe  we  are  ready  for  questions,  please. 


[Q&Al 


Media  Q&A  -AFTER  FINAL  QUESTION-  (Moderator):  Thank  you  Drs.  Schuchat,  Adams 


and  Stone  for  joining  us  today,  as  well  as  reporters.  Further  information  is  available  on 


this  topic  through  our  Vital  Signs  website,  www.cdc.fiov/vitalsigns.  For  follow-up 


questions,  call  the  press  office  at  404-639-3286  or  send  an  email  to  mediajgcdc.gov. 


Thank  you  for  joining  us;  this  concludes  our  call. 
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From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  11:21:07 +0000 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC};Simon,  Thomas 

(CDC/ONDIEH/NCIPC);CrosbY,  Alexander  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCiPC) 
Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC);Lane,  Gabraelle 

(CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC};Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Daniel, 
Valerie  M.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Interview  Readout 

Thank  you,  Courtney,  Alex  and  Kristin  and  Tom  and  I  will  make  sure  we  have  answers  to  these 
questions!  Many  can  be  gotten  or  gleaned  from  the  Q&A  but  some  are  obviously  new.  Very  good 
questions!! 

Deb 

From:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  6,  2018  7:00  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander 
(CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc:  Eschelbach,  Julie  (CDC/ONDIEH/NCIPC) ;  Lane,  Gabraelle  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Daniel,  Valerie  M. 
(CDC/ONDIEH/NCIPC) 

Subject:  Fw:  Vital  Signs  interview  Readout 
FYI 


Sent  from  my  BlackBerry  10  smartphone. 

From:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC)  <vhb3@cdc.QOV> 

Sent:  Wednesday,  June  6,  2018  6:48  PM 

To:  Lenard,  Courtney  (CDC/ONDIEH/NCIPC);  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);  Sokler,  Lynn 
(CDC/OD/OADC);  Harben,  Kathy  (CDC/OD/OADC);  Omisore,  Shannon  L.  (CDC/OD/OADC);  Burden, 
Bernadette  (CDC/OD/OADC) 

Subject:  Vital  Signs  Interview  Readout 

Just  wanted  to  let  you  know  that  Dr.  Schuchat  did  phone  interviews  today  with  CNN,  TIME,  Washington 
Post,  AP  and  NBC  News  (online).  I  wanted  to  share  some  of  the  questions,  as  they  could  help  with  prep 
for  the  telebriefing. 

Overali  -  there  were  a  lot  of  questions  about  what  is  driving  the  increase  and  why  it's  worse  in  certain 
states/ regions,  or  rising  among  certain  groups  (women,  veterans,  etc.)  Several  asked  about  concerns  of 
copycat  incidents  following  the  Kate  Spade  news,  and  questioned  whether  today's  cuiture/environment 
play  a  role.  The  list  below  captures  a  lot  of  it,  but  let  me  know  if  you  have  any  questions. 

1)  What's  new  here?  What  does  this  report  reveal  that's  not  already  out  there? 

2)  Was  anything  in  this  report  particularly  surprising  to  you/CDC? 

3)  What  is  CDC  trying  to  achieve  by  looking  more  closely  at  these  numbers? 

4)  Can  you  explain  why  there  has  been  a  sustained  upswing  in  the  suicide  rate  in  recent  years? 

5)  Beyond  these  findings  -  what  is  going  on  in  our  country?  Is  today's  culture  (hate  speech,  social 

media,  anxiety)  driving  this  trend? 

6}  Were  you  surprised  at  the  number  of  people  who  died  from  suicide  who  did  not  have  known 
mental  health  conditions? 


7)  Increasing  access  to  nnental  health  has  often  been  cited  as  key  to  suicide  prevention.  How  does 

the  finding  that  many  don't  have  a  mental  health  problem  complicate  this  strategy? 

8)  Clinical  depression,  loneliness,  anxiety  are  all  up.  Are  these  factors  contributing  to  the  increased 

rates  of  suicide? 

9)  How  do  you  define  someone  with  mental  health  conditions?  Do  they  have  to  be  diagnosed  by  a 

mental  health  practitioner? 

10)  If  many  of  them  didn't  have  a  known  mental  health  condition,  how  do  we  identify,  reach  and 
help  them? 

11)  Can  you  provide  more  insight  on  why  we're  seeing  increases  among  (rural  areas/Western 
states/women)? 

12)  Do  you  have  more  information  on  veterans  and  the  burden  of  suicide  among  this  group? 

13)  Are  medically-assisted  suicides  included  in  this  report? 

14)  Is  there  a  reason  why  suicide  by  firearms  is  higher  for  people  who  didn't  have  a  known  mental 
health  diagnosis? 

15)  Can  you  describe  what  "left  a  note''  means  in  the  (MMWR)  table.  Does  that  mean  one-third  of  all 
people  who  committed  suicides  left  a  note?  Is  that  consistent  with  what's  been  reported 
before? 

16)  What  does  your  prevention  strategy  look  like? 

17)  What  are  the  main  steps  to  getting  people  help  early? 

18)  Do  Kate  Spade  and  other  high  profile  suicides  make  you  worry  about  copycats? 

Kate  Grusich 

Public  Affairs  Specialist 
CDC  News  Media  Branch 
(o)  770-488-3337 
(c)  404-414-7070 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  4  Jun  2018  15:48:35  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Suicide  Materials 

Some  were  just  for  you  to  consider. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  4,  2018  3:47  PM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Suicide  Materials 
Thanks,  Tom!  I'll  send  those  edits  forward. 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  4,  2018  3:30  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  Vital  Signs  Suicide  Materials 
Hi  Deb, 

I  made  a  few  edits  to  the  script  for  you  to  consider,  including  some  edits  to  the  NVDRS  text  about  the  40 
states. 

I  did  not  see  any  edits  to  the  email. 

See  below  for  other  suggestions  for  responses. 

-Tom 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Monday,  June  4,  2018  1:42  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tRs9^cdc.gov> 

Subject:  FW:  Vital  Signs  Suicide  Materials 
Hi  Tom, 

Please  see  attached  edits  on  telebrief  script.  Just  awaiting  the  reply  on  NVDRS  and  then  I'll  send  back  if 
you  are  ok  with  my  replies. 

Deb 

From;  Hoo,  Elizabeth  (CDC/OD/PPEO) 

Sent;  Monday,  June  4,  2018  1:00  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0g)cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Schuchat,  Anne  MD  (CDC/OD)  <acsl@cdc,gov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5@cdc.gov>:  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) 
<vhb3@cdc,gov>:  Schieber,  Richard  A,  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc.gov>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>;  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) 
<iwg9@cdc,gQV>;  Kroop,  Seth  (CDC/OD/OCS)  <wpw7@cdc.gov>;  Roberts,  Ursula  (CDC/OD/OCS)  (CTR) 
<nka7@cdc,gov> 

Subject;  RE:  Vital  Signs  Suicide  Materials 
Hi  Lynn  and  Deb, 

I  have  a  few  clarifying  questions  from  Dr.  Schuchat  on  the  documents: 

•  In  the  MMWR  article,  Introduction:  "Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just 
three  leading  causes  that  are  increasing  (1,4)." 
o  Is  this  still  true?  Yes 

o  \A/hat  are  the  other  two  causes  that  are  increasing?  Deaths  from  unintentional  injuries  and 
Alzheimer's  disease. 


•  In  the  tele  brief  script: 

o  Why  are  western  states  increasing?  We  don't  highlight  western  states  in  the  telebriefing 
script.  The  increases  are  happening  across  the  country.  Western  rates  have^  and 
continue  to  have,  relatively  high  suicide  rates-  Deb,  do  you  have  a  q  and  a  about  this 
already  that  you  can  draw  from  (e.g.,  social  isolation,  access  to  services,  etc)? 
o  There  are  a  few  more  comments/questions  in  the  telebrief  script  for  you  to  review. 

I  made  a  few  changes  to  the  telebrief  script  and  critical  contacts  letter.  Those  are  both  attached. 

Thanks, 

Liz 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday,  June  1,  2018  2:35  PM 

To:  Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7@cdc.gQV>:  Schuchat,  Anne  MD  jCDC/OD) 
<acsl(g)cdc.EOV> 

Cc:  Hoo,  Elizabeth  (CDC/OD/PPEO)  <lrp5(g)cdc.gov>;  Omlsore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5(g>cdc.gQV>:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zQg)cdc.gQV>;  Grusich,  Katherina  (Kate) 
(CDC/OD/OADC)  <vhb3g>cdc.Rov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdagpy>; 
Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.gov>:  Gaines-McCollom,  Molly 
(CDC/OPHPR/DEO)  <tWR9@cdc.gov> 

Subject:  Vital  Signs  Suicide  Materials 
Hi  Anne, 

Attached  are  the  nnaterials  for  your  review  over  the  weekend.  These  include: 

•  Telebrief  script- revised  since  Dr.  Adams  will  not  be  participating 

•  MMWR  proof 

•  Fact  Sheet  “  cleared  byASPA.  Program  making  minor  tweaks 

•  Press  Release  -  cleared  by  ASPA. 

•  QA  document  -  revised 

The  Critical  Contacts  email  for  Anne  to  send  out  at  9  am  on  June  7  (launch  day)  is  also  attached.  I  will 
send  final  materials  to  everyone  on  Wednesday  that  should  accompany  the  Critical  Contacts  email. 

Also  provided  here  is  a  brief  summary  of  two  recent  updates  from  program,  for  Anne  to  be  aware  of: 
The  first  update  is  related  to  the  inclusion  of  the  QuickStat  on  youth  homicide  and  suicide  trends  in  the 
same  MMWR  issue  as  the  Vital  Signs  article.  We  think  this  could  cause  the  media  to  focus  on  youth 
suicide  whereas  the  Vital  Signs  MMWR  emphasizes  the  increase-s  across  all  age  groups  under  age  75.  If 
questions  are  asked  about  the  QuickStat  it  will  be  helpful  to  acknowledge  the  increasing  rates  among 
youth  and  point  out  that  suicide  rates  are  increasing  across  alt  age  groups  younger  than  age  75.  For 
example,  middle  aged  adults  have  the  largest  number  of  suicides  and  have  seen  particularly  high 
increases  in  rates.  We  provide  a  Q&A  on  this  that  bridges  back  to  the  Vital  Signs  MMWR  and  the  need 
for  prevention  across  the  lifespan. 

The  second  update  is  related  to  how  the  presence  of  a  known  mental  health  condition  is  measured  in 
NVDRS.  ASPE  requested  a  citation  in  the  fact  sheet  to  clarify  that  not  having  a  known  diagnosis  does  not 
necessarily  mean  that  there  was  no  mental  illness.  We  added  text  from  the  MWMR  to  the  fact  sheet  to 
explain  the  data  sources  and  that  it  is  possible  that  mental  health  conditions  could  have  been  present 
and  not  diagnosed,  known,  or  reported.  This  is  important  because  the  NVDRS  defines  a  mental  health 
condition  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental 
Disorders,  with  the  exception  of  alcohol  and  other  substance  use  problems,  which  are  captured 
separately  in  the  system.  The  NVDRs  data  are  from  coroner/medical  examiner  and  law  enforcement 
reports,  which  reflect  information  provided  by  family  and  friends.  Estimates  about  the  extent  to  which 
suicide  decedents  have  mental  health  conditions  vary.  Some  studies  include  extensive  record  reviews 


and  in-depth  interviews  with  next-of-kin  about  history  and  symptoms.  A  commonly  reported  statistic 
using  this  psychological  autopsy  approach  is  that  90%  of  suicides  involve  a  mental  illness  or  substance 
use  disorder.  The  NVDRS  estimate  is  of  current  diagnosed  mental  health  conditions.  Problematic 
substance  use  and  perceptions  about  current  depressed  mood  are  assessed  separately.  In  the  relevant 
Q&A,  we  acknowledge  that  some  decedents  might  have  mental  health  conditions  that  were  not 
diagnosed  or  reported*  We  emphasize  that  the  high  prevalence  of  diverse  contributing  circumstances 
among  those  with  and  without  known  mental  health  conditions  suggests  the  importance  of  addressing 
the  broad  range  of  factors  that  contribute  to  suicide. 

Thanks,  Lynn 

From:  Roberts,  Ursula  {CDC/OD/OCS)  (CTR) 

Sent:  Thursday,  May  31,  2018  10:24  AM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <Z5zQ(Scdc.R0V> 

Cc:  Hoo,  Elizabeth  (CDC/OD/PPEO)  <irp5@cdc.Rov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc*RQv> 

Subject:  RE:  Suicide  VS 
Tomorrow  will  be  fine.. 

Thanks  Lynn! 

Ursula 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Thursday,  May  31,  2018  9:58  AM 

To:  Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7Pcdc.RQV> 

Cc:  Hoo,  Elizabeth  (CDC/OD/PPEO)  <irp5Pcdc*RQV>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5@cdc.EQV> 

Subject:  Re:  Suicide  VS 

Hi  Ursula,  we're  just  completing  the  materials  to  go  back  to  HHS  today.  Does  she  need  today  or  will 
tomorrow  work?  We  don't  have  revised  telebrief  script  until  tomorrow  either.  And  not  sure  if  we  are  still 
including  SG  or  not. 

Let  us  know  when  she  needs  and  Shannon  will  forward  to  you  and  Elizabeth* 

Thanks,  Lynn 

Sent  from  my  iPhone 

On  May  31,  2018,  at  9:53  AM,  Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7@cdc.ROV>  wrote: 

Hi  Lynn, 

Hope  you  had  a  great  holiday  weekend ! 

Can  you  forward  me  the  updated  versions  of  the  MMWR  Suicide  VS,  the  Fact  Sheet,  Q  &  A 
and  telebrief  ?  The  versions  she  has  are  outdated.  Dr.  Schuchat  would  like  to  review  these 
over  the  weekend. 

Thanks 

Ursula 


From: 

Sent: 

To: 

Subject: 

Attachments: 


Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
4  Jun  2018  15:29:56  -0400 
Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
RE:  Vital  Signs  Suicide  Materials 
TELEBRIEF 


SCRIPT_V5_pgm_06.1.18_9.15am_revAS_comments_06.04.18_12.49pm  ds.docx 
Hi  Deb, 

I  made  a  few  edits  to  the  script  for  you  to  consider,  including  some  edits  to  the  NVDRS  text  about  the  40 
states. 

I  did  not  see  any  edits  to  the  email. 

See  below  for  other  suggestions  for  responses. 

-Tom 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Monday,  June  4,  2018  1:42  PM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  FW:  Vital  Signs  Suicide  Materials 
Hi  Tom, 

Please  see  attached  edits  on  telebrief  script.  Just  awaiting  the  reply  on  NVDRS  and  then  I'll  send  back  if 
you  are  ok  with  my  replies. 

Deb 

From;  Hoo,  Elizabeth  (CDC/OD/PPEO) 

Sent:  Monday,  June  4,  2018  1:00  PM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <zsz0@cdcgov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
<zaf9@cdc.gov>:  Schuchat,  Anne  MD  (CDC/OD)  <acsiPcdc.fiov> 

Cc:  Omisore,  Shannon  L.  (CDC/OD/OADC)  <hvl5(g>cdc,ROv>;  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) 
<vhb3@cdc.gov>:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID)  <rbs4(g)cdc.gov>;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID)  <vha6#cdc.ROV>:  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) 
<iwg9@cdc.gov>;  Kroop,  Seth  (CDC/OD/OCS)  <wpw7@cdc.fiov>;  Roberts,  Ursula  (CDC/OD/OCS)  (CTR) 
<nka7@cdc.gov> 

Subject:  RE:  Vital  Signs  Suicide  Materials 
Hi  Lynn  and  Deb, 

I  have  a  few  clarifying  questions  from  Dr.  Schuchat  on  the  documents: 

•  In  the  MMWR  article,  Introduction:  "Suicide  is  the  10th  leading  cause  of  death  and  is  one  of  just 

three  leading  causes  that  are  increasing  (1,4)." 
o  Is  this  still  true?  Yes 

o  \A/hat  are  the  other  two  causes  that  are  increasing?  Deaths  from  unintentional  injuries  and 
Alzheimer's  disease. 

•  In  the  telebrief  script: 

o  Why  are  western  states  increasing?  We  don't  highlight  western  states  in  the  telebriefing 
script.  The  increases  are  happening  across  the  country.  Western  rates  have,  and 
continue  to  have,  relatively  high  suicide  rates.  Deb,  do  you  have  a  q  and  a  about  this 
already  that  you  can  draw  from  (e.g.,  social  isolation,  access  to  services,  etc)? 
o There  are  a  few  more  comments/questions  in  the  telebrief  script  for  you  to  review. 

I  made  a  few  changes  to  the  telebrief  script  and  critical  contacts  letter.  Those  are  both  attached. 

Thanks, 

Liz 


From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Friday  June  1,  2018  2:35  PM 

To:  Roberts,  Ursula  <CDC/OD/OCS)  (CTR)  <nk37Pcdc.EOV>:  Schuchat,  Anne  MD  (CDC/OD) 
<acsl£5)cdc.gov> 

Cc:  Hoo,  Elizabeth  (CDC/OD/PPEO)  <irp5(5)cdc.RQV>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5f®cdc.EQV>:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zO(S?cdc.gQV>:  Grusich,  Katherina  (Kate) 
(CDC/OD/OADC)  <vhb3@cdc.EOV>:  Schieber,  Richard  A,  (CDC/OPHSS/CSELS/DPHID)  <rbs4@cdc,gQV>: 
Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc.^ov>:  Gaines-McCollom,  Molly 
(CDC/OPHPR/DEO)  <iwg9@cdc.EQV> 

Subject:  Vital  Signs  Suicide  Materials 
Hi  Anne, 

Attached  are  the  nnaterials  for  your  review  over  the  weekend.  These  include: 

•  Telebrief  script  -  revised  since  Dr.  Adams  will  not  be  participating 

•  MMWR  proof 

•  Fact  Sheet  -  cleared  by  ASPA.  Program  making  minor  tweaks 

•  Press  Release  -  cleared  by  ASPA, 

•  QA  document  -  revised 

The  Critical  Contacts  email  for  Anne  to  send  out  at  9  am  on  June  7  (launch  day)  is  also  attached.  I  will 
send  final  materials  to  everyone  on  Wednesday  that  should  accompany  the  Critical  Contacts  email. 

Also  provided  here  is  a  brief  summary  of  two  recent  updates  from  program,  for  Anne  to  be  aware  of: 
The  first  update  is  related  to  the  inclusion  of  the  QuickStat  on  youth  homicide  and  suicide  trends  in  the 
same  MMWR  issue  as  the  Vital  Signs  article.  We  think  this  could  cause  the  media  to  focus  on  youth 
suicide  whereas  the  Vital  Signs  MMWR  emphasizes  the  increases  across  all  age  groups  under  age  75.  If 
questions  are  asked  about  the  QuickStat  it  will  be  helpful  to  acknowledge  the  increasing  rates  among 
youth  and  point  out  that  suicide  rates  are  increasing  across  all  age  groups  younger  than  age  75,  For 
example,  middle  aged  adults  have  the  largest  number  of  suicides  and  have  seen  particularly  high 
increases  in  rates.  We  provide  a  Q&A  on  this  that  bridges  back  to  the  Vital  Signs  MMWR  and  the  need 
for  prevention  across  the  lifespan. 

The  second  update  is  related  to  how  the  presence  of  a  known  mental  health  condition  is  measured  in 
NVDRS,  ASPE  requested  a  citation  in  the  fact  sheet  to  clarify  that  not  having  a  known  diagnosis  does  not 
necessarily  mean  that  there  was  no  mental  illness.  We  added  text  from  the  MWMR  to  the  fact  sheet  to 
explain  the  data  sources  and  that  it  is  possible  that  mental  health  conditions  could  have  been  present 
and  not  diagnosed,  known,  or  reported.  This  is  important  because  the  NVDRS  defines  a  mental  health 
condition  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of  Mental 
Disorders,  with  the  exception  of  alcohol  and  other  substance  use  problems,  which  are  captured 
separately  in  the  system.  The  NVDRs  data  are  from  coroner/medical  examiner  and  law  enforcement 
reports,  which  reflect  information  provided  by  family  and  friends.  Estimates  about  the  extent  to  which 
suicide  decedents  have  mental  health  conditions  vary.  Some  studies  include  extensive  record  reviews 
and  in-depth  interviews  with  next-of-kin  about  history  and  symptoms.  A  commonly  reported  statistic 
using  this  psychological  autopsy  approach  is  that  90%  of  suicides  involve  a  mental  illness  or  substance 
use  disorder.  The  NVDRS  estimate  is  of  current  diagnosed  mental  health  conditions.  Problematic 
substance  use  and  perceptions  about  current  depressed  mood  are  assessed  separately.  In  the  relevant 
Q&A,  we  acknowledge  that  some  decedents  might  have  mental  health  conditions  that  were  not 
diagnosed  or  reported.  We  emphasize  that  the  high  prevalence  of  diverse  contributing  circumstances 
among  those  with  and  without  known  mental  health  conditions  suggests  the  importance  of  addressing 
the  broad  range  of  factors  that  contribute  to  suicide. 

Thanks,  Lynn 


From:  Roberts,  Ursula  (CDC/OD/OCS)  (CTR) 

Sent:  Thursday,  May  31,  2018  10:24  AM 

To:  Sokler,  Lynn  (CDC/OD/OADC)  <z5zO(Scdc.gov> 

Cc:  Hoo,  Elizabeth  (CDC/OD/PPEO)  <irp5Pcdc.gov>:  Omisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5(Scdc.EQV> 

Subject;  RE:  Suicide  VS 
Tomorrow  will  be  fine.. 

Thanks  Lynn  I 

Ursula 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Thursday,  May  31,  2018  9:58  AM 

To:  Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7(g)cdc.ROV> 

Cc:  Hoo,  Elizabeth  (CDC/OD/PPEO)  <irp5@cdc.gov>;  Onnisore,  Shannon  L.  (CDC/OD/OADC) 
<hvl5(5)cdc.RQV> 

Subject:  Re:  Suicide  VS 

Hi  Ursula,  we're  just  completing  the  materials  to  go  back  to  HHS  today.  Does  she  need  today  or  will 
tomorrow  work?  We  don't  have  revised  telebrief  script  until  tomorrow  either.  And  not  sure  if  we  are 
including  SG  or  not* 

Let  us  know  when  she  needs  and  Shannon  will  forward  to  you  and  Elizabeth. 

Thanks,  Lynn 

Sent  from  my  iPhone 

On  May  31,  2018,  at  9:53  AM,  Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nka7(@cdc.TOV>  wrote: 

Hi  Lynn, 

Hope  you  had  a  great  holiday  weekend! 

Can  you  forward  me  the  updated  versions  of  the  MMWR  Suicide  VS,  the  Fact  Sheet,  Q  &  A 
and  telebrief  ?  The  versions  she  has  are  outdated*  Dr*  Schuchat  would  like  to  review  these 
over  the  weekend* 

Thanks 

Ursula 
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Review  Tracker 

•  NCIPC  OC  Leslie  Dorigo:  4/25/18 

•  DVP  ADS  Tom  Simon:  4/24/18 

«  DVP  Policy  Malia  Richmond-Crum:  4/23/13 

•  DVP  SME  Deb  Stone:  4/19/18,  4/24/18,  5/13 
5/17,  6/1 

•  DVP  HCET  Marie  Ball  man:  4/17/2018 

•  LS^OADC:  5/1/201S 

•  KSG^OADC:  5/4/201B 


Suicide  Terminology  | 

Don't  Do  This 

T 

Do  This  Instead  | 

Don't  use  sensationalistic 
headlines  (e.g,,  Kurt  Cobain  used 
shotgun  to  commit  suicide) 

Do  inform  without  li 

M 

sensationalizing  (e.g.  Cuft-Kurt  |1 
CobaIn  dead  at  27)  fl 

Don't  describe  suicide  as  an 
epidemic,  skyrocketing,  etc. 

Do  use  the  most  recent  CDC  dat^ 

If 

and  non-sensationaJ  words  (ris^ 
higher,  etc.)  jj 

Don't  describe  suicide  as 
inexplicable  or  "without 
warning'’ 

Do  include  the  'warning  signs'  jj 
and  ‘what  to  do'  info  in  articles^ 

V 

IP 

Don't  refer  to  suicides  or 
attempts  as  'successful'  or 
"completed' 

Describe  as  suicide,  person  dj^ 
by  suicide,  or  life  lost  to  suicidf 

II 

H 

n 

Don't  refer  to  suicide  attempts 
as  "unsuccessful/  'failed  attempt" 
or  "nonfatal  suicide' 

Describe  as  "suicide  attempt'  (Ir 
'suicidal  self-directed  violenc^ 

H 

t 

■ 

h 

IT 

.■ 

Don't  use  'committed'  suicide 
because  this  invokes  the  idea  of 

a  crime 

Describe  as  died  by  suicide  i 

« 

■ 

tt 

i 

» 

ft 

t 

« 

rriiniment  ijraf91:  This  should  really  stay 

since  state  trends  are  what  we  are 


>klnfi  at  spedfically. 


eminent  [ST(]:  I  think  this  is  ok  to  drop 
re  since  Dr.  S  gets  right  into  the  state 
jnds. 


Vital  Signs  Rising  Suicide  Rates  Across  U.S. 

June  7,  2018 


Desired  Headlines 

•  Nearly  45,000  lives  lost  to  suicide  In  2016,  but  suicide  is  preventable^ 

•  Suicide  rates  up  in  almost  all  states,  but  suicide  is  preventable^ 

•  Suicide  rates  went  up  more  than  30%  in  half  of  U.S.  states  between  1999  and  2016, 

•  Many  factors  contribute  to  suicide,  beyond  mental  health  conditions  alone. 


Moderator:  Thank  you  (OPERATOR  NAME).  And  thank  you  all  for  joining  us  today  for 

the  release  of  a  new  CPC  Vital  Signs  report  on  Trends  in  ^tat^Sujdde  Rate^^^ 

contributinfi  circumstances  to  suicide^  We  are  joined  by  Dn  Anne  Schuchat,  CDCs 

Principal  Deputy  Director  and  Dr,  Deb  Stone,  lead  author  of  the  study,  to  help  answer 

questions.  Followinfi  remarks,  we  will  respond  to  questions,  I'd  like  to  turn  the  call 

over  now  to  Dr.  Anne  Schuchat. 
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Dr.  Schuchat: 

•  Good  afternoon  and  thank  you  for  joining  us  today. 

•  CDC  works  24/7  to  protect  Americans  against  health  threats.  Each  month  in  CDCs 
Vital  Signs  report,  we  focus  on  one  of  these  threats  -  and  what  can  be  done 
about  it, 

•  Today's  report  contains  new  information  about  state  suicide  trends,  the  factors 
that  contribute  to  suicide,  and  the  implications  for  prevention. 

•  In  2016  alone,  45,000  people  in  the  U.S.  lost  their  lives  to  suicide. 

•  Suicide  is  one  of  just  three  leading  causes  of  death  that  are  on  the  rise. 

•  Each  suicide  greatly  impacts  families,  friends,  and  entire  communities. 

•  Between  1999  and  2016,  suicide  rates  increased  among  all  age  groups  younger 
than  75  years.  For  example,  middle-aged  adults  have  the  largest  number  of 
suicides  and  have  seen  particularly  high  increases  in  rates. 

•  We  found  that  suicide  rates  increased  in  nearly  every  state  across  the  nation. 

•  These  findings  are  unacceptabledisturbing. 

•  Suicide  is  a  preventable  public  health  problem  -  and  unfortunately,  our  data 
show  that  the  problem  is  getting  worse. 

•  For  this  Vital  Signs  report,  we  first  analyzed  data  from  the  National  Vital  Statistics 
System  to  look  at  trends  in  suicide  rates  for  all  50  states  and  Washington,  D.C. 
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We  then  looked  at  data  from  CDC's  National  Violent  Death  Reporting  System, 
covering  27  states  in  2015,  and  examined  circumstances  around  suicides  among 
people  with  and  without  known  mental  health  conditions, 
o  [As  a  side  note,  CPC  is  now  collecting  data  in  40 


fiave -Fe^oft-data40r-4O  states,  D.C.  and  Puerto  Rico,  and  thanks  to 


iTi  ^  i  J  i 

17  ig  y ^Cf r  win 


S  A . . . . . . . . . 

Congress  for  providing  funding  in  the  fiscal  year  2018  omnibus,  CDC  is 
working  to  expand  the  system  to  all  50  states]. 

Suicide  is  often  attributed  soieiy  to  a  mental  health  concern.  But,  according  to 
NVDRS,  fewer  than  half  of  the  people  who  lost  their  life  to  suicide  had  a  known 


mental  health  condition^  -  and  in  many  of  those  cases 


farther  factors  were  also 


mvolvedevldentr 

•  Our  research  found  that  those  people  who  died  by  suicide  and  did  not  have  a 
diagnosed  mental  health  condition  were  somewhat  more  likely  than  those  with  a 
mental  health  condition  to  struggle  with  relationship  problems  or  loss,  other  life 
stressors  and  experience  recent  or  impending  crises.  However,  perhaps  more 
importantly,  these  circumstances  were  common  to  both  groups  regardless  of 
mental  health  conditions. 

•  Suicide  IS  preventable.^ 


Ctiminf^Eit  |HE(j;  What  year  is  this  for? 
2016  data  or  future?  Clarify  what  year  of 
data  this  refers  to. 


// 

/  ; 
p  i 

I  I 

*  i 

/  li 

'  it 
ft 


Comment  |ST(];  CDC  is  collecting  data  in 
40  states  starting  in  2017.  These  data  will 
start  to  become  available  in  the  fail  of 
2019, 


C  om  me  nt  I H  E(  I ;  Wh  ich  ca  se  s?  Th  D$e 
who  do  have  a  mental  heaiih  condition? 


Comment  |zaf9]:  We  can  delete  this 
sentence  since  the  next  bullet  point  gets 
into  what  we  mean. 


Comment  1IJE(];  General  question:  Is 
suicide  cyclical?  Does  it  go  up  and  down? 
.Related  to  economy? _ 


Comment  fzaf9]:  Yes,  suicide  tends  to 
decrease  with  economic  expansions  and 
increase  In  times  of  economic 
contractions. 
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•  That's  why  it's  so  important  to  understand  the  range  of  factors  and  circumstances 
that  contribute  to  suicide  risk  including  relationship  problems,  substance  misuse, 
physical  and  mental  health  conditions,  job  issues,  financial  troubles,  and  legal 
problems. 

•  With  this  information  in  mind,  states  and  communities  can  develop  a 
comprehensive  approach  to  suicide  prevention.  One  example  of  a  successful 
program  is  The  United  States  Air  Force  Suicide  Prevention  Program.  This  program,  i 
inclusive  of  11  policy  and  education  initiatives  geared  broadly  towards  increasing 
social  support,  social  skills,  and  help-seeking,  shifted  the  culture  of  the  Air  Force 
away  from  vie\A^ing  suicide  as  an  individual-oriented  mental  health  concern  to  a 
larger  service-wide  problem  impacting  the  whole  community.  The  program  was 
associated  with  a  33%  relative  risk  reduction  in  suicide  as  well  as  reductions  in 


Ctmunent  |HE(|:  What  other  related 
problems? _ 


Other  related  problems 


such  as  severe  family  violence  (54%)  and  homicide  (51%). 


Increased  awareness  of  the  range  of  circumstances  contributing  to  suicide  risk, 
and  the  need  to  address  them  through  such  a  comprehensive  approach,  can  help 
the  nation  reach  its  goal  of  reducing  the  annual  suicide  rate  20  percent  by  2025. 
Today's  report  suggests  we  have  a  lot  of  important  work  to  do  to  reach  this  goal. 
Nearly  all  states  had  increasing  suicide  rates  between  1999  and  2016,  and  25 
states  experienced  rate  increases  of  more  than  30  percent. 
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•  So  how  do  we  work  together  to  reverse  these  numbers  and  help  save  lives? 

•  On  the  Federal  level,  government  agencies  are  tracking  the  problem  of  suicide 
to  understand  trends  and  groups  at  greatest  risk;  developing,  implementing,  and 
evaluating  what  works  to  prevent  suicide  in  communities;  we  are  supporting 
local,  state,  tribal,  and  other  partners  to  prevent  suicide;  and  we  are  working  with 
public  and  private  partners  to  advance  the  National  Strategy  for  Suicide 
Prevention. 

•  In  states  and  communities,  close  coordination  of  activities  between  public  health 
agencies  and  other  sectors  of  society  is  critical  for  preventing  suicide.  Necessary 
partners  include  health  and  mental  healthcare  providers,  social  services,  first 
responders,  educators,  faith  communities,  and  the  media. 

•  States  and  communities  can  and  should  take  action  now. 

•  To  help  prioritize  prevention  efforts,  CDC  developed  Preventing  Suicide:  A 
Technical  Package  of  Policy,  Programs,  and  Practices.  It  features  the  best  available 
evidence  for  states  and  communities  to  guide  their  prevention  activities. 

•  Some  of  the  strategies  are  designed  to  prevent  suicide  risk  before  it  emerges  in 
the  first  place.  These  strategies  include  teaching  coping  and  problem-solving  skills 
to  help  people  manage  life  challenges;  promoting  safe  and  supportive 
environments,  including  safe  storage  of  medications  and  firearms  among  people 
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at  risk;  providing  temporary  help  for  people  struggling  to  make  ends  meet,  and 
encouraging  connectedness  so  people  are  less  likely  to  feel  alone  or  isolated. 

•  Other  strategies  in  the  technical  package  seek  to  support  people  who  may  already 
be  struggling,  for  example,  through  the  provision  of  effective  treatment  and  crisis 
intervention  strategies.  Health  and  behavioral  health  care  providers  have  an 
important  role  to  play  in  suicide  prevention  as  well,  so  that  nobody  in  these 
systems  falls  through  the  cracks.  Policies  and  protocols  that  prioritize  patient 
safety  and  that  engage  people  in  ongoing  care,  especially  during  care  transitions, 
can  help  prevent  suicide. 

•  Last  and  very  important,  the  technical  package  describes  approaches  to  prevent 
future  suicide  risk  among  those  who  have  attempted  or  lost  a  friend  or  loved  one 
to  suicide. 

•  The  link  to  the  technical  package  is  on  our  Vital  Signs  website. 

•  Preventing  suicide  involves  everyone.  Parents,  employers,  teachers,  coaches, 
religious  leaders,  providers,  and  people  affected  by  suicide  -  everyone  in  the 
community  can  help  prevent  suicide  risk  by  learning  the  warning  signs  of  suicide, 
and  how  best  to  respond  effectively.  Together  we  can  bring  hope  and  save  lives. 
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From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  16  May  2018  07:20:40 -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Cc;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs  Workgroup  Meeting 

Attachments:  lS_292322-A_Sokler_June_2018_Suicide_v7_05.16.18._6.38am_BP  LD_CB.pdf, 

Suicide  Word  FS_V7_5.16.18_6.49am_pgm_BP_SO_BP_CB.DOCX 

Hi  Deb  and  Kristin, 

Per  our  meeting  yesterday.  I'm  sending  my  feedback  on  the  latest  version  of  the  FS  to  you.  I 
brainstormed  with  Marie  and  Leslie  so  we  combined  our  feedback.  I  put  sticky  notes  on  the  PDF  for 
graphic  changes  and  track  changes  in  the  Word  doc  for  text  changes,  but  here  is  a  summary  of  the 
graphic  recommendations: 

Page  2,  bottom  graphic: 

Recommend  replacing  center  of  graphic  with  text  -  'Suicide' 

Page  3,  left  side  graphic: 

Recommend  extending  the  banners  and  including  the  icons  inside  the  banners 
The  text  changes  are  in  track  changes.  Let  me  know  if  you  have  any  questions,  ThanksI 
Crystal 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Tuesday,  May  15,  2018  7:03  PM 
To:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Subject:  RE:  Vital  Signs  Workgroup  Meeting 
Thanks,  I'll  let  you  know.  Hopefully  we  can  resolve  tomorrow  a.m. 

Deb 

From:  Bruce,  Crystal  (CDC/OPHPR/OD) 

Sent:  Tuesday,  May  15,  2018  1:52  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5g)cdc.gov>; 
Yuan,  Kerning  (CDC/ONDlEH/NClPC)  <vrm4@cdc,gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
<imhl@cdc.gov>;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc,gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc-eov> 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC)  <guh8@cdc.gov>:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3@cdc.gov>;  Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC)  <ghz6@cdc.gov> 

Subject:  RE:  Vital  Signs  Workgroup  Meeting 
Hi  all. 

Here  is  the  telebriefing  script  with  only  the  SG's  talking  points.  Let  me  know  how  you  think  we  should 
proceed  with  these  -  should  they  be  incorporated  into  the  script  Erin  sent  forward  yesterday,  or  should 
we  send  them  in  a  separate  email  (after  you  all  review)? 

Crystal 

- Original  Appointment - 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  January  9,  2018  1:23  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC);  Bruce,  Crystal 
(CDC/OPHPR/OD);  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);  Fowler, 
Katherine  A.  (CDC/ONDIEH/NCIPC);  Yuan,  Kerning  (CDC/ONDIEH/NCIPC);  Holland,  Kristin 


(CDC/ONDIEH/NCIPC);  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);  Black,  Erin 
{CDC/ONDIEH/NCIPC);  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) 

Cc:  Daniel,  Valerie  M.  (CDC/ONDIEH/NCIPC);  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);  Massetti,  Greta 
M.  (CDC/ONDIEH/NCIPC) 

Subject:  Vital  Signs  Workgroup  Meeting 

When:  Tuesday,  May  15,  2018  12:00  PM-1:00  PM  (UTC-05:00)  Eastern  Time  (US  &  Canada). 

Where:  lOA 
5/15/18 

Updating  zip  file  with  latest  fact  sheet  and  supplementary  table  1  which  should  have  also  been  in  there. 
Keep  in  mind  that  many  of  the  items  in  the  file  are  still  undergoing  revision. 

5/14 

Attaching  materials  for  tomorrow. 

As  always  there  are  a  lot  of  materials  but  just  providing  most  up  to  date  versions  to  keep  everyone  in 
the  loop. 

Awaiting  FS  from  Vital  Signs  that  is  arriving  5.15.18  a.m.  Will  add  it  here  when  I  get  it,  hopefully  well 
before  meeting. 

Also,  if  someone  can  sub  in  for  Erin  where  her  name  appears  in  the  agenda,  that  would  be  great. 
Thanks! 

Deb 


Nearly  45,000  lives  lost  to 
suicide  in  2016* 


Suicide  rising  across  the  US 

More  than  just  a  mental  health  condition 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased 
in  nearly  every  state  from  1999  through  2016,  Mental  health  conditions 
are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely  caused 
by  any  single  factor.  In  fact,  m^any  people  who  die  by  suicide  are 
not  known  to  have  a  diagnosed  mental  health  condition  at  the 


yk  A  A  fl  #  Suicide  rates  went  up 

I  ill  iti  niore  than  30%  in  half  of 
I  VU  /  U  us  states  since  1999* 


time  of  death.  Other  problems  often  contribute  to  suicide,  such  as 
relationship  problems  or  loss,  substance  use  disorders,  physical  health 
problems,  and  job,  money,  legal,  or  housing  stress.  Government, 
public  health,  healthcare,  business,  education,  media  and  community 
organizations  working  together  is  important  for  preventing  suicide. 
Public  health  departments  can  bring  together  these  partners  to  focus 
on  comprehensive  state  and  community  efforts  with  the  greatest 


More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  condition* 


likelihood  of  preventing  suicide. 


States  and  communities  can: 


•  Identify  and  support  people  at  risk  of  suicide. 


•  Teach  coping  and  problem-solving  skills  to  help  people 
manage  challenges  with  their  relationships,  jobs,  health,  or 
other  concerns. 


Promote  safe  and  supportive  environment^-^^^iis  includes 
safely  storing  medications  and  firearms  to  reduce  access 
among  people  at  risk. 


•  Hold  activities  that  bring  people  together  so  that  they  feel 
connected  and  not  alone. 


*  Connect  people  at  risk  to  effective  and  coordinated  mental 
and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to 
make  ends  meet. 


•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a 
loved  one  to  suicide. 


Centers  for  Disease 
Control  and  Prevention 

National  Center  for  Injury 
Prevention  and  Control 


Suicide  rates  rose  across  the  US 
from  1999  to  2016. 


Increase  38  *  58% 


I  Increase 
■I  Increase 
Incre 
Decrease 


32  -  37% 
19  -  29% 
6  -  18% 
1% 


SOURCE:  COC'5  National  Vitai  Statbtfc$  Sysfem. 


PROBLEM: 

Suicide  rates  increased  in  almost 
every  state. 


Differences  exist  among  those  with  and  without  mental  health  conditions. 

People  without  known  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  firearm. 


No  known  mental  health  conditions 

Sex  Method 


Fema 


other 

10%  [ 


Firearm 

55% 


Suffocation 

27% 


Known  mental  health  conditions 

Sex  Method 


Female 

31% 


Other 

Poisoning 
20% 


Firearm 

41% 


Suffocation 

31% 


Relationship  problem 

(42%) 


Substance  use 
problem  (28%) 

Job/Financial 

problem  (16%)  — t  . 


Loss  of  Housing 

(4%) 


Many  factors  contribute  to  suicide  among  those 
with  or  without  mental  health  conditions. 


CriftjkJp  the 


past 


O 


oming 


Q 


two  weeks 

(29%) 


.  Physical  health 

^  ■  '  problem  (22%) 

#■ 


Criminal  legal 
problems  (9%) 


SOURCE:  CPC's  /Vatronsi  Violent  Death  Reporting 
System,  data  from  27  states  participating  in  2075. 


WHAT  CAN  WE  DO  TO  PREVENT  SUICIDE? 


Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices 
https://go.  usa.gov/xQBGc 


Preventing  Suicide  InvolveS 
Everyone  in  the  Community 


Provide  Financial  Support  to  Individuals  in  Need 


States  can  hefp  ease  unemployment  and  housing 
stress  by  providing  temporary  hefp. 


Strengthen  Access  to  and  Delivery  of  Care 


Healthcare  providers  can  treat  patients  by  phone  or 
online  where  services  are  not  widely  available. 


Create  Protective  Environments 


Employers  can  apply  policies  that  create  a  healthy 
environment  and  reduce  stigma  about  seeking  help. 


Connect  People  within  their  Communities 


Communities  can  use  programs  and  events  to 
increase  a  sense  of  belonging. 


Teach  Coping  and  Problem-Solving  Skills 


Schools  can  teach  students  skills  to  manage 
challenges  like  relationship  and  school  problems. 


Media  can  describe  helping  resources  and  avoid 
headlines  or  details  that  increase  risk. 


Identify  and  Support  People  at  Risk 


vli 


Everyone  can  learn  the  signs  of  suicide,  how  to 
respond,  and  where  to  get  help. 


Healthcare  providers  can  offer  at 
effective  treatment  options. 


Q  . 

TSK-^atients 


Know  the  Suicide 

WARNING  SIGNS 


pFejQ 


like  a  Burden 


—  Isolation 


Increased  Anxiety^^ 

Feeling  Trapped  or  in  — 
Unbearable  Pain 


—  Increased  Substance  Use 

—  Looking  for  a  Way  to 
Access  Lethal  Means 


rM 


Increased  Anger  or  Rage 
Extreme  Mood  Swings 


Q 


—  Expressing  Hopelessness 

—  Sleeping  Too  Little 
or  Too  Much 


o 

tdllU 


■  ■  • 

t 


Q 


Talking  or  Posting  About 
Wanting  to  Die 

Making  Plans  for  Suicide  — 


5  STEPS  TO  HELP 


•  Ask 

•  Keep  them  Safe 

o™ 


•  B/ 


•  Help  them  Connect 

•  Follow  Up 

Find  out  why  this  can  save  a  life  by  visiting: 
ahttp://www.bethe1tQ.com. 


SOURCE:  bethel  to.  com 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  the  problem  to  understancUx 


groups  at  greatest  risk  (for  exampl^^e 
www.cdc.gov/vlolencepreventiQn/rtvdrs ) 


mds  and  the 


EMPLOYERS  CAN 

•  Promote  employee  health  and  well-being,  support 
employees  at  risk,  and  have  plans  in  place  to  respond 
to  people  showing  warning  signs. 


•  Developing  and  evaluating  suicide 
prevention  strategies. 

•  Working  with  local,  state,  tribal,  national,  and 
other  partners  to  provide  guidance  and  distribute 
suicide  prevention  tools  (for  example,  see 
https://go.usa.gov/xQBGc). 

STATES  AND  COMMUNITIES  CAN 

•  Identify  and  support  people  at  risk  of  suicide. 


•  Encourage  employees  to  seek  help.  Provide  referrals 
to  mental  health,  substance  use  disorder,  legal,  or 
financial  counseling  services  as  needed. 

EVERYONE  CAN 

•  Ask  someone  you  are  worried  about  if  they  Ve 
thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means 
for  those  at  risk. 


•  Teach  coping  and  problem-solving  skills  to  help 
people  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This 
includes  safely  storing  medications  and  firearms  to 
reduce  access  among  people  at  risk. 

•  Connect  people  to  others  in  their  community  so  they 
don't  feel  alone. 


•  Be  there  with  them.  Listen  to  what  they  need. 

•  Help  them  connect  with  ongoing  support  like  the 


P 


feline  (800-273-8255), 


Follow  up  to  see  how  they're  doing. 

Find  out  why  this  can  save  a  life  by  visiting: 
www.beth  e  1  to.com/ 


Q 


•  Connect  people  at  risk  to  effective  and  coordinated 
mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have 
lost  a  loved  one  to  suicide. 

HEALTHCARE  SYSTEMS  CAN 

•  Provide  high  quality,  ongoing  care  focused  on  patient 
safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and 
physical  healthcare  is  available  where  people  live. 

•  Train  providers  in  adopting  proven  treatments  for 
patients  at  risk  of  suicide. 


The  media  can  avoid  increasing  risk  (e.g., 
with  dramatic  headlines,  and  explicit  details' 
and  encourage  people  to  seek  help  using 
recommendations  available  at: 


www.ReDortinaOnSuicide.on 


If  you  need  help  for  yourself  or  someone  else, 
please  contact  the 

National  Suicide  Prevention  Lifeline 

Talk;  1 -800-273-TALK  (8255) 

Chat;  www.suiddeDreventionlifeline.on 


www.cdc.gov/vitalsigns/sutcide 

www.cdc.gov/mmwr 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232-4636) 
TTY:  1-388-232-6348  |  Web:  www.cdc.gov 


CS?9233? 


Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Pubilcstion  date:  June  7,  2018 
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June  2018 

Suicide  rising  across  the  US 

More  than  just  a  mental  health  condition 

45K 

Nearly  45,000  lives  lost  to  suicide  in  2016. 

30% 

Suicide  rates  went  up  more  than  30%  in  half  of  states  since  1999. 

54% 

More  tlian  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  condition. 


Suicide  is  a  leading  cause  of  death  in  the  US.  Suicide  rates  increased  in  nearly  every  state  from  1999 
through  2016.  Mental  health  conditions  are  often  seen  as  the  cause  of  suicide,  but  suicide  is  rarely 
caused  by  any  single  factor.  In  fact,  many  people  who  die  by  suicide  are  not  known  to  have  a 
diagnosed  mental  health  condition  at  the  time  of  death.  Other  problems  often  contribute  to  suicide, 
such  as  relationship  problems  or  loss,  substance  use  disorders,  physical  health  problems,  and  Job, 
money,  legal,  or  housing  stress.  Government,  public  health,  healthcare,  business,  education,  media 
and  community  organizations  working  together  is  important  for  preventing  suicide.  Public  health 
departments  can  bring  together  these  partners  to  focus  on  comprehensive  state  and  community  efforts 
with  the  greatest  likelihood  of  preventing  suicide. 

States  and  communities  can: 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people  manage  challenges  with  their 
relationships,  jobs,  health,  or  other  concerns. 

•  Promote  safe  and  supportive  environments.  This  includes  safely  storing  medications  and 
firearms  to  reduce  access  among  people  at  risk. 

•  Hold  activities  that  bring  people  together  so  that  they  feel  connected  and  not  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare. 

•  Expand  options  for  temporary  help  for  those  struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 


39  Page  2 

40 

41  Problem:  Suicide  rates  increased  in  almost  eveiy  state 

42 

43  Suicide  rates  rose  across  the  US  from  1999  to  2016. 

44 

45  Increase  38-58% 

46  Increase  32-37% 

47  Increase  19-29% 

48  Increase  6-18% 

49  Decrease  1%  j 

50  Source:  CDC's  National  Vital  Statistics  System 

51 

52  Differences  exist  among  those  with  and  without  mental  health  conditions.  People  without  known 

53  mental  health  conditions  were  more  likely  to  be  male  and  to  die  by  fireann. 

54 

55  PIECIiARI 

56  No  known  mental  health  conditions 

57  ' 

58  Sex  j 

59  Female  16% 

60  Male  84% 

61  I 

62  Method 

63  Ollier  8% 

64  Poisoning  10% 

65  Suffocation  27%  i 

66  Firearm  55% 

67 

68  Known  mental  health  conditions 

69 

70  Sex 

71  Female  31% 

72  Male  69% 

73 

74  Method 

75  Other  8% 

76  Poisoning  20% 

77  Suffocation  31% 

78  Firearm  41% 

79 

SO  Many  factors  contribute  to  suicide  among  those  with  without  mental  health  conditions 
81  GRAPHIC  ‘ 


CommcDt  lPB(lr  “or"  or  “and" 

Many  factors  contribute  to  both  groups),  so 
I  think  this  mav  be  an  “and" _ 
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Relationship  problem  (42%) 

Substance  use  |)roblen:^(28%) 

Crisis  in  the  |>ast^pcoiTiin^wo  weeks  (29%) 

Criminal  legal  problems  (9%) 

Physical  health  problem  (22%) 

Loss  of  housing  (4%) 

Job/Financial  problem  (16%) 

SOURCE:  CDC’s  National  Violent  Death  Reporting  System,  data  from  27  states  participating  in 
2015. 

Page  3 

What  can  we  do  to  prevent  suicide? 

Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices,  go.usa.gov/xQBGc. 
Preventing  Suicide  Involves  Everyone  in  the  Community 

Provide  Financial  Support  to  Individuals  in  Need 

•  States  can  help  ease  unemployment  and  housing  stress  by  providing  temporary  support. 

Strengthen  Access  to  and  Delivery  of  Care 

•  Healthcare  providers  can  treat  patients  by  phone  or  online  where  services  are  not  widely 

availably _ 

Create  Protective  Environments 

•  Employers  can  apply  policies  that  create  a  healthy  environment  and  reduce  stigma  about 
seeking  help. 

Connect  People  within  their  Communities 

•  Communities  can  use  programs  and  events  to  increase  a  sense  of  belonging. 


I'  1 

Comment  |PB(b  Aren't  we  using  the 

HHS  tenninology  -  “Substance  use 
disorder”  I  think  “Substatice  Use 
.  Problem”  will  eel  flaeecd  at  HHS. 

\ 

.  - -  - -  -  ^ 

Comment  |PB(lt  How  do  you  know  if 
you  are  going  to  have  a  crisis  in  the 
upcoming  2  weeks?  Didn’t  see  this  before 
but  Fm  not  sure  people  will  understand 

This  bullet  j 

1 

''  ' 

Comment  |PB(lr  Ifkeepcurrent 
language*  would  consider  rephrasing  to 
.  “Crisis  in  oast  or  upcoming  2  weeks” 

1 

Comment  lPB(]i  Recommend  deleting 
this  bubble  and  bullet.  See  comment 
under  “Identity  and  Support  People  at 
.  Risk" 

1  i 

E  1 

i  1 

F  E 

1  1 

/  ! 

1  q 

1  r 

F  1 

F  J 

1  1 

1  ’ 

■  i 

1  1 

1  " 

A 

Comment  |PB(F  This  HCP  bullet  is 
saying  the  same  thing  as  the  HCP  bullet 
under  "Strengthen  Accessto  and  Delivery 
of  care”.  Don't  think  we  need  both 
bullets.  Recommend  deleting 
“"Strengthen  access  to  and  Delivery  of 
Care”  bubble  and  bullet  since  it's 
redundant  to  this  btillct  and  there  was  so 
much  eoniTovety  over  what  is  suicide  care 
and  what  ireatement  are  providers  giving. 
Instead  you  can  expand  the  HCP  bullet 
here  to  say: 

^  p 

1 

1 

1 

p 

! 

“Healthcare  providers  can  offer  ai-risk 
patients  effective  treatment  options  in  their 
office  or  by  phone  or  online  where 
,  services  are  not  widely  avai  lable. 

f 

i  i 

Comment  |PB(|i  Important  to  Rich:  Add 
the  number  “  1 2”  and  change  to 

1  1 

,  “  Know  the  1 2  W am  in  g  S  ign  s  of  Suicide”  j 

I 


Teach  Coping  and  Probicm“Solving  Skills 

•  Schools  can  teach  students  skills  to  manage  challenges  like  relationship  and  school  problems. 


Identify  and  Support  People  at  Risk  I  i 

•  Everyone  can  learn  the  signs  of  suicide,  how^  to  respond,  and  where  to  access  help.  t  ; 

fHeaithcare  providers  can  offer  al-risk  patients  effective  treatment  options,  .  1  / 

[ _  j  / 

Prevent  Future  Risk  j 

•  Media  can  describe  helping  resources  and  avoid  headlines  or  detail st  that  increase  risk.  |' 

/ 

I 

; 


^uicid^ WARNING  SIGNS 
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Increased  Substance  Use 

Feeling  Trapped  or  in  Unbearable  Pain 

Increased  Anger  or  Rage 

Extreme  Mood  Swings 

Talking  or  Posting  About  Wanting  to  Die 

Expressing  Hopelessness 

Sleeping  too  little  or  too  much 

Making  Plans  for  Suicide 

Isolation 

Increased  Anxiety 

Looking  for  a  Way  to  Access  Lethal  Means 
Feeling  like  a  burden 

SOURCE:  www.betheltoxom, 

5  Steps  to  help 

•  Ask 

•  Keep  them  safe 

•  Be  there 

■  Help  them  connect 

•  Follow  up 

Find  out  how  this  can  save  a  life  by  visiting:  http://www.bethclto.com/ 


Source:  www.bethelto.com 
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Page  4 

WHAT  CAN  BE  DONE 
The  Federal  government  is 

•  Tracking  the  problein  to  describe  trends,  circumstances,  and  populations  at  greatest  risk  (for 

example  see  w . c dc . go v/ vi ol e n cepre ve n tion /n v drs/ ) . 

•  D  eve  1  opi  ng  and  e  va  1  uat  i  n  g  s  ui  c  i  de  pre v  ent  i  on  sira  tegi  es . 

•  Working  with  local,  state,  tribal,  national,  and  other  partners  to  provide  guidance  and 
distribute  suicide  prevention  tools  (for  example,  sec  https://gD.usa, go v/xQBGc)^ 

and  communities 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  people  manage  challenges  with  relationships, 
jobs,  health,  or  other  coiicems. 

•  Promote  safe  and  supportive  environments.  This  includes  safely  storing  medications  and 
firearms  to  reduce  access  among  people  at  risk. 

•  Hold  acii vibes  that  bring  people  together  so  that  they  feel  connected  and  nol  alone. 

•  Connect  people  at  risk  to  effective  and  coordinated  mental  and  physical  healthcare. 

•  Expand  options  for  temporary  assistance  for  those  struggling  to  make  ends  meet. 

•  Prevent  future  risk  of  suicide  among  those  who  have  lost  a  loved  one  to  suicide. 

Health  care  systems  can 

•  Provide  high  quality,  ongoing  care  focused  on  patient  safety  and  suicide  prevention. 

•  Make  sure  affordable  and  effective  mental  and  physical  healthcare  is  available  where  people  live. 

•  Train  providers  in  adopting  proven  treatments  for  patients  at  risk  of  suicide. 

Employers  can 

•  Promote  employee  health  and  welEbcing,  support  employees  at  risk,  and  have  plans  in  place  to 
respond  to  people  showing  warning  signs. 

•  Encourage  employees  to  seek  help. Provide  refetTals  to  mental  health,  substance  use  disorder, 
legal,  or  financial  counseling  services  as  needed. 

Everyone  can 

■  Ask  someone  you  are  womed  about  if  theyTe  thinking  about  suicide. 

•  Keep  them  safe.  Reduce  access  to  lethal  means  for  tliose  at  risk, 

•  Be  there  with  them.  Listen  to  what  iliey  need. 

•  Help  them  connect  with  ongoing  support  like  the  Lifeline  (800-273-8255). 

■  Follow  up  to  see  how  theyTe  doing. 

•  Find  out  how  this  can  save  a  life  by  visiting:  v\o\vv.bethe lto.com. 


The  media  can  avoid  increasing  risk  (e.g.,  don't  use  dramatic  headlines,  or  explicit 
details)  and  encourage  people  to  seek  help  using  recommendations  available  at: 

www.ReDortinaOnSuicide.ara 


Com  meat  |OSL(l[  This  section  should 
match  the  same  m  T^ajjg  I . _ 
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If  you  need  help  for  yourself  or  someone  else,  please  contact  the 

National  Suicide  Prevention  Lifeline 
Talk:  1 -800-273-TALK  (8255) 

Chat:  www.suicidepreventionlifeline.orq 


www.cdc.gov/vitalsigns/suicide 

www.cdc.gov/mmwr 

For  more  information,  please  contact  Telephone;  1-800-CDC-INFO  (232-4636)  TTY:  1-888-232-6348  | 
Web:  WWW, cdc.gov 

Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date;  ,lune  1,  2018 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  6  Feb  2018  13:46:23  -0500 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Cc;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD);Stone,  Deborah  (CDC/ONDlEH/NCIPC);Simon, 
Thomas  (CDC/ONDIEH/NCIPC};Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs 

Yes  -  we  are  planning  monthly  meetings  to  keep  them  engaged  and  have  commitments  in  writing. 

From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  Tuesday,  February  06,  2018  1:03  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas 
(CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Bruce, 
Crystal  (CDC/OPHPR/OD) 

Subject:  RE:  Vital  Signs 

Sounds  great  Erin,  thanks  for  doing  this  call.  Let's  remember  that  when  we  engaged  AA  within  the  last  6 
months  or  so  around  suicide  prevention  week  (or  maybe  it  was  something  else  -  I'm  not  clearly 
remembering  what  specifically  it  was)  they  didn't  really  include  much  of  our  work  in  their 
communications  (e.g.,  no  mention  of  the  suicide  TP).  So  even  though  they  are  nice  on  the  phone  I  think 
we  will  need  to  persistently  push  them. 

Jim 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Friday,  February  2,  2018  2:31  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <;af9facdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tg59g)cdc.gov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  oecl@cdc.gov>:  Mercy,  James 
(CDC/ONDIEH/NCIPC)  <iam2^cdc.gov> 

Cc:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3g)cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8g)cdc.gQv>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6glcdc.gov> 

Subject:  Vital  Signs 

I  wanted  to  let  you  know  we  had  a  great  call  this  afternoon  with  Kim  Torguson  and  Farah  Kauffman  at 
the  Action  Alliance  to  talk  about  the  Vital  Signs.  They  were  very  excited  and  appreciative  that  we  gave 
them  so  much  advance  notice-they  said  they  usually  only  get  a  couple  days  notice  on  partners  releases. 
They  are  thrilled  to  work  with  us  to  help  promote  the  Vital  Signs  and  associated  suicide  prevention 
messages.  Below  are  some  ideas  we  are  toying  with: 

•  AAcan  promote  via  a  collective  statement  from  the  AA  Media  Messaging  Group 

•  AA  can  promote  via  the  AA  and  SPRC  (Bridgette  Hausman)  social  media  and  listserves  (to  state 

grantees,  academia,  etc.) 

•  AA  can  promote  with  the  Congressional  Mental  Health  Caucus  and  Congressional  Suicide 

Prevention  Task  Force 

•  AA  will  provide  us  with  their  press  release  boiler  plate  language  regarding  requesting  media  to  use 

the  recommendations  for  reporting  on  suicide 

•  CDC  and  AA  can  co-host  a  twitter  chat  under  Deb  H  handle  and  incorporate  the  technical  package, 

transforming  communities,  etc.  This  is  an  opportunity  to  reach  another  audience  from  our  usual 
(since  our  Facebook  is  generally  more  successful  then  our  twitter).  If  everyone  is  supportive  we 
can  reach  to  OC  to  identify  Deb's  interest  and  potential  days/times  to  work  with  AA  to  put  it  on 
the  calendar. 


Sara  will  put  Jim  on  the  agenda  for  the  March  14  AA  ExCom  meeting  to  give  an  intro/update  on  the 
Vital  Sign  and  potential  opportunity  for  collaborative  promotion  with  AA  partners  to  specific 
target  audiences  particularly  with  the  release's  proximity  to  suicide  prevention  month 
Naturally,  AA  is  interested  in  seeing  an  early  embargoed  copy 


From:  Trudeau,  Aimee  T.  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  09:57:46  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 

State  Suicide  Rates 

Oh,  right*  Sighhh  -  well  good  luck  with  those,  I  know  they  can  be  a  pain ! 

Aimee 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  07,  2018  9:57  AM 
To:  Trudeau,  Aimee  T.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates 

The  hard  part  is  yet  to  come  with  interviews  and  such!!  Fingers  crossed! 

From:  Trudeau,  Aimee  T.  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  9:50  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <2af9@cdc.gov> 

Subject:  FWi  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates 

Congrats  Deb!  I  know  you're  so  re!ieved  to  have  this  out  and  complete i 
Aimee 

From:  Young,  Jonr  (CDC/OND!EH/NCIPC) 

Sent;  Wednesday,  June  06,  2018  4:10  PM 

To:  CDCONDiEH  NCI  PC  DVP  ALL  <cipdvpall(a)cdc.gQV> 

Cc:  Kegler,  Scott  R,  (CDC/ONDIEH/NCIPC)  <snk6<a)cdc.gQV>:  Qualters,  Judy  (CDC/ONDIEH/NCIPC) 
<ixql(acdc.g:Qv>;  Edwards,  Peter  (CDC/ONDIEH/NCIPC)  <pQeQ@cdc.gQV>;  Ballesteros,  Michael  (Mick) 
(CDC/ONDIEH/NCIPC)  <2zb0^cdc£py>;  Kresnow-Sedacca,  Marcie-jo  (CDC/ONDIEH/NCIPC) 
<mikl@cdc.gov> 

Subject:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Good  Afternoon, 

We  are  pleased  to  share  that  the  June  CDC  Vital  Signs  will  focus  on  suicide  prevention.  Vital  Signs  is  a 
CDC  report  that  is  part  of  the  CDC  journal  Morbidity  and  Mortality  Weekly  Report  (MMWR).  The  report 
provides  the  latest  data  and  information  on  key  health  indicators,  and  what  can  be  done  to  drive  down 
these  health  threats.  In  addition  to  the  MMWR  article,  the  release  includes  a  fact  sheet  and  website,  a 
press  release  and  media  telebriefing,  social  media  tools,  and  a  Town  Hall  teleconference  with  states. 

The  report  is  being  released  tomorrow,  June  7th  at  1pm  and  you  can  view  it  here: 
https://www.cdc.gov/vitalsigns/index.html.  The  Vita!  Signs  team  -  led  by  Deb  Stone  -  examined  state- 
level  trends  in  suicide  rates  from  1999-2016.  In  addition,  they  looked  at  the  circumstances  of  suicide 
among  people  with  and  without  known  mental  health  conditions  using  NVDRS  data.  The  report 
highlights  the  suicide  prevention  technical  package  and  strategies  for  comprehensive  suicide  prevention. 
The  end  result  reflects  the  great  collaborative  work  between  DVP  SMEs,  Policy,  Communication,  ADS, 
and  DARPI  (Scott  Kegler). 

We  are  proud  to  have  this  work  reported  as  a  Vital  Signs.  A  lot  of  time  and  effort  has  gone  into 
preparing  this  package  of  Vital  Signs  materials  and  we  are  extremely  appreciative  of  the  contribution 
from  all  of  the  staff  involved! 

Thank  you, 

Joni 


Joni  C.  Young 

Deputy  Director 

Division  of  Violence  Prevention 

NCIPC,  CDC 

Office:  770-488-1378 

Blackberry:  404-247-0949 

JYQunE@cdc.gov 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  6  Jun  2018  22:15:48  +0000 

To:  Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 

State  Suicide  Rates 

Thanks,  Greta!  What  an  experience  so  far! 

Deb 

From:  Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  5:23  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  Fwd:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  increasing  Trends  in  State  Suicide 
Rates 

This  is  so  exciting!  Congratulations!! 

Greta  Massetti,  Ph.D, 

Centers  for  Disease  Control  and  Prevention 

(770)  488-3943 

gmassetti@cdc.gov 

http5://www.cdc,gQv/viotencepreventiQn/childabuseandneglect/vac5/ 

- Forwarded  message - 

From:  "Young,  Joni  (CDC/ONDIEH/NCIPC)"  <gzc8@cdc.gov> 

Date:  Wed,  Jun  6,  2018  at  4:09  PM  -0400 

Subject:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
To:  "CDC  ONDIEH  NCIPC  DVP  ALL"  <cipdvpait@cdc.fiov> 

Cc:  "Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)"  <snk6@cdc.gov>.  "Qua Iters,  Judy  (CDC/ONDlEH/NCiPC)" 
<ixql@cdc,gov>,  "Edwards,  Peter  (CDC/ONDIEH/NCIPC)"  <pQeO@cdc.gov>,  "Ballesteros,  Michael  (Mick) 
(CDC/ONDIEH/NCIPC)"  <zzbQ(g3cdc.gQv>.  "Kresnow-Sedacca,  Marcie-Jo  (CDC/ONDIEH/NCIPC)" 
<mikl{5>cdc.KQv> 


Good  Afternoon, 

We  are  pleased  to  share  that  the  June  CDC  Vital  Signs  will  focus  on  suicide  prevention.  Vital  Signs  is  a 
CDC  report  that  is  part  of  the  CDC  journal  Morbidity  and  Mortality  Weekly  Report  (MMWR).  The  report 
provides  the  latest  data  and  information  on  key  health  indicators,  and  what  can  be  done  to  drive  down 
these  health  threats.  In  addition  to  the  MMWR  article,  the  release  includes  a  fact  sheet  and  website,  a 
press  release  and  media  telebriefing,  social  media  tools,  and  a  Town  Hall  teleconference  with  states. 

The  report  is  being  released  tomorrow,  June  7th  at  Ipm  and  you  can  view  it  here: 
https://www.cdc.gov/vitalsigns/index.html.  The  Vital  Signs  team  -  led  by  Deb  Stone  -  examined  state- 
level  trends  in  suicide  rates  from  1999-2016.  In  addition,  they  looked  at  the  circumstances  of  suicide 
among  people  with  and  without  known  mental  health  conditions  using  NVDRS  data.  The  report 
highlights  the  suicide  prevention  technical  package  and  strategies  for  comprehensive  suicide  prevention. 
The  end  result  reflects  the  great  collaborative  work  between  DVP  SMEs,  Policy,  Communication,  ADS, 
and  DARPI  (Scott  Kegler). 

We  are  proud  to  have  this  work  reported  as  a  Vital  Signs.  A  lot  of  time  and  effort  has  gone  into 
preparing  this  package  of  Vital  Signs  materials  and  we  are  extremely  appreciative  of  the  contribution 
from  all  of  the  staff  involved! 

Thank  you, 


Joni 

Joni  C.  Young 

Deputy  Director 

Division  of  Violence  Prevention 

NCIPC,  CDC 

Office:  770-488-1378 

Blackberry:  404-247-0949 

JYQunE@cdc.gov 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  6  Jun  2018  21:16:17 +0000 

To:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 

State  Suicide  Rates 

Thanks,  Jeff!  Don't  jinx  me! 

Deb 

From;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:15  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject;  FW:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates 

Deb  -  You  are  awesomelll  Jeff 
From:  Young,  Joni  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:10  PM 

To:  CDC  ONDIEH  NCIPC  DVP  ALL  <cipdvDallf5)cdc.gov> 

Cc:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <5nk6ta)cdc.gov>;  Qua  Iters,  Judy  (CDC/ONDIEH/NCIPC) 
<ixql^cdc.gov>:  Edwards,  Peter  (CDC/ONDIEH/NCIPC)  <Doe0@cdc.gov>;  Ballesteros,  Michael  (Mick) 
(CDC/ONDIEH/NCIPC)  <zzb0tacdc,gov>:  Kresnow-Sedacca,  Marcie-jo  (CDC/ONDIEH/NCIPC) 
<mikl@cdc,gov> 

Subject:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Good  Afternoon, 

We  are  pleased  to  share  that  the  June  CDC  Vital  Signs  will  focus  on  suicide  prevention.  Vital  Signs  is  a 
CDC  report  that  is  part  of  the  CDC  journal  Morbidity  and  Mortality  Weekly  Report  (MMWR).  The  report 
provides  the  latest  data  and  information  on  key  health  indicators,  and  what  can  be  done  to  drive  down 
these  health  threats.  In  addition  to  the  MMWR  article,  the  release  includes  a  fact  sheet  and  website,  a 
press  release  and  media  telebriefing,  social  media  tools,  and  a  Town  Hall  teleconference  with  states. 

The  report  is  being  released  tomorrow,  June  7th  at  1pm  and  you  can  view  it  here: 
https://www.cdc.gov/vitalsigns/index.html.  The  Vital  Signs  team  -  led  by  Deb  Stone  -  examined  state- 
level  trends  in  suicide  rates  from  1999-2016.  In  addition,  they  looked  at  the  circumstances  of  suicide 
among  people  with  and  without  known  mental  health  conditions  using  NVDRS  data.  The  report 
highlights  the  suicide  prevention  technical  package  and  strategies  for  comprehensive  suicide  prevention. 
The  end  result  reflects  the  great  collaborative  work  between  DVP  SMEs,  Policy,  Communication,  ADS, 
and  DARPI  (Scott  Kegler). 

We  are  proud  to  have  this  work  reported  as  a  Vital  Signs.  A  lot  of  time  and  effort  has  gone  into 
preparing  this  package  of  Vital  Signs  materials  and  we  are  extremely  appreciative  of  the  contribution 
from  all  of  the  staff  involved! 

Thank  you, 

Joni 

Joni  C.  Young 

Deputy  Director 

Division  of  Violence  Prevention 

NCIPC,  CDC 

Office:  770-488-1378 

Blackberry:  404-247-0949 

JYounE@cdc.gov 


(b)(6) 


From: 

Sent: 

To: 

Subject: 

State  Suicide  Rates 


Matjasko,  Jennifer  (CDC/ONDIEH/NCIPC) 

6Jun  2018  16:57:34  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

RE:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 


Vay|||^^|l  That  is  something  to  look  forward  to.  Hang  in  there,  it  will  be  here  before  you  know  it! 
From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:56  PM 
To:  Matjasko,  Jennifer  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State^yic 
Rates  _ _ 

as  it  turns  out!  ©  I  need  it 


Thanks,  Jen!  I  appreciate  your  email, 
now  but  will  wait  a  few  weeks! 

Deb 

From;  Matjasko,  Jennifer  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:54  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf 9 (Scdc.gov> 

Subject:  FW;  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates 

Hi  Deb,  I  wanted  to  congratulate  you  in  advance  on  this  huge  accomplishment,  I  am  lookingjforwi 
the  release.  I  know  how  much  effort  goes  into  these  Vital  Signs  and  I  hopejyiu)4mcKhe~endresult 
rewarding.  And,  I  hope  you  reward  yourself  with  a  © 

From;  Young,  Joni  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:10  PM 

To:  CDCONDIEH  NCIPC  DVP  ALL  <cipdvp3llOcdc.gov> 

Cc:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6(5)cdc.gov>:  Qualters,  Judy  (CDC/ONDIEH/NCIPC) 
<ixcil(Scdc.gov>:  Edwards,  Peter  (CDC/ONDIEH/NCIPC)  <poe0@cdc.gov>;  Ballesteros,  Michael  (Mick) 
(CDC/ONDIEH/NCIPC)  <zzbQ^cdc.gov>;  Kresnow-Sedacca,  Marcie-jo  (CDC/ONDIEH/NCIPC) 
<mikl@cdc.gov> 

Subject:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Good  Afternoon, 

We  are  pleased  to  share  that  the  June  CDC  Vital  Signs  will  focus  on  suicide  prevention,  Vitai  Signs  is  a 
CDC  report  that  is  part  of  the  CDC  journai  Morbidity  and  Mortaiity  Weekiy  Report  (MMWR).  The  report 
provides  the  iatest  data  and  information  on  key  heaith  indicators,  and  what  can  be  done  to  drive  down 
these  health  threats.  In  addition  to  the  MMWR  article,  the  release  includes  a  fact  sheet  and  website,  a 
press  release  and  media  telebriefing,  social  media  tools,  and  a  Town  Hall  teleconference  with  states. 

The  report  is  being  released  tomorrow,  June  7th  at  1pm  and  you  can  view  it  here: 
https://www.cdc.gov/vitalsigns/index.html.  The  Vital  Signs  team  -  led  by  Deb  Stone  -  examined  state- 
level  trends  in  suicide  rates  from  1999-2016.  In  addition,  they  looked  at  the  circumstances  of  suicide 
among  people  with  and  without  known  mental  health  conditions  using  NVDRS  data.  The  report 
highlights  the  suicide  prevention  technical  package  and  strategies  for  comprehensive  suicide  prevention. 
The  end  result  reflects  the  great  collaborative  work  between  DVP  SMEs,  Policy,  Communication,  ADS, 
and  DARPI  (Scott  Kegler). 

We  are  proud  to  have  this  work  reported  as  a  Vital  Signs.  A  lot  of  time  and  effort  has  gone  into 
preparing  this  package  of  Vital  Signs  materials  and  we  are  extremely  appreciative  of  the  contribution 
from  all  of  the  staff  involved! 

Thank  you. 


(b)(6) 


Joni 

Joni  C.  Young 

Deputy  Director 

Division  of  Violence  Prevention 

NCIPC,  CDC 

Office:  770-488-1378 

Blackberry:  404-247-0949 

JYQunE@cdc.gov 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  6  Jun  2018  20:16:22  +0000 

To:  Mercado-Crespo,  Melissa  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in 

State  Suicide  Rates 

Thanks! 

From:  Mercado-Crespo,  Melissa  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  June  6,  2018  4:12  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates 

YEAY!!!!!!  ©  You're  a  rock  star! 

From:  Young,  Joni  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  June  6,  2018  4:10  PM 

To:  CDC  ONDIEH  NCIPC  DVP  ALL  <cipdvDalhacdc.gov> 

Cc:  Kegler,  Scott  R,  (CDC/ONDIEH/NCIPC)  <5nk6Ocdc.gov>;  Qualters,  Judy  (CDC/ONDIEH/NCIPC) 
<ixalOcdc.gov>:  Edwards,  Peter  (CDC/ONDIEH/NCiPC)  <poeQOcdc.gov>;  Ballesteros,  Michael  (Mick) 
(CDC/ONDIEH/NCIPC)  <zzb0Ocdc,gov>:  Kresnow-Sedacca,  Marcie-jo  (CDC/ONDIEH/NCIPC) 
<miklOcdc.gov> 

Subject:  Vital  Signs:  Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 
Good  Afternoon, 

We  are  pleased  to  share  that  the  June  CDC  Vital  Signs  will  focus  on  suicide  prevention.  Vital  Signs  is  a 
CDC  report  that  is  part  of  the  CDC  journal  Morbidity  and  Mortality  Weekly  Report  (MMWR).  The  report 
provides  the  latest  data  and  information  on  key  health  indicators,  and  what  can  be  done  to  drive  down 
these  health  threats.  In  addition  to  the  MMWR  article,  the  release  includes  a  fact  sheet  and  website,  a 
press  release  and  media  telebriefing,  social  media  tools,  and  a  Town  Hall  teleconference  with  states. 

The  report  is  being  released  tomorrow,  June  7th  at  1pm  and  you  can  view  it  here: 
https://www. cdc.gov/vitalsigns/index, html.  The  Vital  Signs  team  -  led  by  Deb  Stone  -  examined  state- 
level  trends  in  suicide  rates  from  1999-2016.  In  addition,  they  looked  at  the  circumstances  of  suicide 
among  people  with  and  without  known  mental  health  conditions  using  NVDRS  data.  The  report 
highlights  the  suicide  prevention  technical  package  and  strategies  for  comprehensive  suicide  prevention. 
The  end  result  reflects  the  great  collaborative  work  between  DVP  SMEs,  Policy,  Communication,  ADS, 
and  DARPI  (Scott  Kegler). 

We  are  proud  to  have  this  work  reported  as  a  Vital  Signs.  A  lot  of  time  and  effort  has  gone  into 
preparing  this  package  of  Vital  Signs  materials  and  we  are  extremely  appreciative  of  the  contribution 
from  all  of  the  staff  involved! 

Thank  you, 

Joni 

Joni  C.  Young 

Deputy  Director 

Division  of  Violence  Prevention 

NCIPC,  CDC 

Office:  770-488-1378 

Blackberry:  404-247-0949 

JYounE(Scdc.gov 


From:  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 

Sent:  10  May  2018  10:16:42  -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Bruce, 

Crystal  (CDC/OPHPR/OD) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 

(CDC/ONDIEH/NCIPC);MercY,  James  (CDC/ONDIEH/NCIPC);Crosby,  Alexander 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH^CIPC);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 
Subject:  RE:  VS  Pre-brief 

Hi  Tom  and  Erin, 

We  usually  refer  people  to  our  Uniform  Definitions  Document  for  this  information 
(https://www.cdc.gov/violenceprevention/pdf/5elf-directed-violence-a.pdf).  This  document  provides 
suggested  terminology,  definitions,  and  unacceptable  terms. 

Thanks, 

Asha 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  May  10,  2018  9:28  AM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Mercy, 

James  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) 

Subject;  RE:  VS  Pre-brief 
Hi  Erin, 

Thank  you.  This  all  sounds  good.  The  only  change  I  would  suggest  is  that  we  work  to  integrate  the 
recommended  terminology  in  a  box  in  the  telebriefing  script  as  that  evolves  rather  than  send  a  separate 
email  about  this. 

Alex,  Kristin,  Asha,  do  you  have  a  list  already  (e.g.,  don't  use  "successful  attempt"  or  "commit")? 

-Tom 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  May  10,  2018  12:02  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.Rov>:  Bruce,  Crystal  (CDC/OPHPR/OD) 
<igx6@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <;af9@cdc.gov>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.eov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5@cdc.gov>;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <5nk6@cdc.gov>;  Ivey-Stephenson,  Asha  Z. 


(CDC/ONDIEH/NCIPC)  <ivm9#cdc.gov> 

Subject:  RE:  VS  Pre-brief 

Tom  -  Crystal  and  I  can  work  together  on  the  following^  if  helpful: 

•  Send  terminology  guidance  to  SG  -  if  you  can  send  to  us 

•  Ask  Medscape  about  CME  training  credit 

•  Review  the  tele-briefing  script  to  ensure  the  proposed  headlines  are  the  most  appropriate 

•  Identify  individuals  in  the  states  to  connect  reporters  to  (re  states  examples) 

•  Cross-walk  tele-brief  script  with  the  media  recommendations 
From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  9,  2018  11:04  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc,ROV>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<jam2(g>cdc.gQV>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gQV>:  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC)  <vid5@cdc.gQV>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <]gx6@cdcgoy>;  Kegler,  Scott 
R.  (CDC/ONDIEH/NCIPC)  <5nk6g)cdc-gov>;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 
<ivm9@cdc,gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9#cdogpy>;  Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC)  <irv8@cdcgov> 

Subject:  RE:  VS  Pre-brief 
Hi  Erin, 

This  is  great  -  thank  you  so  much  for  taking  notes  and  creating  the  helpful  matrix!  We  started  dividing 
up  the  list  of  activities.  I  will  spend  more  time  in  the  morning  making  sure  that  everything  is  covered. 

I  really  appreciated  everyone  participating  in  the  briefing.  I  was  very  pleased  with  the  outcome.  I  think 
we  can  address  all  of  the  concerns  raised  and  will  have  a  stronger  product  as  a  result.  I  also  think  that 
Dr.  Schuchat  is  going  to  do  a  great  job  representing  us. 

I  want  to  share  with  everyone  that  the  communication  team  and  I  had  a  good  call  today  with  the  VS 
team  and  the  graphics  artist  and  came  up  with  some  alternative  ways  to  present  the  material  on  page  3 
of  the  FS  which  should  allow  us  to  include  the  5  steps  in  the  bethelto.com  movement. 

If  you  have  other  changes  to  the  FS  or  press  release  beyond  those  that  Erin  summarized  and  page  3 
please  send  them  to  me  and  Crystal  tomorrow  so  that  we  can  incorporate  them  in  the  revision  that  is 
due  back  to  the  VS  team  by  cob.  I  have  the  feedback  that  Scott  and  Asha  provided  already. 

Thank  you, 

-Tom 

From;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  May  9,  2018  2:42  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.ROV>;  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gQV>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>:  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC)  <vid5@cdc.gov>;  Bruce,  Crystal  (CDC/OPHPR/OD)  <igx6@cdc.gov>:  Kegler,  Scott 


R.  (CDC/ONDI  EH/NCI  PC)  <snk6@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Richnnond-Crum,  Malia 
(CDC/ONDIEH/NCJPC)  <irv8@cdc.gQV> 

Subject:  VS  Pre- brief 

Congrats  all  on  a  great  pre-brief!  Anne  (and  Rich)  even  complimented  us  on  how  few  changes 
'compared  to  other  pre-briefs'  they  had  for  us!  Attached  are  my  messy  in-depth  notes  (transcripty)  and 
also  a  chart  of  just  the  requested  changes  -  please  make  sure  I  captured  it  as  you  all  heard  it!  Also, 
below  are  some  of  the  action  items  and  next  steps  (in  addition  to  making  all  the  attached  requested 
changes)! 

Action  Items: 

•  Confirm  with  Rich  if  Deb  will  be  the  SME  poc  at  the  tele-briefing 

•  Promote  VS  again  after  NCHS  data  brief 

•  Rich  to  confirm  when  NCHS  is  releasing  the  Data  Brief 

•  Send  terminology  guidance  to  SG 

•  Ask  Medscape  about  CME  training  credit 

•  Review  the  tele-briefing  script  to  ensure  the  proposed  headlines  are  the  most  appropriate 

•  Identify  individuals  in  the  states  to  connect  reports  to  (re  states  examples) 

•  Crystal  to  cross-walk  tele-brief  script  with  the  media  recommendations 

•  Call  with  graphic  designers  to  make  "Be  the  One"  bullets  fit 

•  Propose  to  Schuchat's  special  assistant  that  suicide  rates  by  age  be  added  to  the  text  in  the 

MMWR  intro 

•  Kristen  to  work  on  updating  the  Cl&As  -  Tom  to  send  the  description  of  the  increase 

•  Scott  to  draft  QStA  on  the  big  numbers  and  not  jumping  around 
Next  Steps: 

•  Revised  Factsheet  and  Press  release  due  IViay  XO  to  graphic  designer  (have  call  prior) 

•  Changes  to  the  tele-brief  script  and  other  comms  materials  by  May  14 

•  Package  goes  to  AS  PA  by  May  18 
- Original  Appointment- — 

From:  Schuchat,  Anne  MD  (CDC/OD) 

Sent:  Friday,  April  13,  2018  1:56  PM 

To;  Schuchat,  Anne  MD  (CDC/OD);  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID);  Schieber,  Richard  A, 
{CDC/OPHSS/CSELS/DPHID);  Sokler,  Lynn  (CDC/OD/OADC);  Omisore,  Shannon  L  (CDC/OD/OADC); 
Sorrells,  Marjorie  J.  (CDC/OD/OCS);  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC); 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);  Bruce,  Crystal 
(CDC/OPHPR/OD);  Black,  Erin  (CDC/ONDIEH/NCIPC);  Dauphin,  Leslie  (CDC/OD/OADLSS);  Daniel, 
Katherine  Lyon  (CDC/OD/OADC);  Bonds,  Michelle  E,  (CDC/OD/OADC);  Harben,  Kathy  (CDC/OD/OADC); 
Gaines-McCollom,  Molly  (CDC/OPHPR/DEO);  Grusich,  Katherina  (Kate)  (CDC/OD/OADC);  DeNoon,  Daniel 
(CDC/OD/OADC)  (CTR);  Howe,  Kristin  (CDC/OCOO/OCIO/ITSO)  (CTR);  Corley,  Ronald  D. 
(CDC/OCOO/OCIO/ITSO)  (CTR);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 

Subject:  1:00pm  -  1:45pm  Vital  Signs  Pre-brief:  Suicide  Prevention 

When:  Tuesday,  May  8,  2018  1:00  PM-2:00  PM  (UTC-05:00)  Eastern  Time  (US  &  Canada), 


Where:  12th  Floor  --  OD  Suite,  Conference  Room  12302  (Conference  Bridge:  877-985-4535,  PC94833493 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  4  Jan  2018  14:06:33  -0500 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Daniel,  Valerie  M. 

(CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD);Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 
Subject:  RE:  VS  Release  Date  for  Suicide  Prevention 

Attachments:  June  2018  Deliverables  calendar_21Nov2017.xlsx 

Yes  Molly  is  the  comms  lead,  but  Malia  and  Crystal  are  also  working  on  the  partnership  outreach  piece 
so  please  invite  them  as  well 
From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  January  04,  2018  1:54  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  VS  Release  Date  for  Suicide  Prevention 
Hi  Erin, 

I  think  you  and  Molly  agreed  that  she  would  be  the  comm  lead  on  the  VS,  Is  that  still  the  case?  Do  you 
want  Deb  to  invite  her? 

-Tom 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  January  4,  2018  1:27  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9Pcdc.gov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7(@cdc,gov> 

Subject:  RE:  VS  Release  Date  for  Suicide  Prevention 
Hi  Tom, 

Thanks  for  keeping  this  conversation  going.  I  really  appreciate  it.  Yes,  1  think  it  would  be  fine  to  add  the 
topic  to  our  meeting  on  Tuesday  (12’1),  assuming  Erin/designee  is  free.  Does  15  mins  seem  reasonable? 
We  could  do  it  at  the  start  or  at  the  end  of  the  meeting.  Erin,  let  me  know  what  you  think  and  Ell  send 
the  invite. 

Thanks! 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  January  4,  2018  12:50  PM 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7@cdc.gov> 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  VS  Release  Date  for  Suicide  Prevention 
Hi  Erin, 

Attached  is  the  deliverables  timeline  for  the  suicide  VS.  It  will  be  very  helpful  to  have  the  comm/policy 
side  make  assignments  for  each  task.  I  think  it  would  also  be  good  for  us  to  have  a  discussion  before  the 
suicide  briefing  about  the  options  for  promoting  the  vital  signs.  Deb,  is  there  time  to  add  this  topic  to 
the  agenda  for  the  upcoming  VS  meeting  or  should  we  set  up  a  separate  discussion? 

Tom 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  January  4,  2018  11:48  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tg59(5)cdc.gov> 

Subject:  RE:  VS  Release  Date  for  Suicide  Prevention 

Hey  Tom  - 1  know  the  dates  will  basically  be  pretty  similar  but  has  someone  already  started  to  update 
the  timeline  attachment  to  reflect  our  vital  signs?  We  were  going  to  do  that  on  the  comms/policy  side 


and  assign  a  coms/policy  poc  for  each  task  but  wanted  to  see  if  there  is  an  updated  version  already. 
Sorry  if  f  missed  it  an  you  already  sent  it  out. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Sunday,  August  27,  2017  3:40  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vtd5(Qcdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlPcdc.gov>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6@cdc.EQV>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4(acdc.EOV>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.EQV> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <e^m7i©cdcggy>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3(@cdc.Eov>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.EQV>:  Ferdon,  Corinne 
(CDC/ONDIEH/NCIPC)  <diz4@cdc.gov> 

Subject:  FW:  VS  Release  Date  for  Suicide  Prevention 
Hi  everyone, 

I  heard  back  from  Rich  Schieber  about  our  proposed  Vital  Signs  on  suicide.  Here  are  the  key  issues: 

-  Based  on  our  plan  to  have  the  MMWR  ready  for  clearance  by  the  end  of  February  and  to  allow  5 

weeks  for  NCI  PC  clearance.  Rich  suggests  that  we  take  the  June  5,  2018  release  date.  The 
attached  excel  spreadsheet  is  an  example  of  all  the  tasks  related  to  a  Vital  Signs  release  and 
where  they  fall  relative  to  the  release  date.  Erin  and  Marie,  I  am  sharing  this  with  you  as  well  as 
the  writing  team  because  there  are  a  lot  of  communication-related  deliverables  for  a  Vital  Signs 
(e.g.,  fact  sheet,  graphics,  podcast,  social  media  messages,  press  release,  etc.)  that  the  writing 
team  and  communication  team  will  need  to  collaborate  on  and  I  want  to  make  sure  that  a  June 
5  release  can  work  for  you  too.  We  will  need  to  make  sure  that  we  have  coverage  for  media 
interviews.  Deb,  will  you  be  available  that  week?  Erin  and  Deb,  please  confirm  that  you  are  ok 

committing  to  June  5^*^.  I  need  to  let  Rich  know  that  we  want  that  spot.  I  think  we  have  a  good 
head  start  on  the  plan  for  the  MMWR  and  that  we  can  work  together  to  stay  ahead  of  the 
timelines  that  they  will  have  for  us,  but  If  anyone  has  any  concerns  please  let  us  know  by  8/30. 
Jim  is  also  checking  with  Deb  Houry  to  make  sure  she  is  ok  with  the  June  release  date. 

-  Rich  has  also  provided  the  attached  example  of  shorter  version  of  the  OD  planning  document.  We 

will  need  to  get  this  approved  through  Jim  and  Deb  before  sending  it  to  him.  He  would  like  this 
by  the  end  of  September.  We  can  pretty  easily  adapt  the  content  from  the  template  that  we  had 
been  working  on  together. 

It  looks  like  this  could  be  a  reality! 

-Tom 
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June  5,  2018 

Suicide 

Abbreviated  Timelines  of  Deliverables,  3.1/21/2017 

Step 

Deliverable 

Begin  at 
0S;00A,M. 

End  by  COB 

Workdays 

Deliver  to 

Comments 

Analysis,  Di recti on-setting,  and  MMWR  Prep 

1 

(1)  OIRECTlOf^  AND  ANALYSIS: 

Initial  Meeting 

i 

1 

TBD 

2 

OD  Planning  Dociiment/SOHCO/One  Thing 

i 

DONE 

RS,  LS 

3 

CDC/OD  review  of  ODPD/SOHCO/One  Thing 

DONE 

4 

Program  (PGM)  respond  in  writing  to  questions 
from  CDC/OD 

DONE 

RS 

S 

(2)  MMWR; 

MMWR  ilraft(non-dea red) written  and  sent  to  VS 
team  to  help  guide  FS  development  during  the  RT 
discussion  only 

Z-Apr 

RS 

6 

Pre-submission  OO-cleared  MMWR  due  to  VS  IfiRff 

10-Api 

1 

7 

CDC/OD(Dir,  Principal  Depuy  Dir,  OAOS,  OADC); 
C5ELS  (Rasmussen,  Kentlreview  pre-submission  CIO 
cleared  and  cross-cleared  MMWR 

ll-Apr 

16- Apr 

4 

RS 

MMWR  and  FS  will  be  sent  to 
CDC/OD  at  the  same  time. 

S 

PGM  revisesj  cross-dears  and  submits  MMWR  to 
Editors 

17'Apr 

25- Apr  ■ 

mKm 

MMWR  Subm[s^ion 
System, 

RS,  LS 

Max  ISOO  word  text 

250  word  abstract 

IS  references 

Submit  to  MMWR  by  noon 

Please  send  VS  team  a 
comment/response  matrix  on  how 
you  addressed  comments  from  Drs, 
Schuchat,  MacKenzie,  and  Lyon- 
Daniei,  Matrix  only  needed  for 
comments  from  these  3  reviewers 

9 

MMWR  edited  and  produced 

Z6-Apr 

9-May 

10 

MMWR  Editors  and 
Reviewers,  PGM,  RS 

10 

SCIENCE  CLIPS: 

PGM  provides  citations  for 

Sdence  Clips 

21-Mav 

RS 

11 

Rich  reviews  citations  and  sends  to  OD/OADS  and 
CDC  librarian 

22-Mav 

Bill  Thomas 

John  fskander 

Gail  Bang 

Fact  Sheet  (Word  and  Graphics  Versions) 

12 

(3)  FACT  SHEET: 

[Send  FS  (non-deared)  in  Word  (W)  format  to  VS 
jteam 

2-Apr 

LS,  RS 

13 

Roundtable 

3-Aprii 

1:30-4:30 

LS,  RS 

14 

CtO-deared  post-RT  F5(W|  due  to  VS  team 

4-Apr 

lO-Apr 

5 

IS,  RS 

15 

CDC/OD  (Dir,  Principal  Depuy  Dir,  OADS, 

0 ADC, P ARP,  PPEO);  CSELS  (Rasmussen,  Kent, 
Royster,  Martin);  CDCW  review  ClO-d eared  FS(W} 

ll-Apr 

16-Apr 

4 

lDf3 

9/7/ZDie 


16 

Pgm  revises  FS(W)  from  CDC/00,  CSELS,  CDCW 
comments  end  submits  revised  FS(W)  to  VS  teem 

17-Apr 

25- Apr 

7 

RS,LS 

Please  send  VS  team  a 
comment/response  matrix  on 
how  you  addressed  comments 
from  Ors.  Schuchat,  Mac  Ken^ie, 
and  Lyon-Daniel.  Matrix  only 
needed  for  comments  from  these 
3  reviewers 

17 

Complete  interne!  eraphic  development 

26-Apr 

4-May 

7 

LS 

18 

CDC/OD  (Principal  Oepuy  Dir,  OADS,  OAOC);  CSELS 
(Kent);:  CDCW  review  full-color  FS(G) 

4-Mav 

Pre-brief  with 
Principal  Deputy 
Director,  ADS,  ADC 
(week  of  5-Feb) 

R5,  LS 

Principal  Deputy  Director,  ADS, 
ADC  will  provide  comments  on  FS, 
PR,  telebriefing  scriptQ&A  at  the 
pre-brief 

Kent,  CDCW  will  receive  courtesy 
copies 

10 

Work  dav^'  Final  edits  to  FS(e^ 

Prs' brief  with 
Principal  Deputy 
Director,  ADS,  ADC 

17-Mav 

20 

HHS/ASPA  review  and  clear  fuH-color  F$(G) 

18-May 

24-Mav 

5 

LSto  NMBto 
HHS/ASPA 

Send  FS  with  Press  Release 
through  NMB 

21 

CDC  Locks  down  futl-color  graphic  FS{G) 

24-Mav 

LS 

at  5:00  pm 

22 

CDC  final  pubfication  preparation  (English  and 
Spanish) 

25- May 

4-inn 

6 

LS 

LS  to  send  English  FS  to  Shannon 
Omisore  for  Spanish  translation 
Holiday  28- May 

Other  Materials  Produced 

23 

IVIedical  Outreach  Program  call 

while  F5  is  being 
reviewed  by  OD 

Brandy  Peaker 

Program  to  discuss  with  VS 
potential  outreach  strategies  for 
clinicians 

24 

(5)  TOWN  HALL  NlEETIiMG  PREP: 

PGM  finds  2  local  demo  pgms 
for  Town  Hall  Wltg 

S-May 

OSTLTS:  Chelsea 

Payne,  Tonya  Joyner 

PGM  works  independently  with 
OSTLTS  for  this 

2S 

(6)  PRESS  RELEASE  (PR)  and  ONE  GRAPHIC: 

Lynn  receives  draft,  edits  it,  and 
sends  revision  back  to  PGM 

27-Apr 

PGM 

26 

Pgm  revises  PR 

30-Apr 

4-May 

5 

LS,  DNEM 

27 

OADC  reviews  PR 

7-Mav 

ll-May 

5 

28 

Pgm  revises  PR  from  OADC  review 

14- May 

17-Mav 

4 

29 

HHS/ASPA  receives  and  clears 

PR 

18-May 

24-May 

5 

LS 

30 

PGM  OKs  ASPA  changes  to 
social  media  materials  and  PR 

25- May 

1 

LS 

31 

Lynn,  graphicSr  and  PGM  to  work  on  '^one  graphic’* 
to  go  with  PR 

13-May 

24-May 

5 

LS 

32 

(7)  DEAR  COLLEAGUE  lETTERt 

PGM  writes/cl  ears/sub  mils 

27-Apr 

LS 

CD  sends  to  MLS  for  Spanish 
translatfon 

33 

(fi)  TElEeRIEFING  SCRIPT  and  Q&A 

PGM  writes/clears/sub  mrts 

27- Apr 

LS 

SD  sends  English  script  to  Belsie 
Gonzalez  for  Spanish  talking 
points 

ZQf3 

9/7/ZDie 


34 

(9)  CRITICAL  CONTACTS  and  EMAIL 

PGIVI  writes/clfears/subrntte 

27  Apr 

_ _ 1 

RS/L5 

Final  Activities 

3S 

(12]  SOCIAL  and  ELECTRONIC  MEDIA: 

Meet  with  Kamelya  Hinson  and  PGM  to  go  over 

Social  and  Electronic  Media 

24- Apr 

LS,  DNEM,PGM 

6  weeks  prior  to  release; 

OADC  to  provide  PGM  with  a  social 
media  template 

36 

PGM  to  provide  content  to  Kamelya  Hinson;  PGM 
works  with  LaKia  Bryant  to  provide  content  on 
Digital  Press  Kit 

S-May 

PGMf  Kamelya  Hinson, 
Arezoo  R  is  man 

4  weeks  prior  to  release; 

PGM  to  work  directly  with  OADC 
DR  social  and  electronic  media. 

SO  sends  to  MLS  for  Spanish 
translation 

37 

(13)  VS  WEBSITE  BUILT; 

PGM  provides  Its  links  and  alt  text  to  LS 

25-May 

31-Mav 

4 

LS,  DNEM.PGM 

Spanish  Website  also  buiit 

Holiday  28-May 

3S 

Rich  creates  CDC  Announcement 

29- May 

Rhonda  Smith 

CDC  Announcement  released  at 
2pm  on  6-Mar 

39 

(14)  PRE-BRIEFING: 

LS  sends  latest  MMWR  proofs 

FS/G  rap  hies  version,  PR,  Tele  briefing  Script,  QSiA, 
Critical  Contacts  list  and  draft  email 

4 -May 

■  ■  - -  I 

LS 

PGM  to  send  all  requested 
material  by  lOAM 

40 

Pre-brief  with  Principal  Deputy  Director,  ADS,  AOC 

week  of  7-May 

ln-per5on  (unless 
travel  ini) 

Bfdg  21, 12th  floor 

DIV:  Leadership,  Comm,  Policy, 
Science  SMEs 

Call  in  number  provided 

41 

Pre-brief  with  CDC  Director 

week  of  21-M3y 

In-person  (unless 
traveling} 

Dir  Conf  Rm,  Bldg  21, 12th  floor 
DIV:  Leadership,  Comm,  Policy, 
Scier^ce  SMEs 

Call  in  number  provided 

42 

(IS)  NOTIFICATIONS: 

NPHIC  call  (PGM  attends) 

31-May 

LS,  DNEM,  PGM 

43 

Internal-Final  materials  sent 
to  leadership  and  distributors 

4-Ju;n 

Done  by  LS 

44 

External  -  CDC  Director  sends  out  email  to  "Critical 
Contacts"  ^ 

5-jLin 

Email  should  include  that 
information  is  embargoed  until 
Ipm  on  release  date 

4S 

External  (contj  -  POM  -send^  email  to  "Critical 
Contacts"  not  otherwise  contacted  by  CUC/OD 

. J.;!'..  '.‘.L  . 

S-JLin 

Email  should  include  that 
information  is  embargoed  until 
1pm  On  release  date 

46 

External  fcontV-PGM'and  O^LTS 
notify  all  other  partners  of  impending 
release 

S-Jun 

BRANCH:  SME,  Chief,  Comm, 
Policy;  Embargo  in  place  until  1 
pm 

47 

(16)  RELEASE 

Press  receives  materials  under 
embargo 

S-Jun 

RS,  LS,  ON  EM 

Embargo  in  place  until  Ipm 

4g 

CDC  Director  conducts  telebriefing 

Materials  released  to  public  at  1pm 

S-Jun 

TRF,  LS,  RS,  OADC, 

PGM 

immediate  Pre*brief  11:40; 
Teiebrief  at  NOON,  Dir  Conf  Rm, 
Bldg  21, 12th  floor 

DIV:  Director,  Comm,  Policy 
BRANCH:  Chief,  SME,  Comm,  Policy 

49 

(17)  MEDIA  METRICS  COLLECTED 

24-hour  media  report  due 

6-Jun 

LS,  DNEM 

50 

30-da V  Media  report  due 

30  days  after 
release 

LS,  DNEM 

51 

(IS)  OSTLTS  TOWN  HALL 

PGM  participates 

12-iun 

OSTLTS 

SME  presents  overview 

3  of  3 
9/7/ZD 18 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  4  Jan  2018  12:49:37  -0500 

To:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  Release  Date  for  Suicide  Prevention 

Attachments:  June  2018  Deliverables  Galendar_21Nov2017.xlsx 

Hi  Erin, 

Attached  is  the  deliverables  timeline  for  the  suicide  VS.  It  will  be  very  helpful  to  have  the  comm/policy 
side  make  assignments  for  each  task.  I  think  it  would  also  be  good  for  us  to  have  a  discussion  before  the 
suicide  briefing  about  the  options  for  promoting  the  vital  signs.  Deb,  is  there  time  to  add  this  topic  to 
the  agenda  for  the  upcoming  VS  meeting  or  should  we  set  up  a  separate  discussion? 

Tom 

From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  January  4,  2018  11:48  AM 
To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  Release  Date  for  Suicide  Prevention 

Hey  Tom  - 1  know  the  dates  will  basically  be  pretty  similar  but  has  someone  already  started  to  update 
the  timeline  attachment  to  reflect  our  vital  signs?  We  were  going  to  do  that  on  the  comms/policy  side 
and  assign  a  corns/ policy  poc  for  each  task  but  wanted  to  see  if  there  is  an  updated  version  already. 
Sorry  if  I  missed  it  an  you  already  sent  it  out. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Sunday,  August  27,  2017  3:40  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5#cdc.gov>:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl^cdc.Rov>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <snk6@cdc.gov>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4(5>cdc.gov>:  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9@cdc.gov> 

Cc:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7(S)cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 
<dof3fg>cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Ferdon,  Corinne 
(CDC/ONDIEH/NCIPC)  <diz4@cdc.gov> 

Subject:  FW:  VS  Release  Date  for  Suicide  Prevention 
Hi  everyone, 

I  heard  back  from  Rich  Schieber  about  our  proposed  Vital  Signs  on  suicide.  Here  are  the  key  issues: 

-  Based  on  our  plan  to  have  the  MMWR  ready  for  clearance  by  the  end  of  February  and  to  allow  5 
weeks  for  NCIPC  clearance.  Rich  suggests  that  we  take  the  June  5,  2018  release  date.  The 
attached  excel  spreadsheet  is  an  example  of  all  the  tasks  related  to  a  Vital  Signs  release  and 
where  they  fall  relative  to  the  release  date.  Erin  and  Marie,  I  am  sharing  this  with  you  as  well  as 
the  writing  team  because  there  are  a  lot  of  communication-related  deliverables  for  a  Vital  Signs 
{e.g.,  fact  sheet,  graphics,  podcast,  social  media  messages,  press  release,  etc.)  that  the  writing 
team  and  communication  team  will  need  to  collaborate  on  and  I  want  to  make  sure  that  a  June 
5  release  can  work  for  you  too.  We  will  need  to  make  sure  that  we  have  coverage  for  media 
interviews.  Deb,  will  you  be  available  that  week?  Erin  and  Deb,  please  confirm  that  you  are  ok 

committing  to  June  5^*^.  I  need  to  let  Rich  know  that  we  want  that  spot.  I  think  we  have  a  good 
head  start  on  the  plan  for  the  MMWR  and  that  we  can  work  together  to  stay  ahead  of  the 
timelines  that  they  will  have  for  us,  but  If  anyone  has  any  concerns  please  let  us  know  by  8/30. 
Jim  is  also  checking  with  Deb  Houry  to  make  sure  she  is  ok  with  the  June  release  date. 


-Rich  has  also  provided  the  attached  example  of  shorter  version  of  the  OD  planning  document.  We 
will  need  to  get  this  approved  through  Jim  and  Deb  before  sending  it  to  him.  He  would  like  this 
by  the  end  of  September.  We  can  pretty  easily  adapt  the  content  from  the  template  that  we  had 
been  working  on  together. 

It  looks  like  this  could  be  a  reality! 

-Tom 
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June  5,  2018 

Suicide 

Abbreviated  Timelines  of  Deliverables,  3.1/21/2017 

Step 

Deliverable 

Begin  at 
0S;00A,M. 

End  by  COB 

Workdays 

Deliver  to 

Comments 

Analysis,  Di recti on-setting,  and  MMWR  Prep 

1 

(1)  OIRECTlOf^  AND  ANALYSIS: 

Initial  Meeting 

i 

1 

TBD 

2 

OD  Planning  Dociiment/SOHCO/One  Thing 

i 

DONE 

RS,  LS 

3 

CDC/OD  review  of  ODPD/SOHCO/One  Thing 

DONE 

4 

Program  (PGM)  respond  in  writing  to  questions 
from  CDC/OD 

DONE 

RS 

S 

(2)  MMWR; 

MMWR  ilraft(non-dea red) written  and  sent  to  VS 
team  to  help  guide  FS  development  during  the  RT 
discussion  only 

Z-Apr 

RS 

6 

Pre-submission  OO-cleared  MMWR  due  to  VS  IfiRff 

10-Api 

1 

7 

CDC/OD(Dir,  Principal  Depuy  Dir,  OAOS,  OADC); 
C5ELS  (Rasmussen,  Kentlreview  pre-submission  CIO 
cleared  and  cross-cleared  MMWR 

ll-Apr 

16- Apr 

4 

RS 

MMWR  and  FS  will  be  sent  to 
CDC/OD  at  the  same  time. 

S 

PGM  revisesj  cross-dears  and  submits  MMWR  to 
Editors 

17'Apr 

25- Apr  ■ 

mKm 

MMWR  Subm[s^ion 
System, 

RS,  LS 

Max  ISOO  word  text 

250  word  abstract 

IS  references 

Submit  to  MMWR  by  noon 

Please  send  VS  team  a 
comment/response  matrix  on  how 
you  addressed  comments  from  Drs, 
Schuchat,  MacKenzie,  and  Lyon- 
Daniei,  Matrix  only  needed  for 
comments  from  these  3  reviewers 

9 

MMWR  edited  and  produced 

Z6-Apr 

9-May 

10 

MMWR  Editors  and 
Reviewers,  PGM,  RS 

10 

SCIENCE  CLIPS: 

PGM  provides  citations  for 

Sdence  Clips 

21-Mav 

RS 

11 

Rich  reviews  citations  and  sends  to  OD/OADS  and 
CDC  librarian 

22-Mav 

Bill  Thomas 

John  fskander 

Gail  Bang 

Fact  Sheet  (Word  and  Graphics  Versions) 

12 

(3)  FACT  SHEET: 

[Send  FS  (non-deared)  in  Word  (W)  format  to  VS 
jteam 

2-Apr 

LS,  RS 

13 

Roundtable 

3-Aprii 

1:30-4:30 

LS,  RS 

14 

CtO-deared  post-RT  F5(W|  due  to  VS  team 

4-Apr 

lO-Apr 

5 

IS,  RS 

15 

CDC/OD  (Dir,  Principal  Depuy  Dir,  OADS, 

0 ADC, P ARP,  PPEO);  CSELS  (Rasmussen,  Kent, 
Royster,  Martin);  CDCW  review  ClO-d eared  FS(W} 

ll-Apr 

16-Apr 

4 

lDf3 

9/7/ZDie 


16 

Pgm  revises  FS(W)  from  CDC/00,  CSELS,  CDCW 
comments  end  submits  revised  FS(W)  to  VS  teem 

17-Apr 

25- Apr 

7 

RS,LS 

Please  send  VS  team  a 
comment/response  matrix  on 
how  you  addressed  comments 
from  Ors.  Schuchat,  Mac  Ken^ie, 
and  Lyon-Daniel.  Matrix  only 
needed  for  comments  from  these 
3  reviewers 

17 

Complete  interne!  eraphic  development 

26-Apr 

4-May 

7 

LS 

18 

CDC/OD  (Principal  Oepuy  Dir,  OADS,  OAOC);  CSELS 
(Kent);:  CDCW  review  full-color  FS(G) 

4-Mav 

Pre-brief  with 
Principal  Deputy 
Director,  ADS,  ADC 
(week  of  5-Feb) 

R5,  LS 

Principal  Deputy  Director,  ADS, 
ADC  will  provide  comments  on  FS, 
PR,  telebriefing  scriptQ&A  at  the 
pre-brief 

Kent,  CDCW  will  receive  courtesy 
copies 

10 

Work  dav^'  Final  edits  to  FS(e^ 

Prs' brief  with 
Principal  Deputy 
Director,  ADS,  ADC 

17-Mav 

20 

HHS/ASPA  review  and  clear  fuH-color  F$(G) 

18-May 

24-Mav 

5 

LSto  NMBto 
HHS/ASPA 

Send  FS  with  Press  Release 
through  NMB 

21 

CDC  Locks  down  futl-color  graphic  FS{G) 

24-Mav 

LS 

at  5:00  pm 

22 

CDC  final  pubfication  preparation  (English  and 
Spanish) 

25- May 

4-inn 

6 

LS 

LS  to  send  English  FS  to  Shannon 
Omisore  for  Spanish  translation 
Holiday  28- May 

Other  Materials  Produced 

23 

IVIedical  Outreach  Program  call 

while  F5  is  being 
reviewed  by  OD 

Brandy  Peaker 

Program  to  discuss  with  VS 
potential  outreach  strategies  for 
clinicians 

24 

(5)  TOWN  HALL  NlEETIiMG  PREP: 

PGM  finds  2  local  demo  pgms 
for  Town  Hall  Wltg 

S-May 

OSTLTS:  Chelsea 

Payne,  Tonya  Joyner 

PGM  works  independently  with 
OSTLTS  for  this 

2S 

(6)  PRESS  RELEASE  (PR)  and  ONE  GRAPHIC: 

Lynn  receives  draft,  edits  it,  and 
sends  revision  back  to  PGM 

27-Apr 

PGM 

26 

Pgm  revises  PR 

30-Apr 

4-May 

5 

LS,  DNEM 

27 

OADC  reviews  PR 

7-Mav 

ll-May 

5 

28 

Pgm  revises  PR  from  OADC  review 

14- May 

17-Mav 

4 

29 

HHS/ASPA  receives  and  clears 

PR 

18-May 

24-May 

5 

LS 

30 

PGM  OKs  ASPA  changes  to 
social  media  materials  and  PR 

25- May 

1 

LS 

31 

Lynn,  graphicSr  and  PGM  to  work  on  '^one  graphic’* 
to  go  with  PR 

13-May 

24-May 

5 

LS 

32 

(7)  DEAR  COLLEAGUE  lETTERt 

PGM  writes/cl  ears/sub  mils 

27-Apr 

LS 

CD  sends  to  MLS  for  Spanish 
translatfon 

33 

(fi)  TElEeRIEFING  SCRIPT  and  Q&A 

PGM  writes/clears/sub  mrts 

27- Apr 

LS 

SD  sends  English  script  to  Belsie 
Gonzalez  for  Spanish  talking 
points 

ZQf3 

9/7/ZDie 


34 

(9)  CRITICAL  CONTACTS  and  EMAIL 

PGIVI  writes/clfears/subrntte 

27  Apr 

_ _ 1 

RS/L5 

Final  Activities 

3S 

(12]  SOCIAL  and  ELECTRONIC  MEDIA: 

Meet  with  Kamelya  Hinson  and  PGM  to  go  over 

Social  and  Electronic  Media 

24- Apr 

LS,  DNEM,PGM 

6  weeks  prior  to  release; 

OADC  to  provide  PGM  with  a  social 
media  template 

36 

PGM  to  provide  content  to  Kamelya  Hinson;  PGM 
works  with  LaKia  Bryant  to  provide  content  on 
Digital  Press  Kit 

S-May 

PGMf  Kamelya  Hinson, 
Arezoo  R  is  man 

4  weeks  prior  to  release; 

PGM  to  work  directly  with  OADC 
DR  social  and  electronic  media. 

SO  sends  to  MLS  for  Spanish 
translation 

37 

(13)  VS  WEBSITE  BUILT; 

PGM  provides  Its  links  and  alt  text  to  LS 

25-May 

31-Mav 

4 

LS,  DNEM.PGM 

Spanish  Website  also  buiit 

Holiday  28-May 

3S 

Rich  creates  CDC  Announcement 

29- May 

Rhonda  Smith 

CDC  Announcement  released  at 
2pm  on  6-Mar 

39 

(14)  PRE-BRIEFING: 

LS  sends  latest  MMWR  proofs 

FS/G  rap  hies  version,  PR,  Tele  briefing  Script,  QSiA, 
Critical  Contacts  list  and  draft  email 

4 -May 

■  ■  - -  I 

LS 

PGM  to  send  all  requested 
material  by  lOAM 

40 

Pre-brief  with  Principal  Deputy  Director,  ADS,  AOC 

week  of  7-May 

ln-per5on  (unless 
travel  ini) 

Bfdg  21, 12th  floor 

DIV:  Leadership,  Comm,  Policy, 
Science  SMEs 

Call  in  number  provided 

41 

Pre-brief  with  CDC  Director 

week  of  21-M3y 

In-person  (unless 
traveling} 

Dir  Conf  Rm,  Bldg  21, 12th  floor 
DIV:  Leadership,  Comm,  Policy, 
Scier^ce  SMEs 

Call  in  number  provided 

42 

(IS)  NOTIFICATIONS: 

NPHIC  call  (PGM  attends) 

31-May 

LS,  DNEM,  PGM 

43 

Internal-Final  materials  sent 
to  leadership  and  distributors 

4-Ju;n 

Done  by  LS 

44 

External  -  CDC  Director  sends  out  email  to  "Critical 
Contacts"  ^ 

5-jLin 

Email  should  include  that 
information  is  embargoed  until 
Ipm  on  release  date 

4S 

External  (contj  -  POM  -send^  email  to  "Critical 
Contacts"  not  otherwise  contacted  by  CUC/OD 

. J.;!'..  '.‘.L  . 

S-JLin 

Email  should  include  that 
information  is  embargoed  until 
1pm  On  release  date 

46 

External  fcontV-PGM'and  O^LTS 
notify  all  other  partners  of  impending 
release 

S-Jun 

BRANCH:  SME,  Chief,  Comm, 
Policy;  Embargo  in  place  until  1 
pm 

47 

(16)  RELEASE 

Press  receives  materials  under 
embargo 

S-Jun 

RS,  LS,  ON  EM 

Embargo  in  place  until  Ipm 

4g 

CDC  Director  conducts  telebriefing 

Materials  released  to  public  at  1pm 

S-Jun 

TRF,  LS,  RS,  OADC, 

PGM 

immediate  Pre*brief  11:40; 
Teiebrief  at  NOON,  Dir  Conf  Rm, 
Bldg  21, 12th  floor 

DIV:  Director,  Comm,  Policy 
BRANCH:  Chief,  SME,  Comm,  Policy 

49 

(17)  MEDIA  METRICS  COLLECTED 

24-hour  media  report  due 

6-Jun 

LS,  DNEM 

50 

30-da V  Media  report  due 

30  days  after 
release 

LS,  DNEM 

51 

(IS)  OSTLTS  TOWN  HALL 

PGM  participates 

12-iun 

OSTLTS 

SME  presents  overview 

3  of  3 
9/7/ZD 18 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  8  Jun  2018  14:05:45  +0000 

To:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Simon,  Thomas 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/OND(EH/NCIPC);Kegler,  Scott  R. 
(CDC/ONDIEH/rMCIPC);Yuan,  Kerning  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);lvey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Bruce,  Crystal 
(CDC/OPHPR/OD);Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC);Black,  Erin 
(CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia  (CDC/ONDIEH^CIPC);Jack,  Shane  P.  Davis 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release 

Thank  you,  I  hadn't  seen! 

Deb 

From:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

Sent;  Friday,  June  8,  2018  9:23  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ; 
Holland,  Kristin  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH^CIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release 
Congrat's  again  on  the  release  yesterday! 

Sorry  if  you  all  get  the  CDC's  Did  you  know?  Emails, 

But  in  cause  you  don't,  ours  Is  attached. 

Happy  Friday, 

Marie 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  2:06  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <2af9#icdcgoy>;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5g)cdc.gov>;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6#cdc,gov>;  Yuan,  Kerning 
(CDC/ONDIEH/NClPC)  <vrm4(acdc,gov>;  Holland',  Kristin  (CDC/ONDIEH/NCIPC)  <lmhl(acdc,eov>;  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC)  <ivm9(5)cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc,gov>;  Ballman,  Marie  R,  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov>;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.sov>;  Black, 
Erin  (CDC/ONDIEH/NCIPC)  <epm7(g3cdc,gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8g>cdc,gov>:  Jack,  Shane  P,  Davis  (CDC/ONDIEH/NCIPC)  <gdo4@cdc,gov> 

Subject:  VS  release 
Hi  everyone. 

The  launch  went  really  well!  Dr,  Shuchat  and  Deb  did  a  great  Job  on  the  telebriefing!  I  hope  that  you 
were  able  to  listen  to  it.  You  would  have  thought  that  Dr,  Shuchat  had  been  involved  in  working  on  the 
report  all  along  by  the  way  that  she  handled  the  questions, 

I  wanted  to  let  you  know  that  many  stories  are  already  published.  I'm  sure  we'll  have  a  summary  later 
but  I  encourage  you  to  do  a  Google  news  search  on  "CDC"  and  "suicide"  and  you  can  get  a  sense.  Many 
are  talking  about  the  need  to  broaden  suicide  prevention  efforts  and  they  are  including  a  link  to  the 
technical  package  and  the  Lifeline. 

It  is  very  encouraging.  More  to  come. 

-Tom 


From:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

Sent:  8  Jun  2018  09:23:11  -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NaPC);Fowler,  Katherine  A.  (CDC/ONDtEH/NCIPC);Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);Yuan,  Kerning  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);lvey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Bruce,  Crystal 
(CDC/OPHPR/OD);Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC);Black,  Erin 
(CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia  (CDC/ONDIEH^CIPC);Jack,  Shane  P.  Davis 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release 

Attachments:  Did  You  Know _ Suicide— more  than  a  mental  health  concern. msg 

Congrat's  again  on  the  release  yesterday! 

Sorry  if  you  all  get  the  CDC's  Did  you  know?  Emails. 

But  in  cause  you  don't,  ours  is  attached. 

Happy  Friday, 

Marie 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  2:06  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ; 
Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Ballman, 
Marie  R.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Subject:  VS  release 
Hi  everyone. 

The  launch  went  really  well!  Dr.  Shuchat  and  Deb  did  a  great  job  on  the  telebriefing!  1  hope  that  you 
were  able  to  listen  to  it.  You  would  have  thought  that  Dr.  Shuchat  had  been  involved  in  working  on  the 
report  all  along  by  the  way  that  she  handled  the  questions. 

I  wanted  to  let  you  know  that  many  stories  are  already  published.  I'm  sure  we'll  have  a  summary  later 
but  I  encourage  you  to  do  a  Google  news  search  on  "CDC"  and  "suicide"  and  you  can  get  a  sense.  Many 
are  talking  about  the  need  to  broaden  suicide  prevention  efforts  and  they  are  including  a  link  to  the 
technical  package  and  the  Lifeline. 

It  is  very  encouraging.  More  to  come. 

-Tom 


From:  Centers  for  Disease  Control  and  Prevention  (CDC) 

Sent:  8  Jun  2018  07:03:32  -0500 

To:  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) 

Subject:  Did  You  Know?  |  Suicide— more  than  a  mental  health  concern 


June  8,  2018 


According  to  this  month's  Vital  Signs— 


•  Nearly  45,000  lives  were  lost  to 
suicide  in  2016,  with  rates 
increasing  more  than  30%  in 

half  of  the  states  since  1999. 

•  More  than  half  of  people  who  die 
by  suicide  had  no  known  mental 
health  condition  at  the  time  of 

death. 

•  Health  departments  can  work 
with  communities  to  put  in  place 
a  comprehensive  suicide 
prevention  program  using  CDC's 
Preventing  Suicide:  A  Technical 

Package  of  Policy,  Programs, 

and  Practices. 


Interested  in  learning  more?  Join  us  for  a  Vital  Signs  Town  Hall 
Teleconference  on  Tuesday,  June  12,  at  2-3  pm  (EDT). 


About  Did  You  Know? 

Did  You  Know?  is  a  weekly  feature  from  CDC's  Office  for  State,  Tribal,  Local  and 
Territorial  Support  to  inform  your  prevention  activities.  We  invite  you  to  read, 
share,  and  take  action! 

Subscribe! 

Receive  weekly  Did  You  Know?  emails. 


Get  More! 

Visit  Did  You  Know?  on  the  web. 


Add  Did  You  Know?  to  your  website. 

View  past  topics. 

Contact  Us 

Share  comments  or  suggestions:  05TLT5Feedbact<@cdc.Qov. 


Office  for  State.  Tribal  Local  and  Territorial  Support 

Centers  for  Disease  Control  and  Prevention 


COC  SILT 
Connection 


The  CDC  has  reached  over  2  million  subscribers.  Thank  you  for  your  support. 
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R9^d  CDC  Vita  I  Signs  p 
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Prevention  -  1600  Clifton  Rd  -  Atlanta,  GA  30333  -  1-BOO-CDC-tNFO  (800-232-4636) 
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From:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Sent:  8  Jun  2018  08:05:24  -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);McDavid  Harrison,  Kathleen 

(CDC/ONDIEH/NCIPC);Mercy,  James  (CDC/ONDIEH/NCIPC);Young,  Joni  (CDC/ONDIEH/NCIPC};Dahlberg, 
Linda  L  (CDC/ONDIEH/NCIPC) 

Cc;  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC);Basile,  Kathleen 

(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Payne, 
Gayle  H.  (CDC/ONDIEH/NCIPC);Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release 

All  -  I  concur  with  all  of  the  kudos  and  congratulations.  This  work  is  so  incredibly  important  as  people  are 
now  beginning  to  realize  the  full  extent  and  impact  of  this  public  health  emergency  on  our  families, 
friends,  neighbors,  etc. 

The  Vital  Signs  is  an  optimal  mechanism  to  clearly  convey  our  message  and  be  a  catalyst  for  change  in 
the  public  health  and  healthcare  systems,  with  (hopefully)nnQreased  resources  for  prevention  and 
treatment,  itij-.j  ' 

It  is  such  an  honor  to  be  a  part  of  a  Division  whose  m'issioni  isW  prevent  all  forms  of  violence, 
everywhere  and  for  everyone, 

Jeff 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  4:58  PM 

To:  McDavid  Harrison,  Kathleen  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ;  Young, 
Joni  (CDC/ONDIEH/NCIPC) ;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) ;  Basile,  Kathleen  (CDC/ONDIEH/NCIPC) ;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Herbst, Jeffrey  (CDC/ONDIEH/NCIPC);  Payne, 
Gayle  H.  (CDC/ONDIEH/NCIPC) ;  Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release 
Thanks,  Kathleen  and  Greta, 

Yes,  this  was  a  great  team  effort.  Deb  Stone  did  a  fantastic  job  throughout  the  process!  Alex,  Kristin, 
Katie,  Kerning,  Asha,  Scott  Kegler,  Crystal,  Erin,  Malia,  Molly,  Marie  and  others  from  comm  and  policy 
were  critical  to  the  success  and  put  in  a  lot  of  extra  work.  We'll  send  a  more  formal  acknowledgement 
later  to  a  wider  audience,  I  just  wanted  to  give  you  all  a  head's  up  about  the  response  so  far, 

-Tom 

From:  McDavid  Harrison,  Kathleen  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  4:01  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2@cdc.gov>;  Young,  Joni  (CDC/ONDIEH/NCIPC)  <gzc8@cdc.gov>;  Dahiberg,  Linda  L. 
(CDC/ONDIEH/NCIPC)  <lld0@cdc.gov> 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4@)cdc.gov>;  Basile,  Kathleen  (CDC/ONDIEH/NCIPC) 
<ksb9tScdc.gQV>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7tacdc.gov>;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4^cdc.gov>; 

Payne,  Gayle  H.  (CDC/ONDIEH/NCIPC)  <hfnS(5)cdc.gov>;  Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC) 
<ghz6@cdc.gov> 

Subject:  RE:  VS  release 

Huge  congratulations  to  all  involved!  So  glad  that  Surveillance  Branch  staff  were  part  of  the  success  of 
this  Vital  Signs. 

Best, 

Kathleen 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  3:43  PM 

To:  Mercyjames  (CDC/ONDIEH/NCIPC)  <iam2(^cdcgQV>:  Youngjoni  (CDC/ONDIEH/NCIPC) 
<gzc8^cdcgoy>;  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0^cdc.gov> 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4{S)cdcgQV>:  Basile,  Kathleen  (CDC/ONDIEH/NCIPC) 
<ksb9iScdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9Pcdc.go\/>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.6QV>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4@cdc.gQV>; 
McDavid  Harrison,  Kathleen  (CDC/ONDIEH/NCIPC)  <kzm2@cdc.fiov>:  Payne,  Gayle  H. 
(CDC/ONDIEH/NCIPC)  <hfn5Pcdc.gQV>:  Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC)  <ghz6@cdc.gQV> 
Subject:  VS  release 
Hi  everyone. 

The  Vital  Signs  launch  went  really  well!  Dr.  Shuchat  and  Deb  did  a  great  job  on  the  telebriefingl  You 
would  have  thought  that  Dr.  Shuchat  had  been  involved  in  writing  the  report  by  the  way  that  she 
handled  the  questions. 

I  wanted  to  let  you  know  that  many  stories  are  already  published,  Tm  sure  we'll  have  a  summary  later 
but  I  encourage  you  to  do  a  Google  news  search  on  "CDC"  and  "suicide"  and  you  can  get  a  sense.  It  is 
great  to  see  how  often  the  reports  talk  about  the  need  to  broaden  suicide  prevention  efforts,  and  they 
frequently  include  a  link  to  the  technical  package  and  the  Lifeline.  Here  is  a  partial  sweep  that  Crystal 
shared. 

http://time,CQm/53Q4468/suicide-rates-bv-5tate/ 

https://www.upi.com/Health  News/2018/06/07/CDC-Suicide-rate5-rose-30-acros5-nation-since- 

1999/4231528377010/ 

http5://www.  biQomberg.com/news/3rticle5/2Ol8-Q6-Q7/amid-drastic-rise-in-suicide-cdc-says-it-s-not- 

iust-about-mentaPhealth 

http5://www.  npr.org/sections/health-5hot5/2018/Q6/07/617897261/cdc-u-5-suicide-rates-have- 

climbed-dramaticallv 

http://thehill.com/poncv/healthc3re/39ii7O-cdc-suicide-rates-incre3sing-in-3lmQSt-everv-5tate 

https://www.cnnxQm/2018/06/07/he3tth/suicide-repQrt-cdc/index.html 

https://www.nbcnews.com/he3lth/health-news/suicide-rates-are-3Q-percent-1999-cdc-savs-n88Q926 

https://www.cbsnews.cQm/news/suicide-rates-ri5e-more-th3n-3-mental-health-issue-cdc-savs/ 

https://www.indvstar.com/storv/news/2Q18/Q6/Q7/cdc-suicJde-now-lQth-lead3ng-cause-de3th-cause- 

ri5e/681605QQ2/ 

http://www.nvdailvnewsxom/news/national/nv-news-us-suicide-rate5-ri5ing-20180607-stQrv.html 

https://abcnews.gQ.com/Politics/cdc-report-find5-rise-suicide-rates-states/storv7id-55719214 

Also,  check  out  this  Joint  Statement  from  the  Action  Alliance  supporting  our  findings: 
http://actionallianceforsuicideprevention.Qrg/site5/actionalli3nceforsuicideprevent3on.Qrg/file5/Action% 

2QAIIiance  A%20Joint%20Statement  CDC%20Vital%20Signs%20iune.pdf 

Thanks  go  to  Erin,  Molly,  Alex,  and  Kristin  for  representing  us  on  the  call  with  the  Action  Alliance  that  led 
to  this! 

It  is  very  encouraging.  More  to  come. 

“Tom 


From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  15:28:51  -0400 

To:  Simon,  Thomas  {CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Kegler,  Scott  R. 
(CDC/ONDIEH/rMCIPC);Yuan,  Kerning  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/rMCIPC);lvey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R. 
(CDC/ONDIEH/rMCIPC);Bruce,  Crystal  (CDC/OPHPR/OD);Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Jack,  Shane  P.  Davis 
{CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release 

Agree  with  Tom  that  the  Telebriefing  was  a  huge  success!  Big  thanks  to  everyone  that  worked  on  the 
extensive  Q&A  document,  almost  every  question  asked  was  predicted  in  that  document. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  2:06  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ; 
Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  |Ballman, 
Marie  R.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Kurnit,  Molly  F(eena!  ,|  ,i' 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malid  i()CbC/CINDI  EH/NCI  PC) 
;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC)  '  ^  ,,l| 

Subject:  VS  release 
Hi  everyone. 

The  launch  went  really  well!  Dr.  Shuchat  and  Deb  did  a  great  job  on  the  telebriefing!  I  hope  that  you 
were  able  to  listen  to  it.  You  would  have  thought  that  Dr.  Shuchat  had  been  involved  in  working  on  the 
report  all  along  by  the  way  that  she  handled  the  questions. 

I  wanted  to  let  you  know  that  many  stories  are  already  published.  I'm  sure  we'll  have  a  summary  later 
but  I  encourage  you  to  do  a  Google  news  search  on  "CDC"  and  "suicide"  and  you  can  get  a  sense.  Many 
are  talking  about  the  need  to  broaden  suicide  prevention  efforts  and  they  are  including  a  link  to  the 
technical  package  and  the  Lifeline. 

It  is  very  encouraging.  More  to  come. 

-Tom 


From:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  14:16:37 -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  {CDC/ONDIEH/NCIPC);Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC);Yuan,  Kerning  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);lvey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD);Black,  Erin  (CDC/ONDIEH/NCIPC);Richmond- 
Crum,  Malia  (CDC/ONDIEH/NCIPC);Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release 

The  statement  is  really  great!  So  far,  our  social  media  activity  is  also  quite  positive.  Go  team! 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  2:16  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ; 
Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Ballman, 
Marie  R.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release  if  '  n 

One  more  and  then  I'll  stop  -  Check  out  this  Joint  Statement  from  the  Action  Alliance  supporting  our 
findings; 

http://actionaHianceforsuicideprevention.org/site5/actionallianceforsuicideprevention. org/files/Action% 

ZOAlliance  A%20Joint%20Statement  CDC%20Vital%2QSign5%20June.pdf 

Thanks  go  to  Erin,  Molly,  Alex,  and  Kristin  for  representing  us  on  the  call  with  the  Action  Alliance  that  led 
to  this! 

-Tom 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  2:06  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <gat9(Srcdc,gov>;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5g)cdc.gov>;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6@cdc.gov>:  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC)  <vrm4(acdc.gQv>;  Holland*  Kristin  (CDC/ONDIEH/NCIPC)  <lmhl(acdc.gov>;  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDlEH/NCIPC)  <ivm9@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6(acdc.gov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3^cdc.gov>;  Black, 
Erin  (CDC/ONDIEH/NCIPC)  <epm7tacctc.gov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8@cdc.gov>:  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC)  <edo4@cdc.eov> 

Subject:  VS  release 
Hi  everyone. 

The  launch  went  really  well!  Dr.  Shuchat  and  Deb  did  a  great  Job  on  the  telebriefing!  I  hope  that  you 
were  able  to  listen  to  it.  You  would  have  thought  that  Dr.  Shuchat  had  been  involved  in  working  on  the 
report  all  along  by  the  way  that  she  handled  the  questions. 

I  wanted  to  let  you  know  that  many  stories  are  already  published.  I'm  sure  we'll  have  a  summary  later 
but  I  encourage  you  to  do  a  Google  news  search  on  "CDC"  and  "suicide"  and  you  can  get  a  sense.  Many 
are  talking  about  the  need  to  broaden  suicide  prevention  efforts  and  they  are  including  a  link  to  the 
technical  package  and  the  Lifeline. 

It  is  very  encouraging.  More  to  come. 

-Tom 


From:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  14:13:21  -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Stone,  Deborah 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R. 
(CDC/OrJDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD);Kurnit,  Molly  Regina  (CDC/ONIDIEH/NCIPC);Black, 
Erin  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Jack,  Shane  P.  Davis 
(CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release 

NPR  did  their  own  “map”  graphics  based  on  the  stacks  table: 

https://www.npr.orq/5ections/health-shots/2018/06/07/617897261/cdc-u-s-suicide-rates-have- 

climbed-dramatically. 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  2:06  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ; 
Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Ballman, 
Marie  R,  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NClPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
;  Jack,  Shane  P.  Davis  (CDC/ONDIEH/NCIPC) 

Subject;  VS  release 
Hi  everyone. 

The  launch  went  really  well!  Dr.  Shuchat  and  Deb  did  a  great  Job  on  the  telebriefingl  I  hope  that  you 
were  able  to  listen  to  it.  You  would  have  thought  that  Dr.  Shuchat  had  been  involved  in  working  on  the 
report  all  along  by  the  way  that  she  handled  the  questions, 

I  wanted  to  let  you  know  that  many  stories  are  already  published.  !'m  sure  we'll  have  a  summary  later 
but  I  encourage  you  to  do  a  Google  news  search  on  "CDC”  and  "suicide"  and  you  can  get  a  sense.  Many 
are  talking  about  the  need  to  broaden  suicide  prevention  efforts  and  they  are  including  a  link  to  the 
technical  package  and  the  Lifeline. 

It  is  very  encouraging.  More  to  come. 

-Tom 


From: 

stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent: 

7  Jun  2018  21:51:44  +0000 

To: 

Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject: 

RE:  VS  release 

Hi  Tom, 

Just  did  Huffington  Post  a  little  while  ago.  Will  do  BBC  and  ABC  tomorrow. 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  5:07  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject;  RE:  VS  release 

Great  -  will  you  get  to  do  them  or  are  they  going  to  Dr.  S?  I  was  hoping  that  you  would  get  to  do  some 
more.  You  worked  so  hard  to  prep, 

-Tom 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  4:31  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9(6)cdc.gov> 

Subject:  RE:  VS  release 

That  sounds  good,  Tom,  thanks.  We  got  some  more  requests  for  interviews,  BBC,  ABC  news  radio,  and 
Huffington  post. 

Deb 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  4:27  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject:  RE:  VS  release 
Hi  Deb, 

You  are  welcome.  I  just  wanted  to  send  an  update  so  that  they  know  that  it  went  well  and  that  the 
coverage  is  generally  what  we  had  hoped  for  from  the  beginning. 

We  should  talk  tomorrow  about  a  broader  message  that  could  go  out  acknowledging  all  the  hard  work 
from  you  and  the  entire  group.  I  want  to  make  sure  not  to  miss  anyone  in  that  so  will  want  to  discuss  it 
with  you. 

-Tom 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  3:54  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9(S)cdc.gov> 

Subject:  RE:  VS  release 
Thank  you  for  sending!! 

Deb 

From;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  3:43  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2f5)cdc.gov>:  Young,  Joni  (CDC/ONDIEH/NCIPC) 
<gzc8@cdc.gov>;  Dahiberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lld0glcdc.gov> 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4(acdc.gov>:  Basile,  Kathleen  (CDC/ONDIEH/NCIPC) 
<ksb9@cdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4@cdc.gov>; 
McDavid  Harrison,  Kathleen  (CDC/ONDIEH/NCIPC)  <kzm2@cdc.gov>:  Payne,  Gayle  H. 


(CDC/ONDIEH/NCIPC)  <hfn5{S)cdc.gov>:  Massetti,  Greta  M.  {CDC/ONDI  EH/NCI  PC)  <shz6@cdc.gov> 
Subject:  VS  release 
Hi  everyone. 

The  Vital  Signs  launch  went  really  well!  Dr.  Shuchat  and  Deb  did  a  great  job  on  the  telebriefingl  You 
would  have  thought  that  Dr.  Shuchat  had  been  involved  in  writing  the  report  by  the  way  that  she 
handled  the  questions* 

I  wanted  to  let  you  know  that  many  stories  are  already  published*  Tm  sure  well  have  a  summary  later 
but  I  encourage  you  to  do  a  Google  news  search  on  "'CDC'  and  "suicide'"  and  you  can  get  a  sense.  It  is 
great  to  see  how  often  the  reports  talk  about  the  need  to  broaden  suicide  prevention  efforts,  and  they 
frequently  include  a  link  to  the  technical  package  and  the  Lifeline.  Here  is  a  partial  sweep  that  Crystal 
shared. 

http://time.CQm/5304468/suicide-rate5-bv-state/ 

httP5://www. upi.com/Health  News/2018/Q6/Q7/CPC-Suicide-r3te5-ro5e-3Q-acros5-nation-since- 

1999/4231528377010/ 

http5://www.blQomberg.cQm/new5/articies/2018-06-07/amid-dr35tic-ri5e-in-suicide-cdc-sav5-it-s-not- 

iust-about-mental-health 

httP5://www.npr.orR/sections/health-shots/2018/06/07/617897261/cdc-u-5-suicide-rates-have- 

climbed-dramaticallv 

http://thehill.com/poiicv/healthcare/3gil7Q-cdc-5uicide-rate54ncreasing-in-almo5t-everv-state 

https://www.cnn.com/2Q18/06/07/heaith/suicide-repoirt-cdc/index.html 

http5://www.nbcnews.com/health/health-new$/5Uicide-rates-are-30-percent-ig99-cdc-sav5-n880926 

http5://www.cbsnew5Xom/news/suicide-r3tes-rise-mQre-th3n-3-mental-health-is5ue-cdc-53V5/ 

http5://www.indv5tar.com/5torv/news/2Q18/06/07/cdc-suicide-nQw-10th4eading-cause-de3th-cause- 

ri5e/681 605002/ 

http://www.nvdailvnew5.com/new5/nation3l/nv-news-us-suicide-rate5-ri5ing-2Q1806Q7-5tory.html 

http5://3bcnews.go.cQm/Pontics/cdc-report-find5-rise-suicide-rates-st3te5/storv?id=55719214 

Also,  check  out  this  Joint  Statement  from  the  Action  Alliance  supporting  our  findings: 
http://actionaltiancgforsuicideprevention.org/sites/actionalliancefor5uicideprevent]Qn.org/files/Action% 

2QAIliance  A%20Joint%20Statement  CDC%20Vital%2QSiRn5%20June.pdf 

Thanks  go  to  Erin,  Molly,  Alex,  and  Kristin  for  representing  us  on  the  call  with  the  Action  Alliance  that  led 
to  this! 

It  Is  very  encouraging.  More  to  come. 

"Tom 


From:  Mercy,  James  (CDC/ONDIEH/NCIPC) 

Sent:  7  Jun  2018  17:15:42  -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Yoijng,  Joni 

(CDC/ONDIEH/NCIPC);Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC);Basile,  Kathleen 

(CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NC!PC);Black,  Erin 
(CDC/ONDIEH/NCIPC);Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC);McDavid  Harrison,  Kathleen 
(CDC/ONDIEH/NCIPC);Pavne,  Gayle  H.  (CDC/ONDIEH/NCIPC);Massetti,  Greta  M. 
(CDC/ONDIEH/NCIPC) 

Subject:  Re:  VS  release 

I  want  to  add  my  thanks  and  admiration  to  everyone  else’s  kind  words.  You  have  made 
an  unassailable  case  for  investment  in  the  prevention  of  suicide.  This  will,  in  and  of  itself, 
save  lives.  Thank  you  so  much  for  time  and  commitment  you  contributed  to  this.  You  are 
amazing.  I  am  so  proud  to  have  the  privilege  to  work  with  you, 

Sincerely, 

.lim 


From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Date:  June  7, 2018  at  3:43:22  PM  EDT 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC) ,  Young,  Joni  (CbC/ONDIEH/NCIPC)  , 
Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC) 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC) ,  Basile,  Kathleen 
(CDC/ONDIEH/NCIPC) ,  Stone,  Deborah  (CDC/ONDIEH/NCfPC) ,  Black,  Erin 
(CDC/ONDIEH/NCIPC) ,  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) ,  McDavid  Harrison, 
Kathleen  (CDC/ONDIEH/NCIPC) ,  Payne,  Gayle  H.  (CDC/ONDIEH/NCIPC) ,  Massetti, 
Greta  M.  (CDC/ONDIEH/NCIPC) 

Subject:  VS  release 

Hi  everyone. 

The  Vital  Signs  launch  went  really  well!  Dr.  Shuchat  and  Deb  did  a  great  job  on  the  telebriefing! 
You  would  have  thought  that  Dr.  Shuchat  had  been  involved  in  writing  the  report  by  the  way 
that  she  handled  the  questions. 

I  wanted  to  let  you  know  that  many  stories  are  already  published.  I'm  sure  we'll  have  a  summary 
later  but  I  encourage  you  to  do  a  Google  news  search  on  "CDC"  and  "suicide"  and  you  can  get  a 
sense.  It  is  great  to  see  how  often  the  reports  talk  about  the  need  to  broaden  suicide  prevention 
efforts,  and  they  frequently  include  a  link  to  the  technical  package  and  the  Lifeline.  Here  is  a 
partial  sweep  that  Crystal  shared. 
http  ://time.com/5304468/suicide-rates-bv-state/ 

httos://www. upi.com/Health  News/2018/06/07/CDC-Suicide-rates-rose-30-acro5s-nation- 

since-1999/4231528377010/ 


htt.ps.//www.blQomberEXQm/news/arti€le5/2018-Q6-07/amid-dra5tic-ri5e-in-sui€[de-cdc-savs-it- 

s-not-iust-about-mental-health 

httP5://www.npr.QrE/sectiQns/health-shQts/2Q18/O6/O7/617897261/cdc-u-s-suicide-rates-h3V0- 

climbed-dramaticallv 

http://thehilLcom/pQlicv/healthcare/391170-cdc-5uicide-rates-increasinE-!n-almost-everv-state 

https://wwwxnn.CQnn/2018/06/07/health/suicide-repQrt-cdc/index.html 

http5://www.nbcnews.cQm/health/health-news/suicide-rate5-are-30-percent-1999-cdc-savs- 

n880926 

https://wwwxb5news.CQm/new5/5uicide-rates-ri5e-more-than-a-mentaJ-heaIth-issue-cdc-sav5/ 

https://wwwJndv5tarxom/storv/news/2018/06/07/cdc-5uicide-nQW-10th-le3dinE-cause-death- 

cause-rise/681605002/ 

http://www.nvdailvnew5xom/news/national/nv-news-us-5uicide-rateS"risinE-20180607- 

5torv.html 

https://abcnews.ROXQm/Politic5/cdc-report-finds-rise-suicide-rate5-states/storv?id=55719214 

Also,  check  out  this  Joint  Statement  from  the  Action  Alliance  supporting  our  findings: 
http://action3lliancefor5uicideDrevention.org/5ites/actionailianceforsuicideprevention,orE/files/ 

Action%20Alliance  A%20Joint%20Statement  CDC%2QVital%2Q5ign5%20June.pdf 

Thanks  go  to  Erin,  Molly,  Alex,  and  Kristin  for  representing  us  on  the  call  with  the  Action  Alliance 

that  led  to  this! 

It  is  very  encouraging.  More  to  come. 

’Tom 


From: 

Sent: 

To: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 
7  Jun  2018  20:26:23  +0000 
Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
RE:  VS  release 


You're  fine.  When  are  we  having  happy  hour?l 
From:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  4:12  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  VS  release 

No,  thank  god  I!  Although,  I'm  shocked  it  didn't  since  I  feel  like  a  stuffed  sausage  in  it!  I  gotta  get  back 
into  my  running  routine! 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  4:10  PM 

To:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl^cdc.gov> 

Subject:  RE:  VS  release 

Seriously,  you  need  to  be  careful.  You  could  have  really  gotten  hurt!  The  dress  didn't  rip  or  anything  did 
it? 

From:  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  4:09  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc,gov> 

Subject:  RE:  VS  release 

I  don't,  but  I  did  today  to  try  to  find  something  to  wear.  Unfortunately  I  chose  shoes  that  put  me  at  risk 
of  falling  in  front  of  others!  ;) 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  4:05  PM 

To:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl@cdc,gov> 

Subject:  RE:  VS  release 

I  am.  I'm  ready  to  go  home,  I  got  up  at  like  5  this  morning.  You  probably  get  up  at  that  time  every  day! 

D 

From;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  4:04  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc,gov> 

Subject:  RE:  VS  release 
HaM 

You  must  be  exhausted.  I'm  tired  and  t  didn't  even  do  anything! 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  4:03  PM 

To:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhlg)cdc.gov> 

Subject:  RE:  VS  release 
That's  ok,  Tom  is  the  man  ;) 

Literally  and  figuratively. 

Deb 

From;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  4:01  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov> 

Subject;  RE:  VS  release 


Seriously???  How  is  it  not  abundantly  clear  that  you  led  this??  So  annoying.  I'm  sorry.  © 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  3:59  PM 

To:  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhHacdc.gov> 

Subject:  FW:  VS  release 
Doh! 

From;  Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  June  7,  2018  3:56  PM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9f5)cdc.gov>:  Mercy,  James  (CDC/ONDIEH/NCIPC) 
<iam2(Scdc.gQV>:  Young,  Joni  (CDC/ONDIEH/NCIPC)  <gzc8@cdc.gov>;  Dahlberg,  Linda  L. 
(CDC/ONDIEH/NCIPC)  <lld0(5?cdc.gov> 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4fScdc.gov>:  Basile,  Kathleen  (CDC/ONDIEH/NCIPC) 
<ksb9Pcdc.gov>:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9j®cdc£oy>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7t5)cdc.gov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4(Scdc.gov>: 
McDavid  Harrison,  Kathleen  (CDC/ONDIEH/NCIPC)  <kzm2Pcdc.Eov>:  Payne,  Gayle  H. 
(CDC/ONDIEH/NCIPC)  <hfn5facdc.E0v> 

Subject:  RE:  VS  release 

This  is  fantastic  work,  Tom.  Congratulations  to  the  whole  DVP  VS  team  on  this  important 
accomplishment,  and  to  your  leadership! 

Greta  Massetti,  Ph.D. 

Centers  for  Disease  Control  and  Prevention 

(770)  488-3943 

gmassetti@cdc.gov 

httP5://www.cdc.Eov/violenceprevention/childabuseandneglect/vac5/ 

From:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  June  7,  2018  3:43  PM 

To:  Mercy,  James  (CDC/ONDIEH/NCIPC)  <iam2@cdc.gov>:  Young,  Joni  (CDC/ONDIEH/NCIPC) 
<gzc8@cdc.gov>:  Dahlberg,  Linda  L.  (CDC/ONDIEH/NCIPC)  <lldO@cdc.gov> 

Cc:  Ferdon,  Corinne  (CDC/ONDIEH/NCIPC)  <diz4(5)cdc.gov>:  Basile,  Kathleen  (CDC/ONDIEH/NCIPC) 
<ksb9gicdc.gov>;  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC)  <afo4@cdc.gov>; 
McDavid  Harrison,  Kathleen  (CDC/ONDIEH/NCIPC)  <kzm2@cdc.EQV>:  Payne,  Gayle  H. 
(CDC/ONDIEH/NCIPC)  <hfn5(g)cdc.gov>:  Massetti,  Greta  M.  (CDC/ONDIEH/NCIPC)  <ghz6@cdc.gov> 
Subject:  VS  release 
Hi  everyone. 

The  Vital  Signs  launch  went  really  well!  Dr.  Shuchat  and  Deb  did  a  great  job  on  the  telebriefing!  You 
would  have  thought  that  Dr.  Shuchat  had  been  involved  in  writing  the  report  by  the  way  that  she 
handled  the  questions. 

I  wanted  to  let  you  know  that  many  stories  are  already  published.  I'm  sure  we'll  have  a  summary  later 
but  I  encourage  you  to  do  a  Google  news  search  on  "CDC"  and  "suicide"  and  you  can  get  a  sense.  It  is 
great  to  see  how  often  the  reports  talk  about  the  need  to  broaden  suicide  prevention  efforts,  and  they 
frequently  include  a  link  to  the  technical  package  and  the  Lifeline.  Here  is  a  partial  sweep  that  Crystal 
shared. 

http://time.com/53Q4468/suicide-rates-bv-state/ 

https://www.upi.com/Health  News/2Q18/Q6/07/CDC-Suicide-rates-rose-3Q-across-nation-5ince- 

1999/4231528377010/ 

https://www.bloomberg.eom/new5/articles/2018-06-07/amid-drastic-rise-in-suicide-cdc-5ays-it-s-not- 

iust-about-mental-health 


https://www.npr.QrR/5ectiQns/health-shots/2018/Q6/Q7/617897261/cdc-u-5-sutcide-rates-have- 

climbed-dramaticallv 

http://thehili.com/pQltcv/healthc3re/391170-cdc-suicide-rate5-incre3sinR-in-alnnQ5t-everv-state 

https://www.cnn.CQm/2018/Q6/07/health/suicide-report-cdc/mdex.html 

https://www.nbcnews.com/health/heaith-news/suicide-rates-are-3Q-percent-1999-cdc-savs-n880926 

https://www.cbsnewsxQm/news/suicide-rates-rise-mQre-than-a-mental-health-i5sue-cdc-s3vs/ 

http5://www.  indvstar.com/5torv/news/2018/Q6/Q7/cdc-suicide-now-10th-leadinR-cause-death-cause- 

ri5e/6816Q50Q2/ 

http://www.nvd3ilvnews.eom/new5/nattonal/nv-news-us-suicide-rate5-ri5inR-2OlSO6O7-storv.htmi 

httP5://abcnews.go.com/PQlitics/cdc-report-finds-ri5e-5uicide-rate5-state5/5torv?id=55719214 

Also,  check  out  this  Joint  Statement  from  the  Action  Alliance  supporting  our  findings: 
http://3ctionallianceforsuicidepreventiQn.QrR/sites/actionalli3ncefQrsuicideprevention.orR/file5/Action% 

2QAIiiance  A%20Jo[nt%2QStatement  CDC%20Vit3l%2QSiRns%20june.pdf 

Thanks  go  to  Erin,  Molly,  Alex,  and  Kristin  for  representing  us  on  the  call  with  the  Action  Alliance  that  led 
to  this! 

It  is  very  encouraging.  More  to  come. 

-Tom 


From:  /o=cdc/ou“exchange  administrative  group 

(fydibohf23spdlt)/cn=recipients/cn=f43dd520dl854120aa942ac284dc7713-discoverysearchmailb 
Sent:  9  Apr  2018  22:01:11  +0000 

To:  McKeon,  Richard  {SAMHSA/CMHS);Pearson,  Jane  L  (NIH/NIMH)  [E] 

Subject:  RE:  ^*Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 

Hi  Richard, 

Thank  you  again  for  Here  are  two  options  for  the  revision  to  the  intro.  Do  one  of  these  work  sound  ok? 
Despite  the  N5SP  guidance,  suicide  prevention  has  largely  focused  on  identifying  and  referring  suicidal 
people  to  mental  health  treatment  and  preventing  re-attempts  (6).  In  addition  to  mental  health 
problems  (MHP)  and  prior  attempts,  other  contributing  circumstances  to  suicide  include  social  and 
economic  problems,  access  to  lethal  means  (e.g.,  substances,  firearms,  bridges)  among  people  at  risk, 
and  poor  coping  and  problem-solving  skills  (5). 

Despite  the  NSSP  guidance,  suicide  prevention  largely  focuses  on  identifying  suicidal  people,  providing 
treatment  for  mental  health  problems  (MHP)  and  preventing  re-attempts  (6).  In  addition  to  MHP  and 
prior  attempts,  other  contributing  circumstances  to  suicide  include  social  and  economic  problems, 
access  to  lethal  means  (e,g.,  substances,  firearms,  bridges)  among  people  at  risk,  and  poor  coping  and 
problem-solving  skills  (5). 

Deb 

From;  McKeon,  Richard  (SAMHSA/CMHS) 

Sent:  Friday,  April  6,  2018  1:51  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Pearson,  Jane  L  (NIH/NIMH)  [E] 

Subject;  RE:  **Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 

Deb  -Thanks  for  the  opportunity  to  comment  on  this  important  project.  I  have  a  number  of  comments  , 
including  suggestions  for  what  I  would  regard  as  a  better  balance. 

1)  The  fact  sheet  says  suicide  has  greatly  increased  in  44  states  and  that  in  half  the  states  that 

increase  is  more  than  30%.  Very  important  information  but  would  be  useful  to  specify  what 
greatly  means  since  it  is  below  30%.  (After  this  is  out,  would  be  great  to  see  the  state  by  state 
breakdown  that  is  summarized  in  the  map  and  to  discuss  in  the  federal  Working  group). 

2)  Regarding  balance  I  think  it  strikes  the  correct  note  in  most  places  but  with  one  significant 

exception  :  I  do  not  agree  with  the  following  bullet  point 

T/Despite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically-oriented,  focused  on 
treating  mental  health  problems  (MHP)  and  preventing  re-attempts  (6).  I  don't  think  this  is  at  all 
true  and  can  discourage  and  minimize  the  importance  of  efforts  like  Zero  Suicide.  This  was  not  I 
what  the  Action  Alliance/SAMHSA  assessment  of  National  Strategy  implementation  found.  That 
report  supports  your  basic  conclusion  that  comprehensive  suicide  prevention  efforts  are  needed 
and  are  not  being  done  and  hence  the  National  Strategy  is  not  being  implemented  in  anything 
like  the  comprehensive  coordinated  way  that  is  called  for.but  it  is  not  because  the  field  is  too 
focused  on  clinical  care  for  suicidal  people.  The  field  has  for  years  been  focused  on  non-clinical 
efforts  such  as  awareness  campaigns  and  gatekeeper  training  that  treat  the  mental  health 
system  as  a  ''black  box''  .  The  field  has  been  using  a  larger  public  health  lens  to  try  to  focus  on 
identifying  those  who  are  already  suicidal  rather  than  preventing  people  from  becoming 
suicidal,  in  essence  a  community  oriented  case  finding  approach  is  what  has  been  most  typical 
and  that  has  clearly  been  the  experience  with  the  GLS  grants.  But  the  solution  is  not  to 
deemphasize  clinical  care  at  precisely  the  time  that  Zero  Suicide  has  been  gaining  a  bit  of 
traction.  I  would  recommend  saying  instead  .  "Despite  the  NSSP  guidance.  The  NSSP  lAAG  was, 
however,  unable  to  find  any  state  or  community  implementing  the  full  range  of  comprehensive, 
coordinated,  and  effective  suicide  prevention  efforts  across  all  relevant  settings  and 


populations.  This  is  already  cleared  language  so  I  would  suggest  referencing  the  NSSP 
Implementation  Assessment  group  report .  Similarly,  I  would  edit  the  passage  below  suicide 
prevention  research  and  practice  is  heavily  oriented  towards  downstream  treatment  of  MHP 
and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors,  further  upstream, 
is  essential  to  a  public  health  approach  (10),  as  the  current  study  found  that  more  than  half  of 
suicide  decedents  in  NVDRS  did  not  have  a  known  MHP.  .,  I  would  not  want  to  characterize  the 
relative  emphasis  in  suicide  prevention  research  but  in  practice  this  is  not  the  case.  Here  I  would 
say  something  along  the  lines  of  '"much  of  suicide  prevention  practice  has  focused  on  identifying 
suicidal  people  in  the  community,  so  increased  focus  is  needed  on  how  to  "move  upstream"  and 
prevent  people  from  becoming  suicidal  people  in  the  first  place. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  rma!lto:zaf9@cdc,qQv1 
Sent:  Thursday,  April  05,  2018  12:49  PM 

To:  McKeon,  Richard  (SAMHSA/CMHS);  Pearson,  Jane  L  (NIH/NIMH)  [E];  'John  Draper' 

Subject:  Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 
Importance:  High 
Hi  Richard,  Jane,  and  John, 

I  hope  you  are  doing  well]  As  you  are  hopefully  aware,  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
5^*^,  If  you  aren't  familiar  with  Vital  Signs,  it  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 
widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent  them. 
The  release  always  includes  a  web  page,  an  MM\A/R  article,  a  translation  piece  (i.e,  fact  sheet),  a  press 
release,  a  telebriefing  with  the  media  by  the  CDC  Director,  a  virtual  town  hall  meeting,  and  other 
products*  As  you  can  imagine  it's  a  lot  of  worki  I  am  currently  leading  the  effort  but  am  assisted  by  many 
people. 

I  wanted  to  give  you  a  heads-up  about  the  content  to  make  sure  it  strikes  the  right  balance  between 
highlighting  the  importance  of  mental  health  problems  and  the  fact  that  many  people  don't  have  mental 
health  problems  so  we  need  to  address  the  range  of  risk  and  include  a  range  of  prev  strategies.  The 
MMWR  and  the  fact  sheet  are  currently  in  clearance  but  we  have  a  small  window  to  make  revisions.  I 
have  permission  to  share  the  fact  sheet  and  some  brief  pieces  of  the  MiMWR. 

Wondering  if  you  can  respond  by  Monday  noon  with  any  comments  on  the  fact  sheet  and  any  tweaks  to 
wording  in  text  below  if  you  think  it's  not  in  balance*  Also  note  that  certain  details  have  been  omitted 
(some  of  which  are  actually  in  the  fact  sheet)* 

A  note  on  the  fact  sheet:  This  draft  is  the  result  of  our  first  (3  hr  meeting)  with  the  vital  signs  team. 
We've  been  told  the  fact  sheet  goes  through  like  200  revisions?!  Everything  in  the  fact  sheet  must  also 
be  stated  in  the  MMWR  and  it  has  to  be  plain  language.  The  fact  sheet  is  4  pages  and  came  with  14 
pages  of  guidance  if  that  tells  you  anything!  Attaching  the  latest  opioid  one  for  your  convenience, 

MMWR  Abstract _ 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Deb  Stone,  Tom  Simon,  Katie  Fowler,  Scott  Kegler,  Kerning  Yuan,  Kristin  Holland,  Asha  Ivey- 

Stephenson,  and  Alex  Crosby 

Background;  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999*  Mental  health 
problems  (MHP)  are  just  one  factor  contributing  to  suicide.  Examining  state-level  trends  in,  and  the 
multiple  contributing  circumstances  to,  suicide  can  inform  comprehensive  state  suicide  prevention 
planning* 

Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex,  across 
six  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital 
Statistics  System  for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting 
System,  covering  27  states  in  2015,  were  used  to  examine  contributing  circumstances  among 
decedents  with  and  without  known  mental  health  problems  (MHP). _ 


Results:  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing 
increases  of  more  than  30%. ..In  2015,  more  than  half  (54%)  of  decedents  in  27  states  did  not  have  a 
known  MHP.  Among  people  with  circumstance  information,  several  circumstances,  including 
relationship  problems/loss  (45.1%  vs  39.6%),  life  stressors  (54.2%  vs  49.7%),  and  recent/impending 
crises  (32.9%  vs  26.0%)  were  significantly  more  likely  among  those  without  a  known  MHP  than 
decedents  with  MHP,  but  were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999-2016.  Various 
circumstances  contributed  to  suicides  among  people  with  and  without  known  MHP. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public  health 
approach  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent 

reattempts,  and  help  friends/family  after  a  suicide  occurs. _ 

Part  of  the  Intro  (Would  like  your  thoughts  on  whether  this  is  striking  the  right  balance.  This  is  my  main 
reason  for  wanting  your  feedback.  We  want  to  make  the  case  for  a  focus  on  the  full  range  of  factors 
impacting  on  suicide  and  the  full  range  of  prevention  strategies  without  inadvertently  sending  the 
message  that  those  other  factors  and  other  strategies  aren't  important.  They  definitely  are.  We  need  it 
all. 

T/The  National  Strategy  for  Suicide  Prevention(NSSP)(S)  calls  for  a  public  health  approach  to  suicide 
prevention  with  efforts  spanning  across  multiple  levels  (i.e.,  individual,  family/relationship, 
community,  and  societal).  Such  an  approach  underscores  that  suicide  is  rarely  caused  by  any 
single  factor,  but  rather,  is  multi-determined. 

X^Despite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically^oriented,  focused  on 
treating  mental  health  problems  (MHP)  and  preventing  re-attempts  (6). 

17Apart  from  MHP  and  prior  attempts,  other  contributing  circumstances  to  suicide  include  social 
and  economic  problems,  access  to  lethal  means  (e.g.,  substances,  firearms,  bridges)  among 
people  at  risk,  and  poor  coping  and  problem-solving  skills  (5).  Expanded  awareness  of  these 
additional  circumstances  contributing  to  suicide  risk  and  action  to  address  them,  can  help  reach 
the  nation's  goal  of  reducing  suicide  rates  20%  by  2025  (7). 

Part  of  the  methods: 

T/Characteristics  and  circumstances  of  suicide  decedents  >10  years  old,  with  and  without  known 
MHP,  were  compared  in  the  27  states  with  complete  data  participating  in  CDCs  National  Violent 
Death  Reporting  System  (NVDRS)  in  2015. 

T/NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other  substance 
dependence,  which  are  captured  separately  in  NVDRS. 

Part  of  the  results:  [Main  point:  while  there  were  specific  differences  between  the  groups,  the  main 
point  is  that  both  groups  had  multiple  circumstances  and  so  we  need  to  be  addressing  all  of  these  in  our 
prevention  activities] 

T/People  without  known  MHP  were  less  likely  to  have  any  substance  abuse  problems 

17.. .two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health  or  substance  abuse 
treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment. 

T7Decedents  without,  versus  those  with,  known  MHP,  had  significantly  greater  likelihood  of  any 
relationship  problem/loss,  specifically  intimate  partner  problems,  arguments...  They  also  were 
more  likely  to  have  experienced  any  life  stressors,  such  as  criminal-legal  problems,  or 
eviction/loss  of  home  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcoming  two  weeks.  All  of  these  differences  remained  significant  in  the  adjusted  models. 

VAmong  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did 
not  differ  by  group. 


Y/Similarly,  among  people  without  versus  with  MHP,  physical  health  problems  and  job/financial 
problems  were  commonly  experienced  and  did  not  differ  by  group. 

Part  of  the  discussion: 

^/...Additional  research  into  the  specific  causes  of  these  trends  is  necessary.  Fortunately,  data  from 
the  11  states  participating  in  NVDRS  provides  important  insight  into  suicide  circumstances  and 
can  help  states  identify  prevention  priorities. 

T/ . suicide  prevention  research  and  practice  is  heavily  oriented  towards  downstream  treatment  of 

MHP  and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors,  further 
upstream,  is  essential  to  a  public  health  approach  (10),  as  the  current  study  found  that  more 
than  half  of  suicide  decedents  In  NVDRS  did  not  have  a  known  MHP. .. 

T/.,, people  with  MHP  also  experienced  other  life  stressors  such  as  job/financial,  relationship,  and/or 
physical  health  problems.  These  findings  point  to  the  need  to  both  prevent  the  conditions 
associated  with  mental  health  problems  in  the  first  place,  and  to  support  people  with  known 
MHP  to  decrease  their  risk  of  poor  outcomes. 

XO’wo-thirds  of  this  group  had  a  history  of  any  mental  health  and/or  substance  abuse  treatment, 
with  over  half  in  treatment  when  they  died.  This  suggests  the  need  for  additional  safety 
supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 
Additionally,  greater  access  to  behavioral  health  providers  in  underserved  areas  is  needed,  as  is 
expansion  of  healthcare  systems  needed  that  integrates  physical  and  behavioral  health  with  a 
priority  on  suicide  prevention  and  patient  safety,  especially  through  care  transitions  (12). 

T/Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  full  range  of 
factors  contributing  to  suicide,.. [insert  technical  package  components  here] 

r/Limitation-abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative 
reports.  Therefore,  the  extent  of  informant  knowledge  can  impact  data  completeness  and 
accuracy.  Studies  including  more  in-depth  interviews  with  next-of-kin  often  see  greater 
attributions  to  mental  disorders. 


From: 

Sent: 

To: 

Cc: 


Stone,  Deborah  (CDC/ONDI  EH/NCI  PC) 

9  Apr  201816:37:30  +0000 
Pearson,  Jane  L  (NIH/NIMH)  [E] 

Scanlon,  Michaelle  (NIH/NIMH)  [C];McKeon,  Richard 


(SAMHSA/CMHS);'John  Draper' 


Subject: 


RE:  **Requestfor  your  review:  Suicide  Vital  Signs  Fact  Sheet 


Thank  you  very  much,  Jane.  1  appreciate  yours  and  Micliaelle’s  tlrorough  review  and  for 
the  otiier  materials  included.  Will  share  the  collective  feedback  from  everyone  with  our 
working  group  today. 


Deb 


From:  Pearson,  Jane  L  (NIH/NIMH)  [E] 

Sent:  Monday,  April  9,  2018  12;  16  PM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Scanlon.  Michaelle  (NIH/NIMH)  [C]  ;  McKeon,  Richard  (SAMHSA/CMHS) ; 
'John  Draper' 

Subject:  RE:  **Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 

Importance:  High 


Hi  Deb, 


Thanks  again  for  allowing  us  to  provide  some  input.  I  agree  that  we  need  to  move 
towards  a  more  ‘balanced’  portfolio  of  research  based  suicide  prevention,  and  that  is 
consistent  with  NAASP  national  strategy  and  the  research  agenda.  I  agree  with  Richard’s 
comments  that  NAASP  strategy  is  not  focused  on  the  health  care  system  -  that  just 
happens  to  be  where  there  is  current  momentum  and  accountability. 

1  have  attached  some  conmients/changes,  and  some  are  offered  by  Michaelle  Scanlon,  a 
communications  staff  member  at  NIMH. 

You  might  consider  the  attached  article  by  Chen  as  a  way  of  thinking  about  how  more 
community-based  prevention  efforts  can  also  reduce  the  burden  on  the  health  care 
system,  as  well  as  reducing  health  disparities  (this  group  is  now  looking  at  reduction  of 
suicide  benefits).  You  could  also  note  that  early  prevention  of  high  risk  behaviors 
(consistent  with  CDC  support  of  social  connection  as  protective)  might  have  suicide 
preventive  outcomes,  as  well  as  other  benefits  in  the  long  run: 
https://onlinelibrarv,wilev.com/toc/1943278x/46/Sl 

Jane 

Jane  L.  Pearson,  PhD 

Chair,  NJMH  Suicide  Research  Consortium 


Division  of  Services  and  Intervention  Research 


National  Institute  of  Mental  Health 


6001  Executive  Blvd. 

Room  7157,  MSC  9629 
Bethescla,  MD  20892 
Email:  j pearson @:n i h , 

Office:  3014433598 

Fax  :  301.4434045 

Address  for  FedEx,  UPS,  etc 

6001  Executive  Blvd,  RM  7144 

Rockville,  MD  20852 

If  you  are  interested  in  suicide  research, 

please  see  \vw w. su icide-research-agenda.  ory; 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.aov> 

Sent:  Thursday,  April  5,  2018  12:49  PM 

To:  McKeon,  Richard  (SAMHSA/CMHS)  <Richard.McKeon@,samhsa.hhs.gov>: 
Pearson,  Jane  L  (NIH/NIMH)  [E]  <ipearson@mail.nih.gov>:  'John  Draper' 
<JohnD@mhaofnvc.Qrg> 

Subject:  ** Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 
Importance:  High 

Hi  Richard,  Jane,  and  John, 

I  hope  you  are  doing  well!  As  you  are  hopefully  aware,  CDC  is  releasing  a  Vital  Signs  on 
Suicide  on  June  5*’’.  If  you  aren’t  familiar  with  Vita!  Signs,  it  began  in  2010  and  is  a  high 
profile  monthly  CDC  publication  widely  distributed  to  highlight  important  public  health 
threats  and  what  can  be  done  to  prevent  them.  The  release  always  includes  a  web  page,  an 
MMWR  article,  a  translation  piece  (i.e.  fact  sheet),  a  press  release,  a  telebriefing  with  the 
media  by  the  CDC  Director,  a  virtual  town  hall  meeting,  and  other  products.  As  you  can 
imagine  it’s  a  lot  of  work!  I  am  currently  leading  the  effort  but  am  assisted  by  many 
people. 

I  wanted  to  give  you  a  heads-up  about  the  content  to  make  sure  it  strikes  the  right  balance 
between  highlighting  the  importance  of  mental  health  problems  and  the  fact  that  many 
people  don’t  have  mental  health  problems  so  we  need  to  address  the  range  of  risk  and 
include  a  range  of  prev  strategies.  The  MMWR  and  the  fact  sheet  are  currently  in 
clearance  but  we  have  a  small  window  to  make  revisions.  I  have  permission  to  share  the 
fact  sheet  and  some  brief  pieces  of  the  MiMWR. 


Wondering  if  you  can  respond  by  Monday  noon  witii  any  comments  on  the  fact  sheet  and 
any  tweaks  to  wording  in  text  below  if  you  think  it’s  not  in  balance.  Also  note  that  certain 
details  have  been  omitted  (some  of  which  are  actually  in  the  fact  sheet), 

A  note  on  the  fact  sheet:  This  draft  is  the  result  of  our  first  (3  hr  meeting)  with  the  vital 
signs  team.  We’ve  been  told  the  fact  sheet  goes  through  like  200  revisions?!  Everything 
in  the  fact  sheet  must  also  be  stated  in  the  MMWR  and  it  has  to  be  plain  language.  The 
fact  sheet  is  4  pages  and  came  with  14  pages  of  guidance  if  that  tells  you  anything! 
Attaching  the  latest  opioid  one  for  your  convenience. 

MMWR  Abstract 


Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Deb  Stone,  Tom  Simon,  Katie  Fowler,  Scott  Kegler,  Kerning  Yuan,  Kristin  Holland, 
Asha  Ivey-Stephenson,  and  Alex  Crosby 

Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999. 
Mental  health  problems  (MHP)  are  just  one  factor  contributing  to  suicide.  Examining 
state-level  trends  in,  and  the  multiple  contributing  circumstances  to,  suicide  can  inform 
comprehensive  state  suicide  prevention  planning. 

Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state 
and  sex,  across  six  consecutive  three-year  periods  (1999-2016),  were  assessed  using 
data  from  the  National  Vital  Statistics  System  for  50  states  and  Washington,  D.C.  Data 
from  the  National  Violent  Death  Reporting  System,  covering  27  states  in  2015,  were 
used  to  examine  contributing  circumstances  among  decedents  with  and  without  known 
mental  health  problems  (MHP), 

Results:  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25 
states  experiencing  increases  of  more  than  30%.. .In  2015,  more  than  half  (54%)  of 
decedents  in  27  states  did  not  have  a  known  MHP.  Among  people  with  circumstance 
information,  several  circumstances,  including  relationship  problems/loss  (45.1%  vs 
39.6%),  life  stressors  (54.2%  vs  49.7%),  and  recent/impending  crises  (32.9%  vs  26.0%) 
were  significantly  more  likely  among  those  without  a  known  MHP  than  decedents  with 
MHP,  but  were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999-2016. 
Various  circumstances  contributed  to  suicides  among  people  with  and  without  known 
MHP. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence- 
based  public  health  approach  to  prevent  suicide  risk  before  it  occurs,  identify  and 
support  people  at  risk,  prevent  reattempts,  and  help  friend  s/family  after  a  suicide 
occurs. 


Part  of  the  Intro  (Would  like  your  thoughts  on  whether  this  is  striking  the  right  balance. 
This  is  my  main  reason  for  wanting  your  feedback.  We  want  to  make  the  case  for  a  focus 


on  the  full  range  of  factors  impacting  on  suicide  and  the  full  range  of  prevention 
strategies  without  inadvertently  sending  the  message  that  those  other  factors  and  other 
strategies  aren’t  important.  They  definitely  are.  We  need  it  all. 

•  The  National  Strateg)\for  Suicide  Prevention(NSSP){5)  calls  for  a  public  health 
approach  to  suicide  prevention  with  efforts  spanning  across  multiple  levels  (i.e., 
individual,  family/relationship,  community,  and  societal).  Such  an  approach 
underscores  that  suicide  is  rarely  caused  by  any  single  factor,  but  rather,  is  multi - 
detennined. 

•  Despite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically- 
oriented,  focused  on  treating  mental  health  problems  (MHP)  and  preventing  re¬ 
attempts  (6). 

•  Apart  from  MHP  and  prior  attempts,  other  contributing  circumstances  to  suicide 
include  social  and  economic  problems,  access  to  lethal  means  (e.g.,  substances, 
firearms,  bridges)  among  people  at  risk,  and  poor  coping  and  problem-solving 
skills  (5).  Expanded  awareness  of  these  additional  circumstances  contributing  to 
suicide  risk  and  action  to  address  them,  can  help  reach  the  nation’s  goal  of 
reducing  suicide  rates  20%  by  2025  (7). 

Part  of  the  methods: 

•  Characteristics  and  circumstances  of  suicide  decedents  >10  years  old,  with  and 
without  known  MHP,  were  compared  in  the  27  states  with  complete  data 
participating  in  CDC’s  National  Violent  Death  Reporting  System  (NVDRS)  in 
2015, 

•  NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and 
Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of 
alcohol  and  other  substance  dependence,  which  are  captured  separately  in 
NVDRS. 

Part  of  the  results:  [Main  point;  while  there  were  specific  differences  between  the 
groups,  the  main  point  is  that  both  groups  had  multiple  circumstances  and  so  we  need  to 
be  addressing  all  of  these  in  our  prevention  activities) 

•  People  without  known  MHP  were  less  likely  to  have  any  substance  abuse 
problems 

•  . ,  .two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health  or 
substance  abuse  treatment  (67.2%),  just  over  half  (54.0%)  were  in  current 
treatment. 

•  Decedents  without,  versus  those  with,  known  MHP,  had  significantly  greater 
likelihood  of  any  relationship  problem/loss,  specifically  intimate  partner 
problems,  arguments...  They  also  were  more  likely  to  have  experienced  any  life 
stressors,  such  as  criminal-legal  problems,  or  eviction/loss  of  home  and  were 
more  likely  to  have  had  a  crisis  within  the  preceding  or  upcoming  two  weeks.  All 
of  these  differences  remained  significant  in  the  adjusted  models. 

•  Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common 
types  and  did  not  differ  by  group. 


•  Similarly,  tutiong  people  without  versus  with  MHP,  physical  health  problems  and 
job/financial  problems  were  commonly  experienced  and  did  not  differ  by  group. 

Part  of  the  discussion: 

•  . ,  .Additional  research  into  the  specific  causes  of  these  trends  is  necessary. 
Fortunately,  data  from  tlie  27  states  participating  in  NVDRS  provides  important 
insight  into  suicide  circumstances  and  can  help  states  identify  prevention 
priorities. 

•  . .  .suicide  prevention  research  and  practice  is  heavily  oriented  towards 
downstream  treatment  of  MHP  and  prevention  of  reattempts.  Additional  focus  on 
non-mental  health  factors,  further  upstream,  is  essential  to  a  public  health 
approach  ( 1 0),  as  the  current  study  found  that  more  than  half  of  suicide  decedents 
in  NVDRS  did  not  have  a  known  MHP, .. 

•  . .  .people  with  MHP  also  experienced  other  life  stressors  such  as  job/tlnancial, 
relationship,  and/or  physical  health  problems.  These  findings  point  to  the  need  to 
both  prevent  the  conditions  associated  with  mental  health  problems  in  the  first 
place,  and  to  support  people  with  known  MHP  to  decrease  their  risk  of  poor 
outcomes. 

•  Two-thirds  of  this  group  had  a  history  of  any  mental  health  and/or  substance 
abuse  treatment,  with  over  half  in  treatment  when  they  died.  This  suggests  the 
need  for  additional  safety  supports,  including  broader  implementation  of 
affordable  and  effective  treatment  modalities  such  as  doctor-patient  collaborative 
care  models  and  proven  cognitive-behavioral  therapies.  Additionally,  greater 
access  to  behavioral  health  providers  in  underserved  areas  is  needed,  as  is 
expansion  of  healthcare  systems  needed  that  integi’ates  physical  and  behavioral 
health  with  a  priority  on  suicide  prevention  and  patient  safety,  especially  through 
care  transitions  (12), 

•  Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the 
full  range  of  factors  contributing  to  suicide. .  .[insert  technical  package 
components  here] 

•  Limitation-abstractors  of  NVDRS  data  are  limited  to  information  contained  in 
investigative  reports.  Therefore,  the  extent  of  informant  knowledge  can  impact 
data  completeness  and  accuracy.  Studies  including  more  in-depth  interviews  with 
next-of-kin  often  see  greater  attributions  to  mental  disorders. 


From:  Pearson,  Jane  L  (NIH/NIMH)  [E] 

Sent:  9  Apr  2018  16:16:00  +0000 

To:  Stone,  Deborah  (CDC/ONDiEH/NOPC) 

Cc:  Scanlon,  Michaelle  (NIH/NIMH)  [C];McKeon,  Richard  (SAM HSA/CMHS}; 'John 

Draper' 

Subject:  RE:  '*'*Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 

Attachments:  Suicide  Vital  Signs  Fact  Sheet  after  roundtable  to  share  4.4.1S  jp  ms.docx, 

MMWR  Abstract  connments  to  Deb  Stone  from  JP  MS.docx,  Chen  et  al  2017  Preventing  hospitalization 
disparity  via  health  promotion.pdf 
Importance:  High 

Hi  Deb, 

Thanks  again  for  allowing  us  to  provide  some  input,  I  agree  that  we  need  to  move  towards  a  more 
'balanced'  portfolio  of  research  based  suicide  prevention,  and  that  is  consistent  with  NAASP  national 
strategy  and  the  research  agenda,  I  agree  with  Richard's  comments  that  NAASP  strategy  is  not  focused 
on  the  health  care  system  -  that  just  happens  to  be  where  there  is  current  momentum  and 
accountability, 

I  have  attached  some  comments/changes,  and  some  are  offered  by  Michaelle  Scanlon,  a 
communications  staff  member  at  NIMH, 

You  might  consider  the  attached  article  by  Chen  as  a  way  of  thinking  about  how  more  com  munity-based 
prevention  efforts  can  also  reduce  the  burden  on  the  health  care  system,  as  well  as  reducing  health 
disparities  (this  group  is  now  looking  at  reduction  of  suicide  benefits).  You  could  also  note  that  early 
prevention  of  high  risk  behaviors  (consistent  with  CDCsupport  of  social  connection  as  protective)  might 
have  suicide  preventive  outcomes,  as  well  as  other  benefits  in  the  long  run: 
https  ://onlinelibrarv.wilev.CQm/toc/1943278x/46/Sl 

Jane 

Jane  L.  Pearson,  PhD 

Chair,  NIMH  Suicide  Research  Consortium 
Division  of  Services  and  Intervention  Research 
National  Institute  of  Mental  Health 
6001  Executive  Blvd. 

Room  7157,  MSC  9629 
Bethesda,  MD  20892 
Email:  jpearson@nih.gov 
Office:  301.443,3598 
Fax  :  301.443.4045 
Address  for  FedEx,  UPS,  etc 
6001  Executive  Blvd,  RM  7144 
Rockville,  MD  20852 
If  you  are  interested  in  suicide  reseorchj 
please  see  www.suicide-research-Qaer^cloMrQ 
From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Thursday,  April  5,  2018  12:49  PM 

To:  McKeon,  Richard  (SAMHSA/CMHS) ;  Pearson,  Jane  L  (NIH/NIMH)  [E] ;  'John  Draper' 

Subject:  **Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 
Importance:  High 
Hi  Richard,  Jane,  and  John, 

I  hope  you  are  doing  welll  As  you  are  hopefully  aware,  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
5^*^.  If  you  aren't  familiar  with  Vital  Signs,  it  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 


widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent  them. 
The  release  always  includes  a  web  page,  an  MMWR  article,  a  translation  piece  (i*e.  fact  sheet),  a  press 
release,  a  telebriefing  with  the  media  by  the  CDC  Director,  a  virtual  town  hall  meeting,  and  other 
products.  As  you  can  imagine  it's  a  lot  of  work!  I  am  currently  leading  the  effort  but  am  assisted  by  many 
people. 

I  wanted  to  give  you  a  heads-up  about  the  content  to  make  sure  it  strikes  the  right  balance  between 
highlighting  the  importance  of  mental  health  problems  and  the  fact  that  many  people  don't  have  mental 
health  problems  so  we  need  to  address  the  range  of  risk  and  include  a  range  of  prev  strategies.  The 
MMWR  and  the  fact  sheet  are  currently  in  clearance  but  we  have  a  small  window  to  make  revisions.  I 
have  permission  to  share  the  fact  sheet  and  some  brief  pieces  of  the  MiMWR. 

Wondering  if  you  can  respond  by  Monday  noon  with  any  comments  on  the  fact  sheet  and  any  tweaks  to 
wording  in  text  below  if  you  think  it's  not  in  balance.  Also  note  that  certain  details  have  been  omitted 
(some  of  which  are  actually  in  the  fact  sheet). 

A  note  on  the  fact  sheet:  This  draft  is  the  result  of  our  first  (3  hr  meeting)  with  the  vital  signs  team. 
We've  been  told  the  fact  sheet  goes  through  like  200  revisions?!  Everything  in  the  fact  sheet  must  also 
be  stated  in  the  MMWR  and  it  has  to  be  plain  language.  The  fact  sheet  is  4  pages  and  came  with  14 
pages  of  guidance  if  that  tells  you  anything!  Attaching  the  latest  opioid  one  for  your  convenience. 

MMWR  Abstract _ 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Deb  Stone,  Tom  Simon,  Katie  Fowler,  Scott  Kegler,  Kerning  Yuan,  Kristin  Holland,  Asha  Ivey- 

Stephenson,  and  Alex  Crosby 

Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999.  Mental  health 
problems  (MHP)  are  just  one  factor  contributing  to  suicide.  Examining  state-level  trends  in,  and  the 
multiple  contributing  circumstances  to,  suicide  can  inform  comprehensive  state  suicide  prevention 
planning. 

Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex,  across 
six  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital 
Statistics  System  for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting 
System,  covering  27  states  in  2015,  were  used  to  examine  contributing  circumstances  among 
decedents  with  and  without  known  mental  health  problems  (MHP). 

Results:  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing 
increases  of  more  than  30%. ..In  2015,  more  than  half  (54%)  of  decedents  in  27  states  did  not  have  a 
known  MHP.  Among  people  with  circumstance  information,  several  circumstances,  including 
relationship  problems/loss  (45.1%  vs  39.6%),  life  stressors  (54.2%  vs  49.7%),  and  recent/impending 
crises  (32.9%  vs  26.0%)  were  significantly  more  likely  among  those  without  a  known  MHP  than 
decedents  with  MHP,  but  were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999-2016.  Various 
circumstances  contributed  to  suicides  among  people  with  and  without  known  MHP. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public  health 
approach  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent 

reattempts,  and  help  friends/family  after  a  suicide  occurs. _ 

Part  of  the  Intro  (Would  like  your  thoughts  on  whether  this  is  striking  the  right  balance.  This  is  my  main 
reason  for  wanting  your  feedback.  We  want  to  make  the  case  for  a  focus  on  the  full  range  of  factors 
impacting  on  suicide  and  the  full  range  of  prevention  strategies  without  inadvertently  sending  the 
message  that  those  other  factors  and  other  strategies  aren't  important.  They  definitely  are.  We  need  it 
all. 

•  The  National  Strategy  for  Suicide  Prevention(NSSP)(S)  calls  for  a  public  health  approach  to 
suicide  prevention  with  efforts  spanning  across  multiple  levels  (i.e.,  individual. 


family/relationship,  community,  and  societal).  Such  an  approach  underscores  that  suicide  is 
rarely  caused  by  any  single  factor,  but  rather,  is  multi-determined. 

•  Despite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically-oriented,  focused  on 
treating  mental  health  problems  (MHP)  and  preventing  re-attempts  (6), 

•  Apart  from  MHP  and  prior  attempts,  other  contributing  circumstances  to  suicide  include  social 
and  economic  problems,  access  to  lethal  means  (e.g.,  substances,  firearms,  bridges)  among 
people  at  risk,  and  poor  coping  and  problem-solving  skills  (5).  Expanded  awareness  of  these 
additional  circumstances  contributing  to  suicide  risk  and  action  to  address  them,  can  help  reach 
the  nation's  goal  of  reducing  suicide  rates  20%  by  2025  (7)* 

Part  of  the  methods: 

•  Characteristics  and  circumstances  of  suicide  decedents  ^10  years  old,  with  and  without  known 
MHP,  were  compared  in  the  27  states  with  complete  data  participating  in  CDC's  National  Violent 
Death  Reporting  System  (NVDRS)  in  2015. 

•  NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual 
of  Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other  substance 
dependence,  which  are  captured  separately  in  NVDRS. 

Part  of  the  results:  [Main  point:  while  there  were  specific  differences  between  the  groups,  the  main 
point  is  that  both  groups  had  multiple  circumstances  and  so  we  need  to  be  addressing  all  of  these  in  our 
prevention  activities] 

•  People  without  known  MHP  were  less  likely  to  have  any  substance  abuse  problems 

•  ...two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health  or  substance  abuse 
treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment, 

•  Decedents  without,  versus  those  with,  known  MHP,  had  significantly  greater  likelihood  of  any 
relationship  problem/loss,  specifically  intimate  partner  problems,  arguments...  They  also  were 
more  likely  to  have  experienced  any  life  stressors,  such  as  criminal-legal  problems,  or 
eviction/loss  of  home  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcoming  two  weeks.  All  of  these  differences  remained  significant  in  the  adjusted  models. 

•  Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did 
not  differ  by  group. 

•  Similarly,  among  people  without  versus  with  MHP,  physical  health  problems  and  job/financial 
problems  were  commonly  experienced  and  did  not  differ  by  group. 

Part  of  the  discussion: 

•  ...Additional  research  into  the  specific  causes  of  these  trends  is  necessary.  Fortunately,  data 
from  the  27  states  participating  in  NVDRS  provides  Important  insight  into  suicide  circumstances 
and  can  help  states  identify  prevention  priorities. 

•  ...suicide  prevention  research  and  practice  is  heavily  oriented  towards  downstream  treatment  of 
MHP  and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors,  further 
upstream,  is  essential  to  a  public  health  approach  (10),  as  the  current  study  found  that  more 
than  half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  MHP. .. 

•  ...people  with  MHP  also  experienced  other  life  stressors  such  as  job/financial,  relationship, 
and/or  physical  health  problems.  These  findings  point  to  the  need  to  both  prevent  the 
conditions  associated  with  mental  health  problems  in  the  first  place,  and  to  support  people  with 
known  MHP  to  decrease  their  risk  of  poor  outcomes. 

•  Two-thirds  of  this  group  had  a  history  of  any  mental  health  and/or  substance  abuse  treatment, 
with  over  half  in  treatment  when  they  died.  This  suggests  the  need  for  additional  safety 
supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 


Additionally,  greater  access  to  behavioral  health  providers  in  underserved  areas  is  needed,  as  is 
expansion  of  healthcare  systems  needed  that  integrates  physical  and  behavioral  health  with  a 
priority  on  suicide  prevention  and  patient  safety,  especially  through  care  transitions  (12). 
Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  full  range  of 
factors  contributing  to  suicide,., [insert  technical  package  components  here] 
Limitation-abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative 
reports.  Therefore,  the  extent  of  informant  knowledge  can  impact  data  completeness  and 
accuracy.  Studies  including  more  in-depth  interviews  with  next-of-kin  often  see  greater 
attributions  to  mental  disorders. 


1  Rising  suicide  rates  across  states 

2  More  than  just  a  mental  health  problem 

3  45,000 

4  Nearly  45,000  suicides  in  2016 

5 

6  30% 

7  Suicide  rates  increased  more  than  30%  in  half  of  states  in  the  US 

8 

9^  50% 

]  0  More  than  half  of  the  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem 
11 

12 

13  Suicide  is  a  leading  cause  of  death  in  the  US  and  has  greatly  increased  in  44  states  (1999-2016).  Mental 

14  health  problems  are  often  seen  as  the  sole  cause,  but  suicide  is  a  complex  event  and  rarely  caused  by  a 

15  single  factor.  Many  people  who  die  by  suicide  have  not  received  a  mental  health  diaunusis  through  the 

1 6  health  care  system^  and  are  either  undiagnosed,  or  mayare  not  known-tenot  have  mental  health  problems 

17  at  the  time  of  death.  Other  issues  also  contribute  to  suicide,  including  stressors  such  as  failing 

18  relationships,  poor  health,  job  stress  or  unemployment,  money,  housing,  and  legal  problems:  inadeciuate 

19  coping  strategies,  and  inadequate  social  support.  Close  coordination  of  civic,  law  enforcement,  business, 

20  education,  social  services,  faitli,  media,  and  health  sectors  is  important  for  preventing  suicide.  States  and 

21  communities  can  take  actions  now  based  on  the  best  available  evidence.  State  public  health  departments 

22  can  be  the  leaders  in  bringing  together  the  necessary  community  partners  for  action. 

23 

24  States 

25  • 

26  • 

27  • 

28 

29  • 

30  • 

31  • 

32 

33 

34 

35 

36  [INCLUDE  LINK  TO  TECHNICAL  PACKAGE: 

37  www.cdc.gov/violenceprevention/pdf/suicideTechnicalPackage.pdf) 

38 


and  communities  can: 

Identify  and  support  people  at  risk  of  suicide. 

Lessen  harms  and  prevent  future  risk  of  suicide. 

Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  manage  everyday  stressful 
challenges. 

Create  safe  and  supportive  environments  where  people  live,  work,  learn,  and  play. 

Make  sure  people  are  connected  to  others  in  their  community  and  don’t  feel  alone. 

Make  sure  those  at  risk  are  connected  to  healthcare  systems  that  include  mental  and  physical 
healthcare. 

Strengthen  temporary  financial  and  housing  assistance  for  those  struggling  to  make  ends 
meet. 
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Problem:  State  suicide  rate  increases  ranged  from  6%  to  58% 


Deaths  by  suicide  rose  across  the  US  from  1999  to  2016 


D  Decrease  1.0% 

3  Increase  5  9%-  18,3% 
3  Increase  18.8% -29 .3% 
I  Increase  31  9% -37  .4% 
■  Increase  37  6%-  57  6% 


Many  factors  contribute  to  suicide 

•  54%  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem. 


Sex  AgeGroup  Method 


No  Known  Merita)  Health  Problems 


Other  ' 


With  Mental  Health  Problems 


•  Many  factors  contribute  to  suicide  among  those  with  and  without  mental  health  problems. 


[Note:  Icons  below  will  be  changed  to  reflect  the  problem  listed.  This  is  just  to  convey  the  idea] 


Recent/  pending  crisis  (29%) 

Intimate  partner 
problem  (27%) 

«  ®  © 

Relationship 
problem  (42%) 


Substance  use 
problem  (28%) 


Physical  health 
problem  (22%) 


Job/Financial 
problem  (16,%> 


Housing 

(4%) 


Criminal  legal 
problems  (9%) 


Argument/Conflict  (16% 
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States  are  seeing  increases.  What  can  they  do  prevent  suicides? 


Use  Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices  to  make  decisions 
based  on  the  best  evidence  for  suicide  prevention  [This  could  be  in  a  banner  going  across  the  page 
with  the  link  to  the  technical  package  www.cdc.gov/violenccprevcntion/pub/technicab 
packages.htmll 


■  States  can  hfip  the 
i>uftJen  of 

financial  m 
peopli?^'’  thmugh 
tempofarv  financial  ami 
hcH  wg  assisraiK# 


*  Cormnunltlei  can  provide 
supportive  resources  to 
friends/famiy  after  a 
suicide. 

«  Meda  can  report  on 
suicide  in  sare  ways  and 
provide  hefping  resourres 


€ 


•  States  can  rr^ake  sure  mental  health 
care  IS  affor  dable  and  easy  to  access 
so  people  m  need  don't  **fai  through 
The  rracks  ■ 

•  Providers  can  nsake  treatment 
avaitabi?  through  phone  and  ooime 
Vi  here  services  are  not  Midely 
available. 


Provide 

financial  support 
to  individuals  in 
need 

lessen  harms 
and  prevent 
future  risk 


Strengthen  access 
to  and  delivery  of 
suicide  care 


Preventing 
suicide  involves 
everyone  in  the 
community 


*  Ev^fVonecani  learn  th^i  sagns 
of  Mjicide,  how  best  to 
respond^  and  here  to 
access  h^, 


Identify  and 
support 
people  at 
risk 


\ 


U  «  B  t*  44  •»  I 
44  ft  M  H  H  tt  I 
It  M  B  11  f1 ««  I 

It  •  H  t»  U  «l  t 


Create  protective 
e  nvi  ronments  where 
people  live,  work^ 
learHj  and  play 


;•  Everyo w  can  rcNtuce  access  to 
letival  means  arriorig  peopte  at 
ftik  bv  safehF  storing  iTredicatiorki 
ami  firearms 

Employers  can  put  in  plat# 
polici^  that  #n  courage  help 
seeking  and  create  a  positive  and 
healthy  enwonnwnL 


Teach  coping 
and  problem¬ 
solving  skills 


Ensure  people  are 
connected  to  others  In 
their  community 

•  Schools  can  teach  coping  and 
pfuhlem-solvwg  skills  that  help 
young  people  tackle  every  day 
i^gtilws^ _ 


murs"7 

f  ilLlHi  i£ 

i#T”“ 


>  Cofivn unities  can  provide 
aciwitiei  that  help  people 
stay  cor>fiected  so  they 
don't  feel  alone  or 
becoftie  isbUted. 


[Create  an  infographic  like  the  one  below  that  lists  w^arning  signs.  It  will  be  updated  to  reflect  the 
latest  guidance  on  warning  signs] 
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NO  HOPE 
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WHAT  CAN  BE  DONE 


NEED  HELP? 


Conimf^nt  |S[VI(l|r 

htt  ps  ://ww  w ,  n  i  m  h ,  n  i  h  .go  v/h  ea  It  h/top  ics 
/sulci  de- 

,  p  re  venti  on /i  nd  ex  .s  htm  l#pa  rt 15 3 220 


The  Federal  government  is: 

•  Tracking  and  monitoring  the  problem. 

•  Sharing  information  on  actions  proven  to  prevent  suicide. 

•  Working  with  other  local,  state,  and  federal  governmental  agencies  to 


PREVENTION 

UFELINE  I 


I  Comment  |SiVI([jr 
,  htt  p://re  port j  ngo  ns  u  I  ci  de  .org 


prevent  suicide. 


States  and  cominuiiities  can:  irrr  iriiiirn'r  j 

•  Identify  and  support  people  at  risk  of  suicide.  ! 

•  Lessen  harms  and  prevent  future  risk  of  suicide.  | 

I 

•  Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  inanage  everyday  stressful  ■  . 

challenges.  f  I 

•  Create  safe  and  supportive  environments  where  people  live,  work,  learn,  and  play.  j  | 

•  Make  sure  people  are  connected  to  others  in  their  eommunity  and  don't  feel  alone.  (  ; 

•  Make  sure  those  at  risk  are  connected  to  healthcare  systems  that  include  mental  and  physical  !  | 

health.  i  < 

•  Strengthen  temporary  financial  and  housing  assistance  for  those  struggling  to  make  ends  J  j 

meet,  !  J 

■  Help  the  ueneral  public  identify  someone  in  need  -  share  the  warning  signs.  j  j 

•  Help  the  general  public  know  that  one  person  can  make  a  difference.  Share  the  ^  Action  Steps  f  | 

for  Helping  Someone  in  I:  motional  Paii:j[^  j  | 

I 

Healthcare  systems  can  I 

•  Make  sure  entire  healthcare  systems  provide  high  quality,  ongoing  care,  focusing  on  suicide  ! 

prevention.  ! 

•  Make  sure  healthcare  is  easily  accessible  and  provide  options  such  as  telecommunications  in  ■ 

areas  where  services  aren't  available.  f 

•  Provide  personalized,  proven  treatment  plans  for  patients  at  risk  of  suicide.  j 


Employers  can: 

•  Promote  employee  health  and  well-being,  support  people  at  risk,  and  have  plans  in  place  to 


respond  to  risk  effectively. 

•  Train  all  employees  about  suicide  risk  and  prevention. 

•  Encourage  employees  to  seek  help  and  provide  referrals  to  mental  health,  substance  abuse,  or 


financial  counseling  services  as  needed 


Everyone  can: 

*  Reduce  access  to  lethal  means,  such  as  medications  and  firerams,  among  people  at  risk. 

•  Learn  the  warning  signs  of  suicide  to  help  identify  and  refer  people  at  risk. 


1  •  Contact  the  National  Suicide  Prevention  Lifeline  for  help  for  themselves  or  others:  1-800-273- 

2  TALK  (8255).  ti ttps :// sui c i depreven tio n I  i fel i ne , org/ 

3  [Call  out  box:  The  media  can  encourage  help-seeking  and  avoid  dramatic  headlines  using 

4  guidelines  at  www.RcDortingOnSuicidc.orgl 


IVIIVIWR  Abstract 


Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Deb  Stone,  Tom  Simon,  Katie  Fowler,  Scott  Kegler,  Kerning  Yuan,  Kristin  Holland,  Asha  Ivey- Stephenson, 

and  Alex  Crosby 

Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999.  There  is  no  sinEle 
cause  of  suicidal  behavior.  Mental  health  problems  (MHP)  among  suicide  decedents  are  often  identified 
through  health  care  visits,  and  individuals  seeking  mental  health  services  are  at  elevated  risk  for  suictde. 

However,  many  other  factors  can-be^  contribute  to  suictde  risk.  mgar-eTust  one  factor.  eentf-lbuttiF^g-to 
suicide.  Examining  state-level  trends-ioy  and  the  multiple  contributing  circumstances  toj-suicide  can 
inform  comprehensive  state  suicide  prevention  planning. 

Methods;  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex,  and 
across  six  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital 
Statistics  System  for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting 
System,  covering  27  states  in  2015,  were  used  to  examine  contributing  circumstances  among  decedents 
with  and  without  known  mental  health  problems  (MHP), 

Results;  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing 
increases  of  more  than  30%,_77ln  2015,  more  than  half  (54%)  of  decedents  in  27  states  did  not  have  a 
known  MHP.  Among  people  with  circumstance  information,  several  circumstances,  including 
relationship  problems/loss  (45.1%  vs  39.6%),  life  stressors  (54.2%  vs  49.7%),  and  recent/impending 
crises  (32.9%  vs  26.0%)  were  significantly  more  likely  among  those  without  a  known  MHP  than 
decedents  with  MHP,  but  were  common  across  groups. 

Conclusions;  Suicide  rates  increased  significantly  across  most  states  from  1999-2016.  Various 
circumstances  contributed  to  suicides  among  people  with  and  without  known  MHP. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public  health 
approach  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent 
reattempts,  and  help  friends/family  after  a  suicide  occurs. 


Part  of  the  Intro  (Would  like  your  thoughts  on  whether  this  is  striking  the  right  balance.  This  is  my  main 
reason  for  wanting  your  feedback.  We  want  to  make  the  case  for  a  focus  on  the  full  range  of  factors 
impacting  on  suicide  and  the  full  range  of  prevention  strategies  without  inadvertently  sending  the 
message  that  those  other  factors  and  other  strategies  aren't  important.  They  definitely  are.  We  need  it 
all. 

•  The  National  Strategy  for  Suicide  Prevention(NSSP)  (S)  calls  for  a  public  health  approach  to 
suicide  prevention  with  efforts  spanning  across  multiple  levels  (i.e.,  individual, 
family/relationship,  community,  and  societal).  Such  an  approach  underscores  that  suicide  is 
rarely  caused  by  any  single  factor,  but  rather,  is  multi-determined. 

•  Despite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically-oriented,  focused  on 
treating  mental  health  problems  (MHP)  and  preventing  re-attempts  (6), 

•  Apart  from  MHP  and  prior  attempts,  other  contributing  circumstances  contributing  to  suicidaj 
thoughts  and  behaviorse  include  inadequate  coping  and  problem-solving  skills,  inadequate 
support  resources,  social  and  economic  problems,  and  access  to  lethal  means  (e.g,,  substances, 
firearms,  bridges)  among  people  at  risk,  and  poor  coping  and  problem-solving  skills  (5). 
Expanded  awareness  of  these  additional  circumstances  contributing  to  suicide  risk  and  taking 
action  to  address  them,  can  help  communities  and  states  reach  the  nation's  goal  of  reducing 
suicide  deathsrates  20%  by  2025  (7), 


Part  of  the  methods: 

•  Characteristics  and  circumstances  of  suicide  decedents  £:10  years  old,  with  and  without  known 
MHP,  were  compared  in  the  27  states  with  complete  data  participating  in  CDC's  National  Violent 
Death  Reporting  System  [(MVDRS)  in  2015* 

*  NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual 
of  Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other  substance 
dependence,  which  are  captured  separately  in  NVDRS, 


Conrimenl  |SM(|]i  Does  this  mean  all 
decedents  or  just  decedents  with  a  known 
i,MHP? _ 


Part  of  the  results:  [Main  point:  while  there  were  specific  differences  between  the  groups,  the  main 
point  is  that  both  groups  had  multiple  circumstances  and  so  we  need  to  be  addressing  all  of  these  in  our 
prevention  activities] 

•  People  without  known  MHP  were  Jess  likely  to  have  any  substance  abuse  problems.  j 

m  t^Ttwo-thirds  of  those  with  known  MHP  had  a  history  of  mental  health  or  substance  abuse  J 

treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment.  I 

m  Compared  to  decedents  with  MHP,  dPecedents  without^  VOfst&those-Wfthi  known  MHP,  had 
significantly  greater  likelihood  of  having  any  relationship  problem/less,  specifically  Intimate 
partner  problems,  Indudlng  ioss  and  arguments.^r  They  also  were  more  likely  to  have 
experienced  any  life  stressors,  such  as  criminal  or -legal  problems,  or  eviction/loss  of  home^  and 
were  more  likely  to  have  had-aexpertenced  or  anticipated  a  crisis  within  the  preceding  or  j 

upcomjng-two  weeks  of  death.  All  of  these  differences  remained  significant  in  the  adjusted  j 

models.  | 

•  Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did  J 

not  differ  by  group.  i 

9  Similarly,  among  all  decedents.  phvsi  health  problems  and  j 

job/financial  problems  were  commonly  experienced  by  those  with  a  known  MHP  and  those  f 

without  a  known  MHP.andHird^eF4i#to^bv^^feuoT  1 

Part  of  the  discussion: 

•  —Additional  research  into  the  specific  causes  of  these  trends  is  necessary.  Fortunately,  data  j 

from  the  27  states  participating  in  NVDRS  provides  important  Insight  Into  suicide  circumstances  | 
and  can  help  states  identify  prevention  priorities*  J 

•  S^rrsufclde  prevention  research  and  practice  is  heavily  oriented  towards  downstream  treatment  j 

of  MHP  and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors,  further  ; 

upstream,  is  essential  to  a  public  health  approach  (10),  as  the  current  study  found  that  more  \ 

than  half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  MHP.tt  j 

•  PTTrpeople  with  MHP  also  experienced  other  life  stressors  such  as  job/financial,  relationship,  ; 

and/or  physical  health  problems.  These  findings  point  to  the  need  to  both  prevent  the  ' 

conditions  associated  with  mental  health  problems  in  the  first  place,  and  to  support  people  with  [ 
known  MHP  to  decrease  their  risk  of  poor  outcomes.  J 

m  Two-thirds  of  [:his  groupjhad  a_histOEy  o^nyjmental  he^th_and/or  substance  abuse  treatment,  ! 
with  over  half  in  treatment  when  they  died.  This  suggests  the  need  for  additional  safety 
supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor- pat  lent  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 
Additionally,  greater  access  to  behavioral  health  providers  in  underserved  areas  is  needed. 
Is-expanslon  of  healthcare  systems  needed  that  integrates  physical  and  behavioral  health  with  a 
priority  on  suicide  prevention  and  patient  safety,  especially  through  care  transitions  Is  also 
needed  (12). 


Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  full  range  of 
factors  contributing  to  suicide...[insert  technical  package  components  here] 
Limitation-abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative 
reports.  Therefore,  the  extent  of  informant  knowledge  can  impact  data  completeness  and 
accuracy.  Studies  including  more  in-depth  interviews  with  next-of-kin  often  see  greater 
attributions  to  mental  disorders. 
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Introduction:  Serving  as  the  center  of  community-engaged  health  programs,  local  health  depart¬ 
ments  can  play  a  critical  role  in  promoting  community  mental  health.  The  objectives  of  this  study 
v^ere  to  explore  the  association  between  local  health  department  activities  and  (1)  preventable 
hospitalizations  for  individuals  with  mental  disorders,  and  (2)  associated  racial  disparities  in 
preventable  hospitalizations. 

Method:  Employing  the  linked  data  sets  of  the  2012-2013  Healthcare  Cost  and  Utilization  Project 
state  inpatient  discharge  file  of  the  State  of  Maryland,  tlie  National  Association  of  County  and  City 
Health  Olficials  Profiles  Survey,  the  Area  Resource  File,  and  U.S.  Census  data,  the  authors  estimated 
the  association  beUveen  local  health  department  activities  (i.e,,  provision  of  mental  health  preventive 
care  and  community  mental  health  promotion)  and  the  reduction  of  the  preventable  hospitalizations 
for  ambulator)^  care- sensitive  conditions  and  coexisting  mental  disorders.  All  the  data  analyses  were 
conducted  during  September  2016-August  2017* 

Results:  Multilevel  regression  showed  that  local  health  departments'  provision  of  mental  health 
preventive  care  (OR=0.76,  95%  CI=0.63,  0.92)  and  mental  health  promotion  activities  (OR=0.77, 
95%C1=0.62,  0.94)  were  significantly  associated  with  lower  rates  of  preventable  hospitalizations  for 
individuals  with  ambulatory  care -sensitive  conditions  and  coexisting  mental  disorders.  Decom¬ 
position  results  suggested  that  local  healtli  departments'  direct  provision  of  mental  health  preventive 
care  could  reduce  9%  of  the  racial  disparities. 

Conclusions:  Improving  care  coordination  and  integration  are  essential  to  meeting  the  growing 
demands  for  healthcare  access,  while  controUing  costs  and  improving  quality  of  service  delivery. 
These  results  suggest  that  it  will  be  effective  io  engage  local  health  departments  in  the  integrated 
behavioral  health  system. 
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INTRODUCTION 

The  cost  of  mental  illness  reached  $201  billion  in 
the  U.S.  in  20 13^  topping  the  list  of  the  most 
costly  conditions.'  Nearly  34  million  adults— 
17%  of  all  American  adults — had  co-occurring  mental 
and  physical  conditions.'  Racial  and  ethnic  minority 
patients  experience  disproportionate  burdens  of  com¬ 
mon  physical  health  conditions  associated  with  mental 
illness,  largely  as  a  result  of  lack  of  healthcare  access  and 
social  stigma/^'^  Effectively  treating  mental  illness  and 
associated  conditions  depends  on  a  culturally  tailored 
and  comprehensive  infrastructure  that  crosses  health 
systems/’*"  However,  the  current  mentai  health  care 
system  works  in  a  silo. 

Integration  of  physical  and  mental  health  care  has 
been  considered  as  an  effective  approach  to  improving 
care  for  individuals  with  coexisting  mental  disorders  and 
other  physical  health  conditions/’^  Most  of  the  care 
integration  models  focus  on  primary  care  settings, 
behavioral  health  settings,  and  health  homes/' Exam¬ 
ples  of  successful  integration  of  mental  and  physical  care 
include  the  PROSPECT  Trial,  which  has  effectively 
reduced  depressive  symptoms/'  and  Behavioral  Health 
Associates,  operated  as  part  of  UCLA  Health,  which  has 
led  to  reduction  in  emergency  department  use.'" 

Recent  research  suggests  that  provision  of  evidence- 
based  menial  healtli  care  could  be  expanded  beyond 
primary  care  to  local  health  departments  (LHDs). 
LHDs  function  within  the  Centers  for  Disease  ControPs 
Public  Health  Model  of  Practice  and  are  called  upon  to 
serve  in  central  roles  of  public  health  assessment,  policy 
development,  and  assurance  of  service  delivery/ 
Emerging  evidence  has  shown  that  LHDs  have  been 
actively  providing  healthcare  services  and  population- 
based  interventions  to  address  mental  health  issue/ 

To  the  autliors"  knowledge,  there  is  still  a  lack  of  evidence 
directly  linking  LHDs"  activities  with  community  mental 
health/^''""' 

This  study  constructed  (Figure  I)  an  ecologic  multi¬ 
level  model  to  delineate  the  roles  of  LHDs  to  promote 
mental  health  and  reduce  racial  and  ethnic  health 
disparities/^'^  As  the  center  of  community-engaged 
health  programs,  and  the  major  source  of  health  care  for 
vulnerable  populations,  LHDs  can  promote  mental 
health  by  providing  critical  healthcare  resources,  espe¬ 
cially  for  people  with  limited  healthcare  access/^' 
LHDs  are  well-established  organizations  within  their 
communities,  and  this  gives  them  an  advantage  in  terms 
of  cultivating  trusting  relationships  with  minorities  and 
low-income  residents  to  improve  engagement  in  health 
care.  Lastly,  because  assessment  of  community  needs 
forms  the  basis  for  public  health  practice,  LHDs’  activ¬ 
ities  are  more  likely  to  reflect  community  health  needs 
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Figure  1.  An  ecological  perspective  on  local  health  depart* 
ments'  role  In  improving  mental  health. 

Note:  The  modei  Is  adapted  from  the  social  ecological  model  (McLeroy 
el  and  Stokols  et  al."b  the  CDC  Public  Heaftb  Action  Plan 
2011.  LHDs,  local  health  departments. 


and  values,  and  thereby  provide  needed  education  to 
target  barriers  such  as  stigmatization  and  negative  beliefs 
about  mental  health  conditions.  ' 

This  present  study  focuses  on  the  roles  of  LHDs  in 
reducing  preventable  hospitalizations  for  individuals 
with  mental  disorders  and  coexisting  chronic  conditions. 
The  concept  of  ambulatory  care- sen  si  live  conditions 
(ACSCs)  was  used  to  define  preventable  hospitaliza¬ 
tions.  ''  ACSCs  are  medical  problems,  such  as  diabetes 
and  hypertension  that  can  be  well  managed  through 
routine,  ongoing  care  in  an  office-based  setting.  More 
than  40%  of  preventable  hospitalizations  for  ACSCs  are 
linked  to  mental  disorders  (such  as  mood,  anxiety, 
schizophrenia,  and  psychotic  disorders)/"'  This  study 
hypothesizes  that  LHDs  involvement  in  the  provision  of 
mental  iiealth  preventive  care  and  health  promotion 
could  reduce  preventable  hospitalizations  and  reduce 
associated  racial  disparities  for  individuals  with  coexist¬ 
ing  mental  and  physical  conditions. 


METHODS 
Study  Sample 

Data  from  the  State  of  Mar)iand  were  used  to  test  h)potlieses. 
Specilicaliy,  this  study  eraployed  the  linked  data  sets  of  the  2012- 
2013  Healthcare  Cost  and  UtdizaliDn  Project  State  Inpatient 
Databases  of  the  State  of  Maryland,  the  xNational  Association  of 
County  and  City  Health  Officials  Prohles  Survey,  the  American 
Hospital  Directory,  the  Area  Health  Resource  File,  and  U.S. 
Census  data.  All  the  data  sets  are  public  data  files.  The  analytic 
sample  includes  hospital  discharges  in  2012-2013  for  adults  aged 
18^64  years  (N=296,917).  All  hospitals  in  this  analysis  are  short* 
term  acute  care,  voluntary,  non-p'^'^tit  hospital,s.  The  American 
Hospital  Directory  wa.s  used  to  verifr  hospital  characteristics. 

Maryland  has  24  LHDs,  and  the  communities  they  serve  vary 
widely  in  terms  ol  SES,  ethnic  and  racial  characteristics,  and 
behavioral  health  disorder  pre\’^lence.  The  jurisdiction  areas  ot 
LHDs  are  at  the  county  level.  The  State  of  Maryland  is  advancing 
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the  State  innovation  Model  to  promote  the  efficienqr  and  equity  of 
its  healthcare  delivery  system '  "  and  LHDs  play  leadersliip  roles  in 
this  model.  In  addition,  care  coordination  is  critically  important 
under  the  Mar)>'larid  Global  Budget  Revenue  Program,  which 
pushes  hospitals  to  target  population  health.  Maryland  stands 
at  a  critical  juncture  in  its  understanding  of  how  to  involve  LHDs 
in  integrated  healthcare  deliver)'  models,  in  order  to  achieve  the 
slate's  goal  of  improved  population  health,  especially  for  the  most 
vulnerable,  within  the  iixed  economic  resources  the  slate  can 
allocate  to  health  care. 


population  with  insurance.  Measures  indicating  availability  of 
meittai  healthcare  resources  were  also  included  ' '  '  :  the  number  of 
community  mental  health  centers,  the  nuniber  of  federally 
qualified  health  centers,  the  number  of  pnmarjr  care  doctors, 
and  physicians  specializing  in  mental  health  care.  LHDs*  charac- 
teristics,  such  as  whether  an  LHD  had  one  or  more  local  boards  of 
health,  the  total  full-time  equivalents  workforce  at  an  LHD,  and  an 
LHD’s  total  expenditures  per  capita  were  also  controlled  in  the 


Measures 

"file  outcome  variable  of  interest  w^as  the  probability  of  having  a 
preventable  hospitalization  for  coexisting  ACSCs  and  mental 
illness,  ACSCs  were  measured  using  the  Agency  for  Healthcare 
Research  and  Qualit)^s  Prevention  Qualit)^  Indicators™,  Version 
5.0.  "  This  study  used  the  Agency  for  Healthcare  Research  and 
Quality’s  report  on  mental  disorders  as  the  reference  to  define 
patients  with  mental  disorders. Broad  patient  populations  with 
mental  and  substance  use  disorders  (such  as  miscellaneous  mental 
conditions,  alcohol- related  disorders,  drug  abuse  disorders,  etc.) 
were  first  examined.  Research  suggests  that  mental  disorders,  such 
as  depression  and  anxiety  disorders,  can  be  effectively  treated  and 
prevented.  ’  Hence,  this  study  also  focused  on  developing  effect 
estimators  of  LHDs'  activities  among  patients  with  depression  and 
anxiety  disorders  (i.e.,  a  subset  of  mental  disorders)  in  particular. 
Appendix  Table  I  lists  specified  rCD-9  codes  for  each  of  the 
mental  disorders.^^ 

Derwed  from  the  ecologic  multilevel  model  presented  in 
Figure  I,  LHDs  can  improve  community  mental  health  and  reduce 
racial  disparities  by  providing  timely  health  care  and  culturally 
designed  patient  education  programs.  This  study  examined  the 
role  of  LHDs  from  two  perspectives:  (1)  LHDs  active  provision  of 
mental  health  preventive  care  (i.e.,  LHDs  ddectly  performed 
preventive  care  for  menial  disorders  versus  LHDs  that  had  no 
direct  involvement).  Preventive  care  includes  initial  screening  and 
case  detection,  identifying,  and  tracking  those  at  high  risk  for 
relapse  and  those  not  adhering  to  treatment,  structuring  tbllow-up, 
monitoring  outcomes,  and  providing  targeted  services  for  treat¬ 
ment-resistant  or  more  complex  cases;  and  (2)  LHD.s*  active  health 
promotion.  LHDs'  health  promotion  was  considered  active  if 
LHDs  had  been  involved  in  policy  or  advocacy  activities  focused 
on  mental  health,  tobacco,  alcohol,  or  other  drugs,  chronic 
conditions,  education,  and  affordable  housing.  Both  measures 
were  provided  in  the  National  Association  of  Coimfy  and  City 
Health  Officials  Profiles  Survey  data  set. 

These  integrated  data  from  multiple  data  sources  enabled  an 
examination  of  the  impact  of  LHDs,  while  considering  complex 
patient  demographic  and  socioeconomic  factors,  cultural  back¬ 
ground,  health  needs,  "  and  contextual  factors'  “  that  might 
relate  to  health  care  and  heath  disparities  for  patients  with  mental 
disorders.  Specifically,  this  study  used  the  Andersen  Behavioral 
Model  of  Health  Services  Use  ‘ '  to  control  for  predisposing  factors 
(age,  gender,  and  race);  need  factors  (Elixhauser  comorbidity 
index);  and  enabling  factors  (insurance  coverage,  income  in 
patients’  residential  ZIP  code).  Contextual  factors  included  urban 
or  rural  area,  the  percentage  of  the  county  population  that  report 
African  American  ancestryj  the  percentage  of  county  population 
without  high  school  degrees,  and  the  percentage  of  county 


Statistical  Analysis 

A  niul til evd/hier arch ical  model  was  used  to  examine  whether 
LHDs’  active  provision  of  mental  health  preventive  care  and  health 
promotion  could  reduce  tlie  rates  of  preventable  hospitalizations. 
Multilevel  models  were  used  to  measure  variability  across  indi¬ 
viduals  within  a  hospital  and  an  LHD,  across  hospitals  witliin  an 
LHD,  and  across  LHDs  and  account  tor  the  non -independence  of 
indidduals  living  in  the  same  area. 


d„i~^  N{p^H,  +  cu  5^), 


q~N{p,LHD,,  S^), 


where  Y  is  the  outcome  variable,  X  is  a  vector  of  individual 
characteristics,  H  are  measures  of  hospital  characteristics,  LHD  are 
measures  of  service  provision  or  health  promotion. 

The  Blind er-Oaxaca  regression  decomposition  method  was 
used  to  identify  and  quantify  specific  LHD  practices  affecting 
racial  disparities  (white  versus  African  American)  in  the  likelihood 
of  having  a  preventable  hospitalization/^' The  decomposition 
method  approach  is  a  regress  ion -based  method."  To  decompose 
the  difference  in  the  probability  of  having  preventable  hospital- 
izafions  between  whites  and  African  Americans,  multi- 

variable  logistic  regressions  Y  =  f(Xj5)  for  these  two  groups  vrerc 
first  estimated  separately.  The  decomposition  for  these  nonlinear 
equations  was  wTitten  as 


+ 


^  .1 


where  W  stands  for  whites  and  AA  stands  for  African  Americans. 
The  first  term  on  the  right-hand  side  measures  the  portion  of  the 
difference  because  of  observed  population  characteristics  (i.e.,  all 
of  the  control  variables),  and  the  second  term  measures  the  portion 
of  the  difference  because  of  unobserved  heterogeneities,  such  as 
cultural  background  and  stigma.  Among  the  observed  population 
characteristics,  disparities  associated  with  each  specific  factor,  such 
as  LHD  activities,  can  also  be  quantified.  This  method  has  been 
widely  adopted  to  examine  racial  and  ethnic  dispar itie.s  in  health 
care. 

A  variety  of  sensitivity  analyses,  such  as  different  model 
specifications,  were  conducted  to  evaluate  tlie  robustness  of  ttie 
model,  and  found  similar  results.  Stata,  version  14,  was  used  for  the 
analyses. 
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RESULTS 

Table  1  presents  the  rates  of  preventable  hospitalizations 
and  LHDs'  activities  for  patients  with  mental  disorders. 
The  rate  of  preventable  hospitalizations  was  double 
among  African  American  patients  (10%  vs  5%),  com¬ 
pared  with  white  patients.  Among  those  with  preventable 
hospitalizations,  51%  of  African  Americans  and  65%  of 
whites  were  diagnosed  with  any  mental  health  disorder. 

African  Americans,  both  overall  and  among  those  with 
mental  illness  who  had  preventable  hospitalizations,  were 
less  likely  than  whites  to  live  in  tlie  counties  with  LHDs 
that  were  active  in  tlie  provision  of  mental  health 
preventive  care.  .Among  adults  who  experienced  hospital¬ 
izations,  =55%  of  whites  and  3S%  of  African  Americans 
lived  in  counties  with  direct  LHDs  preventive  care 
provision.  Among  patients  with  mental  illness  who  had 
preventable  hospitalizations,  49%  of  whites  and  29%  of 


African  Americans  were  from  counties  with  direct  LHDs 
preventive  care  provision.  The  large  majority  of  LHDs  in 
the  state  of  Maiydand  had  actively  promoted  policies  and 
activities  that  can  improve  mental  health  {covering  96% 
of  whites  and  99%  of  African  Americans). 

Results  of  multilevel  regressions  {'Fable  2)  suggested 
that  preventable  hospitalizations  rates  for  individuals 
with  mental  illness  were  significantly  lower  if  LHDs 
directly  provided  mental  health  preventive  care 
(0R=6.76,  95%  CI=0.63,  0.92,  and  OR=0.77,  95% 
CI=0.62,  0.94,  for  individuals  with  co-occurring  ACSCs 
and  mental  and  substance  use  disorders,  and  depressive 
and  anxiety  disorders,  respectively).  Rates  of  preventable 
hospital izati oils  for  individuals  with  mental  illness  were 
also  significantly  lower  if  LHDs  were  actively  involved  in 
healtli  promotion  (OR=().76,  95%  Cl=0,56,  1.02,  and 
OR=0.75,  95%  Cr=0.57,  0.99,  respectively).  Results  also 
showed  that  the  likelihood  of  mental  illness-related 


Table  1,  Race-Related  Rates  of  Preventable  Hospitalizations  for  Individuals  With  Mental  Illness 


Var  babies 

%  total 
(n=296,917) 

M  (SD) 

%  White, 

IVl  (SD) 
(i7=14S,643) 

%  African 
American,  M  (SD) 
(0^119,610) 

Hospitalization  rates 

Hospitalization  rates  for  any  ACSCs 

6.71  (25.02) 

4.97***  (21.73) 

9.75***  (29.66) 

Hospitalization  rates  for  any  ACSCs  and  mental  and  substance  use 
disorder 

3.32  (17.93) 

3.24***  (17.69) 

4.98***  (21.76) 

Hospitalization  rates  for  any  ACSCs  and  depressive/anxiety 
disorder 

Among  individuals  with  hospitalizations  for  any  ACSCs 

3,74  (18.99) 

a.S7***  (16.69) 

4.43***  (20.57) 

Rates  of  having  a  mental  and  substance  use  disorder 

55.80  (49.66) 

65.09***  (47.67) 

51.15***  (49,99) 

Rates  of  having  depressive/anxiety  disorder 

Local  health  departments  (LHDs)  of  the  state  of  Maryland 

49.53  (49.99) 

57.73***  (49.40) 

45.45***  (49.79) 

LHD  direct  provision  of  mental  health  preventive  care 

47.27  (49.93) 

55.28***  (49.72) 

37.53***  (4S,42) 

LHD  active  involvement  in  health  promotion 

Among  individuals  with  hospitalizations  for  any  ACSCs  and  mental  and 
substance  use  disorder 

97.44  (15.79) 

96.25***  (19.00) 

9S.S1***  (10.83) 

Rates  of  living  in  the  counties  with  LHDs'  direct  provision  of  mental 
health  preventive  care 

3ai7  (4S.4S) 

48.83***  (49.99) 

28.98***  (45,37) 

Rates  of  Irving  in  the  counties  with  LHDs'  active  involvement  in 
health  promotion 

97.59  (15.34) 

96.48***  (18,44) 

98.60***  (11.77) 

Source:  2012-2013  Health  Cost  and  Utilization  Project  State  Inpatient  Databases  of  the  State  of  Maryland,  the  National  Association  of  County  and 
City  Health  Officials  Profiles  Survey  (NACCHO). 

Note:  Boldface  indicates  statistical  significance  ('*'^<0.05;  0.001)  (white  versus  African  American).  The  NACCHO  data  provide  a 

comprehensive  description  of  LHD  infrastructure  and  practice,  mduding  LHD  resources,  and  services.  The  response  rate  of  NACCHO  survey  was  78%, 
and  the  responding  agencies  cover  more  than  90%  of  the  U.S.  population  each  survey  year.  All  the  24  counties  in  the  stale  of  Maryland  were  included 
In  the  estimation  of  LHDs  preventive  care;  23  counties  were  included  in  the  estimation  of  LHDs  promotion  (Montgomery  County  Health  Department 
did  not  report  this  measure  in  2012}.  Maryland  hospital  inpatient  file  2012  included  303,110  discharges  for  patients  aged  18-64  years  with  the 
routine  source  of  admission.  There  were  6.193  observations  (approximately  2%  of  the  total  discharges)  with  missing  age,  gender,  health  insurance, 
and  primary  diagnosis  code.  The  final  sample  size  was  296,917,  LHD  measures  were  derived  from  the  survey  questions  on  "'population-based  primary 
prevention  activities  on  mental  health  care''  and  ''policy  promotions.'’  Representatives  of  each  responding  LHD  checked  the  survey  question  on  "'how 
your  LHD  and  other  organizations  provided  that  activity  or  service  in  your  Jurisdiction  during  the  past  year'"  (NACCHO  data).  Sample  includes  adults 
aged  18-64  years  with  aii  races  and  ethnicities  (white,  African  American,  Hispanic,  Asian,  Native,  and  other).  ACSCs  are  measured  using  the  AHRQ's 
Prevention  Quaiity  Indicators.  Version  5.0.  The  AHRQ's  report  on  mental  disorders  was  used  as  reference  to  define  patients  with  mentaf  disorders. 
Appendix  Tables  1  and  2  (available  oniine)  provide  specified  ICI>9  codes  for  ACSCs  and  mental  disorders.  Depression/anxiety  is  a  subset  of  mental 
and  substance  use  disorder.  Specific  ICD-9  codes  used  to  measure  specific  mental  illness  are  included  in  Appendix  Table  2  (available  oioline). 
ACSCs.  ambulatory  care  sensitive  conditions;  AHRQ,  the  Agency  for  Heatthcare  Research  and  Quality:  LHD,  local  health  department. 
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Table  2.  Association  Between  LHDs’  Mental  Health  Activities  With  Preventable  Hospitalizations  for  Individuals  With  Mental  Illness 


Variables 

ACSCs  +  mental  and  substance 
use  disorder,  OR  (95%  CE) 

ACSCs  +  depression/ 
anxiety,  OR  (95%  Cl) 

ACSCs  +  mental  and  substance 
use  diserder,  OR  (95%  Cl) 

ACSCs  +  depression/ 
anxiety,  OR  (95%  Cl) 

Local  health  departments  (LHDs) 

No  direct  LHD  mental  health 

ref 

ref 

preventive  care 

Direct  provision  of  mental  health 

0.76  (0.63,  0.92)** 

0.77  (0.62,  0.94)** 

preventive  care 

No  active  health  promotion  to 

ref 

ref 

improve  community  mental  health 

Health  promotion  to  improve 

0.76  (0.56,  1.02) 

0,75  (0,57,  0.99)* 

community  mental  health 

Race 

White 

ref 

ref 

ref 

ref 

African  American 

121  (LIO,  132) 

122  (110,  134)*** 

122(111,  134)*** 

123  (110,  1.36)*** 

Hispanic 

0.61  {0.48,  0.78)*** 

0.60  {0.47,  0.76)*** 

0.62,  (0.46,  0.83)*** 

0.59  (0.44,  0.79)*** 

Asian 

0.50  {0.38,  0.65)*** 

0.49  {0.39,  0,62)*** 

0.49  (0,36,  0.67)*** 

0.47  (0,37,  0.61)*** 

Native 

0.S6  (0.42,  175) 

0.70  (0.35,  1.41) 

0.87  (0.39,  194) 

0.66  (0.29,  150) 

Other 

0.45  {0.31,  0.65)*** 

0.43  {0.29,  0.64)*** 

0.39  (0.26,  0.57)*** 

0.36  (0.23,  0.56)*** 

Age 

1.15  {112,  IIS)*** 

117(115,  1.20)*** 

115(112,  I.IS)*** 

117(115,  1.20)*** 

Age  X  Age 

100  {100,  100)*** 

100  (100,  1.00)*** 

100  (100,  1.00)*** 

100  (100,  1.00)*** 

Female 

0.97  (0.90,  1.04) 

0.99  (0.92,  106) 

0.98  (0.92,  105) 

1,00  (0.93,  1.08) 

Elixhauser  co morbidity  score 

110  (108,  113)*** 

106(103,  1.09)*** 

110(107,  1.12)*** 

1,05(102,  l.OS)*** 

Insurance 

Uninsured 

ref 

ref 

ref 

ref 

Medicare 

0.90  (0.81,  1.01) 

0.80  {0.72,  0.90)*** 

0.91  (0.81,  102) 

0.80  (0.71,  0.90)*** 

Medicaid 

0.96  (0.87,  1.06) 

0.91  (0.82,  1.01) 

0.95  (0.87,  1.05) 

0.90  (0.81,  1.00)* 

Private  insurance 

0.52  (0.46,  0.58)*** 

0.48(0.43,  0.54)*** 

0.52  (0.46,  0,58)*** 

0,48  (0,43,  0.54)*** 

Other 

0.63  {0.49,  0.94)* 

0.64  (0.45,  0.90)** 

0.67  (0.48,  0.93)* 

0.63  (0.44,  0.90)** 

Admission  type 

Emergency  or  urgent 

ref 

ref 

ref 

ref 

Elective 

0.12  {0.09,  0.17)*** 

0.12  (0.08,  0.17)*** 

0.12  (0.09,  0.17)*** 

0.12  (0.08,  0.17)*** 

Other  type 

0.08  {0.02,  0,38)*** 

0.08  {0.02,  0.41)*** 

0.08  (0.02,  0,38)*** 

0.08  (0.02,  0.41)*** 

Staffed  beds 

<50 

ref 

ref 

ref 

ref 

50-99 

0.69  (0.45,  1.07) 

0.73  (0.49,  1.09) 

0.78  (0.49,  1.26) 

0.84  (0.54,  130) 

100-199 

0.57  {0.36,  0.91)* 

0.58  (0,37,  0.90)* 

0,62  (0.37,  1,02) 

0,63  (0.38,  1.02) 

200-425 

0.42  {0.27,  0.65)*** 

0.43  (0.28,  0.64)*** 

0.45  (0.28,  0.70)*** 

0.45  (0.29,  0.70)*** 

fconr/hijed  orr  next  page) 
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Table  2.  Association  Between  LHDs'  Mental  Hearth  Activities  With  Preventable  Hospitalizations  for  Individuals  With  Mental  Illness  (continued) 


Variables 

ACSCs  +  mental  and  substance 
use  disorder,  OR  (95%  Cl) 

ACSCs  +  depression/ 
anxiety,  OR  (95%  Cl) 

ACSCs  -f  menta!  and  substance 
use  disorder,  OR  (95%  Cl) 

ACSCs  +  depression/ 
anxfety,  OR  (95%  Cl) 

>425 

Median  household  income  of  residents 
in  the  patient's  ZIP  code 

0.27  (0.16,  0.46)**+ 

0.28  (0.16,  0,47)*** 

0.28  (0.16,  0.48)*** 

0.29  (0.17,  0.50)*** 

qi  (1-38,999) 

ref 

ref 

ref 

ref 

Q2  (39,000-47,999) 

0.90  (0,81,  1.01) 

O.S9  (0.78,  LOO)* 

0.90  (0,81,  1.01) 

0,88  (0.78,  1.00)* 

Q3  (48,000-62,999) 

0.77  (0.71.  0.84)*** 

0.75  (0.69,  0.82)*** 

0.77  (0.71,  0.85)*** 

0.75  (0.69,  0.82)*** 

Q4  (>63,000) 

0.64  (0.56,  0.74)*** 

0.62  (0.54,  0.72)*** 

0.64  (0,56,  0.74)*** 

0.62  (0.54,  0.72)*** 

Urban 

County-level  characteristics 

1,38  (0,83.  2.27) 

1.31  (0.81.  2.13) 

0.99  (0,58,  1.70) 

0.92  (0.55.  1.53) 

Percent  of  African  Americans 

2.59  (1.38.  4.87)*** 

2.79  (141,  5,51)*** 

0.68  (OJ25,  1,80) 

0,62  (0.23,  1.69) 

Percent  of  foreign-born 

0.22  (0.09,  0.54)*** 

O-IB  (0.07,  0,47)*** 

0.71(0.17,  2.95) 

0.72  (0.16.  3.23) 

Number  of  primary  doctors,  per 

1.000  residents 

0.91  (0.45,  1.84) 

0.99  (0,47,  2,09) 

0.41  (0,17,  0,97)* 

0.41  (0.16,  1.02) 

Number  of  mental  health  specialists, 
per  1,000  residents 

0.98  (0,72.  1.35) 

0.95  (0,68,  1,33) 

1.71(1,08,  2.71)* 

1.74(1.09,  2.79)* 

LHD  per  cap  expenditure  below 
median 

ref 

ref 

ref 

ref 

LHD  per  cap  expenditure  above 
median 

0.74  (0.60,  0.91)*** 

0,73  (0,58,  0,92)** 

0.69  (0,55,  0-86)*** 

0.69(0,54,  0.89)*** 

LHD  per  cap  expenditure  unknown 

0.72  (0.47,  1.11) 

0.71  (0.42, 1.17) 

0.59  (0.38,  0.90)** 

0.57  (0.34,  0.96)* 

Constant 

0.01  (0,00.  0.06)*** 

0.01  (0.00,  0,06)*** 

0.00  (aOO,  0,02)*** 

0.00  (0.00,  0,01)*** 

Log  pseudo-likelihood 

-38385.21 

-41640.072 

-36958.578 

-40050.668 

Vlfald  chi-square 

10518.97  *** 

9215,92*** 

6021,20*** 

7304.72*** 

Soufce:  The  linked  data  sets  of  the  2012-2013  Health  Cost  and  Utilization  Project  State  Inpatient  Databases  of  the  State  of  Maryland,  the  Mationai  Association  of  County  and  City  Health  Officials  Profiles 
Survey,  the  American  Hospital  Directory,  the  National  Directory  of  Mental  Health  Treatment  Facilities;  the  Area  Health  Resource  File,  and  U,S.  Census  data. 

Note:  Boldface  indicates  statistical  significance  <0,001:  **p<0,01;  ^p<0.05),  A  multi  level/ hierarchical  model  was  employed  to  examine  whether  LHDs'  active  provision  of  mental  health 
preventive  care  and  health  promotion  can  reduce  the  rates  of  preventable  hospitalizations.  Depress  ton/anxiety  is  a  subset  of  mental  and  substance  use  disorder.  Specific  ICD-9  codes  used  to  measure 
specific  mental  illness  are  included  In  Appendix  Table  2  (available  online).  Contextual  factors  include  Income  in  patients'  residential  ZlP-code,  whether  the  LHD  was  in  an  urban  or  rural  area,  the 
percentage  of  the  population  residing  In  a  county  that  report  African  American  ancestry;  the  percentage  of  county  population  without  high  school  degrees,  and  percentage  of  county  population  with 
Insurance.  Also  Included  are  measures  indicating  availability  of  mental  healthcare  resources:  the  number  of  community  mental  health  centers,  the  number  of  federally  qualified  health  centers,  the 
number  of  primary  care  doctors  and  physicians  specializing  in  mental  health  care,  whether  LHD  had  one  or  more  local  boards  of  health,  the  total  full-time  equivalents  workforce  at  LHD,  etc.  These 
variables  have  been  identified  in  the  literature  as  predictors  for  healthcare  utilization  for  people  with  mental  illness.  Contextual  factors  witli  significant  coefficients  are  reported  above. 

ACSCs,  ambulatory  care  sensitive  conditions:  LHD,  local  health  department 
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Table  3,  Decomposition  Estimation  of  the  Contribution  of  LHDs  to  Reduce  Racial  Disparities  in  Preventable  Hospitalizations 


Decomposition  results 

Individuals  with  ACSCs  +  mental  and 
substanee  use  disorder 

Individuals  with  ACSCs  + 
depression/anxiety 

Predicted  probability  of  preventable 
hospitalizations  {%) 

White 

3.24 

2.87 

African  American 

4.98 

4.43 

Difference 

1.75*** 

1.56*** 

Explained  differences  (%) 

71.72 

68.90 

Explained  by  differences  in  LHDs'  mental 
health  preventive  care  (%) 

g^^±*** 

8.61*** 

Soi/rce:The  linked  data  seta  of  the  2012-2013  Heatth  Cost  and  Utilization  Project  (HCUP)  State  Inpatient  Databases  of  the  Slate  of  Mar-yland,  the 
National  Association  of  County  and  City  Health  Officials  Profiles  Survey  (NACCHO)^  the  American  Hospital  Directory,  the  National  Directory  of  Mental 
Health  Treatment  Facilities;  the  Area  Health  Resource  File,  and  U.S.  Census  data. 

Note:  Boldface  indicates  statistical  significance  {'*'p<0*05;  **^^p<0.01:  0,001),  The  Blinder-Oaxaca  decomposition  methods  are  used  to 

estimate  the  racial  disparities.  Depression/anxiety  is  a  subset  of  mental  and  substance  use  disorder.  Specific  ICD  9  codes  used  to  measure  specific 
mental  Illness  are  included  in  Appendix  Table  2  (available  online). 

ACSCs,  ambulatory  care  “sensitive  conditions;  LHD,  locaf  health  department 


preventable  hospitalizations  were  significantly  higher 
among  African  Americans  when  compared  witJi  whites. 
The  estimates  are  robust  to  different  model  specifica¬ 
tions.  Marginal  estimates  showed  that  direct  provision  of 
mental  health  preventive  care  by  LHDs  can  reduce  =5 
admissions  per  1,000  hospital  admissions  in  total  (which 
is  —7%  of  preventable  hospitalizations);  and  active 
provision  of  health  promotion  programs  can  also  reduce 
4-5  admissions  per  1,000  hospital  admissions  in  total 
(results  not  shown  but  are  available  upon  request). 
Decomposition  results  (f  able  3)  estimate  that  the  rates 
of  having  a  preventable  ACSC  with  coexisting  mental 
disorders  ranged  from  3.24%  among  whites,  to  4.98% 
among  African  Americans;  the  rates  of  having  a  pre¬ 
ventable  ACSC  with  coexisting  depression  and  anxiety 
was  2.87%  among  whiles,  and  4.43%  among  African 
Americans.  The  model  explained  69%“72%  of  the  differ¬ 
ences  across  races.  LHDs*  mental  health  preventive  care 
explained  9%  of  the  observed  differences  in  rates  of 
having  a  preventable  ACSC  with  coexisting  mental 
disorders  among  white  and  African  American  patients. 

DISCUSSION 

This  study  showed  that  LHDs"  provision  of  mental  health 
preventive  care  and  health  promotion  activities  were 
significantly  associated  with  lower  rates  of  inpatient 
admissions  for  individuals  with  ACSCs  and  coexisting 
mental  disorders,  African  Americans,  however,  were  less 
likely  than  whites  to  live  in  the  counties  with  LHDs  that 
were  active  in  the  provision  of  mental  health  preventive 
care.  By  removing  this  disparity  in  access,  LHDs* 
provision  of  mental  health  preventive  care  can  poten¬ 
tially  reduce  approximately  9%  of  the  observed  racial 


disparities  in  hospitalization  for  ACSCs  for  individuals 
with  mental  illness  and  existing  chronic  diseases^  such  as 
heart  disease  and  diabetes. 

These  findings  suggest  that  LHDs"  provision  of  mental 
health  preventive  care  is  expected  to  be  effective,  espe¬ 
cially  for  xoilnerable  populations.  Ongoing  financial 
support  for  LHDs  is  warranted  to  maintain  or  expand 
activities  in  order  to  reduce  disparities.  Minority 
patients  face  substantial  barriers  to  receiving  mental 
health  care  because  of  lack  of  access  and  stigma. 
Although  this  study  did  not  examine  stigma  specifically, 
the  authors  speculated  that  the  LHDs  can  serve  as  a 
mechanism  to  provide  mental  health  care  and  health 
promotion  and  engage  residents  in  wellness  and  treat¬ 
ment,  especially  for  racial  and  ethnic  minority  popula¬ 
tions,  Recent  research  suggests  that  partnerships  between 
hospital  systems  and  public  health  departments  can 
address  some  of  the  root  causes  of  poor  health  by 
improving  healthcare  access,  reducing  social  stigma, 
and  reducing  health  disparities.'""'^^  Because  LHDs 
assume  more  responsibilities  in  imderserved  areas  and 
provide  a  major  source  of  health  care  for  vulnerable 
populations,  racial  minority  patients  with  mental  disor- 
ders  may  gain  more  benefit  from  the  effective  LHD 
strategies  identified  by  this  study. 

Awareness  of  mental  healtli  as  a  community  health 
issue  has  emerged  across  public  health  leaders"  agendas. 
The  National  Institutes  of  Mental  Health  identified 
strengthening  the  public  health  impact  of  theii'  research 
and  population  approaches  to  treatment  as  priorities 
within  their  strategic  pian.^^  The  Robert  Wood  Johnson 
Foundation,  through  their  Culture  of  Health  Initiative,  has 
implemented  an  approach  to  healthy  communities  that 
encompasses  the  full  spectrum  of  physical,  mental,  and 
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social  wellness.  As  advocated  by  the  Substance  Abuse  and 
Mental  Health  Services  Administration,  integration  of  care 
not  only  improves  access  to  mental  healA,  but  also 
improves  general  health  care  access  for  people  witli  mental 
disorders.  Pindings  of  this  study  are  consistent  with  the 
literature  on  mental  health  integration  models  proposed 
by  Substiince  Abuse  Mental  Health  Services  Administra¬ 
tion  and  the  strategic  objective  of  the  National  Institute  of 
Mental  Health,  to  strengthen  the  public  heatli  impact/^ 
Results  of  this  study  can  guide  policy  decision  makers  in 
federal,  state,  and  local  governments  with  critical  infor¬ 
mation  to  evaluate  LHDs'  roles  as  essential  components  of 
care  integration  to  improve  mental  health. 

Limitations 

This  study  has  several  limitations.  First,  this  study 
focused  on  two  domains  of  LHDs"  activities  using  the 
binary  measures  given  the  data  limitations.  Possible 
variation  in  LHDs'  level  of  effort  to  promote  mental 
health  was  not  captured  in  this  analysis.  To  develop  more 
informative  policy  implications,  future  studies  should 
furtlier  examine  the  implementation  quality  of  LHDs’ 
activities.  Second,  the  present  analyses  were  limited  to 
Maryland  data,  limiting  the  general  inability  of  the  find¬ 
ings.  Because  LHD  activities  vary  from  state  to  state, 
more  research  is  needed  to  understand  whether  LHDs 
across  the  U.S,  are  able  to  impact  mental  health  in  the 
same  pattern.  Any  such  comparison  would  need  to 
control  for  differences  in  state  payment  models  in 
addition  to  the  numerous  socioeconomic  factors  tliat 
were  considered  in  this  modeh  Third,  despite  controlling 
for  a  wide  range  of  individual  and  community  character¬ 
istics,  some  confounding  variables  might  have  been 
omitted  because  of  data  limitations.  Lastly,  using  a 
cross-sectional  design,  this  study  examined  the  associa¬ 
tion  bet^^een  LHDs  activities  and  preventable  hospital¬ 
izations.  The  study  design  and  decomposition  method  do 
not  allow  for  the  investigation  of  causal  mechanisms,  for 
example,  through  feedback  loops  in  which  an  increasing 
hospitalization  rate  prompts  LHD  action  in  response. 
Future  studies  should  focus  on  the  estimation  of  causality 
using  longitudinal  data  sets.  Despite  these  limitations,  the 
results  of  this  study  provide  the  first  evidence  needed  to 
develop  a  scientifically  sound  and  culturally  tailored 
public  heallh-integrated  healthcare  model  that  will 
improve  the  efficiency  of  the  healthcare  delivery  system 
and  eliminate  health  disparities  for  individuals  with 
mental  disorders. 

CONCLUSIONS 

Improving  care  coordination  and  integration  are  essen- 
tial  to  meet  the  growing  demand  for  mental  health  care 


access,  while  controlling  costs  and  improving  the  quality 
of  service  delivery.  Results  suggest  that  it  will  be  cost 
effective,  from  a  societal  perspective,  to  engage  LHDs  as  a 
component  of  an  integrated  behavioral  health  system. 
Future  studies  will  be  needed  to  investigate  LHDs*  roles 
in  other  states  and  to  generalize  these  findings.  Such 
studies  will  help  researchers  and  policymakers  under¬ 
stand  the  extent  to  which  the  resources  of  LHDs  can  be 
used  or  should  be  expanded  to  improve  mental  health 
and  reduce  racial  disparities. 
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Reminder:  Think  before  you  click!  This  email  is  from  an  external  source  and  may  include  links  or 
attachments.  If  it  looks  suspicious,  don’t  click;  forward  to  heiDdesk@mhaofnvc.orq. 

Hi  Richard,  Jane,  and  John, 

I  hope  you  are  doing  well!  As  you  are  hopefully  aware,  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
5^^,  If  you  aren't  familiar  with  Vital  Signs,  it  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 
widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent  them. 
The  release  always  includes  a  web  page,  an  MMWR  article,  a  translation  piece  (i.e.  fact  sheet),  a  press 
release,  a  telebriefing  with  the  media  by  the  CDC  Director,  a  virtual  town  hall  meeting,  and  other 
products.  As  you  can  imagine  it's  a  lot  of  work!  I  am  currently  leading  the  effort  but  am  assisted  by  many 
people. 

I  wanted  to  give  you  a  heads-up  about  the  content  to  make  sure  it  strikes  the  right  balance  between 
highlighting  the  importance  of  mental  health  problems  and  the  fact  that  many  people  don't  have  mental 
health  problems  so  we  need  to  address  the  range  of  risk  and  include  a  range  of  prev  strategies.  The 


MMWR  and  the  fact  sheet  are  currently  in  clearance  but  we  have  a  small  window  to  make  revisions.  I 
have  permission  to  share  the  fact  sheet  and  some  brief  pieces  of  the  MiMWR. 

Wondering  if  you  can  respond  by  Monday  noon  with  any  comments  on  the  fact  sheet  and  any  tweaks  to 
wording  in  text  below  if  you  think  it's  not  in  balance.  Also  note  that  certain  details  have  been  omitted 
(some  of  which  are  actually  in  the  fact  sheet). 

A  note  on  the  fact  sheet:  This  draft  is  the  result  of  our  first  (3  hr  meeting)  with  the  vital  signs  team. 
We've  been  told  the  fact  sheet  goes  through  like  200  revisions?!  Everything  in  the  fact  sheet  must  also 
be  stated  in  the  MMWR  and  it  has  to  be  plain  language.  The  fact  sheet  is  4  pages  and  came  with  14 
pages  of  guidance  if  that  tells  you  anything!  Attaching  the  latest  opioid  one  for  your  convenience, 

MIVIWR  Abstract _ 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Deb  Stone,  Tom  Simon,  Katie  Fowler,  Scott  Kegler,  Kerning  Yuan,  Kristin  Holland,  Asha  Ivey- 

Stephenson,  and  Alex  Crosby 

Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999.  Mental  health 
problems  (MHP)  are  just  one  factor  contributing  to  suicide.  Examining  state-level  trends  in,  and  the 
multiple  contributing  circumstances  to,  suicide  can  inform  comprehensive  state  suicide  prevention 
planning. 

Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex,  across 
six  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital 
Statistics  System  for  50  states  and  Washington,  D,C.  Data  from  the  National  Violent  Death  Reporting 
System,  covering  27  states  in  2015,  were  used  to  examine  contributing  circumstances  among 
decedents  with  and  without  known  mental  health  problems  (MHP). 

Results:  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing 
increases  of  more  than  30%. ..In  2015,  more  than  half  (54%)  of  decedents  in  27  states  did  not  have  a 
known  MHP.  Among  people  with  circumstance  information,  several  circumstances,  including 
relationship  problems/loss  (45.1%  vs  39.6%),  life  stressors  (54.2%  vs  49.7%),  and  recent/impending 
crises  (32.9%  vs  26.0%)  were  significantly  more  likely  among  those  without  a  known  MHP  than 
decedents  with  MHP,  but  were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999-2016.  Various 
circumstances  contributed  to  suicides  among  people  with  and  without  known  MHP. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public  health 
approach  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent 

reattempts,  and  help  friends/family  after  a  suicide  occurs. _ 

Part  of  the  Intro  (Would  like  your  thoughts  on  whether  this  is  striking  the  right  balance.  This  is  my  main 
reason  for  wanting  your  feedback.  We  want  to  make  the  case  for  a  focus  on  the  full  range  of  factors 
impacting  on  suicide  and  the  full  range  of  prevention  strategies  without  inadvertently  sending  the 
message  that  those  other  factors  and  other  strategies  aren't  important.  They  definitely  are.  We  need  it 
all. 

T/Jhe  National  Strategy  for  Suicide  Pre\/ention(NSSP)(5)  calls  for  a  public  health  approach  to  suicide 
prevention  with  efforts  spanning  across  multiple  levels  (i.e.,  individual,  family/relationship, 
community,  and  societal).  Such  an  approach  underscores  that  suicide  is  rarely  caused  by  any 
single  factor,  but  rather,  is  multi-determined. 

T/Despite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically-oriented,  focused  on 
treating  mental  health  problems  (MHP)  and  preventing  re-attempts  (6). 

T/Apart  from  MHP  and  prior  attempts,  other  contributing  circumstances  to  suicide  include  social 
and  economic  problems,  access  to  lethal  means  (e.g,,  substances,  firearms,  bridges)  among 
people  at  risk,  and  poor  coping  and  problem-solving  skills  (5).  Expanded  awareness  of  these 


additional  circumstances  contributing  to  suicide  risk  and  action  to  address  them,  can  help  reach 
the  nation's  goal  of  reducing  suicide  rates  20%  by  2025  (7). 

Part  of  the  methods: 

lyCharacteristics  and  circumstances  of  suicide  decedents  >10  years  old,  with  and  without  known 
MHP,  were  compared  in  the  27  states  with  complete  data  participating  in  COCs  National  Violent 
Death  Reporting  System  (NVDRS)  in  2015. 

t/NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other  substance 
dependence,  which  are  captured  separately  in  NVDRS. 

Part  of  the  results:  [Main  point:  while  there  were  specific  differences  between  the  groups,  the  main 
point  is  that  both  groups  had  multiple  circumstances  and  so  we  need  to  be  addressing  all  of  these  in  our 
prevention  activities] 

T/People  without  known  MHP  were  less  likely  to  have  any  substance  abuse  problems 

T/... two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health  or  substance  abuse 
treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment. 

T/Decedents  without,  versus  those  with,  known  MHP,  had  significantly  greater  likelihood  of  any 
relationship  problem/loss,  specifically  intimate  partner  problems,  arguments,,.  They  also  were 
more  likely  to  have  experienced  any  life  stressors,  such  as  criminal-legal  problems,  or 
evictjon/loss  df  home  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcximing  two  vyeeks.  All  of  these  differences  remained  significant  in  the  adjusted  models, 

lyAmong  all'  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did 

not  differ  by  group. 

l/Similarly,  among  people  without  versus  with  MHP,  physical  health  problems  and  job/financial 
problems  were  commonly  experienced  and  did  not  differ  by  group. 

Part  of  the  discussion: 

T/... Additional  research  into  the  specific  causes  of  these  trends  is  necessary.  Fortunately,  data  from 
the  27  states  participating  in  NVDRS  provides  important  insight  into  suicide  circumstances  and 
can  help  states  identify  prevention  priorities. 

Y/.,.suicide  prevention  research  and  practice  is  heavily  oriented  towards  downstream  treatment  of 
MHP  and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors,  further 
upstream,  is  essential  to  a  public  health  approach  (10),  as  the  current  study  found  that  more 
than  half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  MHP. .. 

T/...  people  with  MH  P  also  experienced  other  life  stressors  such  as  job/financial,  relationship,  and/or 
physical  health  problems.  These  findings  point  to  the  need  to  both  prevent  the  conditions 
associated  with  mental  health  problems  in  the  first  place,  and  to  support  people  with  known 
MHP  to  decrease  their  risk  of  poor  outcomes. 

KTTwo-thirds  of  this  group  had  a  history  of  any  mental  health  and/or  substance  abuse  treatment, 
with  over  half  in  treatment  when  they  died.  This  suggests  the  need  for  additional  safety 
supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor-patient  collaborative  care  models  and  proven  cognitive^behavioral  therapies. 
Additionally,  greater  access  to  behavioral  health  providers  in  underserved  areas  is  needed,  as  is 
expansion  of  healthcare  systems  needed  that  integrates  physical  and  behavioral  health  with  a 
priority  on  suicide  prevention  and  patient  safety,  especially  through  care  transitions  (12). 

VComprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  full  range  of 
factors  contributing  to  suicide... [insert  technical  package  components  here] 

T/Limitation-abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative 
reports.  Therefore,  the  extent  of  informant  knowledge  can  impact  data  completeness  and 


accuracy.  Studies  including  more  in-depth  interviews  with  next-of-kin  greater 

attributions  to  nnental  disorders. 


From:  John  Draper 

Sent:  6  Apr  2018  14:29:30  +0000 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);McKeon,  Richard 

(SAMHSA/CMHS);Pearson,  Jane  L  (NIH/NIMH)  [E] 

Subject:  Re:  ** Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 

Attachments:  Suicide  Vital  Signs  Fact  Sheet  after  roundtable  to  share  4.4.18[JD  changes). docx 

Hi  Deb! 

I  love  the  changes  made  in  the  MMWR  to  broaden  thinking  about  suicide  prevention  to  a  more  inclusive 
(and  expansive)  public  health  approach,  beyond  the  narrow  scope  of  mental  health  problems  alone.  In 
accordance  with  that  approach,  I  made  some  changes  in  the  attached  Vital  Signs  draft  for  the  CDC's 
consideration.  I  hope  ifs  helpful! 

John  Draper,  Ph.D, 

MHA-NYC 
Project  Director 

National  Suicide  Prevention  Lifeline  1  1-800-273-TALK  (8255) 
and 

Executive  Vice  President  of  National  Networks 
MHA'NYC 
T:  (212) 614-6309 
T:  (212) 614-6357 

suicidepreventionlifeline.org  I  nfllifeline.org  |  Twitter  |  Facebook 
Together,  we  can  use  our  voices  to  help  save  Uves. 

Join  us  for  our  26th  Annual  Gala  on  June  19,  2018. 

From:  Deborah  Stone 

Date:  Thursday,  April  5,  2018  at  12:49  PM 

To:  MPH  Richard  McKeon  ,  "Jpearson@mail.n(h.gov"  ,  "JohnD@mhaofnyc.org" 

Subject:  **Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 

Reminder:  Think  before  you  dick!  This  email  is  from  an  external  source  and  may  include  links  or 
attachments.  If  it  looks  suspicious,  don’t  ctick;  forward  to  helpdesk@mhaofnyc.org. 

Hi  Richard,  Jane,  and  John, 

I  hope  you  are  doing  well!  As  you  are  hopefully  aware,  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
If  you  aren't  familiar  with  Vital  Signs,  it  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 
widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent  them. 
The  release  always  includes  a  web  page,  an  MMWR  article,  a  translation  piece  (i.e.  fact  sheet),  a  press 
release,  a  telebriefing  with  the  media  by  the  CDC  Director,  a  virtual  town  hall  meeting,  and  other 
products.  As  you  can  imagine  it's  a  lot  of  work!  I  am  currently  leading  the  effort  but  am  assisted  by  many 
people. 

I  wanted  to  give  you  a  heads-up  about  the  content  to  make  sure  it  strikes  the  right  balance  between 
highlighting  the  importance  of  mental  health  problems  and  the  fact  that  many  people  don't  have  mental 
health  problems  so  we  need  to  address  the  range  of  risk  and  include  a  range  of  prev  strategies.  The 
MMWR  and  the  fact  sheet  are  currently  in  clearance  but  we  have  a  small  window  to  make  revisions.  I 
have  permission  to  share  the  fact  sheet  and  some  brief  pieces  of  the  MiMWR, 

Wondering  if  you  can  respond  by  Monday  noon  with  any  comments  on  the  fact  sheet  and  any  tweaks  to 
wording  in  text  below  if  you  think  it's  not  in  balance.  Also  note  that  certain  details  have  been  omitted 
(some  of  which  are  actually  in  the  fact  sheet). 

A  note  on  the  fact  sheet:  This  draft  is  the  result  of  our  first  (3  hr  meeting)  with  the  vital  signs  team. 
We've  been  told  the  fact  sheet  goes  through  like  200  revisions?!  Everything  in  the  fact  sheet  must  also 


be  stated  in  the  MMWR  and  it  has  to  be  plain  language.  The  fact  sheet  is  4  pages  and  came  with  14 
pages  of  guidance  if  that  tells  you  anything!  Attaching  the  latest  opioid  one  for  your  convenience. 

MMWR  Abstract _ 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Deb  Stone,  Tom  Simon,  Katie  Fowler,  Scott  Kegler,  Kerning  Yuan,  Kristin  Holland,  Asha  Ivey- 

Stephenson,  and  Alex  Crosby 

Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999.  Mental  health 
problems  (MHP)  are  just  one  factor  contributing  to  suicide.  Examining  state-level  trends  in,  and  the 
multiple  contributing  circumstances  to,  suicide  can  inform  comprehensive  state  suicide  prevention 
planning. 

Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex,  across 
six  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital 
Statistics  System  for  50  states  and  Washington,  D,C.  Data  from  the  National  Violent  Death  Reporting 
System,  covering  27  states  in  2015,  were  used  to  examine  contributing  circumstances  among 
decedents  with  and  without  known  mental  health  problems  (MHP). 

Results:  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing 
increases  of  more  than  30%..  Jn  2015,  more  than  half  (54%)  of  decedents  in  27  states  did  not  have  a 
known  MHP.  Among  people  with  circumstance  information,  several  circumstances,  including 
relationship  problems/loss  (45.1%  vs  39.6%),  life  stressors  (54.2%  vs  49.7%),  and  recent/impending 
crises  (32.9%  vs  26.0%)  were  significantly  more  likely  among  those  without  a  known  MHP  than 
decedents  with  MHP,  but  were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999-2016.  Various 
circumstances  contributed  to  suicides  among  people  with  and  without  known  MHP. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public  health 
approach  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent 

reattempts,  and  help  friends/family  after  a  suicide  occurs. _ 

Part  of  the  Intro  (Would  like  your  thoughts  on  whether  this  is  striking  the  right  balance.  This  is  my  main 
reason  for  wanting  your  feedback.  We  want  to  make  the  case  for  a  focus  on  the  full  range  of  factors 
impacting  on  suicide  and  the  full  range  of  prevention  strategies  without  inadvertently  sending  the 
message  that  those  other  factors  and  other  strategies  aren't  important.  They  definitely  are.  We  need  it 
all. 

T7The  National  Strategy  for  Suicide  Pre\^ention(NS5P)(S)  calls  for  a  public  health  approach  to  suicide 
prevention  with  efforts  spanning  across  multiple  levels  (f.e.,  individual,  family/relationship, 
community,  and  societal).  Such  an  approach  underscores  that  suicide  is  rarely  caused  by  any 
single  factor,  but  rather,  is  muftl-determined. 

I/Despite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically-oriented,  focused  on 
treating  mental  health  problems  (MHP)  and  preventing  re-attempts  (6). 

17 Apart  from  MHP  and  prior  attempts,  other  contributing  circumstances  to  suicide  include  social 
and  economic  problems,  access  to  lethal  means  (e.g.,  substances,  firearms,  bridges)  among 
people  at  risk,  and  poor  coping  and  problem-solving  skills  (5).  Expanded  awareness  of  these 
additional  circumstances  contributing  to  suicide  risk  and  action  to  address  them,  can  help  reach 
the  nation's  goal  of  reducing  suicide  rates  20%  by  2025  (7). 

Part  of  the  methods: 

T/Characteristics  and  circumstances  of  suicide  decedents  >10  years  old,  with  and  without  known 
MHP,  were  compared  In  the  27  states  with  complete  data  participating  in  CDCs  National  Violent 
Death  Reporting  System  (NVDRS)  in  2015. 


r/NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other  substance 
dependence,  which  are  captured  separately  in  NVDRS. 

Part  of  the  results:  [Main  point:  while  there  were  specific  differences  between  the  groups,  the  main 
point  is  that  both  groups  had  multiple  circumstances  and  so  we  need  to  be  addressing  all  of  these  in  our 
prevention  activities] 

V People  without  known  MHP  were  less  likely  to  have  any  substance  abuse  problems 

T/.,. two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health  or  substance  abuse 
treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment. 

T(7 Decedents  without,  versus  those  with,  known  MHP,  had  significantly  greater  likelihood  of  any 
relationship  problem/loss,  specifically  intimate  partner  problems,  arguments...  They  also  were 
more  likely  to  have  experienced  any  life  stressors,  such  as  criminal-legal  problems,  or 
eviction/loss  of  home  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcoming  two  weeks.  All  of  these  differences  remained  significant  in  the  adjusted  models. 

17 Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did 
not  differ  by  group. 

lysimilarly,  among  people  without  versus  with  MHP,  physical  health  problems  and  job/financial 
problems  were  commonly  experienced  and  did  not  differ  by  group. 

Part  of  the  discussion: 

T/... Additional  research  into  the  specific  causes  of  these  trends  is  necessary.  Fortunately,  data  from 
the  27  states  participating  in  NVDRS  provides  important  insight  into  suicide  circumstances  and 
can  help  states  identify  prevention  priorities. 

17. ..suicide  prevention  research  and  practice  is  heavily  oriented  towards  downstream  treatment  of 
MHP  and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors,  further 
upstream,  is  essential  to  a  public  health  approach  (10),  as  the  current  study  found  that  more 
than  half  of  suicide  decedents  in  NVDRS  did  /lothave  a  known  MHP. .. 

T/... people  with  MHP  also  experienced  other  life  stressors  such  as  job/financial,  relationship,  and/or 
physical  health  problems.  These  findings  point  to  the  need  to  both  prevent  the  conditions 
associated  with  mental  health  problems  in  the  first  place,  and  to  support  people  with  known 
MHP  to  decrease  their  risk  of  poor  outcomes. 

T/Two-thirds  of  this  group  had  a  history  of  any  mental  health  and/or  substance  abuse  treatment 
with  over  half  in  treatment  when  they  died.  This  suggests  the  need  for  additional  safety 
supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 
Additionally,  greater  access  to  behavioral  health  providers  in  underserved  areas  is  needed,  as  Is 
expansion  of  healthcare  systems  needed  that  integrates  physical  and  behavioral  health  with  a 
priority  on  suicide  prevention  and  patient  safety,  especially  through  care  transitions  (12). 

T/ Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  full  range  of 
factors  contributing  to  suicide... [insert  technical  package  components  here] 

Y/Limitation-abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative 
reports.  Therefore,  the  extent  of  informant  knowledge  can  impact  data  completeness  and 
accuracy.  Studies  including  more  in-depth  interviews  with  next-of-kin  often  see  greater 
attributions  to  mental  disorders. 


1  Rising  suicide  rates  across  states 

2  More  than  just  a  mental  health  problem 

3  45,000 

4  Nearly  45,000  suicides  in  2016 

5 

6  30% 

7  Suicide  rates  increased  more  than  30%  in  half  of  states  in  the  US 

8 

gll"  50% 

10  More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem 

11 
12 

13  Suicide  is  a  leading  cause  of  death  in  the  US  and  has  greatly  increased  in  44  states  (1 999-201 6)^  Mental 

14  health  problems  are  often  seen  as  the  sole  cause,  but  suicide  is  rarely  caused  by  a  single  factor.  Many 

15  people  who  die  by  suicide  arc  not  known  to  have  mental  health  problems  at  the  time  of  death.  Other 

16  issues  also  contribute  to  suicide,  including  failing  relationships,  poor  health,  Job  stress  or 

1 7  unemployment,  money,  housing,  and  legal  problems. 

18  While  suicide  rates  arc  elimbiim,  suicide  prevention  is  occnri  itm  cvevy  day.  Survey  data  indicate  that  for 

19  every  person  w4io  dies  by  suicide  annnallw  approximately  280  persons  think  servioulv  about  suicide  but 

^0  do  not  kill  then^selves,  and  nearly  60  others  survive  a  suicide ^ttempj|>  the  overwhelming  majority  of 

21  which  tJQ  on  to  live  out  their  ^ive^  Persons  who  have  been  suicidal  dtc  a  number  of  behaviors  that  keep 

22  them  safe,  ranging  from  engaging  social  and  spiritual  supports  to  mental  health  service  supports,  and 

23  nracticinii  nositive  conina  iMii  Close  coordination  of  civic,  law  enforcement,  business,  education, 

24  social  services,  faith,  media,  and  health  sectors  is  important  for  preventing  suicide.  Individuals,  Estates 

25  and  communities  can  take  actions  now  based  on  the  best  available  evidence.  State  public  health 

26  departments  can  be  the  leaders  in  bringing  together  the  necessary  community  partners  to  promote 

27  individual  and  collective  fer-actions  to  prevent  Skiicide. 

2S 

29  Individuals  concerned  about  persons  who  could  be  suicidal  can: 

30  •  Ask  them  directly  if  they  are  thinking  about  suicide 

31  ♦  Keen  them  safe  by  removing  access  to  means  for  killing  themselves 

32  •  Be  there  for  them,  listening  non-iudumentally,  lettinii  them  know  you  care  about  them 

33  •  Help  them  connect  with  others  who  can  support  them  tliroutiii  this  painful  time 

34  •  Follow  up  with  them  to  let  them  know  that  you  are  there  for  them 

35  For  mon'  infontiulum,  see  Beiheltfhcom 

36 

37  States  and  communities  can: 

38  ♦  Identify  and  support  people  at  risk  of  suicide. 


Comment  |Ofl!ce|:  Ratios  taken  from 
data  complied  from  federal  surveys  of 
both  youth  and  adults: 

Source:  *  National  Center  for  Injury 
Prevention  and  Control,  Centers  for 
Disease  Control  and  Prevention,  Web- 
based  injury  Stotistfcs  Query  and 
Reporting  System  {WlSQARS}.  Avaibbie 
from: 

WWW.  cdc.gQ  v/i  n  \  u  ry/wTs  q  a  rs  /  i  n  d  ex .  htm  I 


.  And  CDC  VRBS,  2016 

**SLibstance  Abuse  and  Mental  Health 
Services  Administration,  Results  from  the 
2015  Nationai  Survey  on  Drug  Use  and 
Health:  Mentaf  Health  Findings,  NSDUH 
Series  H-42,  HHS  Publication  No.  (SMA) 
11-4667.  Rockville,  MD:  Substance  Abuse 
and  Mental  Health  Services 
Administration,  2016.  And  CDC  VR6S, 
2016. 


/ 
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Comment  I  Office]:  Owens  D, 
Horrocks  J,  and  H arise  A.  Fatal 
and  non-fa tal  repetition  of  self- 
harm:  systematic  re\iew.  British 
Journal  of  Psychiatly^ 

2002;i8i:ig:viQQ. 


comment  jOffice]:  See  Alexander  eta[ 
2009: 

https://ps.psychiatryonline.0rg/doj/full/l 
.0.117G/PS.2Q09.6Q.9.1214 _ 


•  Lessen  harms  and  prevent  future  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  manage  everyday 
challenges. 

•  Create  safe  and  supportive  environments  where  people  live,  work,  learn,  and  play. 

•  Make  sure  people  are  connected  to  others  in  their  community  and  don’t  feel  alone. 

•  Make  sure  those  at  risk  are  connected  to  healthcare  systems  that  include  mental  and  physical 
health, 

•  Strengthen  temporary  financial  and  housing  assistance  for  those  struggling  to  make  ends 
meet. 

[INCLUDE  LINK  TO  TECHNICAL  PACKAGE: 

www.cdc.gov/violenceprevention/pdf/suicideTechnicalPackage.pdf] 
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Problem:  State  suicide  rate  increases  ranged  from  6%  to  58% 


Deaths  by  suicide  rose  across  the  US  from  1999  to  2016 


D  Decrease  1.0% 

3  Increase  5  9%-  18,3% 
3  Increase  18.8% -29 .3% 
I  Increase  31  9% -37  .4% 
■  Increase  37  6%-  57  6% 


Many  factors  contribute  to  suicide 

•  54%  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem. 


Sex  AgeGroup  Method 


No  Known  Merita)  Health  Problems 


Other  ' 


With  Mental  Health  Problems 


•  Many  factors  contribute  to  suicide  among  those  with  and  without  mental  health  problems. 


[Note:  Icons  below  will  be  changed  to  reflect  the  problem  listed.  This  is  just  to  convey  the  idea] 


Recent/  pending  crisis  (29%) 

Intimate  partner 
problem  (27%) 

«  ®  © 

Relationship 
problem  (42%) 


Substance  use 
problem  (28%) 


Physical  health 
problem  (22%) 


Job/Financial 
problem  (16,%> 


Housing 

(4%) 


Criminal  legal 
problems  (9%) 


Argument/Conflict  (16% 
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States  are  seeing  increases.  What  can  they  do  prevent  suicides? 


Use  Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices  to  make  decisions 
based  on  the  best  evidence  for  suicide  prevention  [This  could  be  in  a  banner  going  across  the  page 
with  the  link  to  the  technical  package  www.cdc.gov/violenccprevcntion/pub/technicab 
packages.htmll 


■  States  can  hfip  the 
i>uftJen  of 

financial  m 
peopli?^'’  thmugh 
tempofarv  financial  ami 
hcH  wg  assisraiK# 


*  Cormnunltlei  can  provide 
supportive  resources  to 
friends/famiy  after  a 
suicide. 

«  Meda  can  report  on 
suicide  in  sare  ways  and 
provide  hefping  resourres 


€ 


•  States  can  rr^ake  sure  mental  health 
care  IS  affor  dable  and  easy  to  access 
so  people  m  need  don't  **fai  through 
The  rracks  ■ 

•  Providers  can  nsake  treatment 
avaitabi?  through  phone  and  ooime 
Vi  here  services  are  not  Midely 
available. 


Provide 

financial  support 
to  individuals  in 
need 

lessen  harms 
and  prevent 
future  risk 


Strengthen  access 
to  and  delivery  of 
suicide  care 


Preventing 
suicide  involves 
everyone  in  the 
community 


*  Ev^fVonecani  learn  th^i  sagns 
of  Mjicide,  how  best  to 
respond^  and  here  to 
access  h^, 


Identify  and 
support 
people  at 
risk 


\ 


U  «  B  t*  44  •»  I 
44  ft  M  H  H  tt  I 
It  M  B  11  f1 ««  I 

It  •  H  t»  U  «l  t 


Create  protective 
e  nvi  ronments  where 
people  live,  work^ 
learHj  and  play 


;•  Everyo w  can  rcNtuce  access  to 
letival  means  arriorig  peopte  at 
ftik  bv  safehF  storing  iTredicatiorki 
ami  firearms 

Employers  can  put  in  plat# 
polici^  that  #n  courage  help 
seeking  and  create  a  positive  and 
healthy  enwonnwnL 


Teach  coping 
and  problem¬ 
solving  skills 


Ensure  people  are 
connected  to  others  In 
their  community 

•  Schools  can  teach  coping  and 
pfuhlem-solvwg  skills  that  help 
young  people  tackle  every  day 
i^gtilws^ _ 


murs"7 

f  ilLlHi  i£ 

i#T”“ 


>  Cofivn unities  can  provide 
aciwitiei  that  help  people 
stay  cor>fiected  so  they 
don't  feel  alone  or 
becoftie  isbUted. 


[Create  an  infographic  like  the  one  below  that  lists  w^arning  signs.  It  will  be  updated  to  reflect  the 
latest  guidance  on  warning  signs] 


NEGATIVE 

VIEW 
of  SEIF 

MAKING  IB 

SUICIDE  ™ 

tbreals 


A  wsr  if 

HOPELESSNESS 


© 


NO  HOPE 


ISOLATION 

FEELING 

ALONE 


FUTURE 


SUBSTANCE 


GIVING 

rtungsAWAY 


wawifuneral 

ARRANCEHEPtTTS 


Suicide 

WARNING 
SIGNS 


AGGTIESSIVCNESS 

CZI> 

IRKfrABiLmr^ 


,  ^  Pas5«$sina 

yXLETHAL 
^  MEANS 


FEEUHQ  UgEA 

BURDEN 

tsothiEFa 


DRASTIC 


MOOD 


ENGAGING  SELF-  _ 

#  [ isk/  harm 

BEHAVIORS 

,  CUTTING  aoouf 

behaviours  DEATH 
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WHAT  CAN  BE  DONE 

Tlie  Federal  government  is; 

•  Tracking  and  monitoring  the  problem. 

•  Sharing  information  on  actions  proven  to  prevent  suicide. 

•  Working  with  other  local,  state,  and  federal  governmental  agencies  to 
prevent  suicide. 


NEED  HELP? 


SUICIDE 

PREVENTION 

LIFELINE 

t-aoD-m-rALKiasss] 


Stoles  and  communities  can: 

•  Identify  and  support  people  at  risk  of  suicide. 

*  Lessen  harms  and  prevent  future  risk  of  suicide. 

*  Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  manage  everyday 
challenges. 

♦  Create  safe  and  supportive  environments  where  people  live,  work,  learn,  and  play. 

•  Make  sure  people  are  conneeted  to  others  in  their  community  and  don’t  feel  alone. 

*  Make  sure  those  at  risk  are  connected  to  healthcare  systems  that  include  mental  and  physical 
health. 

•  Strengthen  temporary  financial  and  housing  assistance  For  those  struggling  to  make  ends 
meet. 


Comment  |Ottke|:  These  steps  are  fine, 

I  but  I  would  consider  combining  them 
j  with  repeating  the  steps  and  info  found 
it  on  the  Life  linens  Bethelto.com _ ^ 


i 

I 

p 

I 

p 

I 
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Healthcare  systems  can  I 

•  Make  sure  entire  healthcare  systems  provide  high  quality,  ongoing  care,  focusing  on  suicide  j 

prevention.  ( 

•  Make  sure  healthcare  is  easily  accessible  and  provide  options  such  as  telecommunications  in  J 

areas  wh  ere  servi  ces  aren '  t  ava  liable.  I 

•  Provide  personalized,  proven  treatment  plans  for  patients  at  risk  of  suicide. 


Employers  cam 

*  Promote  employee  health  and  well-being,  support  people  at  risk,  and  have  plans  in  place  to 
respond  to  risk  effectively. 

*  Train  all  employees  about  suicide  risk  and  prevention. 

•  Encourage  employees  to  seek  help  and  provide  referrals  to  mental  health,  substance  abuse,  or 
financial  counseling  services  as  needed. 

Every' one 

*  Reduce  access  to  lethal  means,  such  as  medications  and  firerams,  among  people  at  risk. 

•  Learn  the  warning  signs  of  suicide  to  help  identify  and  refer  people  at  risk. 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help  for  themselves  or  others:  I -800-273- 
TALK  (8255).  h  tt  ps :  //  sui  c  id  e  prevent  i  on  I  i  fe  I  i  ne .  org 


[Call  out  ho^:  The  media  can  encourage  help-seeking  and  avoid  dramatic  headlines  using 
guidelines  at  >\  Reporti  ngOnS  nicide,m^t;| 


From:  Pearson,  Jane  L  (NIH/NIMH)  [E] 

Sent;  5  Apr  2018  20:46:04  +0000 

To:  McKeon,  Richard  {SAMHSA/CMHS);Stone,  Deborah  (CDC/ONDIEH/NCIPC);John 

Draper 

Subject:  RE:  Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 

Hi  Deb, 

Thanks  for  the  opportunity 
Will  try  to  meet  your  deadline 
Jane 

From:  McKeon,  Richard  (SAMHSA/CIVIHS} 

Sent:  Thursday,  April  5,  2018  2:31  PM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Pearson,  Jane  L  (NIH/NIMH)  [E] ;  John  Draper 
Subject:  Re:  **Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 

Will  take  a  look.  Thanks  for  the  opportunity 


On:  05  April  2018  12:51, 

"Stone,  Deborah  (CDC/ONDIEH/NCIPC)’'  <zaf9@cdc,gov>  wrote: 

Hi  Richard,  Jane,  and  John, 

I  hope  you  are  doing  well!  As  you  are  hopefully  aware,  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
5^*^,  If  you  aren't  familiar  with  Vital  Signs,  it  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 
widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent  them. 
The  release  always  includes  a  web  page,  an  MMWR  article,  a  translation  piece  (i.e,  fact  sheet),  a  press 
release,  a  telebriefing  with  the  media  by  the  CDC  Director,  a  virtual  town  hall  meeting,  and  other 
products.  As  you  can  imagine  it's  a  lot  of  work!  I  am  currently  leading  the  effort  but  am  assisted  by  many 
people. 

I  wanted  to  give  you  a  heads-up  about  the  content  to  make  sure  it  strikes  the  right  balance  between 
highlighting  the  importance  of  mental  health  problems  and  the  fact  that  many  people  don't  have  mental 
health  problems  so  we  need  to  address  the  range  of  risk  and  include  a  range  of  prev  strategies.  The 
MMWR  and  the  fact  sheet  are  currently  in  clearance  but  we  have  a  small  window  to  make  revisions.  I 
have  permission  to  share  the  fact  sheet  and  some  brief  pieces  of  the  MiMWR. 

Wondering  if  you  can  respond  by  Monday  noon  with  any  comments  on  the  fact  sheet  and  any  tweaks  to 
wording  in  text  below  if  you  think  it's  not  in  balance.  Also  note  that  certain  details  have  been  omitted 
(some  of  which  are  actually  in  the  fact  sheet). 

A  note  on  the  fact  sheet:  This  draft  is  the  result  of  our  first  {3  hr  meeting)  with  the  vital  signs  team. 
We've  been  told  the  fact  sheet  goes  through  like  200  revisions?!  Everything  in  the  fact  sheet  must  also 
be  stated  in  the  MMWR  and  it  has  to  be  plain  language.  The  fact  sheet  is  4  pages  and  came  with  14 
pages  of  guidance  if  that  tells  you  anything!  Attaching  the  latest  opioid  one  for  your  convenience. 
MMWR  Abstract _ 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Deb  Stone,  Tom  Simon,  Katie  Fowler,  Scott  Kegler,  Kerning  Yuan,  Kristin  Holland,  Asha  Ivey- 

Stephenson,  and  Alex  Crosby 

Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999.  Mental  health 
problems  (MHP)  are  just  one  factor  contributing  to  suicide.  Examining  state-level  trends  in,  and  the 


multiple  contributing  circumstances  to,  suicide  can  inform  comprehensive  state  suicide  prevention 
planning. 

Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex,  across 
six  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National  Vital 
Statistics  System  for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting 
System,  covering  27  states  in  2015,  were  used  to  examine  contributing  circumstances  among 
decedents  with  and  without  known  mental  health  problems  (MHP). 

Results:  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states  experiencing 
increases  of  more  than  30%. ..In  2015,  more  than  half  (54%)  of  decedents  in  27  states  did  not  have  a 
known  MHP,  Among  people  with  circumstance  information,  several  circumstances,  including 
relationship  problems/loss  (45.1%  vs  39.6%),  life  stressors  (54.2%  vs  49.7%),  and  recent/impending 
crises  (32.9%  vs  26,0%)  were  significantly  more  likely  among  those  without  a  known  MHP  than 
decedents  with  MHP,  but  were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999-2016,  Various 
circumstances  contributed  to  suicides  among  people  with  and  without  known  MHP, 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public  health 
approach  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent 
reattempts,  and  help  friends/family  after  a  suicide  occurs. _ 

Part  of  the  Intro  (Would  like  your  thoughts  on  whether  this  is  striking  the  right  balance.  This  is  my  main 
reason  for  wanting  your  feedback.  We  want  to  make  the  case  for  a  focus  on  the  full  range  of  factors 
impacting  on  suicide  and  the  full  range  of  prevention  strategies  without  inadvertently  sending  the 
message  that  those  other  factors  and  other  strategies  aren't  important.  They  definitely  are.  We  need  it 
all. 

TTThe  Notional  Strategy  for  Suicide  Prevention(NSSP)(5)  calls  for  a  public  health  approach  to  suicide 
prevention  with  efforts  spanning  across  multiple  levels  (i.e.,  individual,  family/relationship, 
community,  and  societal).  Such  an  approach  underscores  that  suicide  is  rarely  caused  by  any 
single  factor,  but  rather,  is  multi-determined, 

T/Despite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically-oriented,  focused  on 
treating  mental  health  problems  (MHP)  and  preventing  re-attempts  (6). 

K7Apart  from  MHP  and  prior  attempts,  other  contributing  circumstances  to  suicide  include  social 
and  economic  problems,  access  to  lethal  means  (e,g.,  substances,  firearms,  bridges)  among 
people  at  risk,  and  poor  coping  and  problem-solving  skills  (5),  Expanded  awareness  of  these 
additional  circumstances  contributing  to  suicide  risk  and  action  to  address  them,  can  help  reach 
the  nation's  goal  of  reducing  suicide  rates  20%  by  2025  (7), 

Part  of  the  methods; 

VCharacteristics  and  circumstances  of  suicide  decedents  >10  years  old,  with  and  without  known 
MHP,  were  compared  in  the  27  states  with  complete  data  participating  in  CDC's  National  Violent 
Death  Reporting  System  (NVDRS)  in  2015, 

ll/NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other  substance 
dependence,  which  are  captured  separately  in  NVDRS. 

Part  of  the  results:  [Main  point:  while  there  were  specific  differences  between  the  groups,  the  main 
point  is  that  both  groups  had  multiple  circumstances  and  so  we  need  to  be  addressing  all  of  these  in  our 
prevention  activities] 

T/People  without  known  MHP  were  less  likely  to  have  any  substance  abuse  problems 

T/,.,two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health  or  substance  abuse 
treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment. 


r/Decedents  without,  versus  those  with,  known  MHP,  had  significantly  greater  likelihood  of  any 
relationship  problem/loss,  specifically  intinnate  partner  problems,  arguments...  They  also  were 
more  likely  to  have  experienced  any  life  stressors,  such  as  criminaMegal  problems,  or 
eviction/loss  of  home  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcoming  two  weeks.  All  of  these  differences  remained  significant  in  the  adjusted  models. 

VAmong  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did 
not  differ  by  group. 

TT/Similarly,  among  people  without  versus  with  MHP,  physical  health  problems  and  job/financial 
problems  were  commonly  experienced  and  did  not  differ  by  group. 

Part  of  the  discussion: 

^...Additional  research  into  the  specific  causes  of  these  trends  is  necessary.  Fortunately,  data  from 
the  27  states  participating  in  NVDRS  provides  important  insight  into  suicide  circumstances  and 
can  help  states  identify  prevention  priorities. 

r4„suicide  prevention  research  and  practice  is  heavily  oriented  towards  downstream  treatment  of 
MHP  and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors,  further 
upstream,  is  essential  to  a  public  health  approach  (10),  as  the  current  study  found  that  more 
than  half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  MHP. .. 

17... people  with  MHP  also  experienced  other  life  stressors  such  as  job/financial,  relationship,  and/or 
physical  health  problems.  These  findings  point  to  the  need  to  both  prevent  the  conditions 
associated  with  mental  health  problems  in  the  first  place,  and  to  support  people  with  known 
MHP  to  decrease  their  risk  of  poor  outcomes. 

KTTwo-thirds  of  this  group  had  a  history  of  any  mental  health  and/or  substance  abuse  treatment, 
with  over  half  in  treatment  when  they  died.  This  suggests  the  need  for  additional  safety 
supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 
Additionally,  greater  access  to  behavioral  health  providers  in  underserved  areas  is  needed,  as  is 
expansion  of  healthcare  systems  needed  that  integrates  physical  and  behavioral  health  with  a 
priority  on  suicide  prevention  and  patient  safety,  especially  through  care  transitions  (12). 

K/Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  full  range  of 
factors  contributing  to  suicide...[insert  technical  package  components  here] 

l/Limitation-abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative 
reports.  Therefore,  the  extent  of  informant  knowledge  can  impact  data  completeness  and 
accuracy.  Studies  including  more  in-depth  interviews  with  next-of-kin  often  see  greater 
attributions  to  mental  disorders. 


From: 

Sent: 

To: 

Cc: 

Subject: 


John  Draper 

5  Apr  2018  19:10:01  +0000 
McKeon,  Richard  (SAMHSA/CMHS) 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);PearsonJane  L  (NIH/NIMH)  [E] 
Re:  **Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 


Thanks  Deb.  Will  review  and  get  back  to  you.*.. 

Sent  from  my  iPhone 

On  Apr  5,  2018,  at  2:31  PM,  McKeon,  Richard  (SAMHSA/CMHS) 
<Richard.McKeoii@samhsa.hhs.^ov>  wrote: 

Will  take  a  look.  Thanks  for  the  opportunity 


On:  05  April  2018  12:51, 

'^Stone,  Deborah  (CDC/ONDIEH/NCIPC)’^  <zaf9@cdc.^ov>  wrote: 

Hi  Richard,  Jane,  and  John, 

I  hope  you  are  doing  well!  As  you  are  hopefully  aware,  CDC  is  releasing  a  Vital  Signs 
on  Suicide  on  June  5^^.  If  you  aren't  familiar  with  Vital  Signs,  it  began  in  2010  and  is 
a  high  profile  monthly  CDC  publication  widely  distributed  to  highlight  important 
public  health  threats  and  what  can  be  done  to  prevent  them.  The  release  always 
includes  a  web  page,  an  MMWR  article,  a  translation  piece  {i.e.  fact  sheet),  a  press 
release,  a  telebriefing  with  the  media  by  the  CDC  Director,  a  virtual  town  hall 
meeting,  and  other  products*  As  you  can  imagine  it's  a  lot  of  work!  I  am  currently 
leading  the  effort  but  am  assisted  by  many  people. 

I  wanted  to  give  you  a  heads-up  about  the  content  to  make  sure  it  strikes  the  right 
balance  between  highlighting  the  importance  of  mental  health  problems  and  the 
fact  that  many  people  don't  have  mental  health  problems  so  we  need  to  address 
the  range  of  risk  and  include  a  range  of  prev  strategies.  The  MMWR  and  the  fact 
sheet  are  currently  in  clearance  but  we  have  a  small  window  to  make  revisions*  I 
have  permission  to  share  the  fact  sheet  and  some  brief  pieces  of  the  MiMWR. 
Wondering  if  you  can  respond  by  Monday  noon  with  any  comments  on  the  fact 
sheet  and  any  tweaks  to  wording  in  text  below  if  you  think  it's  not  in  balance.  Also 
note  that  certain  details  have  been  omitted  (some  of  which  are  actually  in  the  fact 
sheet). 

A  note  on  the  fact  sheet:  This  draft  is  the  result  of  our  first  {3  hr  meeting)  with  the 
vital  signs  team.  WeVe  been  told  the  fact  sheet  goes  through  like  200  revisions?! 
Everything  in  the  fact  sheet  must  also  be  stated  in  the  MMWR  and  it  has  to  be 
plain  language.  The  fact  sheet  is  4  pages  and  came  with  14  pages  of  guidance  if 
that  tells  you  anything!  Attaching  the  latest  opioid  one  for  your  convenience. 
MMWR  Abstract 


Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide 
Rates 

Deb  Stone;  Tom  Simon,  Katie  Fowler,  Scott  Kegler,  Kerning  Yuan,  Kristin 
Holland,  Asha  Ivey-Stephenson,  and  Alex  Crosby 

Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since 
1999.  Mental  health  problems  (MHP)  are  just  one  factor  contributing  to 
suicide.  Examining  state-level  trends  in,  and  the  multiple  contributing 
circumstances  to,  suicide  can  inform  comprehensive  state  suicide  prevention 
planning. 

Methods:  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years, 
by  state  and  sex,  across  six  consecutive  three-year  periods  (1999-2016),  were 
assessed  using  data  from  the  National  Vital  Statistics  System  for  50  states  and 
Washington,  D.C.  Data  from  the  National  Violent  Death  Reporting  System, 
covering  27  states  in  2015,  were  used  to  examine  contributing  circumstances 
among  decedents  with  and  without  known  mental  health  problems  (MHP), 
Results:  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with 
25  states  experiencing  increases  of  more  than  30%. ..In  2015,  more  than  half 
(54%)  of  decedents  in  27  states  did  not  have  a  known  MHP.  Among  people  with 
circumstance  information,  several  circumstances,  including  relationship 
problems/loss  (45.1%  vs  39.6%),  life  stressors  (54.2%  vs  49J%),  and 
recent/impending  crises  (32,9%  vs  26.0%)  were  significantly  more  likely  among 
those  without  a  known  MHP  than  decedents  with  MHP,  but  were  common 
across  groups. 

Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999- 
2016.  Various  circumstances  contributed  to  suicides  among  people  with  and 
without  known  MHP, 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive 
evidence-based  public  health  approach  to  prevent  suicide  risk  before  it  occurs, 
identify  and  support  people  at  risk,  prevent  reattempts,  and  helpfriends/family 

after  a  suicide  occurs. _ 

Part  of  the  Intro  (Would  like  your  thoughts  on  whether  this  is  striking  the  right 
balance.  This  is  my  main  reason  for  wanting  your  feedback.  We  want  to  make  the 
case  for  a  focus  on  the  full  range  of  factors  impacting  on  suicide  and  the  full  range 
of  prevention  strategies  without  inadvertently  sending  the  message  that  those 
other  factors  and  other  strategies  aren't  important.  They  definitely  are.  We  need  it 
all. 

T/The  National  Strategy  for  Suicide  Prevention(NSSP)(S)  calls  for  a  public 
health  approach  to  suicide  prevention  with  efforts  spanning  across 
multiple  levels  (i.e.,  individual,  family/relationship,  community,  and 
societal).  Such  an  approach  underscores  that  suicide  is  rarely  caused  by 
any  single  factor,  but  rather,  is  multi-determined. 

VDespite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically- 
oriented,  focused  on  treating  mental  health  problems  (MHP)  and 
preventing  re-attempts  (6). 

T/ Apart  from  MHP  and  prior  attempts,  other  contributing  circumstances  to 
suicide  include  social  and  economic  problems,  access  to  lethal  means  (e.g., 
substances,  firearms,  bridges)  among  people  at  risk,  and  poor  coping  and 


problem-solving  skills  (5).  Expanded  awareness  of  these  additional 
circumstances  contributing  to  suicide  risk  and  action  to  address  them,  can 
help  reach  the  nation's  goal  of  reducing  suicide  rates  20%  by  2025  (7). 

Part  of  the  methods: 

^/Characteristics  and  circumstances  of  suicide  decedents  >10  years  old,  with 
and  without  known  MHP,  were  compared  in  the  27  states  with  complete 
data  participating  in  CDC's  National  Violent  Death  Reporting  System 
{NVDRS)in2015. 

P'NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and 
Statistical  Manual  of  Mental  Disorders,  Fifth  Edition  (9),  with  the  exception 
of  alcohol  and  other  substance  dependence,  which  are  captured 
separately  in  NVDRS. 

Part  of  the  results:  [Main  point:  while  there  were  specific  differences  between  the 
groups,  the  main  point  is  that  both  groups  had  multiple  circumstances  and  so  we 
need  to  be  addressing  all  of  these  in  our  prevention  activities) 

17 People  without  known  MHP  were  less  likely  to  have  any  substance  abuse 
problems 

V... two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health  or 
substance  abuse  treatment  {67.2%),  just  over  half  (54.0%)  were  in  current 
treatment. 

l/Decedents  without,  versus  those  with,  known  MHP,  had  significantly  greater 
likelihood  of  any  relationship  problem/loss,  specifically  intimate  partner 
problems,  arguments,,.  They  also  were  more  likely  to  have  experienced 
any  life  stressors,  such  as  criminahlegal  problems,  or  eviction/loss  of  home 
and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or  upcoming 
two  weeks.  All  of  these  differences  remained  significant  in  the  adjusted 
models. 

Y/Among  all  people  with  crises,  intimate  partner  problems  were  the  most 
common  types  and  did  not  differ  by  group. 

T/Similarly,  among  people  without  versus  with  MHP,  physical  health  problems 
and  job/financial  problems  were  commonly  experienced  and  did  not  differ 
by  group. 

Part  of  the  discussion; 

T(7,..Additional  research  into  the  specific  causes  of  these  trends  is  necessary. 
Fortunately,  data  from  the  27  states  participating  in  NVDRS  provides 
important  insight  into  suicide  circumstances  and  can  help  states  identify 
prevention  priorities. 

Y/... suicide  prevention  research  and  practice  is  heavily  oriented  towards 
downstream  treatment  of  MHP  and  prevention  of  reattempts.  Additional 
focus  on  non-mental  health  factors,  further  upstream,  is  essential  to  a 
public  health  approach  (10),  as  the  current  study  found  that  more  than 
half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  MHP, ,, 

K/... people  with  MHP  also  experienced  other  life  stressors  such  as 

job/financial,  relationship,  and/or  physical  health  problems.  These  findings 
point  to  the  need  to  both  prevent  the  conditions  associated  with  mental 
health  problems  in  the  first  place,  and  to  support  people  with  known  MHP 
to  decrease  their  risk  of  poor  outcomes. 


Y/Two-thirds  of  this  group  had  a  history  of  any  mental  health  and/or 

substance  abuse  treatment,  with  over  half  in  treatment  when  they  died* 
This  suggests  the  need  for  additional  safety  supports,  including  broader 
implementation  of  affordable  and  effective  treatment  modalities  such  as 
doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral 
therapies.  Additionally,  greater  access  to  behavioral  health  providers  in 
underserved  areas  is  needed,  as  is  expansion  of  healthcare  systems 
needed  that  integrates  physical  and  behavioral  health  with  a  priority  on 
suicide  prevention  and  patient  safety,  especially  through  care  transitions 
{12). 

Y^ Comprehensive  statewide  suicide  prevention  activities  are  needed  to 
address  the  full  range  of  factors  contributing  to  suicide... [insert  technical 
package  components  here] 

VLimitation-abstractors  of  NVDRS  data  are  limited  to  information  contained 
in  investigative  reports.  Therefore,  the  extent  of  informant  knowledge  can 
impact  data  completeness  and  accuracy.  Studies  including  more  in-depth 
interviews  with  next-of-kin  often  see  greater  attributions  to  mental 
disorders* 


From: 

Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent: 

25  Apr  2018  08:42:21  -0400 

To: 

Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Subject: 

RE:  **VS  Updates**  -  date  for  pre-brief 

Greetings: 

Just  1  comment  to  start.  I  have  the  pre-brief  scheduled  for  8  May  @  1 :00  instead  of  the  7*^^  Which  one  is 
correct? 

Alex  C 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  April  25,  2018  12:15  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R,  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 

;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) ;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Subject:  **\/S  Updates** 

Hi  Everyone, 

Since  we  didn't  have  a  meeting  last  week  or  this  week  (yikes!)  and  our  next  meeting  isn't  until  next 
Tuesday,  I  wanted  to  take  the  time  to  provide  some  updates  to  keep  everyone  in  the  loop  (apologies  for 
the  delay  on  this).  I  invite  anyone  to  add  to  this  update  in  case  I've  forgotten  anything,  which  I'm  so  sure 
I  have. 

One  REQUEST;  By  next  week  it  would  be  great  if  the  three  task  groups  (MMWR,  Fact  Sheet, 
Comm/Policy)  can  update  their  to-do  lists  through  May  15th.  I  don't  have  any  specific  guidance  since  it's 
late  but  will  be  good  to  keep  ourselves  organi2ed  and  no  what's  coming  next  (mostly  I'm  suggesting  this 
for  myself  probably!). 

Where  things  stand  currently; 

•  The  MMWR  was  routed  through  clearance  and  cross-clearance  successfully.  It  will  be  submitted  to 

the  MMWR  office  today. 

•  The  Fact  sheet  team  led  heroically  by  Tom  and  aided  by  Crystal,  Kristin,  Asha,  and  myself  has  come 

a  long  way!  Thank  you  to  everyone  who  reviewed  the  latest  version  of  the  FS.  Tom  will  submit 

the  FS  back  to  the  VS  team  COB. 

o  One  sticking  point  right  now  is  finding  two  good  photos  to  include!  This  is  no  small  task. 
The  first  photo  is  on  page  1  and  is  next  to  the  'states  and  communities  can:  [insert  7 
strategies].  Here  some  are  thinking  a  group  of  people  would  be  good  to  suggest 
organizing,  collaboration,  and  connectedness.  However,  it  really  needs  to  convey  the 
problem  of  suicide  somehow.  The  second  picture  is  placed  right  next  to  the  heading  on 
page  2  about  the  percentage  change  in  rate  increases.  This  is  not  a  happy  message  of 
course  so  what  do  we  place  there?  Trying  to  avoid  depressed  looking  people.  I 
personally  am  also  trying  to  avoid  pictures  of  women  and  teenagers  so  we  represent  the 
population  with  the  highest  burden,  men.  Molly  and  Crystal  are  helping  with  this 
conundrum.  Attaching  latest  mock-up  of  FS. 

o  Also,  Molly  now  has  the  native  files  of  the  Bethelto  campaign  image  in  her  hands  (yayl). 
Please  see  attached  for  what  I'm  talking  about.  The  folks  at  Mental  Health  America  are 
thrilled  that  their  campaign  will  be  featured. 

•  The  Comm  team  has  been  extremely  busy  drafting  the  critical  contacts  email,  the  telebriefing 

script,  the  press  release,  and  the  dear  colleague  letter.  These  documents  were  routed  from 


Crystal  to  Marie,  myself,  Malia,  Tom,  and  will  be  reviewed  in  the  next  day  by  Leslie.  These  items 
are  due  to  the  VS  office  this  Friday,  April  27^^.  Fm  working  on  some  FAQs  today  to  include  with 
the  telebriefing  script, 

•  Re  Partnerships,  Dr  Schuchat  mentioned  the  VS  at  the  Action  Alliance  Executive  Committee 

meeting  a  few  weeks  ago,  and  Robin  Ikeda  mentioned  the  VS  at  the  American  Association  of 
Suicidology  meeting  last  week.  Kristin  also  mentioned  the  VS  to  the  Data  and  Surveillance  Task 
Force  of  the  Action  Alliance,  and  she  and  I  met  with  Colleen  Carr  and  Farrah  Kaufmann  also  of 
the  Action  Alliance,  Kimberly  Torguson  of  the  Action  Alliance's  Media  workgroup  has  been 
alerted  as  have  Federal  Partners  on  our  monthly  call,  "^^It  was  recommended  that  we  reach  out 
to  the  National  Council  for  Suicide  Prevention  if  we  haven't  already  done  so.  An  update  re  the 
Surgeon  General's  participation  is  forthcoming  (Feel  free  to  update  here), 

•  The  medical  outreach  call  with  Brandy  Peaker  occurred  this  past  Monday.  This  was  a  productive 

meeting,  "^"^Feel  free  to  update  here, 

•  The  pre-briefmg  with  Dr.  Schuchat  has  been  scheduled  and  rescheduled  multiple  times.  It's 

currency  on  May  7^^  from  1-1:45.  In  addition,  to  accommodate  Dr.  Schuchat's  travel  schedule 
the  VS  has  been  pushed  back  until  JUNE  7^^. 

•  NCHS  data  brief  on  suicide  will  be  delayed  until  after  our  VS  comes  out.  That  was  very  generous  of 

them.  Thanks  to  Tom  for  working  that  out! 

•  One  piece  of  bad  news,  the  AJPH  commantary  was  rejected  @  I  will  assess  whether  it  makes  sense 

to  try  JAMA  or  AjPM  (i,e.  whether  content  is  appropriate  and  whether  timing  is  at  all  possible- 
guessing  no  on  both  fronts).  The  next  Idea  is  to  have  a  commentary  come  out  after  the  VS  in 
another  journal. 

•  Other  items— I'm  sure  I'm  forgetting  or  don't  know  about  many  things  so  please  add  here! 

That's  all  for  now.  Sorry  for  the  overly  long  email.  Please  let  me  know  if  you  have  any  questions  or 
concerns.  Thanks  a  million  to  everyone  for  the  great  work.  We've  really  made  great  strides  thus  far! 

Six  week  to  go.  Go  Team !  © 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  8l  Elder  Maltreatment  Team 

770.4883942 

d5tone3(Srcdc.gov 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  25  Apr  201S  13:56:14 +0000 

To:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc;  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Holland,  Kristin 

(CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina 
(CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 

Subject:  RE:  **VS  Updates**  -  pictures 

Thanks,  Alex.  I'm  deferring  to  Molly  and  Crystal  at  this  point!  Nothing  seems  to  be  hitting  the  mark  for 
me.  I  may  need  to  relent  on  no  head  in  hands,  no  depressing  pictures,  ha! 

Deb 

From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  April  25,  2018  8:47  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ; 
Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) ;  Ballman, 

Marie  R.  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Barthoiow,  Brad  (CDC/ONDIEH/NCIPC) ;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  **V5  Updates**  -  pictures 
Greetings: 

Regarding  pictures.  I  have  attached  1  that  was  previously  used  on  a  surv  summary  which  showed  a 
middle-aged  male.  Check  the  1  of  the  guy  at  the  chalkboard.  Molly  &  Crystal  may  already  be  checking  on 
this.  I  got  a  whole  series  of  stock  photos  from  Alida.  She  may  still  have  some. 

Alex  C 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  25,  2018  12:15  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tes9(Scdc.eov>;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5@cdc.gov>;  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>;  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <5nk6^cdcggy>;  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 
<ivm9@cdc.EOv>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3@cdc.gov>; 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8g)cdc.gov>;  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7g)cdc.Rov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3@cdc.gov>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov> 

Cc:  Barthoiow,  Brad  (CDC/ONDIEH/NCIPC)  <bnbi^cdc.gov>;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 
<afo4@cdc.Rov> 

Subject:  **VS  Updates** 

Hi  Everyone, 

Since  we  didn't  have  a  meeting  last  week  or  this  week  (yikes!)  'and  our  next  meeting  isn't  until  next 
Tuesday,  I  wanted  to  take  the  time  to  provide  some  updates  to  keep  everyone  in  the  loop  (apologies  for 
the  delay  on  this).  I  invite  anyone  to  add  to  this  update  in  case  I've  forgotten  anything,  which  I'm  so  sure 
I  have. 

One  REQUEST:  By  next  week  it  would  be  great  if  the  three  task  groups  (MMWR,  Fact  Sheet, 
Comm/Policy)  can  update  their  to-do  lists  through  May  15th.  I  don't  have  any  specific  guidance  since  it's 
late  but  will  be  good  to  keep  ourselves  organized  and  no  what's  coming  next  (mostly  I'm  suggesting  this 
for  myself  probably!). 

Where  things  stand  currently; 


•  The  MMWR  was  routed  through  clearance  and  cross^clearance  successfullv-  It  will  be  submitted  to 

the  MMWR  office  today. 

•  The  Fact  sheet  team  led  heroically  by  Tom  and  aided  by  Crystal,  Kristin,  Asha,  and  myself  has  come 

a  long  way!  Thank  you  to  everyone  who  reviewed  the  latest  version  of  the  FS.  Tom  will  submit 
the  FS  back  to  the  VS  team  COB. 

o  One  sticking  point  right  now  is  finding  two  good  photos  to  include!  This  is  no  small  task. 
The  first  photo  is  on  page  1  and  is  next  to  the  'states  and  communities  can:  [insert  7 
strategies].  Here  some  are  thinking  a  group  of  people  would  be  good  to  suggest 
organizing,  collaboration,  and  connectedness.  However,  it  really  needs  to  convey  the 
problem  of  suicide  somehow.  The  second  picture  is  placed  right  next  to  the  heading  on 
page  ,2  about  the  percentage  change  in  rate  increases.  This  is  not  a  happy  message  of 
course  so  what  do  we  place  there?  Trying  to  avoid  depressed  looking  people.  I 
personally  am  also  trying  to  avoid  pictures  of  women  and  teenagers  so  we  represent  the 
population  with  the  highest  burden,  men.  Molly  and  Crystal  are  helping  with  this 
conundrum.  Attaching  latest  mock-up  of  FS. 

o  Also,  Molly  now  has  the  native  files  of  the  Bethelto  campaign  image  in  her  hands  (yay !}. 
Please  see  attached  for  what  Tm  talking  about.  The  folks  at  Mental  Health  America  are 
thrilled  that  their  campaign  will  be  featured. 

•  The  Comm  team  has  been  extremely  busy  drafting  the  critical  contacts  email,  the  telebriefing 

script,  the  press  release,  and  the  dear  colleague  letter.  These  documents  were  routed  from 
Crystal  to  Marie,  myself,  Malia,  Tom,  and  will  be  reviewed  in  the  next  day  by  Leslie.  These  items 
are  due  to  the  VS  office  this  Friday,  April  27*^.  Tm  working  on  some  FAQs  today  to  include  with 
the  telebriefing  script. 

•  Re  Partnerships,  Dr.  Schuchat  mentioned  the  VS  at  the  Action  Alliance  Executive  Committee 

meeting  a  few  weeks  ago,  and  Robin  Ikeda  mentioned  the  VS  at  the  American  Association  of 
Suicidology  meeting  last  week.  Kristin  also  mentioned  the  VS  to  the  Data  and  Surveillance  Task 
Force  of  the  Action  Alliance,  and  she  and  1  met  with  Colleen  Carr  and  Farrah  Kaufmann  also  of 
the  Action  Alliance.  Kimberly  Torguson  of  the  Action  Alliance's  Media  workgroup  has  been 
alerted  as  have  Federal  Partners  on  our  monthly  call.  **tt  was  recommended  that  we  reach  out 
to  the  National  Council  for  Suicide  Prevention  if  we  haven't  already  done  so.  An  update  re  the 
Surgeon  General's  participation  is  forthcoming  (Feel  free  to  update  here). 

•  The  medical  outreach  call  with  Brandy  Peaker  occurred  this  past  Monday.  This  was  a  productive 

meeting.  **Feel  free  to  update  here. 

•  The  pre-briefing  with  Dr.  Schuchat  has  been  scheduled  and  rescheduled  multiple  times.  It's 

currently  on  May  7^^  from  1-1:45.  In  addition,  to  accommodate  Dr.  Schuchat's  travel  schedule 
the  VS  has  been  pushed  back  until  JUNE  7^^* 

•  NCHS  data  brief  on  suicide  will  be  delayed  until  after  our  VS  comes  out.  That  was  very  generous  of 

them.  Thanks  to  Tom  for  working  that  out! 

•  One  piece  of  bad  news,  the  AJPH  commentarv  was  rejected  ©  I  will  assess  whether  it  makes  sense 

to  try  JAMA  or  AJPM  (i.e.  whether  content  is  appropriate  and  whether  timing  is  at  all  possible- 
guessing  no  on  both  fronts).  The  next  idea  is  to  have  a  commentary  come  out  after  the  VS  in 
another  journal. 

•  Other  items— I'm  sure  I'm  forgetting  or  don't  know  about  many  things  so  please  add  here! 

That's  all  for  now.  Sorry  for  the  overly  long  email.  Please  let  me  know  if  you  have  any  questions  or 
concerns.  Thanks  a  million  to  everyone  for  the  great  work.  We've  really  made  great  strides  thus  far! 

Six  week  to  go.  Go  Team!  © 


Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Contro!  and  Prevention 

National  Center  foflnjLtry  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770.4883942 

dstoneSf^cdc.gov 

CDCs  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


From:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Sent:  25  Apr  2018  08:47:07  -0400 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);5imon,  Thomas 

(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Yuan,  Kerning 
(CDC/ONDIEH/NCIPC);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);lvey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDIEH/NCIPC);Ballman,  Marie  R. 
(CDC/ONDIEH/rMCIPC);Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);Black,  Erin 
(CDC/ONDIEH/NCIPC);Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC);Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC);Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  **VS  Updates**  -  pictures 

Attachments:  NSDUH  MMWR  cover  Oct  2011.pdf 

Greetings: 

Regarding  pictures.  I  have  attached  1  that  was  previously  used  on  a  surv  summary  which  showed  a 
middle-aged  male.  Check  the  1  of  the  guy  at  the  chalkboard.  Molly  &  Crystal  may  already  be  checking  on 
this.  I  got  a  whole  series  of  stock  photos  from  Alida.  She  may  still  have  some. 

Alex  C 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  April  25,  2018  12:15  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) ;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC) ;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Ivey-Stephenson,  Asha  Z. 
(CDC/ONDIEH/NCIPC) ;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Holland,  Kristin  (CDC/ONDIEH/NCIPC) 
;  Ballman,  Marie  R,  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Black,  Erin 
(CDC/ONDIEH/NCIPC) ;  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC) ;  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Subject;  **VS  Updates** 

Hi  Everyone, 

Since  we  didn't  have  a  meeting  last  week  or  this  week  (yikes!)  and  our  next  meeting  isn't  until  next 
Tuesday,  I  wanted  to  take  the  time  to  provide  some  updates  to  keep  everyone  in  the  loop  (apologies  for 
the  delay  on  this).  I  invite  anyone  to  add  to  this  update  in  case  I've  forgotten  anything,  which  I'm  so  sure 
I  have. 

One  REQUEST;  By  next  week  it  would  be  great  if  the  three  task  groups  (MMWR,  Fact  Sheet, 
Comm/Policy)  can  update  their  to-do  lists  through  May  15th.  (  don't  have  any  specific  guidance  since  it's 
late  but  will  be  good  to  keep  ourselves  organized  and  no  what's  coming  next  (mostly  I'm  suggesting  this 
for  myself  probably!). 

Where  things  stand  currently; 

•  The  MMWR  was  routed  through  clearance  and  cross-clearance  successfully.  It  will  be  submitted  to 

the  MMWR  office  today. 

•  The  Fact  sheet  team  led  heroically  by  Tom  and  aided  by  Crystal,  Kristin,  Asha,  and  myself  has  come 

a  long  way!  Thank  you  to  everyone  who  reviewed  the  latest  version  of  the  FS.  Tom  will  submit 
the  FS  back  to  the  VS  team  COB. 

o  One  sticking  point  right  now  is  finding  two  good  photos  to  include!  This  is  no  small  task. 
The  first  photo  is  on  page  1  and  is  next  to  the  'states  and  communities  can:  [insert  7 
strategies].  Here  some  are  thinking  a  group  of  people  would  be  good  to  suggest 
organizing,  collaboration,  and  connectedness.  However,  it  really  needs  to  convey  the 
problem  of  suicide  somehow.  The  second  picture  is  placed  right  next  to  the  heading  on 
page  2  about  the  percentage  change  in  rate  increases.  This  is  not  a  happy  message  of 
course  so  what  do  we  place  there?  Trying  to  avoid  depressed  looking  people.  I 


personally  ann  also  trying  to  avoid  pictures  of  women  and  teenagers  so  we  represent  the 
population  with  the  highest  burden^  men.  Molly  and  Crystal  are  helping  with  this 
conundrum.  Attaching  latest  mock-up  of  FS. 

o  Also,  Molly  now  has  the  native  files  of  the  Bethelto  campaign  image  in  her  hands  (yay!)* 
Please  see  attached  for  what  Fm  talking  about.  The  folks  at  Mental  Health  America  are 
thrilled  that  their  campaign  will  be  featured. 

•  The  Comm  team  has  been  extremely  busy  drafting  the  critical  contacts  email,  the  telebriefing 

script,  the  press  release,  and  the  dear  colleague  letter.  These  documents  were  routed  from 
Crystal  to  Marie,  myself,  Malia,  Tom,  and  will  be  reviewed  in  the  next  day  by  Leslie.  These  items 

are  due  to  the  VS  office  this  Friday,  April  27^^.  Fm  working  on  some  FAQs  today  to  include  with 
the  telebriefing  script. 

•  Re  Partnerships,  Dr  Schuchat  mentioned  the  VS  at  the  Action  Alliance  Executive  Committee 

meeting  a  few  weeks  ago,  and  Robin  Ikeda  mentioned  the  VS  at  the  American  Association  of 
Suicidoiogy  meeting  last  week.  Kristin  also  mentioned  the  VS  to  the  Data  and  Surveillance  Task 
Force  of  the  Action  Alliance,  and  she  and  I  met  with  Colleen  Carr  and  Far  rah  Kaufmann  also  of 
the  Action  Alliance.  Kimberly  Torguson  of  the  Action  Alliance's  Media  workgroup  has  been 
alerted  as  have  Federal  Partners  on  our  monthly  call-  **ft  was  recommended  that  we  reach  out 
to  the  National  Council  for  Suicide  Prevention  if  we  haven't  already  done  so.  An  update  re  the 
Surgeon  General's  participation  is  forthcoming  (Feel  free  to  update  here). 

•  The  medical  outreach  call  with  Brandy  Peaker  occurred  this  past  Monday.  This  was  a  productive 

meeting.  '^'*'Feel  free  to  update  here. 

•  The  pre-briefing  with  Dr,  Schuchat  has  been  scheduled  and  rescheduled  multiple  times,  it's 

currently  on  May  7^*^  from  1-1:45.  In  addition,  to  accommodate  Dr.  Schuchat's  travel  schedule 
the  VS  has  been  pushed  back  until  JUNE  7^^. 

•  NCHS  data  brief  on  suicide  will  be  delayed  until  after  our  VS  comes  out.  That  was  very  generous  of 

them.  Thanks  to  Tom  for  working  that  outl 

•  One  piece  of  bad  news,  the  AJPH  commentary  was  rejected  ®  I  will  assess  whether  it  makes  sense 

to  try  JAMA  or  AJPM  (i.e.  whether  content  is  appropriate  and  whether  timing  is  at  all  possible- 
guessing  no  on  both  fronts).  The  next  idea  is  to  have  a  commentary  come  out  after  the  VS  in 
another  journal. 

•  Other  items— Fm  sure  Fm  forgetting  or  don't  know  about  many  things  so  please  add  here! 

That's  all  for  now.  Sorry  for  the  overly  long  email.  Please  let  me  know  if  you  have  any  questions  or 
concerns.  Thanks  a  million  to  everyone  for  the  great  work.  We've  really  made  great  strides  thus  far! 

Six  week  to  go.  Go  Team !  © 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

NaUorial  Cenier  for  Injury  Preve?ilion  ar>d  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770.4SS.3942 

dstone3pcdc.gov 

CDC's  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Science  and  Action 


Centers  for  Disease  Control  and  Prevention 


Morbidity  and  Mortality  Weekiy  Report 
Surveillance  Summaries  /Vol.  60  /  No.  1 3  October  21, 201 1 


Suicidal  Thoughts  and  Behaviors  Among  Adults 
Aged  >1 8  Years  —  United  States,  2008-2009 


U.S*  Department  of  Health  and  Human  Services 

Centers  for  Disease  Control  and  Prevention 


From: 

Sent: 

To: 

Cc: 

Subject: 


Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

26  Apr  2018  13:38:14  +0000 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

RE:  **VS  Updates** 


Great,  thank  you!! 

Deb 

From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  Thursday,  April  26,  2018  8:47  AM 
To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  **VS  Updates** 

Hi  Deb- 

Thanks  for  the  contact  info  on  the  SAVE  and  National  Council  for  Suicide  Prevention,  we'll  reach  out  to 
Dan  ASAP. 

\A/eTe  talking  to  the  Surgeon  General's  office  today  so  hopefully  will  have  more  info  on  how  he'll  be 
involved  that  I  can  share  soon. 

Malia 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  25,  2018  10:07  PM 

To:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8@cdc.gov> 

Cc:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9@cdc.ROV> 

Subject;  RE:  **VS  Updates** 

Hi  Malia, 

Thank  you  so  much  for  the  extensive  update.  I  can't  thank  you  enough  for  all  that  you  are  doing!  So 
exciting! 

Please  let  Tom  and  I  know  when  you  hear  back  from  the  Surgeon  General's  Office  and  let  me  know  if  I 
can  be  of  help  in  any  way  as  plans  (hopefully)  move  forward. 

Also,  if  it's  not  too  late  and  if  you  haven't  already  done  so,  I  suggest  we  connect  with  the  National 
Council  for  Suicide  Prevention  led  by  Dan  Reidenberg. 

I  was  reminded  of  the  group  last  week  when  I  saw  Dan  at  AAS.  Colleen  Carr  at  the  Action  Alliance  also 
recommended  he'd  be  important  to  bring  into  the  loop  re  the  VS.  He  could  have  some  strong  opinions 
so  would  be  good  to  touch  base  with  him  to  get  him  on  board. 

Also,  as  just  a  little  back  story,  Dan  has  been  trying  to  connect  with  us/CDC  more  (first  through  his 
suggestion  for  his  program  LEADS  in  the  technical  package  which  we  had  to  tell  him  it  didn't  have 
enough  evidence)  and  more  recently  through  some  of  his  work  with  the  response  to  13RW.  Kristin  and  I 
were  meetings  with  he  and  others  around  this  for  a  while  but  then  we  both  got  super  busy  and  haven't 
been  engaged  any  longer.  All  this  to  say  I  don't  want  him  to  feel  we've  forgotten  him  or  don't  value  his 
partnership. 

Here's  Dan's  contact  info  (can't  find  his  phone  number  right  away) 

Daniel  J.  Reidenberg,  PsyD 

Executive  Director  -  Suicide  Awareness  Voices  of  Education 
Managing  Director  -  National  Council  for  Suicide  Prevention 
Gen  Secretary  -  International  Association  for  Suicide  Prevention 
dreidenberE@save.Qrg 

Let  me  know  if  you  have  any  questions  or  if  you  want  to  talk  further. 

Thanks! 


Deb 

From:  Richmond-Crunrij  Malia  {CDC/ONDIEH/NCIPC> 

Sent:  Wednesday,  April  25,  2018  9:11  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9(5)cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9^cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <vid5@cdc.Eov>:  Yuan,  Kerning 
(CDC/ONDIEH/NCIPC)  <vrm4(5?cdc.gov>;  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC)  <snk6f5icdc.gov>:  Ivey- 
Stephenson,  Asha  Z,  (CDC/ONDIEH/NCIPC)  <ivm9{Scdc.Eov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 
<aecl@cdc.gov>;  Holland,  Kristin  (CDC/ONDIEH/NCIPC)  <imhl(S)cdc.Eov>;  Ballman,  Marie  R. 
(CDC/ONDIEH/NCIPC)  <dof3fScdc.EQV>:  Black,  Erin  (CDC/ONDIEH/NCIPC)  <epm7^cdc.gov>:  Kurnit, 
Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3t5)cdc.Eov>:  Bruce,  Crystal  (CDC/OPHPR/OD)  <]gx6@cdcgoy> 
Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnblf5)cdc.gov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 
<afo4@cdc.gov> 

Subject:  RE:  **VS  Updates*'* 

Here's  a  update  on  partnership  engagement 

•  Wrote  talking  points  about  the  VS  release  in  Dr.  Schuchat's  participating  in  AA  EXCOM  mtg  and 

Robin  Ikeada's  remarks  at  AAS. 

•  Action  Alliance 

o  Erin  had  a  call  in  February  priming  them  for  the  release  and  discussing  different  ideas 
o  Working  on  Co-hosted  Twitter  chat  between  Action  Alliance  and  CDC  Injury  being  planned 
o  AA  will  promote  release  via  AA  and  SPRC's  social  media  and  listserv  channels 

•  AFSP 

o  Erin  and  Kinzie  had  initial  call  with  AFSP 

o  AFSP  wants  to  highlight  VS  findings  at  their  annual  policy  summit  (July  10-13) 
o  Will  disseminate  through  social  media  and  use  data  for  educational  materials 
o  Second  cal!  scheduled  for  next  week 

•  Surgeon  General 

o  Reached  out  to  SCO's  office-still  waiting  for  them  to  confirm  he  can  participate  in  the 
launch  on  June?. 

•  DVP  Policy  Network  -  priming  key  partners  at  May  8*^*^  quarterly  call 

o  Will  brainstorm  ways  to  promote  VS  -  social  media,  newsletters,  webinars 
o  Key  partners:  AAP,  ASTHO,  NACCHO,  ASTHO,  AFSP,  Safe  States,  ACPM 

•  Working  with  NCSL  to  develop  a  blog  post  to  be  published  in  late  June  or  July 

•  Hill  outreach 

o  IDing  offices  to  send  Hill  Alerts,  including  Congressional  Mental  Health  Caucus  and 
Congressional  Suicide  Prevention  Task  Force 
o  Drafting  plan  for  additional  outreach 
From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent;  Wednesday,  April  25,  2018  12:15  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgE9@cdc.gov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5#cdc.gov>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Kegler,  Scott  R. 
(CDC/ONDIEH/NCIPC)  <5nk6(S)cdc.eov>:  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 
<ivm9@cdc.Eov>;  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.gov>;  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhlOcdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3(5)cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8tacdc.Eov>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.Eov>:  Kurnit>  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3(acdc.gov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdE.eb\P",  .i^i. 

Cc:  Bartholow,  Brad  (CDC/ONDI  EH/MCI  PC)  <bnbl(acdc.gov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 


<afo4j®cdc£ov> 

Subject:  **\/S  Updates** 

Hi  Everyone, 

Since  we  didn't  have  a  meeting  last  week  or  this  week  (yikes!)  and  our  next  meeting  isn't  until  next 
Tuesday,  I  wanted  to  take  the  time  to  provide  some  updates  to  keep  everyone  in  the  loop  (apologies  for 
the  delay  on  this).  I  invite  anyone  to  add  to  this  update  in  case  I've  forgotten  anything,  which  I'm  so  sure 
I  have. 

One  REQUEST:  By  next  week  it  would  be  great  if  the  three  task  groups  (MMWR,  Fact  Sheet, 
Comm/Policy)  can  update  their  to-do  lists  through  May  15th.  I  don't  have  any  specific  guidance  since  it's 
late  but  will  be  good  to  keep  ourselves  organized  and  no  what's  coming  next  (mostly  I'm  suggesting  this 
for  myself  probably!). 

Where  things  stand  currently: 

•  The  MMWR  was  routed  through  clearance  and  cross-clearance  successfully.  It  will  be  submitted  to 

the  MMWR  office  today. 

•  The  Fact  sheet  team  led  heroically  by  Tom  and  aided  by  Crystal,  Kristin,  Asha,  and  myself  has  come 

a  long  way[  Thank  you  to  everyone  who  reviewed  the  latest  version  of  the  FS.  Tom  will  submit 
the  F5  back  to  the  VS  team  COB. 

o  One  sticking  point  right  now  is  finding  two  good  photos  to  include!  This  is  no  small  task. 
The  first  photo  is  on  page  1  and  is  next  to  the  'states  and  communities  can:  [insert  7 
strategies].  Here  some  are  thinking  a  group  of  people  would  be  good  to  suggest 
organizing,  collaboration,  and  connectedness.  However,  it  really  needs  to  convey  the 
problem  of  suicide  somehow.  The  second  picture  is  placed  right  next  to  the  heading  on 
page  2  about  the  percentage  change  in  rate  increases.  This  is  not  a  happy  message  of 
course  so  what  do  we  place  there?  Trying  to  avoid  depressed  looking  people.  I 
personally  am  also  trying  to  avoid  pictures  of  women  and  teenagers  so  we  represent  the 
population  with  the  highest  burden,  men,  Molly  and  Crystal  are  helping  with  this 
conundrum.  Attaching  latest  mock-up  of  FS. 

o  Also,  Molly  now  has  the  native  files  of  the  Bethelto  campaign  image  in  her  hands  (yayl). 
Please  see  attached  for  what  I'm  talking  about.  The  folks  at  Mental  Health  America  are 
thrilled  that  their  campaign  will  be  featured. 

•  The  Comm  team  has  been  extremely  busy  drafting  the  critical  contacts  email,  the  telebriefing 

script,  the  press  release,  and  the  dear  colleague  letter.  These  documents  were  routed  from 
Crystal  to  Marie,  myself,  Malia,  Tom,  and  will  be  reviewed  in  the  next  day  by  Leslie.  These  items 

are  due  to  the  VS  office  this  Friday,  April  27^^.  I'm  working  on  some  FAQs  today  to  include  with 
the  telebriefing  script. 

•  Re  Partnerships,  Dr.  Schuchat  mentioned  the  VS  at  the  Action  Alliance  Executive  Committee 

meeting  a  few  weeks  ago,  and  Robin  Ikeda  mentioned  the  VS  at  the  American  Association  of 
Suicidology  meeting  last  week.  Kristin  also  mentioned  the  VS  to  the  Data  and  Surveillance  Task 
Force  of  the  Action  Alliance,  and  she  and  I  met  with  Colleen  Carr  and  Farrah  Kaufmann  also  of 
the  Action  Alliance.  Kimberly  Torguson  of  the  Action  Alliance's  Media  workgroup  has  been 
alerted  as  have  Federal  Partners  on  our  monthly  call.  **lt  was  recommended  that  we  reach  out 
to  the  Nationa  I  Council  for  Suicide  Prevention  if  we  haven't  already  done  so.  An  update  re  the 
Surgeon  General's  participation  is  forthcoming  (Feel  free  to  update  here). 

•  The  medical  outreach  call  with  Brandy  Peaker  occurred  this  past  Monday.  This  was  a  productive 

meeting.  **Feel  free  to  update  here. 


•  The  pre-briefing  with  Dr.  Schuchat  has  been  scheduled  and  rescheduled  nnultiple  times.  It's 

currently  on  May  7^*^  from  1-1:45.  In  addition^  to  accommodate  Dr.  Schuchafs  travel  schedule 
the  VS  has  been  pushed  back  until  JUNE  7^^, 

•  NCHS  data  brief  on  suicide  will  be  delayed  until  after  our  VS  comes  out.  That  was  very  generous  of 

them.  Thanks  to  Tom  for  working  that  out! 

•  One  piece  of  bad  news,  the  AJPH  commentary  was  rejected  ©  I  will  assess  whether  it  makes  sense 

to  try  JAMA  or  AJPM  (i.e.  whether  content  is  appropriate  and  whether  timing  is  at  all  possible- 
guessing  no  on  both  fronts).  The  next  idea  is  to  have  a  commentary  come  out  after  the  VS  in 
a  nother  journal. 

•  Other  items“l'm  sure  I'm  forgetting  or  don't  know  about  many  things  so  please  add  here! 

That's  all  for  now.  Sorry  for  the  overly  long  email.  Please  let  me  know  if  you  have  any  questions  or 
concerns.  Thanks  a  million  to  everyone  for  the  great  work.  We've  really  made  great  strides  thus  far! 

Six  week  to  go.  Go  Team  I  © 

Deb 

Deb  Stone,  ScD^  I^SW>  'MPH 

Centers  for  Dj5bcsejC£>*'iLro[  aic 

National  Cen^'^’for  Injury  Control 

Division  of  ViolencelP  revan  iton  '  * 

Suicide,  Youth  Team 

770,483.3942  ’ 

d5tone3@cd^Ci_a6v  t  f  * 

CDC's  Injur/  Center' 

Preventing  Injuries  and  Violence 
Through  Science  and  Actior^ 


From: 

Sent: 

To: 

Subject: 


Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 

25  Apr  2018  17:31:23  -0400 

Stone,  Deborah  (CDC/ONDIEH/NCIPC);Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
RE:  **VS  Updates** 


I  don’t  expect  them  to  budge  but  the  points  are  still  worth  making. 

From;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  25,  2018  5:20  PM 

To:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) ;  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 

Subject:  RE:  **VS  Updates** 

Hi  Scott, 

Your  comments  have  been  included  in  today's  submission  of  the  graphic  copy  of  the  fact  sheet. 

Thanks  as  always  for  your  attention  to  detail. 

Deb 

From:  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  25,  2018  9:44  AM 

To:  Stone,  Deborah  (CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>:  Simon,  Thomas  (CDC/ONDIEH/NCIPC) 
<tgs9Pcdc.gov> 

Subject:  RE:  **\/S  Updates** 

Regarding  the  map  in  the  mock-up; 

•  DC  is  not  broken  out  and  hence  is  not  discernable. 

•  Is  this  really  a  standard  color  scheme?  I’m  partially  (not  completely)  color  blind  and  can’t 

easily  match  the  map  colors  to  the  map  legend  in  this  scheme.  That’s  why  I  used  a 
single-hue  sequential  scheme  in  my  map  ~  it's  the  depth  of  the  color,  not  the  hue,  that 
matters  in  such  a  scheme.  I  suggest  that  the  VS  staff  acquaint  themselves  with  Color 
Brewer -free  online  software  supported  by  Penn  State  University: 
http://colorbrewer2.orq/#tvpe=sequential&scheme=BuGn&n=3 

•  For  this  map,  the  scheme  should  almost  certainly  be  sequential  as  nearly  all  entries  are 

going  in  the  same  direction. 

From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  Wednesday,  April  25,  2018  12:15  AM 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tgs9^cdcggy>;  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC) 
<vid5(Scdc.Eov>:  Yuan,  Kerning  (CDC/ONDIEH/NCIPC)  <vrm4@cdc.gov>:  Kegler,  Scott  R, 
(CDC/ONDIEH/NCIPC)  <snk6(Scdc.Eov>:  Ivey-Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC) 
<ivm9@cdc.gov>:  Crosby,  Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc,Eov>:  Holland,  Kristin 
(CDC/ONDIEH/NCIPC)  <imhl@cdc.gov>;  Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC)  <dof3f5)cdc.gov>: 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC)  <irv8(acdc.BOv>:  Black,  Erin  (CDC/ONDIEH/NCIPC) 
<epm7@cdc.Eov>:  Kurnit,  Molly  Regina  (CDC/ONDIEH/NCIPC)  <uzu3^cdc-Eov>:  Bruce,  Crystal 
(CDC/OPHPR/OD)  <iEX6@cdc.gov> 

Cc:  Bartholow,  Brad  (CDC/ONDIEH/NCIPC)  <bnblfacdc.gov>:  Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 
<afo4@cdc,gov> 

Subject:  **VS  Updates** 

Hi  Everyone, 

Since  we  didn't  have  a  meeting  last  week  or  this  week  (yikes!)  and  our  next  meeting  isn't  until  next 
Tuesday,  I  wanted  to  take  the  time  to  provide  some  updates  to  keep  everyone  in  the  loop  (apologies  for 
the  delay  on  this).  I  invite  anyone  to  add  to  this  update  in  case  I've  forgotten  anything,  which  I'm  so  sure 
I  have. 


One  REQUEST:  By  next  week  it  would  be  great  if  the  three  task  groups  (MMWR,  Fact  Sheet, 
Comnn/Policy)  can  update  their  to-do  lists  through  May  15th.  I  don't  have  any  specific  guidance  since  it's 
late  but  will  be  good  to  keep  ourselves  organized  and  no  what's  coming  next  (mostly  I'm  suggesting  this 
for  myself  probably!). 

Where  things  stand  currently: 

•  The  MMWR  was  routed  through  clearance  and  cross-clearance  successfully.  It  will  be  submitted  to 

the  MMWR  office  today. 

•  The  Fact  sheet  team  led  heroically  by  Tom  and  aided  by  Crystal,  Kristin,  Asha,  and  myself  has  come 

a  long  way!  Thank  you  to  everyone  who  reviewed  the  latest  version  of  the  FS.  Tom  will  submit 
the  FS  back  to  the  VS  team  COB. 

o  One  sticking  point  right  now  is  finding  two  good  photos  to  include!  This  is  no  sma!l  task. 
The  first  photo  is  on  page  1  and  is  next  to  the  'states  and  communities  can:  [insert  7 
strategies].  Here  some  are  thinking  a  group  of  people  would  be  good  to  suggest 
organizing,  collaboration,  and  connectedness.  However,  it  really  needs  to  convey  the 
problem  of  suicide  somehow.  The  second  picture  is  placed  right  next  to  the  heading  on 
page  2  about  the  percentage  change  in  rate  increases.  This  is  not  a  happy  message  of 
course  so  what  do  we  place  there?  Trying  to  avoid  depressed  looking  people,  I 
personally  am  also  trying  to  avoid  pictures  of  women  and  teenagers  so  we  represent  the 
population  with  the  highest  burden,  men.  Molly  and  Crystal  are  helping  with  this 
conundrum.  Attaching  latest  mock-up  of  FS. 

o  Also,  Molly  now  has  the  native  files  of  the  Bethelto  campaign  image  in  her  hands  (yayl). 
Please  see  attached  for  what  I'm  talking  about.  The  folks  at  Mental  Health  America  are 
thrilled  that  their  campaign  will  be  featured. 

•  The  Comm  team  has  been  extremely  busy  drafting  the  critical  contacts  email,  the  telebriefing 

script,  the  press  release,  and  the  dear  colleague  letter.  These  documents  were  routed  from 
Crystal  to  Marie,  myself,  Malia,  Tom,  and  will  be  reviewed  in  the  next  day  by  Leslie.  These  items 

are  due  to  the  VS  office  this  Friday,  April  27^^.  I'm  working  on  some  FAQs  today  to  include  with 
the  telebriefing  script. 

•  Re  Partnerships,  Or.  Schuchat  mentioned  the  VS  at  the  Action  Alliance  Executive  Committee 

meeting  a  few  weeks  ago,  and  Robin  Ikeda  mentioned  the  VS  at  the  American  Association  of 
Suicidology  meeting  last  week.  Kristin  also  mentioned  the  VS  to  the  Data  and  Surveillance  Task 
Force  of  the  Action  Alliance,  and  she  and  1  met  with  Colleen  Carr  and  Farrah  Kaufmann  also  of 
the  Action  Alliance.  Kimberly  Torguson  of  the  Action  Alliance's  Media  workgroup  has  been 
alerted  as  have  Federal  Partners  on  our  monthly  call.  **lt  was  recommended  that  we  reach  out 
to  the  National  Council  for  Suicide  Prevention  if  we  haven't  already  done  so.  An  update  re  the 
Surgeon  General's  participation  is  forthcoming  (Feel  free  to  update  here). 

•  The  medical  outreach  call  with  Brandy  Peaker  occurred  this  past  Monday.  This  was  a  productive 

meeting,  **Feel  free  to  update  here. 

•  The  pre-briefing  with  Dr.  Schuchat  has  been  scheduled  and  rescheduled  multiple  times,  it's 

currently  on  May  7^^  from  1-1:45.  In  addition,  to  accommodate  Dr.  Schuchat's  travel  schedule 
the  VS  has  been  pushed  back  until  JUNE 

•  NCHS  data  brief  on  suicide  will  be  delayed  until  after  our  VS  comes  out.  That  was  very  generous  of 

them.  Thanks  to  Tom  for  working  that  out! 

•  One  piece  of  bad  news,  the  AJPH  commentary  was  rejected  ®  I  will  assess  whether  it  makes  sense 

to  try  JAMA  or  AJPM  (i.e.  whether  content  is  appropriate  and  whether  timing  is  at  all  possible^^ 
guessing  no  on  both  fronts).  The  next  idea  is  to  have  a  commentary  come  out  after  the  VS  in 
another  journal. 


•  other  items— f'm  sure  Tm  forgetting  or  don't  know  about  many  things  SD  please  add  here! 
That's  all  for  now.  Sorry  for  the  overly  long  email.  Please  let  me  know  if  you  have  any  questions  or 
concerns*  Thanks  a  million  to  everyone  for  the  great  work.  We've  really  made  great  strides  thus  far! 
Six  week  to  go*  Go  Team!  © 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

Mational  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatment  Team 

770.4S83942 

dstQneS^cdc.gov 

CDCs  Injury  Center 

Preventing  Injuries  and  Violence 
Through  Skience  and  Action 


From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  6  Jun  2018  16:20:22  -0400 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Lenard,  Courtney 

(CDC/ONDIEH/NCIPC);Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);MercY, 
James  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Bruce,  Crystal 
(CDC/OPHPR/OD);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Gaines- 
McCollom,  Molly  (CDC/OPHPR/DEO);DeNoon,  Daniel  (CDC/OD/OADC)  (CTR);Grusich,  Katherina  (Kate) 
(CDC/OD/OADC); Hoskins,  Sharon  (K.D.)  (CDC/OD/OADC); Iverson,  Dontae  (CDC/OD/OADC);Balluz,  Lina 
(ATSDR/DTHHS/OD);Bonds,  Michelle  E,  (CDC/OD/OADC);Brand,  Anstice  M.  (CDC/OD/CDCWO); Brown, 
Renee  (CDC/ONDIEH/NCCDPHP);Bumpus,  Stefanie  (CDC/OID/NCEZID);Burden,  Bernadette 
(CDC/OD/OADC);Burns,  Annina  (CDC/OD/CDCWO);Charles,  Julia  (CDC/OD/OCS);Clark,  Cynthia  K. 
(CDC/OD/OCS);Crawford,  Carol  Y.  (CDC/OD/OADC);Daniel,  Katherine  Lyon  (CDC/OD/OADC);Das,  Mansi 
5.  (CDC/OD/OADC); Dempsey,  Jay  H.  (CDC/OD/OADC);Diaz,  Shelly  S.  (CDC/OID/NCHHSTP);Dills,  Kimberly 
C.  (ATSDR/OPPE);DPAID(CDC);Dunn,  Evelyn  (CDC/OCOO/OFR/OA);Galatas,  Kate 
(CDC/OD/OADC);Gonzalez,  Belsie  (CDC/OD/OADC);Grant,  Llelwyn  (CDC/OD/OADC);Green,  Hugh 
(CDC/OD/OCS);Guest,  Megan  (CDC/OD/OADC);Heldman,  Amy  6.  (CDC/OD/OADC);Hogg,  Jarrad 
(CDC/OD/OADC);Hoo,  Elizabeth  (CDC/OD/PPEO);lademarco,  Michael  (CDC/OPHSS/CSELS/OD);Joyner, 
Tonya  (CDC/OSTLTS/OD)  (CTR);Kelly,  Alison  (CDC/OCOO/OFR/OA);Kent,  Charlotte 
{CDC/OPHSS/CSELS/DPHID);Knight,  Dianna  (CDC/OD/OADC); Knotts,  Ashley  (CDC/OD/OCS);Kroop,  Seth 
(CDC/OD/OCS);Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD);Martin,  Laura  Yerdon 
(CDC/OPHSS/CSELS/OD); McGowan,  Robert  (Kyle)  (CDC/OD/OCS);Olivares,  Dagny 
(CDC/OSTLTS/OD); Pa rikh,  Sapana  (CDC/OCOO/OFR/OA); Parker,  Stacey  M.  (CDC/OSTLTS/OD) 
(CTR);Payne,  Chelsea  C.  (CDC/OSTLTS/OD);Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS);Rasmussen,  Sonja 
(CDC/OID/OD);Redd,  Stephen  (CDC/OPHPR/OD);Redfield,  Robert  R.  (CDC/OD);Schattner,  Aimee 
{CDC/OD/CDCWO);5chindelar,  Jessica  (CDC/OD/OADC);Schuchat,  Anne  MD  (CDC/OD);Simon,  Gia  M. 
(CDC/OSTLTS/OD);Smith,  Patti  (CDC/OD/OADC);Sorrells,  Marjorie  J.  (CDC/OD/OCS);Stanojevich,  Joel  G. 
{CDC/CGH/OD);Ware,  Nina  (CDC/OD/OADS);Weatherwax,  Douglas 
(CDC/OPHSS/CSELS/DPHID);Wilkinson,  Kelly  (CDC/OSTLTS/OD)  (CTR);Wilson,  Michelle 
(CDC/OCOO/OFR/OA) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID);Peaker,  Brandy 

(CDC/OPHSS/CSELS/DPHtD);Omisore,  Shannon  L.  (CDC/OD/OADC);Turner,  Cheryl  L.  (CDC/OD/OADC) 
(CTR);6uest,  Megan  (CDC/OD/OADC);McGuire,  Delaney  (CDC/OD/OADC);Roberts,  Ursula  (CDC/OD/OCS) 
(CTR) 

Subject:  Supplemental  Table-  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs 

Suicide  Prevention 

Attachments:  MMWR  Supplemental  table _ VS  Suicide_6.7.2018_final.pdf 

Hi  Folks, 

Sending  a  table  that  will  appear  in  the  MMWR.  For  those  of  you  distributing  to  others  tomorrow 
morning,  please  include  the  table  with  the  other  materials. 

Thanks,  Lynn 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent;  Wednesday,  June  6,  2018  2:33  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) ;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Dorigo,  Leslie 
(CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ; 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Fowler, 
Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Simon,  Thomas 


(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) ; 
DeNoon,  Daniel  (CDC/OD/OADC)  (CTR} ;  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) ;  Hoskins,  Sharon 
(K.D.)  (CDC/OD/OADC} ;  Iverson,  Dontae  (CDC/OD/OADC) ;  Balluz,  Lina  (ATSDR/DTHHS/OD) ;  Bonds, 
Michelle  E.  (CDC/OD/OADC) ;  Brand,  Anstice  M.  (CDC/OD/CDCWO) ;  Brown,  Renee 
(CDC/ONDIEH/NCCDPHP) ;  Bumpus,  Stefanie  (CDC/OID/NCEZID) ;  Burden,  Bernadette  (CDC/OD/OADC) 
;  Burns,  Annina  (CDC/OD/CDCWO) ;  Charles,  Julia  (CDC/OD/OCS) ;  Clark,  Cynthia  K.  (CDC/OD/OCS) ; 
Crawford,  Carol  Y.  (CDC/OD/OADC) ;  Daniel,  Katherine  Lyon  (CDC/OD/OADC) ;  Das,  Mansi  S. 
(CDC/OD/OADC) ;  Dempsey,  Jay  H.  (CDC/OD/OADC) ;  Diaz,  Shelly  S.  (CDC/OID/NCHHSTP) ;  Dills, 
Kimberly  C.  (ATSDR/OPPE) ;  DPAID  (CDC) ;  Dunn,  Evelyn  (CDC/OCOO/OFR/OA) ;  Galatas,  Kate 
(CDC/OD/OADC) ;  Gonzalez,  Belsie  (CDC/OD/OADC) ;  Grant,  Llelwyn  (CDC/OD/OADC) ;  Green,  Hugh 
(CDC/OD/OCS) ;  Guest,  Megan  (CDC/OD/OADC) ;  Heldman,  Amy  B.  (CDC/OD/OADC) ;  Hogg,  Jarrad 
(CDC/OD/OADC) ;  Hoo,  Elizabeth  (CDC/OD/PPEO) ;  lademarco,  Michael  (CDC/OPHSS/CSELS/OD) ; 
Joyner,  Tonya  (CDC/OSTLT5/OD)  (CTR) ;  Kelly,  Alison  (CDC/OCOO/OFR/OA) ;  Kent,  Charlotte 
(CDC/OPHSS/CSELS/DPHID) ;  Knight,  Dianna  (CDC/OD/OADC) ;  Knotts,  Ashley  (CDC/OD/OCS) ;  Kroop, 
Seth  (CDC/OD/OCS) ;  Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD) ;  Martin,  Laura  Verdon 
(CDC/OPHSS/CSELS/OD) ;  McGowan,  Robert  (Kyle)  (CDC/OD/OCS) ;  Olivares,  Dagny  (CDC/OSTLT5/OD) ; 
Parikh,  Sapana  (CDC/OCOO/OFR/OA) ;  Parker,  Stacey  M.  (CDC/OSTLTS/OD)  (CTR) ;  Payne,  Chelsea  C. 
(CDC/OSTLTS/OD) ;  Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS) ;  Rasmussen,  Sonja  (CDC/OID/OD) ;  Redd, 
Stephen  (CDC/OPHPR/OD) ;  Redfield,  Robert  R.  (CDC/OD) ;  Schattner,  Aimee  (CDC/OD/CDCWO) ; 
Schindelar,  Jessica  (CDC/OD/OADC) ;  Schuchat,  Anne  MD  (CDC/OD) ;  Simon,  Gia  M.  (CDC/OSTLTS/OD) ; 
Smith,  Patti  (CDC/OD/OADC) ;  Sokler,  Lynn  (CDC/OD/OADC) ;  Sorrells,  Mar)orie  J.  (CDC/OD/OCS) ; 
Stanojevich,  Joel  G.  (CDC/CGH/OD) ;  Ware,  Nina  (CDC/OD/OADS) ;  Weatherwax,  Douglas 
(CDC/OPHSS/CSELS/DPHID) ;  Wilkinson,  Kelly  (CDC/OSTLTS/OD)  (CTR) ;  Wilson,  Michelle 
(CDC/OCOO/OFR/OA) 

Cc:  Sokler,  Lynn  (CDC/OD/OADC) ;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Peaker,  Brandy 
(CDC/OPHSS/CSELS/DPHID) ;  Omisore,  Shannon  L.  (CDC/OD/OADC) ;  Turner,  Cheryl  L.  (CDC/OD/OADC) 
(CTR) ;  Guest,  Megan  (CDC/OD/OADC) ;  McGuire,  Delaney  (CDC/OD/OADC) ;  Roberts,  Ursula 
(CDC/OD/OCS)  (CTR) 

Subject:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 
Hi  Folks, 

This  month’s  issue  of  Vital  Signs  is  on  Suicide  Rates  Rising  across  the  U.S.  and  releases  Thursday, 
June  7  with  a  Media  Telebriefing  at  noon.  All  materials  go  live  on  the  CDC  website  at  1  pm.  Here  are 
the  key  materials  to  use  to  distribute  to  stakeholders  and  partners:  The  Dear  Colleague  tetter,  MMWR, 
Fact  Sheet,  Press  Release  and  Graphic. 

For  those  distributing  to  media,  please  send  the  MMWR,  Fact  Sheet,  Press  Release  and  Graphic,  Dr. 
Schuchat  will  be  the  primary  spokesperson  for  this  Vital  Signs. 

For  those  of  you  distributing  out  to  partners  and  other  constituents  Thursday  morning  at  9  am, 

please  make  sure  they  know  these  are  advance  copies  only.  These  materials  are  embargoed  until 
Thursday  June  7  at  1  pm.  Please  adjust  the  Dear  Colleague  letter  for  those  people  to  which  you  send. 
Also  please  send  Rich  and  me  a  copy  when  you  email  this  out  to  your  groups. 

We  wilt  also  have  the  press  release  on  CDC  en  Espanol  and  available  through  the  Vital  Signs  website. 
For  those  attending  the  media  telebriefinq,  I  have  also  attached  the  Telebriefing  Script  and  the  Q&A 
document.  These  do  not  get  distributed  externally. 

For  each  Vital  Signs  issue,  we  track  and  report  on  results  two  times  -  after  24  hours  and  after  30  days. 
We  track  the  number  of  audiences  reached  (from  all  media  and  web  sources),  #  of  stories  and  type  of 
media,  the  dollar  value  of  the  media  coverage  if  CDC  had  to  purchase  it  as  advertising,  social  media  use 
and  reuse,  and  #  of  people  looking  at  Vital  Signs  on  our  web  pages. 

Vital  Signs  reaches  out  to  a  lot  of  different  people  with  our  topics  and,  from  our  evaluation  surveys,  the 
uptake  out  in  the  field  is  impressive.  In  a  survey,  an  astounding  95%  of  state  health  officers  and  state 
epidemiologists  were  aware  of  and  used  VS  issues,  with  about  3  in  4  using  VS  in  the  past  year.  Ail 
shared  the  material  with  their  constituents  via  conference  call,  e-mail,  newsletter,  or  mailing  for  topics 


appropriate  to  their  members.  A  stratified  random  sample  survey,  used  with  NACCHO  member 
organizations,  reported  that  74%  of  all  county  or  local  health  departments  had  heard  of  or  used  VS  in  the 
past  year  to  educate  staff,  improve'  programs,  and  guide  policy  formation.  As  well,  a  2017  internal 
evaluation  showed  that  most  program  Staff  involved  believe  the  value  derived  from  it  is  worth  the  work, 
although  producing  Vital  Signs  takes  a  lot  of  effort. 

I  want  to  thank  everyone  who  has  worked  on  this  issue  for  all  their  extra  efforts.  It’s  a  very  important  topic 
and  will  be  valuable  information  for  many  people.  We  hope  that  program  continues  to  use  this  Vital  Signs 
to  promote  its  messages  and  the  recommended  actions  in  it  to  achieve  new  results. 

Cheers, 

Lynn 

Lynn  A.  Sokler|  Senior  Commiinictitioii  Ad  visorj  Office  of  the  Di  rector  |  Office  of  the  Associate  Director 
for  Communication  I  Center.s  for  Disease  Control  and  Prevention  [Mailing:  ihon  Clifton  Road  MS-E-69I 
Atlanta,  GA  String  j  zszo@cdc.gov I  office  404-498-6617  |bus.  cell  404-409-55,56 jfx  404-498-0945 


Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

1 

Current 

State 

Rank® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005-2007 

1 

2008-2010 

2011  -2013 

2014-2016 

u.s. 

Both 

12.3  (n/a) 

12.7  (+  0.4) 

12.9  (+0.2) 

13.8  (+  0.9) 

14.5  (+0.8) 

15.4  (+  0.9) 

+  1.5%(p<.01) 

n/a 

+  34  (n/a) 

+  25.4  %  (n/a) 

Male 

20.9  (n/a) 

21 .2  (+  0.4) 

21.3  (+0.0) 

22.5  (+1.3) 

23.5  (+1.0) 

24.5  (+1.0) 

+  1.1  %  (p<.01) 

Female 

4.7  (n/a) 

5.0  (+  0.3) 

5.3  (+  0.2) 

5.7  (+  0.4) 

6.2  (+  0.5) 

6.9  (+  0.7) 

+  2.6  %  (p<.01} 

AL 

Both 

14.3  (n/a) 

13,4  (‘  0,9) 

14.1  (+0.6) 

15.6  (+1.6) 

16.4(+0.7)  * 

17.5  (+  1.1) 

+  1.6%(p<.05}  i 

25 

+  34  (31) 

+  21.9%  (33) 

Male 

25.1  (n/a) 

23,4  (“  1,7) 

24,4  (+1.0) 

26.4  (+  2.0) 

27.6  (+1.1) 

29.1  (+  1.5) 

+  1.3%(p<.05}  ' 

Female 

5.1  (n/a) 

4.8  (-  0.3) 

5.0  (+0.2) 

64  (+1.1) 

6.4  (+0.3) 

7.0  (+  0.7) 

+  2.6%(p<.01} 

AK 

Both 

21 .0  (n/a) 

24.8  (+  3.8) 

24,2  (^0.6) 

26.0  (+  1.7) 

25.4  (-0.5) 

28.8  (+  3.4) 

+  1 .7  %  (p<.05) 

2 

+  7.8  (  4) 

+  37.4%  (13) 

Male 

33.2  (n/a) 

38.1  (+  4.9) 

38.9  (+0.8) 

40.1  (+  1.2) 

40,1(0.1) 

42.9  (+  2,8) 

+  1.4%(p<.01) 

Female 

S.6  (n/a) 

11.4  (+  2.9) 

9,8  (-1.6) 

11.1  (+  1.2) 

9.9  (-1.2) 

13.2  (+  3.4) 

+  1 .7  %  n/s 

AZ 

Both 

17.8  (n/a) 

18.5  (+  0.7) 

19.1  (+0.5) 

19.1  (-0.0) 

20.4  (+1.3)  I 

20.9  {+  0.5} 

+  1.0%  (p<.01} 

15 

+  3.1  (32) 

+  17.3%  (42) 

Male 

29.3  (n/a) 

30.2  (+  1.0) 

30,6  (+0.4) 

30.2  (-  0.5) 

32.0  (+1.9) 

32.4  {+  0.4} 

+  0.6  %  (p<.05} 

Female 

7.1  (n/a) 

7.5  (+  0.4) 

8.2  (+0.7) 

8.6  (+  0.5) 

9.2  (+0.6) 

9.9  (+  0.6} 

+  2.2%(p<,01} 

AR 

Both 

15.5  (n/a) 

15.8  (+  0.3) 

16.2  (+0.5) 

17.6  (+  1.4) 

19.2  (+1.6) 

21.2  {+  2,0} 

+  2.2%  (p<.01} 

12 

+  5.7(14) 

+  36.8%  (15) 

Male 

26.7  (n/a) 

26.7  (+  0.0) 

27.2  (+0.5) 

28.2  (+  1.0) 

31.7(+3.5)  I 

33.5  {+1,9} 

+  1.6%(p<.05} 

Female 

5.6  (n/a) 

5.9  (+  0.3) 

6.2  (+0.4) 

7.9  (+  1.7) 

7.5  (-0.4) 

9.6  {+2.1} 

+  3.6%(p<.01} 

CA 

Both 

10.6  (n/a) 

11.3  (+  0.7) 

11.0  (-0.3)  ' 

12.0  (+  1.0) 

11,8(  0.1)  ; 

124  (+0.3) 

+  0.9  %  (p<.05} 

45 

+  1.6  (46) 

+  14.8%  (46) 

Male 

17.9  (n/a) 

18.4  (+  0,5) 

17.7  (-0.7) 

19.1  (+  1.4) 

18.9  (-0.2) 

19.2  {+  0.3) 

+  0.5  %  n/s 

Female 

4.1  (n/a) 

5.0  (+  0.9) 

4.9  (-0.1) 

5.4  (+  0.5) 

5.3  (-0.1) 

5.6  (+  0.3) 

+  1.7%  (p<.05} 

CO 

Both 

17.3  (n/a) 

19.2  (+  1.9) 

19.0(0,2) 

20.0  (+  1.0) 

21.6  (+1.5) 

23.2  {+1.6} 

+  1.8%{p<.01} 

8 

+  5.9  (12) 

+  34.1  %(22) 

Male 

28.6  (n/a) 

30,9  (+  2.3) 

30,5  (-0.4)  ^ 

31 .5  (+  1.0) 

33.4  (+1.9) 

36.3  (+  2.9} 

+  1.4  %  (p<.01} 

Female 

7.0  (n/a) 

8.2  (+  1.3) 

8.2  (+0.0) 

9.1  (+  0.9) 

10.1  (+1.0) 

10.4  (+  0.3) 

+  2.6%(p<.01}  ' 

CT 

Both 

9.6  (n/a) 

8.9  {-  0.7) 

9.1  (+  0.2) 

10.2  (+1.1) 

11.0  (+  0.8) 

11.5  (+  0.5) 

+  1.6%  (p<.05} 

46 

+  1.9  (43) 

+  1 9.2  %  (34) 

Male 

16.4  (n/a) 

14.6  (-  1.8) 

15.0  (+0.4) 

16.6  (+  1.6) 

17.6  (+1.0) 

17.3  {-0.3} 

+  0.9  %  n/s 

Female 

3.6  (n/a) 

3.8  (+  0.2) 

3.7  (-0.2) 

4.4  (+  0.7) 

4.9  (+0.5) 

6.2  (+1.3) 

+  3.5%(p<.05} 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPCt 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

I 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

DE 

Both 

13.6  (n/a) 

12.2  (-1.4) 

11.9  (-  0.3) 

13.6  (-1-1.7} 

14.2  {-1-0.6} 

14.4  (-1-0.2) 

+  0.9  %  n/s 

42 

4  0.8  (50) 

4  5.9%  (50) 

Male 

23.0  (n/a) 

20.3  (-  2.7) 

19.9  (-0.4) 

23.1  {+  3.2) 

22.7  (-  0.4) 

23.5  (+0.8) 

4  0.6  %  n/s 

Female 

5.3  (n/a) 

5.0  (-  0.2) 

4.6  (-  0.4) 

4.9  (+0.3)  ! 

6.4  (+1.5)  ' 

6.2  (-  0.2) 

4  1 .6  %  n/s 

DC 

Both 

5.9  (n/a) 

6.4  (+  0.5) 

6.4  (-0.0) 

7.3  (+0.8) 

6.6  (-  0.7)  1 

6.9  (+  0.3) 

4  0.9  %  n/s 

51 

+  1.0(48) 

+  16.1  %(45) 

Male 

10.7  (n/a) 

11.1  (+  0.4) 

10.3  (-0.8)  ' 

12.7  (+2.4) 

10.0  (-2.6)  ' 

11.7  (+  1.7) 

4  0.3  %  n/s 

Female 

1 .7  (n/a) 

2.3  (+  0.6)  tt 

3.3  (+1.0) 

2.6  (-  0.7) 

3.6  (+1.0) 

2.8  (-  0.8) 

4  3.5  %  n/s 

FL 

Both 

14.8  (n/a) 

15.2  (+0.4) 

14.9  (-0.3)  ^ 

16.3  (+  1.4)  ‘ 

16.3  (-0.0)  ' 

16.4  (+07) 

+  O.S%(p<.05) 

29 

4  1.6  (45) 

4  10.6  %  (48) 

Male 

24.3  (n/a) 

24.4  (+  0.1) 

23.6  (-0.8) 

26.2  (+2.6) 

25.6  (-0.6) 

25.6  (-  0.1) 

4  0.5  %  n/s 

Female 

6.3  (n/a) 

6.8  (+0.5) 

6.8  (+0.0) 

7.1  (+0.3) 

7.6  (+0.5) 

7.8  (+  0.3) 

+  1,4%{p<.01) 

GA 

137  (+0.5) 

15.0  (+1.3) 

4  0.9  %  n/s 

39 

+  2.1  (40) 

+  16.2%  (44) 

Male 

22.1  (n/a)  ! 

23.1  (+  1.0) 

22.6  (+07) 

24.4  (+  1 .7) 

4  0.5  %  n/s 

Female 

5.0  (n/a) 

4.8  (-0.2) 

5.8  (+0.3) 

6.6  (+  0.8) 

+  2.1  %  (p<.05) 

HI 

Both 

12.9  (n/a) 

11.1  (-  1.8) 

10.3  (-0.7) 

14.5  (+4.1) 

14.4  (-0.1) 

15.2  (+0.8) 

4  2.0  %  n/s 

35 

4  2.4  (35) 

4  18.3%  (38) 

Male 

20.4  (n/a) 

17.2  (-  3.1) 

15.3  (-1.9) 

21 .9  (+6.7) 

22.5  (+0.5) 

24.3  (+  1 .8) 

+  2.1  %  n/s 

Female 

5.4  (n/a) 

5.0  (-  0.4) 

5.5  (+0.5) 

7.1  (+  1.5)  ! 

6.2  (-  0.9) 

5.9  {-  0.3) 

4  1 .2  %  n/s 

ID 

Both 

17.3  (n/a) 

19.2  (+2.0) 

18,3  (-0.9)  ’ 

21 .6  (+3.3) 

21 .9  (+0.3) 

247  (+2.8) 

+  2.3%(p<,01) 

6 

+  7.5  (  6) 

+  43,2  %  (  7) 

Male 

28.4  (n/a) 

33.1  (+47) 

31.1  (-2,0) 

34.9  (+3.8) 

34.7  (-0.2) 

38.0  (+3.3) 

+  1.6%(p<,05) 

Female 

7.2  (n/a) 

6.1  (-1.1) 

6.1  (+0.0) 

9,0  (+2.9) 

9.5  (+0.5) 

11.8  (+  2.3) 

+  4.4  %  (p<,05) 

IL 

Both 

9.9  (n/a) 

9.8  (-0.1) 

9.7  (-0.1) 

10.6  (+0.8) 

11.2  (+0.6)  ! 

12.2  (+1.0) 

+  1.5%(p<.05) 

44 

+  2,3  (38) 

+  22.8%  (32) 

Male 

17.1  (n/a) 

167  (-0.4) 

16,2  (-0,4) 

17,6  (+1.4) 

18.5  (+0.9) 

19.8  (+1.3) 

+  17  %(p<,05) 

Female 

3.7  (n/a) 

3.6  (-  0.0) 

3.8  (+  0.2) 

4.2  (+0.4) 

4.5  (+0.4) 

5,2  (+0.6) 

+  2.4%(p<,01) 

IN 

Both 

13.0  (n/a) 

137  (+  07) 

14.4  (+0.7) 

14.9  (+0.5) 

16.4  (+1.4) 

17.1  (+07) 

+  1.9%(p<.01) 

26 

+  4,1  (23) 

+  31 .9  %  (25) 

Male 

22,4  (n/a) 

23.2  (+0.8) 

24.4  {+  1 .2) 

247  (+0.4) 

267  (+2.0) 

28.3  {+  1 .6) 

+  1.5%(p<.01) 

Female 

4.6  (n/a) 

5.0  (+0.4) 

5.3  (+  0.2) 

5.9  (+0.6) 

6.8  (+0.9) 

6,6  (-  0,2) 

+  27%(p<,01) 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

i 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

lA 

Both 

1 1 .8  (n/a) 

13.2  (+1.4) 

12.8  {-  0.4) 

14.2  (+1.4) 

1 5.9  {+  1 .7) 

16.0  (+0.1) 

+  2.1%(P<.01)  ; 

31 

+  4.3  (20) 

+  36.2%  (18) 

Male 

20.6  (n/a) 

22.1  (+1.5) 

20.8  (-1.4) 

23.3  (+2.5) 

26.0  (+2.7) 

25.7  (-  0.3) 

+  1.6%(p<.05) 

Female 

3.7  (n/a) 

4.7  (+  1.0) 

5.3  (+0.6) 

5.5  (+0.2)  ' 

6.1  (+0.6)  ’ 

6.7  (+  0.6) 

+  3.S%(p<.01) 

KS 

Both 

13.3  (n/a) 

15.1  (+  1.8) 

15.8  (+0.7) 

15.3  (-0.5)  ! 

17.7  (+2.4) 

19.4  (+  1.6) 

+  2.2%(p<.01) 

19 

+  6.0(11) 

+  45.0%(  5) 

Male 

22.7  (n/a) 

25.0  (+  2.3) 

26.5  (+1.5) 

25.6  (-0.9) 

29.1  (+3.5) 

30.7  (+  1 .6) 

+  1.9%{p<.01) 

Female 

4.6  (n/a) 

6.0  (+1.4) 

5.7  (-0.3) 

5.4  (-0.3) 

6.8  (+1.4) 

8.4  (+  1 .6) 

+  3.2%(p<.05) 

KY 

Both 

14.1  (n/a) 

15.4  (+  1.3) 

16.7  (+1.3)  ^ 

16.2  (-0.5) 

18.2  (+2.0)  ■ 

19.3  (+  1.1) 

+  1.9%(p<.01) 

20 

+  5.2(16) 

+  36.6%  (16) 

Male 

25.0  (n/a) 

26.8  (+  1.9) 

28.3  (+1.4) 

27.2  (-1.0) 

30.1  (+  2.9) 

31.7  (+  1.6) 

+  1.4%(p<.01) 

Female 

4.8  (n/a) 

5.2  (+  0.4) 

6.1  (+0.8)  ' 

6.1  (+0.1) 

7.1  (+0.9) 

77  (+  0.6) 

+  3.2%(p<.01) 

LA 

Both 

13.1  (n/a) 

12.9  (-  0.2) 

13.4  (+0.4)  ; 

13.6  (+0.3) 

14.4  (+0.8) 

17.0  (+  2.5) 

+  1.6%(p<.05)  1 

27 

+  3.8  (27) 

+  29.3  %  (26) 

Male 

22.9  (n/a) 

22.3  (-  0.6) 

22.4  (+0.1) 

23.3  (+0.8) 

23.7  (+0.5)  ' 

27.3  (+  3.6) 

+  1.1  %  n/s 

Female 

4.8  (n/a) 

4.7  (-  0.1) 

5.2  (+0.5) 

4.9  (-  0.2) 

6.1  (+1.2) 

7.5  (+  1 .4) 

+  2.8%(p<.05) 

ME 

Both 

14.5  (n/a) 

13.6  (-0.9) 

14.4  (+0.8) 

15.4  (+1.0) 

18.9  (+3.5) 

18.5  (-  0.4) 

+  2.2%(p<.05) 

21 

+  4.0  (25) 

+  27.4%  (29) 

Male 

25.0  (n/a) 

22.9  (-  2.1) 

24.6  (+1.7) 

25.7  (+1.1)  ’ 

31.1  (+5.4) 

29.8  (-  1.3) 

+  1.8%(p<.05) 

Female 

5.3  (n/a) 

5.3  (-  0.0) 

5.2  (-0.1)  ’ 

6.0  (+0.7)  ^ 

7.6  (+1.6) 

7.9  (+  0.3) 

+  3.1%(p<.05) 

MD 

Both 

10.0  (n/a) 

10.3  (+0.3) 

10.1  (-0.2) 

10.2  (+0.1) 

107  (+0.5) 

10.8  (+0.1) 

+  0.5%(p<,05)  I 

+  0.8  (49  S§) 

+  8.5  %  (49  §5) 

Male 

17.6  (n/a) 

17.8  (+0.1) 

17.3  (-0.5) 

17.7  (+0.4) 

+  0.2%  n/s 

Female 

3.5  (n/a) 

3.8  (+0.4) 

3.9  (+0.0)  ' 

3.7  (-0.2) 

+  1.3%(p<.05) 

MA 

Both 

7.4  (n/a) 

7.6  (+0.2)  I 

8.4  (+0.8)  ! 

9.3  (+1.0) 

9.8  (+0.4)  ! 

10.0  (+0.3) 

+  2.3%(p<.01) 

48 

+  2.6  (34  «) 

+  35.3  %  (20  «) 

Male 

12.1  (n/a) 

12.8  (+0.7) 

13.3  (+0.5) 

15.4  (+2.1) 

15.2  (-0,2) 

16.0  (+0.8) 

+  2.0%(p<.01) 

Female 

3.3  (n/a) 

2.9  {;  0.4) 

4.0  (+1.0) 

3.8  (-0.1) 

4.8  (+1.0) 

4,6  (-  0,2) 

+  3.0%(p<.05) 

D 

Both 

11,8  (n/a) 

12.5  (+  0.7) 

12.9  (+0.4)  : 

13.9  (+1.0)  ’ 

14.5  (+07) 

15.6  (+1.1) 

+  i.9%(p<.oi)  ; 

33 

+  3.9  (26) 

+  32.9  %  (24) 

Male 

20.0  (n/a) 

20.9  (+0.9) 

21 .6  (+0.7) 

22.8  (+1.3) 

23.9  (+1.0) 

25.0  {+  1 .2) 

+  1.5%(p<.01) 

Female 

4.4  (n/a) 

4.8  (+  0.4) 

5.0  (+0.2) 

5.6  (+0.6) 

5.9  (+0.3) 

67  (+0.9) 

+  2.8%(p<.01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

MN 

Both 

1 0.7  (n/a) 

11.5  (+0.9) 

12.4  (+0.8)  ; 

12.9  (+  0.5) 

14.2  (-1-1.3) 

15.0  (-1-0.9) 

-i-2.3%(p<.01) 

38 

4  4.3(19) 

4  40.6%(  8) 

Male 

1 8.3  (n/a) 

19.3  (+1.1) 

20,4  (+1.0)  ^ 

20.9  (+0.6) 

22.9  (+1.9) 

23.3  (+0.4) 

+  1.7%(p<.01) 

Female 

3.6  (n/a) 

4.2  (+  0.6) 

4.8  (+0.6) 

5.1  (+0.4)  ' 

5.8  (+0.6) 

6.9  (+  1.2) 

+  4.2%(p<.01) 

MS 

Both 

12.9  (n/a) 

15.5  (+0.8)  1 

i5.6(+o.i)  : 

36 

+  2.3  (36) 

+  17.8%  (40) 

Male 

22.9  (n/a) 

26.6  (+1.7) 

25.9  (-  0.9)  ' 

-f0.7%n/s 

Female 

4.3  (n/a) 

5.5  (-0.0) 

6.4  (+0.9) 

6.2  (-  0.2) 

+  2.4%(p<.01) 

MO 

Both 

14.7  (n/a) 

14.1  (-0.6) 

15.4  (+1.3)  ^ 

16.0  (+0.7)  ' 

17.8  (+1.7)  ’ 

20.0  (+  2.3) 

+  2.2%(p<.01) 

16 

4  5.3(15) 

+  36.4%  (17) 

Male 

25.3  (n/a) 

23.7  (-  1.6) 

25.6  (+1.9)  I 

26.6  (+1.0) 

28.9  (+2.3) 

32.2  (+  3.3) 

+  1.8%(p<.05) 

Female 

5.4  (n/a) 

5.4  (+0.1) 

6.1  (+0.7) 

6.3  (+0.2) 

7.4  (+1.1) 

8.6  (+  1 .2) 

-f3.2%(p<.01) 

MT 

Both 

21.1  (n/a) 

22.6  (+  1.4) 

23.6  (+1.0)  1 

24.7  (+1.1)  ^ 

26.7  (+2.0) 

29.2  (+  2.5) 

+  2.1%(p<.01)  ’ 

1 

+  8.0(  2) 

4  38.0%  (11) 

Male 

36.9  (n/a) 

37.3  (+  0.4) 

39.8  (+2.5) 

39.7  (-0.1) 

41.0  (+1.4) 

45.5  (+  4.4) 

+  1.3%(p<.01) 

Female 

6.7  (n/a) 

8.4  (+1.8) 

8.4  (-0.1) 

10.0  (+1.6) 

12.6  (+2.6) 

13.1  (+0.5) 

+  4.6%(p<.01) 

NE 

Both 

12.7  (n/a) 

12.2  (-  0.5) 

12.6  (+0.4) 

11.7  (-0.8) 

13.5  (+1.8) 

14.8  (+  1.3) 

+  1 .0  %  n/s 

40 

4  2.1  (42) 

4  16.2%  (43) 

Male 

22.2  (n/a) 

20.7  (-  1.5) 

20.3  (-  0.4) 

19.8  (-0.5)  ' 

22.0  (+2.2) 

23.9  (+  1 .9) 

4  0.6%  n/s 

Female 

3.8  (n/a) 

4.2  (+  0.4) 

5.1  (+0.9) 

4.0  (-1.1)  ’ 

5.5  (+1.4) 

5.8  (+  0.3) 

4  2.6%  n/s 

NV 

Both 

23.3  (n/a) 

22.6  (-  0.6) 

22.1  (-0.5) 

22,6  (+0,5) 

21,4  (-1,2) 

23.1  (+1,6) 

-  0.2  %  n/s 

9 

-0,2(51) 

-  1,0%  (51) 

Male 

38.3  (n/a) 

36.7  (-  1.7) 

35.1  (-1.6)  ’ 

35,6  (+0,5) 

32,5  (-3,0) 

35,4  (+  2,8) 

-  0,7  %  n/s 

Female 

8.9  (n/a) 

9.5  (+  0.5) 

9.6  (+0.1) 

10.0  (+0,4) 

10,6  (+0,6) 

11.2  (+0,6) 

+  1.5%(p<,01) 

m 

Both 

13.5  (n/a) 

12.5  (-  1.0) 

13.3  (+0.8)  ! 

15,2  (+1,9) 

15,8  (+0,6)  ! 

20,0  (+4,2) 

+  2,7%(p<.05) 

17 

+  6,5(  8) 

+  48,3%(  3) 

Male 

22.5  (n/a) 

21.1  (-  1.4) 

21 .7  (+0.6) 

24,8  (+3,1)  ' 

25,4  (+0,6) 

30,6  (+  5.2) 

+  2,2%(p<,05) 

Female 

5.3  (n/a) 

4.8  (^  0.5) 

5.9  (+1.0) 

6,2  (+0,4) 

6,6  (+0,4) 

9,8  (+3,2) 

+  3,9%(p<,05) 

NJ 

Both 

7,8  (n/a) 

7.7  (-  0.1) 

7.5  (-0,2) 

8.0  (+0,5)  ’ 

8,9  (+0.9) 

9,2  {+  0,4) 

+  i.3%(p<,05)  ; 

50 

+  1 ,5  (47) 

+  19,2  %(35) 

Male 

13,0  (n/a) 

13.1  (+0.0) 

12.6  (-0.5) 

13.7  (+1,1) 

14,5  (+0,8) 

14,6  (+0,1) 

4  0.9  %  (p<.05) 

Female 

3.2  (n/a) 

2,9  (“  0.3) 

3.0  (+0.0) 

2,9  (-  0.1) 

3,8  (+0,9) 

4.4  (+0,6) 

4  2.3%  n/s 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002  -  2004 

j 

2005  -  2007 

2008-2010 

2011  -2013 

1 

2014-2016 

NM 

Both 

22.0  (n/a) 

22.0  (-  0.1) 

21.8  (-  0.2)  ; 

23.0  (-1-1.2) 

24.1  (-1-1.1) 

26.0  (-1- 1 .9) 

-1- 1.1  %  (p<.05) 

4 

4  18.3%  (39) 

Male 

36.8  (n/a) 

37.7  (+  0.9) 

36.4  (-1.2)  ! 

35.8  (-0.6) 

37.1  (+1.3) 

40.7  (-1-3.6) 

4  0.4  %  n/s 

Female 

8.5  (n/a) 

7.4  (-1.1) 

8.2  (+0.7) 

107  (+2.6)  ' 

11.7  (+0.9) 

12.0  (+0.3) 

+  3.3%(p<.05) 

NY 

Both 

7.2  (n/a) 

7.1  (-0.1) 

7.7  (+0.6)  ; 

8.4  (+0.8)  ! 

9.5  (+1.1)  : 

9.3  (-0.1) 

+  2.1%(p<.01)  ; 

49 

+  2.1  (41) 

+  28.8%  (27) 

Male 

12.5  (n/a) 

12.2  (-  0.3) 

12.9  (-1-0.7)  ' 

13.9  (-1-1.0)  ' 

15.4  (-1-1.4) 

14.5  {-  0.9) 

4  1 .4  %  (p<.05) 

Female 

2.7  (n/a) 

2.6  (-0.1) 

3.0  (-1-0.3) 

3.5  (-h  0.5) 

4.2  (-1-  0.7) 

4.6  (-^  0.5) 

4  4.2%(p<.01)  , 

NC 

Both 

13.6  (n/a) 

13.5  (-  0.1) 

13.7  (+0.1)  ^ 

14.2  (+0.5)  ^ 

14.5  (+0.4)  ’ 

15.3  (+0.8) 

+  0.8%(p<.01) 

34 

4  1 .7  (44) 

4  12.7  %  (47) 

Male 

22.7  (n/a) 

22.7  (+  0.0) 

22.2  (-0.6) 

23.3  (+1.1) 

23.3  (+0.0)  ' 

23.9  (+  0.6) 

4  0.4  %  n/s 

Female 

5.6  (n/a) 

5.5  (-  0.2) 

6.2  (+0.8) 

6.0  (-0.2) 

6.7  (+0.7)  ’ 

7.6  (+  0.9) 

4  2.0%(p<.05) 

ND 

Both 

13.3  (n/a) 

14.6  (+  1.3) 

16.0  (+1.4)  ; 

16.6  (+0.6) 

18.4  (+1.9) 

20.9  (+  2.5) 

+  2.9%(p<.01)  ’ 

14 

+  7.6  (  5) 

+  57.6%(  1) 

Male 

21.4  (n/a) 

24.6  (+  3.2) 

28.0  (+3.4) 

27.1  (-0.9) 

29.6  (+2.5) 

32.7  (+  3.0) 

+  2.5%(p<.01) 

Female 

5.6  (n/a) 

4.5  (-1.0) 

3.7  (-0.8) 

5.7  (+2.0) 

6.7  (+1.0) 

8.5  (+  1 .8) 

4  3.9%  n/s 

OH 

Both 

11.6  (n/a) 

12.3  (+0.6) 

13.1  (+0.8) 

13.4  (+0.2) 

14.8  (+1.4) 

15.8  (+  1.0) 

4  2.0%(p<.01) 

32 

4  4.2  (21) 

4  36.0%  (19) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

22.2  (+1.3) 

22.1  (-  0.1) 

24.2  (+2.1) 

25.5  (+  1 .3) 

+  1.5%(p<.01) 

Female 

4.0  (n/a)  ’ 

4.7  (+0.7) 

4.9  (+0.1)  ' 

5.3  (+0.5)  ! 

6.2  (+0.9) 

6.7  (+  0.6) 

+  3.4%(p<.01) 

OK 

Both 

17.0  (n/a) 

16.5  (-  0.6) 

17.2  (+0.8) 

18.4{+1.1) 

207  (+2.3) 

23.5  (+2.8) 

+  2.3%(p<,05)  ! 

7 

+  6.4(10) 

+  37.6%  (12) 

Male 

28.5  (n/a) 

27.3  (-  1.2) 

27.8  (+  0.5) 

30.3  (+2.5) 

33.4  (+3.1) 

37.3  (+3.8) 

+  2.0%(p<.05) 

Female 

6.6  (n/a) 

6.4  (-  0.2) 

7.5  (+1.1) 

7.0  (- 0.5) 

8.5  (+1.6)  ' 

10.3  (+1.8) 

+  2.9%(p<.05) 

OR 

Both 

16.4  (n/a) 

177  (+1.3) 

17.7  (-0.0) 

18.6  (+0.9)  ^ 

19.8  (+1.2)  ! 

21.1  (+1.3) 

+  1.6%(p<.01) 

13 

+  4.6(18) 

+  28.2%  (28) 

Male 

27.4  (n/a) 

29.5  (+2.1) 

28.5  (-0.9) 

29.5  (+1.0) 

31.4  (+1.8) 

33.0  (+1.6) 

+  1J%(p<,01) 

Female 

6.5  (n/a) 

7.1  (+0.6) 

77  (+0.6) 

8.4  (+0.7) 

8.8  (+0.4) 

9,8  (+0.9) 

+  27%(p<.01) 

PA 

Both 

12.1  (n/a) 

12.5  (+  0.4) 

12.8  (+0.3)  ^ 

13.9  (+1.1)  ^ 

i5.o(+i.i)  ; 

16.3  (+1.2) 

+  2.0%(p<.01)  ! 

30 

+  4.1  (22) 

+  34.3%  (21) 

Male 

21.0  (n/a) 

21.3  (+0.3) 

21 .9  (+0.6) 

23.1  (+1.2) 

24.7  (+17) 

26.1  (+1.3) 

+  1.5%(p<.01) 

Female 

4.2  (n/a) 

4.6  (+0.3) 

4.6  (+0.0) 

5.4  (+0.9) 

6.0  (+0.6) 

7.1  (-1-1.1} 

+  3.5%(p<,01)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vital  Statistics  System, 

1999-2016 


State 

Sex 

Age- Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

2002  -  2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

Rf 

Both 

9.4  (n/a) 

9.0  (-  0.3) 

9.0  {-  0.0) 

12.8  (+3.8) 

11 .9  (-  0.9) 

12.6  (+0.7) 

+  2.6%(p<.05) 

43 

+  3.2  (30  «) 

+  34.1  %  (23  «) 

Male 

1 5.4  (n/a) 

15.2  {-  0.2) 

14.8  (-  0.3) 

21.2  (+  6.4) 

19.2  (-  2.0) 

19.6  (+0.4) 

+  2.2%  n/s 

Female 

4.0  (n/a) 

3.3  (-  0.7) 

3.8  (+0.4) 

5.1  (+1.3) 

5.1  (+0.0) 

6.1  (+  1.0) 

+  3.7%(p<.05) 

sc 

Both 

12.8  (n/a) 

13.0  (+0.2) 

13.7  (+0.7) 

14.9  (+1.2) 

16.0  (+1.1) 

17.7  (+  1.7) 

23 

+  4.9  (17) 

+  38.3%  (10) 

Male 

21.3  (n/a) 

22.5  (+  1.2) 

22.3  (-0.1) 

24.6  (+  2.2) 

26.1  (+  1.5) 

28.0  (+  1 .9) 

+  1.8%{p<.01) 

Female 

5.4  (n/a) 

6.0  (+1.3) 

6.2  (+0.2) 

7.0  {+  0.8) 

8.4  (+  1 .4) 

+  3.4%(p<.05) 

SD 

Both 

15.7  (n/a) 

15.8  (+0.1) 

19.3  (+2.2) 

19.7  (+0.4) 

22.6  (+  2.9) 

10 

+  7.0  (  7) 

+  44.5  %  (  6) 

Male 

27.6  (n/a) 

26.3  (-  1.3) 

30.1  (+2.2) 

32.0  {+  1 .9) 

33.6  (+  1 .6) 

8.3  (+  2.0) 

7.3  (-  1.0) 

11.3  (+4.0) 

TN 

Both 

14.6  (n/a) 

15.2  (+0.6) 

16.1  (+0.8) 

17.2  (+1.1) 

17.2  {+  0.0) 

18.2  (+1.0) 

+  1.4%(p<.01) 

22 

+  3.5  (28) 

+  24.2  %  (31 ) 

Male 

25.1  (n/a) 

25.4  (+  0.3) 

26.8  (+1.3) 

28.0  (+  1.2) 

28.6  (+  0.6) 

29.8  (+  1.2) 

+  1.2%(p<.01) 

Female 

5.4  (n/a) 

6.3  (+  0.9) 

6.7  (+  0.4) 

7.5  (+0.8) 

6.9  (-  0.6) 

7.6  (+  0.7) 

+  1.9%(p<.05) 

TX 

Both 

12.2  (n/a) 

12.7  (+0.6) 

12.3  (-  0.4) 

13.2  (+0.9) 

13.6  (+0.3) 

14.5  (+0.9) 

+  1.1  %(p<.01) 

41 

+  2.3  (37) 

+  18.9%  (36) 

Male 

20.4  (n/a) 

20.9  (+  0.5) 

20.4  (-  0.6) 

22.0  (+1.6) 

22.2  (+0.3) 

23.1  (+0.9) 

+  0.9  %  (p<.05) 

Female 

4.8  (n/a) 

5.4  (+  0.6) 

5.0  (-  0.4) 

5.2  (+0.2) 

5.6  (+0.4) 

6.4  (+  0.8) 

+  1.6%(p<.05) 

UT 

Both 

17.2  (n/a) 

19.0  (+1.8) 

18.2  (-  0.7) 

20.2  (+  2.0) 

24.0  (+3.8) 

25.2  (+  1 .2) 

+  2.7%(p<,01) 

5 

+  8.0(  3”) 

+  46.5%(  4«) 

Male 

28.2  (n/a) 

31.1  (+2.9) 

29.4  (-  1.7) 

32.1  (+  2.7) 

37.8  (+57) 

38.0  (+0.2) 

+  2.1  %(p<.05) 

Female 

6.8  (n/a) 

7.4  (+  0.6) 

7.5  (+0.1) 

8.5  (+1.0) 

10,6  (+2.1) 

12.6  (+  2.0) 

+  4.4%(p<.01) 

VT 

Both 

13.2  (n/a) 

16.2  (+3.0) 

14.9  (-  1.3) 

16.6  (+1.7) 

18.7  (+2.1)  ’ 

197  (+1.0) 

+  2.4%(p<.01) 

18 

+  6.4(  9) 

+  48.6%(  2) 

Male 

23.6  (n/a) 

28.3  (+4.6) 

24.3  (-  4.0) 

27.3  (+3.0)  ' 

31.0  (+3.7) 

32.5  (+  1 .5) 

+  1.9%(p<,05) 

Female 

4.3  (n/a) 

5.2  (+0.9) 

6.4  (+1.3) 

6.6  (+0.2) 

7.3  (+0.7) 

7.6  (+0.3) 

+  3.8%(p<.01) 

VA 

Both 

12.8  (n/a) 

12.7  (‘^  0.1) 

12.9  (+0.3) 

13.6  (+0.7) 

14.6  (+0.9) 

15.0  (+  0.5) 

+  1.2%(p<.01) 

37 

+  2.2  (39) 

+  17.4  %(41) 

Male 

21.6  (n/a) 

21.3  (-0.2) 

21.0  (-  0.4) 

22.5  (+1.5) 

23.6  (+1.2) 

23.9  (+0.2) 

+  0.9  %  (p<.05) 

Female 

5.3  (n/a) 

5.2  (-  0.1) 

5.9  (+0.7) 

5.6  (-  0.3) 

6.4  (+0.8) 

6.9  (+0.5) 

+  1 .8  %  (p<.05)  ' 

Supplementary  Table.  Trends  in  Suicide  Rates  among  Persons  >10  Years  of  Age,  by  State  and  Sex,  National  Vitai  Statistics  System, 

1999-2016 


state 

Sex 

Age-Adjusted  Annual  Rate  per  100,000  Persons  (Change  from  Prior  Period)  * 

Modeled 

AAPC^ 

Current 
State 
Rank  ® 

Overall 

Rate  Change 
(State  Rank)  ^ 

Overall 
Percent 
Change 
(State  Rank)  ** 

1999-2001 

1 

2002-2004 

2005  -  2007 

2008-2010 

2011  -2013 

2014-2016 

WA 

Both 

14.8  (n/a) 

15.4  (+0.5) 

14.8  (-  0.6) 

15.7  (+0.9) 

16.6  (+0.9) 

17.6  (+1.0) 

+  1.1  %  (p<.05) 

24 

+  2.8  (33) 

+  18.8%  (37) 

Male 

24.7  (n/a) 

25.2  (+  0.5} 

24.1  (-  1.1) 

25.1  (+1.0) 

26.0  (+0.9) 

27.1  (+1.1) 

+  0.6  %  n/s 

Female 

5.9  (n/a) 

6.4  (+  0.6) 

6.2  (-  0.2) 

6.9  (+0.7) 

7.7  (+0.8) 

8.5  (+  0.8} 

+  2.5%(p<.01)  ' 

WV 

Both 

15.6  (n/a) 

17.2  (+  1.6} 

16.7  (-0.5) 

16.0  (-0.7)  : 

19.2  (+3.2) 

21.4  (+  2.2} 

+  1 .8  %  n/s 

11 

+  5.8(13) 

+  37.1  %(14} 

Male 

27.2  (n/a) 

30.1  (+2.9) 

28.6  (-1.5)  ' 

27.6  (-1.0) 

31 .5  (+3.9)  ' 

33.5  (+  2.0} 

+  1 .1  %  n/s 

Female 

5.3  (n/a) 

5.5  (+0.1) 

5.8  (+0.3) 

5.3  (-0.5) 

7.6  (+2.3) 

9.8  (+  2.2) 

+  3.7%  n/s 

Wl 

Both 

13.1  (n/a) 

13.5  (+0.4) 

14.0  (+0.5) 

15.0  (+1.0)  : 

15.3  (+0.3)  ’ 

16.5  (+  1.2} 

+  1.5%(p<.01)  1 

28 

+  3.4  (29) 

+  25.8  %  (30) 

Male 

21.7  (n/a) 

22.2  (+  0.5} 

22.7  (+0.5) 

24.0  (+  1 .2} 

24.4  (+0.4) 

25.7  (+  1 .3} 

+  1.1%(p<.01)  1 

Female 

5.1  (n/a) 

5.6  (+0.4) 

6.4  (+0.7) 

6.5  (+0.1)  ’ 

7.5  (+  1 .0} 

+  2.5%(p<.01) 

WY 

Both 

20.7  (n/a) 

23.4  (+  2.7} 

22.5  (-  0.9) 

25.4  (+2.8)  ! 

28.9  (+3.5) 

28.8  (-0.1) 

+  2.3%(p<.01) 

3 

+  8.1  (  1) 

+  39.0  %  (  9) 

Male 

34.8  (n/a) 

39.3  (+  4.5} 

36.3  (-3.0) 

41 .5  (+5.2) 

47.1  (+  5.6) 

44.6  (-  2.4) 

+  1 .8  %  (p<.05) 

Female 

7.7  (n/a) 

8.2  (+  0.6} 

9.2  (+  0.9} 

9.4  {+0.2} 

10.7  (+1.4) 

12.6  (+  1.9} 

+  3.2%(p<.01) 

*  Rates  are  age-adjusted  to  the  U  S.  year  2000  standard. 

^  Mo  del -estimated  average  annual  percentage  change  (AAPC)  based  on  all  reporting  periods;  p -value  indicates  statistical  significance  of  trend;  n/s  indicates  trend  not  significant. 
§  Current  state  rank  (50  states  and  the  District  of  Columbia)  is  for  the  reporting  period  2014-2016.  Ranks  are  from  highest  rate  (1)  to  lowest  rate  (51 ).  Different  ranks  do 
not  necessarily  imply  a  statistically  significant  difference. 

fi  Overall  rate  change  is  between  the  first  {1 999  -  2001 )  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  increase  (1)  to  largest  decrease  (51).  Different 
ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

**  Overall  percent  change  in  rates  is  between  the  first  (1999  -  2001)  and  last  (2014  -  201 6)  reporting  periods.  Ranks  are  from  largest  percentage  Increase  (1 )  to  largest 
percentage  decrease  (51 ).  Different  ranks  do  not  necessarily  imply  a  statistically  significant  difference. 

Rate  based  on  <  20  suicides. 

Percentage  of  injury  deaths  for  which  intent  was  not  determined  exceeded  20%  for  both  the  first  and  last  periods  and  might  have  contributed  to  lower  reported  rates. 
n  Percentage  of  injury  deaths  for  which  intent  was  not  determined  declined  notably  between  the  first  and  last  periods  and  might  have  contributed  to  the  reported  rate  increase. 

State  Abbreviations:  AL  Alabama;  AK  Alaska;  AZ  Arizona;  AR  Arkansas;  CA  California;  CO  Colorado;  CT  Connecticut;  DE  Delaware;  DC  District  of  Columbia;  FL  Florida;  GA 
Georgia;  HI  Hawaii;  ID  Idaho;  IL  Illinois;  IN  Indiana;  lA  Iowa;  KS  Kansas;  KY  Kentucky;  LA  Louisiana;  ME  Maine;  MD  Maryland;  MA  Massachusetts;  Ml  Michigan;  MN  Minnesota; 
MS  Mississippi;  MO  Missouri;  MT  Montana;  NE  Nebraska;  NV  Nevada;  NH  New  Hampshire;  NJ  New  Jersey;  NM  New  Mexico;  NY  New  York;  NC  North  Carolina;  ND  North 
Dakota;  OH  Ohio;  OK  Oklahoma;  OR  Oregon;  PA  Pennsylvania;  Rf  Rhode  Island;  SC  South  Carolina;  SD  South  Dakota;  TN  Tennessee;  TX  Texas;  UT  Utah;  VT  Vermont;  VA 
Virginia;  WA  Washington;  WV  West  Virginia;  Wl  Wisconsin;  WY  Wyoming. 


From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  6  Jun  2018  16:43:21  -0400 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC);Lenard,  Courtney 

(CDC/ONDIEH/NCIPC);Dorigo,  Leslie  (CDC/ONDIEH/NCIPC);Stone,  Deborah  (CDC/ONDIEH/NCIPC);MercY, 
James  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 
(CDC/ONDIEH/NCIPC);Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);Bruce,  Crystal 
(CDC/OPHPR/OD);Simon,  Thomas  (CDC/ONDIEH/NCIPC);Black,  Erin  (CDC/ONDIEH/NCIPC);Gaines- 
McCollom,  Molly  (CDC/OPHPR/DEO);DeNoon,  Daniel  (CDC/OD/OADC)  (CTR);Grusich,  Katherina  (Kate) 
(CDC/OD/OADC};Hoskins,  Sharon  (K.D.)  (CDC/OD/OADC); Iverson,  Dontae  (CDC/OD/OADC);Balluz,  Lina 
(ATSDR/DTHHS/OD);Bonds,  Michelle  E,  (CDC/OD/OADC);Brand,  Anstice  M.  (CDC/OD/CDCWO); Brown, 
Renee  (CDC/ONDIEH/NCCDPHP);Bumpus,  Stefanie  (CDC/OID/NCEZID);Burden,  Bernadette 
(CDC/OD/OADC);Burns,  Annina  (CDC/OD/CDCWO);Charles,  Julia  {CDC/OD/OCS);Clark,  Cynthia  K. 
(CDC/OD/OCS);Crawford,  Carol  Y.  (CDC/OD/OADC); Daniel,  Katherine  Lyon  (CDC/OD/OADC);Das,  Mansi 
5.  (CDC/OD/OADC);Dempsev,  Jay  H.  (CDC/OD/OADC);Diaz,  Shelly  S.  (CDC/OID/NCHHSTP);Dills,  Kimberly 
C.  (ATSDR/OPPE);DPAID(CDC);Dunn,  Evelyn  (CDC/OCOO/OFR/OA);Galatas,  Kate 
(CDC/OD/OADC);Gonzalez,  Belsie  (CDC/OD/OADC);Grant,  Llelwyn  (CDC/OD/OADC);Green,  Hugh 
(CDC/OD/OCS);Guest,  Megan  (CDC/OD/OADC);Heldman,  Amy  6.  (CDC/OD/OADC};Hogg,  Jarrad 
(CDC/OD/OADC);Hoo,  Elizabeth  (CDC/OD/PPEO);lademarco,  Michael  (CDC/OPHSS/CSEL5/OD);Joyner, 
Tonya  (CDC/OSTLTS/OD)  (CTR);Kelly,  Alison  (CDC/OCOO/OFR/OA);Kent,  Charlotte 
(CDC/OPHSS/CSELS/DPHID);Knight,  Dianna  (CDC/OD/OADC); Knotts,  Ashley  (CDC/OD/OCS);Kroop,  Seth 
(CDC/OD/OCS);Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD);Martin,  Laura  Yerdon 
(CDC/OPHSS/CSELS/OD); McGowan,  Robert  (Kyle)  (CDC/OD/OCS);Olivares,  Dagny 
(CDC/OSTLTS/OD); Parikh,  Sapana  (CDC/OCOO/OFR/OA); Parker,  Stacey  M.  (CDC/OSTLTS/OD) 
(CTR);Payne,  Chelsea  C.  (CDC/OSTLTS/OD);Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS);Rasmussen,  Sonja 
(CDC/OID/OD);Redd,  Stephen  (CDC/OPHPR/OD);Redfield,  Robert  R.  (CDC/OD);Schattner,  Aimee 
{CDC/OD/CDCWO);5chindelar,  Jessica  (CDC/OD/OADC);Schuchat,  Anne  MD  (CDC/OD);Simon,  Gia  M. 
(CDC/OSTLTS/OD);Smith,  Patti  (CDC/OD/OADC);Sorrells,  Marjorie  J.  (CDC/OD/OCS);Stanojevich,  Joel  G. 
{CDC/CGH/OD);Ware,  Nina  (CDC/OD/OADS);Weatherwax,  Douglas 
(CDC/OPHSS/CSELS/DPHID);Wilkinson,  Kelly  (CDC/OSTLTS/OD)  (CTR);Wilson,  Michelle 
(CDC/OCOO/OFR/OA) 

Cc:  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID);Peaker,  Brandy 

(CDC/OPHSS/CSELS/DPH(D);Omisore,  Shannon  L.  (CDC/OD/OADC);Turner,  Cheryl  L.  (CDC/OD/OADC) 
(CTR);Guest,  Megan  (CDC/OD/OADC);McGuire,  Delaney  (CDC/OD/OADC);Roberts,  Ursula  (CDC/OD/OCS) 
(CTR); Sokler,  Lynn  (CDC/OD/OADC) 

Subject:  Updated  Dear  Colleague  Letter  -  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  - 

Vital  Signs  Suicide  Prevention 

Attachments:  DEAR  COLLEAGUE_V3_6.6.2018  440pm_rev_FinaLdocx 

Hi, 

For  those  of  you  distributing  to  partners  and  stakeholders  tomorrow  (STLTS,  Program,  NCIPC,  etc.}, 
please  use  this  updated  Dear  Colleague  Letter. 

Thanks,  Lynn 

From;  Sokler,  Lynn  (CDC/OD/OADC) 

Sent:  Wednesday,  June  6,  2018  4:20  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC) ;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) ;  Dorigo,  Leslie 
(CDC/ONDIEH/NCIPC) ;  Stone,  Deborah  (CDC/ONDIEH/NCIPC) ;  Mercy,  James  (CDC/ONDIEH/NCIPC) ; 
Crosby,  Alexander  (CDC/ONDIEH/NCIPC) ;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) ;  Fowler, 
Katherine  A.  (CDC/ONDIEH/NCIPC) ;  Bruce,  Crystal  (CDC/OPHPR/OD) ;  Simon,  Thomas 


(CDC/ONDIEH/NCIPC) ;  Black,  Erin  (CDC/ONDIEH/NCIPC) ;  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) ; 
DeNoon,  Daniel  (CDC/OD/OADC)  (CTR) ;  Grusich,  Katherina  (Kate)  (CDC/OD/OADC) ;  Hoskins,  Sharon 
(K.D.)  (CDC/OD/OADC) ;  Iverson,  Dontae  (CDC/OD/OADC) ;  Balluz,  Lina  (AT5DR/DTHHS/OD) ;  Bonds, 
Michelle  E.  (CDC/OD/OADC) ;  Brand,  Anstice  M.  (CDC/OD/CDCWO) ;  Brown,  Renee 
(CDC/ONDIEH/NCCDPHP) ;  Bumpus,  Stefanie  (CDC/OID/NCEZID) ;  Burden,  Bernadette  (CDC/OD/OADC) 
;  Burns,  Annina  (CDC/OD/CDCWO) ;  Charles,  Julia  (CDC/OD/OCS) ;  Clark,  Cynthia  K.  (CDC/OD/OCS) ; 
Crawford,  Carol  Y.  (CDC/OD/OADC) ;  Daniel,  Katherine  Lyon  (CDC/OD/OADC) ;  Das,  Mansi  S. 
(CDC/OD/OADC) ;  Dempsey,  Jay  H.  (CDC/OD/OADC) ;  Diaz,  Shelly  S.  (CDC/OID/NCHHSTP) ;  Dills, 
Kimberly  C.  (ATSDR/OPPE) ;  DPAID  (CDC) ;  Dunn,  Evelyn  (CDC/OCOO/OFR/OA) ;  Galatas,  Kate 
(CDC/OD/OADC) ;  Gonzalez,  Belsie  (CDC/OD/OADC) ;  Grant,  Llelwyn  (CDC/OD/OADC) ;  Green,  Hugh 
(CDC/OD/OCS) ;  Guest,  Megan  (CDC/OD/OADC) ;  Heldman,  Amy  B,  (CDC/OD/OADC) ;  Hogg,  Jarrad 
(CDC/OD/OADC) ;  Hoo,  Elizabeth  (CDC/OD/PPEO) ;  lademarco,  Michael  (CDC/OPHSS/CSELS/OD) ; 
Joyner,  Tonya  (CDC/OSTLTS/OD)  (CTR) ;  Kelly,  Alison  (CDC/OCOO/OFR/OA) ;  Kent,  Charlotte 
(CDC/OPHSS/CSELS/DPHID) ;  Knight,  Dianna  (CDC/OD/OADC) ;  Knotts,  Ashley  (CDC/OD/OCS) ;  Kroop, 
Seth  (CDC/OD/OCS) ;  Mac  Kenzie,  William  R.  (CDC/OPHSS/CSELS/OD) ;  Martin,  Laura  Yerdon 
(CDC/OPHSS/CSELS/OD) ;  McGowan,  Robert  (Kyle)  (CDC/OD/OCS) ;  Olivares,  Dagny  (CDC/OSTLTS/OD) ; 
Parikh,  Sapana  (CDC/OCOO/OFR/OA) ;  Parker,  Stacey  M,  (CDC/OSTLTS/OD)  (CTR) ;  Payne,  Chelsea  C. 
(CDC/OSTLTS/OD) ;  Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS) ;  Rasmussen,  Sonja  (CDC/OID/OD) ;  Redd, 
Stephen  (CDC/OPHPR/OD) ;  Redfield,  Robert  R.  (CDC/OD) ;  Schattner,  Aimee  (CDC/OD/CDCWO) ; 
Schindelar,  Jessica  (CDC/OD/OADC) ;  Schuchat,  Anne  MD  (CDC/OD) ;  Simon,  Gia  M.  (CDC/OSTLTS/OD) ; 
Smith,  Patti  (CDC/OD/OADC) ;  Sorrells,  Marjorie  J.  (CDC/OD/OCS) ;  Stanojevich,  Joel  G.  (CDC/CGH/OD) ; 
Ware,  Nina  (CDC/OD/OADS) ;  Weatherwax,  Douglas  (CDC/OPHSS/CSELS/DPHID) ;  Wilkinson,  Kelly 
(CDC/OSTLTS/OD)  (CTR) ;  Wilson,  Michelle  (CDC/OCOO/OFR/OA) 

Cc:  Schjeber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) ;  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID) ; 
''Omisoire,  'Shannon  L.  (CDC/OD/OADC) ;  Turner,  Cheryl  L.  (CDC/OD/OADC)  (CTR) ;  Guest,  Megan 
ttCDC/OD/OADC) ;  McGuire,  Delaney  (CDC/OD/OADC) ;  Roberts,  Ursula  (CDC/OD/OCS)  (CTR) 

Subject:  Supplemental  Table-  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide 
Prevention 
Hi  Folks, 

Sending  a  table  that  will  appear  in  the  MMWR.  For  those  of  you  distributing  to  others  tomorrow 
morning,  please  include  the  table  with  the  other  materials. 

Thanks,  Lynn 

From:  Sokler,  Lynn  (CDC/OD/OADC) 

Sent;  Wednesday,  June  6,  2018  2:33  PM 

To:  Houry,  Debra  E.  (CDC/ONDIEH/NCIPC)  <viz7@cdc.gov>;  Lenard,  Courtney  (CDC/ONDIEH/NCIPC) 
<zvq5@cdc.gov>;  Dorigo,  Leslie  (CDC/ONDIEH/NCIPC)  <fus3@cdc.gov>;  Stone,  Deborah 
(CDC/ONDIEH/NCIPC)  <zaf9@cdc.gov>;  Mercy,  James  (CDC/ONDIEH/NCIPC)  <jam2@cdc.gov>;  Crosby, 
Alexander  (CDC/ONDIEH/NCIPC)  <aecl@cdc.Rov>;  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 
<irv8^cdc.eov>:  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC)  <yid5j®cdcgoy>;  Bruce,  Crystal 
(CDC/OPHPR/OD)  <igx6@cdc.gov>;  Simon,  Thomas  (CDC/ONDIEH/NCIPC)  <tEs9t5>cdc.Eov>:  Black,  Erin 
(CDC/ONDIEH/NCIPC)  <epm7@cdc.gov>:  Gaines-McCollom,  Molly  (CDC/OPHPR/DEO) 

<iwE9@cdc.gov>:  DeNoon,  Daniel  (CDC/OD/OADC)  (CTR)  <xlz4@cdc.eov>:  Grusich,  Katherina  (Kate) 
(CDC/OD/OADC)  <vhb3(Scdc.Rov>:  Hoskins,  Sharon  (K.D.)  (CDC/OD/OADC)  <sdh4fgicdc.Eov>:  Iverson, 
Dontae  (CDC/OD/OADC)  <lizS@cdc,gov>;  Balluz,  Lina  (ATSDR/DTHHS/OD)  <tib7t5)cdc.Eov>:  Bonds, 
Michelle  E.  (CDC/OD/OADC)  <mebO@cdc.gov>:  Brand,  Anstice  M.  (CDC/OD/CDCWO)  <atb6Pcdc.Eov>: 
Brown,  Renee  (CDC/ONDIEH/NCCDPHP)  <rvb8(5)cdc.gov>:  Bumpus,  Stefanie  (CDC/OID/NCEZID) 
<wvel@cdc.gov>;  Burden,  Bernadette  (CDC/OD/OADC)  <btb8(Scdc.Eov>;  Burns,  Annina 
(CDC/OD/CDCWO)  <viE7(gicdc  Eov>;  Charles,  Julia  (CDC/OD/OCS)  <vvbl(acdc.Eov>;  Clark,  Cynthia  K. 


(CDC/OD/OCS)  <cfc8(Scdc.Eov>:  Crawford,  Carol  Y.  (CDC/OD/OADC)  <civl@cdc.Eov>:  Daniel,  Katherine 
Lyon  (CDC/OD/OADC)  <kdl8@cdc.gov>:  Das,  Mansi  S.  (CDC/OD/OADC)  <hrg7@cdc.gov>:  Dempsey,  Jay 
H.  (CDC/OD/OADC)  <ifb5(Scdc.EQV>:  Diaz,  Shelly  S.  (CDC/OID/NCHHSTP)  <erh8(acdc.gov>:  Dills, 
Kimberly  C.  (ATSDR/OPPE)  <kid4@cdc.gov>;  DPAID  (CDC)  <dpaid^cdc.gov>;  Dunn,  Evelyn 
(CDC/OCOO/OFR/OA)  <edm2@cdc.gov>:  Galatas,  Kate  (CDC/OD/OADC)  <kkg2@cdc.gov>;  Gonzalez, 
Belsie  (CDC/OD/OADC)  <fail^cdc.gQV>:  Grant,  Llelwyn  (CDC/OD/OADC)  <lcg7^cdc.Eov>:  Green,  Hugh 
(CDC/OD/OCS)  <vke8(Scdc.gov>:  Guest,  Megan  (CDC/OD/OADC)  <weo6(Scdc.Eov>;  Heldman,  Amy  B. 
(CDC/OD/OADC)  <evd4@cdc.gov>;  Hogg,  Jarrad  (CDC/OD/OADC)  <isr5@cdc.Eov>:  Hoo,  Elizabeth 
(CDC/OD/PPEO)  <irp5@cdc.Eov>;  lademarco,  Michael  (CDC/OPHSS/CSEL5/OD)  <mai9@cdc.gov>: 
Joyner,  Tonya  (CDC/05TLTS/0D)  (CTR)  <wv16fS3cdc,gov>:  Kelly,  Alison  (CDC/OCOO/OFR/OA) 
<avk7^cdc.gov>;  Kent,  Charlotte  (CDC/OPHSS/CSELS/DPHID)  <cgk3(Scdc.gov>:  Knight,  Dianna 
(CDC/OD/OADC)  <fpz0^cdc.gov>:  Knotts,  Ashley  (CDC/OD/OCS)  <vaf0^cdc,Eov>:  Kroop,  Seth 
(CDC/OD/OCS)  <wpw7@cdc.gov>;  Mac  Kenzie,  William  R,  (CDC/OPHSS/CSELS/OD)  <wrmO@cdc.gov>: 
Martin,  Laura  Yerdon  (CDC/OPHSS/CSELS/OD)  <lvml@cdc,Eov>;  McGowan,  Robert  (Kyle) 
(CDC/OD/OCS)  <omc2@cdc.gov>:  Olivares,  Dagny  (CDC/OSTLTS/OD)  <dvp2@cdc.gov>;  Parikh,  Sapana 
(CDC/OCOO/OFR/OA)  <euhS@cdc.Eov>;  Parker,  Stacey  M,  (CDC/OSTLTS/OD)  (CTR)  <vgw3^cdc.gov>; 
Payne,  Chelsea  C,  (CDC/OSTLTS/OD)  <cec4^cdc-gov>:  Putman,  Ami  D.  (CDC/OPHSS/CSELS/DLS) 
<ibv5^cdc.Eov>:  Rasmussen,  Sonja  (CDC/OID/OD)  <skr9Pcdc-gov>:  Redd,  Stephen  (CDC/OPHPR/OD) 
<scrl{S)cdc.Eov>;  Redfield,  Robert  R.  (CDC/OD)  <oixl@cdc.gov>;  Schattner,  Aimee  (CDC/OD/CDCWO) 
<xii4@cdc.gov>:  Schindelar,  Jessica  (CDC/OD/OADC)  <ghql^cdc,gov>;  Schuchat,  Anne  MD  (CDC/OD) 
<ac5l(Scdc.gov>;  Simon,  Gia  M.  (CDC/OSTLTS/OD)  <wpc8(S)cdc-Eov>:  Smith,  Patti  (CDC/OD/OADC) 
<pab0(5)cdc.gov>;  Sokler,  Lynn  (CDC/OD/OADC)  <z5zQ@cdc.gov>;  Sorrells,  Marjorie  J.  (CDC/OD/OCS) 
<iSE8(a)cdc.Eov>;  Stanojevich,  Joel  G.  (CDC/CGH/OD)  <vhi9@cdc.gov>;  Ware,  Nina  ( C DC/0 D/O ADS) 
<evv5(S)cdc.Eov>;  Weatherwax,  Douglas  (CDC/OPHSS/CSELS/DPHID)  <aoe8(S)cdc.gov>:  Wilkinson,  Kelly 
(CDC/OSTLTS/OD)  (CTR)  <kcv7(acdc.gov>;  Wilson,  Michelle  (CDC/OCOO/OFR/OA)  <zwv2(acdc.gov> 

Cc:  Sokler,  Lynn  (CDC/OD/OADC)  <z5z0g)cdc.gov>;  Schieber,  Richard  A.  (CDC/OPHSS/CSELS/DPHID) 
<fb54@cdc.Eov>:  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID)  <vha6@cdc,gov>:  Omisore,  Shannon  L. 
(CDC/OD/OADC)  <hvl5g>cdc.gov>;  Turner,  Cheryl  L.  (CDC/OD/OADC)  (CTR)  <ffdQ@cdc.gov>:  Guest, 
Megan  (CDC/OD/OADC)  <weo6@cdc.EQv>;  McGuire,  Delaney  (CDC/OD/OADC)  <mze7@cdc.Eov>; 
Roberts,  Ursula  (CDC/OD/OCS)  (CTR)  <nk37g)cdc,Eov> 

Subject:  FINAL  MATERIALS  FOR  DISTRIBUTION:  June  7  -  Vital  Signs  Suicide  Prevention 
Hi  Folks, 

This  month's  issue  of  Vita!  Signs  is  on  Suicide  Rates  Rising  across  the  U.S,  and  releases  Thursday, 
June  7  with  a  Media  Telebriefing  at  noon.  All  materials  go  live  on  the  CDC  website  at  1  pm.  Here  are 
the  key  materials  to  use  to  distribute  to  stakeholders  and  partners:  The  Dear  Colleague  letter,  MMWR, 
Fact  Sheet,  Press  Release  and  Graphic. 

For  those  distributing  to  media,  please  send  the  MMWR,  Fact  Sheet,  Press  Release  and  Graphic.  Dr, 
Schuchat  will  be  the  primary  spokesperson  for  this  Vital  Signs. 

For  those  of  you  distributing  out  to  partners  and  other  constituents  Thursday  morning  at  9  am, 

please  make  sure  they  know  these  are  advance  copies  only.  These  materials  are  embargoed  until 
Thursday  June  7  at  1  pm.  Please  adjust  the  Dear  Colleague  letter  for  those  people  to  which  you  send. 
Also  please  send  Rich  and  me  a  copy  when  you  email  this  out  to  your  groups. 

We  will  also  have  the  press  release  on  CDC  en  Espanol  and  available  through  the  Vital  Signs  website. 
For  those  attending  the  media  telefariefing,  I  have  also  attached  the  Telebriefing  Script  and  the  Q&A 
document.  These  do  not  get  distributed  externally. 

For  each  Vital  Signs  issue,  we  track  and  report  on  results  two  times  -  after  24  hours  and  after  30  days. 
We  track  the  number  of  audiences  reached  (from  all  media  and  web  sources),  #  of  stories  and  type  of 
media,  the  dollar  value  of  the  media  coverage  if  CDC  had  to  purchase  it  as  advertising,  social  media  use 
and  reuse,  and  #  of  people  looking  at  Vital  Signs  on  our  web  pages. 


Vital  Signs  reaches  out  to  a  lot  of  different  people  with  our  topics  and,  from  our  evaluation  surveys,  the 
uptake  out  in  the  field  is  impressive.  In  a  survey,  an  astounding  95%  of  state  health  officers  and  state 
epidemiologists  were  aware  of  and  used  VS  issues,  with  about  3  in  4  using  VS  in  the  past  year.  All 
shared  the  material  with  their  constituents  via  conference  call,  e-mail,  newsletter,  or  mailing  for  topics 
appropriate  to  their  members.  A  stratified  random  sample  survey,  used  with  NACCHO  member 
organizations,  reported  that  74%  of  all  county  or  local  health  departments  had  heard  of  or  used  VS  in  the 
past  year  to  educate  staff,  improve  programs,  and  guide  policy  formation.  As  well,  a  2017  internal 
evaluation  showed  that  most  program  staff  involved  believe  the  value  derived  from  it  is  worth  the  work, 
although  producing  Vital  Signs  takes  a  lot  of  effort. 

I  want  to  thank  everyone  who  has  worked  on  this  issue  for  all  their  extra  efforts.  It’s  a  very  important  topic 
and  will  be  valuable  information  for  many  people.  We  hope  that  program  continues  to  use  this  Vital  Signs 
to  promote  its  messages  and  the  recommended  actions  in  it  to  achieve  new  results. 

Cheers, 

Lynn 

Lynn  A,  SokJer]  Senior  Cmiumiii  icy  Lion  Advisor|01'llce  of  the  Pi  rector  |  Office  of  the  Associate  Director 
for  Cnmniiiiiication  I  Centers  for  Disease  Control  and  Prevention  [Mailing;  i600  Clifton  Road  MS-E-hgj 
Atkuita,  GA  30329 j  zszotScdc.aovI  office  404-498-6617  |lius.  cell  404-409-3556161:404-498-0945 


Dear  Colleague: 


The  CDC  Vital  Sis^^s  series,  launched  in  2010,  addresses  a  single,  important  public  health  topic 
each  month.  This  month’s  edition  presents  trends  in  suicide  rates  across  all  states  and  D.C., 
examines  contributing  factors  to  suicide  in  27  states,  and  highlights  strategies  for  comprehensive 
suicide  prevention.  We  also  highlight  strategies  for  state  public  health  departments  and  others 
working  to  help  reduce  suicides. 

This  e-mail  contains  advance  copies  of  several  Vita!  Signs  materials,  including  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  article,  “Vital  Signs:  Contributing  Circumstances  to  Suicide 
and  Increasing  Trends  in  State  Suicide  Rates,”  and  a  four-page  consumer  fact  sheet.  This  latest 
edition  of  CDC  Vital  Signs  will  be  released  today,  Thursday,  June  7,  2018,  at  1:00  pm  (EST) 
tdllowing  a  media  telebriefing  at  noon;  all  attached  materials  are  EMBARGOED  until  1pm 
EST. 

Key  points  in  the  Vital  Signs  report  include: 

•  In  2016,  nearly  45,000  suicides  occurred  in  the  US  among  people  10  years  and  older 

•  From  1999-2016,  suicide  rates  increased  in  nearly  every  state,  with  25  states  experiencing 
increases  of  more  than  30%  each 

•  Data  from  27  states  participating  in  the  National  Violent  Death  Reporting  System  in  2015 
indicate  that  more  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental 
health  condition 

•  A  range  of  factors  contributes  to  suicide  beyond  mental  health  conditions  alone, 
including  relationship,  substance  use,  physical  health,  job,  financial,  and  legal  problems. 

After  the  embargo  is  lifted  today  at  1  pm  (EDT),  please  share  the  CDC  Vital  Signs  infonnation 
broadly  with  your  colleagues  and  partners.  Visit  the  Vital  Signs  Web  page  to  find  the  MMWR 
article,  fact  sheet,  and  other  materials.  Take  advantage  of  CDC’s  social  media  tools,  such  as  the 
Vital  Signs  buttons  and  email  updates.  Visit  CDC’s  Public  Health  Media  Library  at 
ww^w.cdc.gov/syndi cation  and  search  on  the  tenn  Vital  Signs.  We  also  invite  you  to  join  us  for 
the  Vital  Signs  Town  Hall  Teleconferenee  on  June  12  at  2:00  pra  (EST). 

Vital  Signs  is  about  more  than  data,  it  is  about  action.  We  look  forward  to  continuing  our  work 
together  to  prevent  suicides  and  promoting  healthier  communities. 

Thank  you  for  your  support. 

Debra  Houry,  MD,  MPH  James  A.  Mercy,  PhD 

Director  Director 

National  Center  for  Injury  Prevention  and  Control  Division  of  Violence  Preven  tion 

National  Center  for  Injury  Prevention  and  Control 


From:  Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC) 

Sent:  17  Jan  2018  17:25:45  -0500 

To;  Stone,  Deborah  (CDC/ONDIEH/NCIPC);S]mon,  Thomas 

{CDC/ONDIEH/NCIPC);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC);Fowler,  Katherine  A. 
(CDC/ONDIEH/NCIPC);Yuan,  Kenning  (CDC/ONDIEH/NCIPC);Holland,  Kristin  (CDC/ONDI  EH/NCI  PC);  Ivey- 
Stephenson,  Asha  Z.  (CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC) 

Cc;  Black,  Erin  (CDC/ONDIEH^CIPC);Bruce,  Crystal  (CDC/OPHPR/OD);Kurnit,  Molly 

Regina  (CDC/ONDIEH/NCIPC) 

Subject;  Vital  Signs  Suicide  mini-partnership  engagement  plan 

Attachments:  Partnership  Outreach  Plan  -  Vital  Signs  June  2018_v2.docx,  Copy  of  June  2018 

Deliverables  calendar_21Nov2017.xlsx 

Hi  everyone. 

Wanted  to  share  the  latest  version  of  the  draft  partnership  engagement  plan  for  the  Vital  Signs  release,  I 
wanted  to  share  this  before  Friday's  Suicide  Center  briefing  for  your  awareness. 

Have  discussed  with  Erin  and  Jim  and  the  plan  is  to  not  share  this  document  on  Friday  however  I  can 
provide  highlights  and  let  everyone  know  that  weVe  begun  to  engage  select  partners  on  potential  joint 
activities  ,  We  will  share  a  draft  plan,  in  writing,  at  the  next  briefing  in  March  to  gather  Center,  DARPI 
and  DUIP  leadership  feedback. 

I  would  appreciate  any  feedback  you  have  the  plan  -  feel  free  to  email  or  we  can  discuss  as  a  group  at 
next  week's  Vital  Signs  prep  meeting. 

A  few  things  to  keep  in  mind  when  you  look  at  it: 

•  This  plan  includes  activities  in  addition  to  those  normally  planned  by  CDC  e,g.,  town  hall,  dear 

colleague  letter,  press  release  etc.  so  those  are  not  included  here, 

•  Activities  that  rely  on  partner  resources  (e,g.  webinars)  are  not  confirmed,  just  ideas  at  this  point 

and  may  change  as  we  reach  out  to  this  partners  to  explore  ideas  for  dissemination  together. 

•  IVe  included  ideas  that  will  require  support  from  you  all  as  the  authors*-  such  as  conference 

presentations.  These  are  only  ideas  as  this  point  and  can  be  changed,  I  realize  this  requires 
effort  from  you  so  we  should  definitely  come  to  agreement  on  these  activities  before  sharing  a 
draft  with  Center  leadership  in  March. 

•  The  list  at  the  bottom  of  the  document  is  still  a  brainstorm/running  list  for  reference  (please  add 

anything  we've  missed!),  I  think  it  probably  makes  sense  to  create  a  tiered  partner  list  for 
engagement  but  haven't  done  that  yet.  It  may  look  something  like: 

1,  High  engagement  -  Select  partners  that  work  on  suicide  prevention  or  directly  with  state 

suicide  professionals  that  will  receive  the  most  engagement  such  as  a  personalized 
letter  from  Jim  or  will  work  with  DVP  to  plan  a  webinar  or  conference  call  for  their 
members  e,g.,  Action  Alliance 

2,  Medium  engagement  “  Organizations  that  may  use  resources  such  as  infographics  in 

communications  materials,  website  etc.  e,g.,  NCSL 

3,  Basic  engagement  -  Orgs/people  receiving  widely  disseminated  partner  announcements 

e.g,.  Entire  DVP  partners  list,  770  people),  NCI  PC  distro  list. 

Thanks  to  Crystal,  Molly  and  Erin  for  doing  the  first  round  of  reviews/feedback! 

Please  let  me  know  if  you  have  any  questions, 

Malia 


Vital  Signs  DVP  Partnership  Outreach  Plan  -  Draft  (01/16/2018) 
Launch  date  -  June  5,  2018 


Goals: 

•  Promote  Vital  Signs  findings  broadly  to  all  DVP  partners 

•  Engage  select  partners  through  enhanced  promotion  activities  to  advance  uptake  of  VS  findings  and  DVP  suicide  prevention  strategies  and  work 


Activities 

Date 

Partners 

staff 

Outreach  to  select  partners  to  identify  engagement 
opportunities  for  VS  dissemination  after  June  5  release 
•  Action  Alliance  “  Feb  1 

Jan-May 

Action  Alliance 

AFSP 

APHA 

ASTHO 

NIH-NIMH 

NIH  -  NIDA 

Safe  States 

SAMHSA 

SPRC 

VA 

[others?] 

Erin 

Malia 

Heather 

Val 

Molly 

Crystal 

Action  Alliance  ExCom  Meeting  -  brief  ExCom  members 
about  Vital  Signs  release 

March 

Action  Alliance  members 

Jim  Mercy 
{Anne 

Schuchat/Deb 

Houry) 

Email  to  prime  DVP  Policy  Network  partners  for  release 
and  ask  them  to  disseminate 

May  5 

DVP  Policy  Network 

Erin 

Conference  call  with  DVP  Policy  Network  to  brainstorm 
opportunities  for  dissemination  after  VS  release 

May  8 

DVP  Policy  Network 

Erin 

Share  embargoed  findings  with  State  Health  Departments 

for  awareness  of  state  data 

TBD  (June  3?) 

State  health  officers 

Injury  directors 

Suicide  prevention  directors 

NVDRS  coordinators 

State  public  health  communications 
officers 

TBD 

{Coordinate 
with  VS  team 
and  OSTLTS) 

Email  VS  Announcement  to  ^"700  DVP  partners 

June  5 

DVP  partner  list 

TBD 

Tailored  email  from  Jim  and  Deb  H.  to  select  partner 

June  5 

ACPM 

TBD 

organisations 

ACER 

Action  Alliance 

AFSP 

APHA 

ASTHO 

NGA  suicide  meeting  participants 

NIH  -  NIMH 

NIH  -  NIDA 

Saddleback  Church 

Safe  States 

SAMHSA 

SPRC 

DOD 

VA 

(others) 

Jim 

Deb 

Emails  to  key  Congressional  offices 

June  5 

TBD 

Malia 

Heather 

Melissa  Cyril 
CDCW 

Medscape  Commentary 

June? 

Physicians 

Crystal 

Safe  States  Alliance  Webinar 

•  Audience:  State  injury  and  suicide  prevention 
directors  and  staff;  researchers 

Mid'June 

Safe  States  Alliance 

Malia 

VS  authors 

Nat'l  Action  Alliance  for  Suicide  Prevention  Webinar 

•  Audience:  Suicide  prevention  practitioners,  faith- 
based  orgs,  businesses,  XXXX 

Mid  to  late 

June 

National  Action  Alliance  for  Suicide 

Prevention 

Erin 

VS  authors 

NIH-NIMH  webinar 

•  Audience:  Researchers,  MH  practitioners 

Mid  to  late 

June 

NIH 

TBD 

ASTHO's  Substance  Abuse  and  Addiction  Workgroup 

conference  call  presentation 

•  Audience:  State  health  offices,  deputies,  ASTHO 
staff 

TBD 

ASTHO 

Malia 

VS  authors 

National  Conference  of  State  Legislators  blog  post  or 
newsletter  article 

July 

NCSL 

Malia 

Elizabeth  Z 

National  Governor's  Association  webinar  or  newsletter 

TBD 

NGA 

Erin 

article 

DVP  Digest  highlight 

June/July 

DVP  partner  list 

Maddy 

DVP  Policy  Network  quarterly  call  presentation 

August  14 

DVP  Policy  Network 

TBD 

Safe  States  Alliance  Annual  Conference  presentation  on 

VS  data  and  DVP  suicide  technical  package  prevention 
strategies 

Sept  5-7 

Safe  States  Alliance 

State  injury  and  violence  prevention 
directors 

VS  authors 

ASTHO  2018  Policy  Summit  &  Annual  Meeting 

presentation  VS  data  and  DVP  suicide  technical  package 
prevention  strategies 

Sept  25-27 

state  public  health  leaders 

State  leg  liaisons 

VS  authors 

APHA  Annual  Conference  presentation  VS  data  and  DVP 
suicide  technical  package  prevention  strategiei? 

Nov  10-14 

Public  health  practitioners  and  leaders 

VS  authors 

Potential  Partner  List  For  VS  release  (Draft) 

Professional/Trade  Org 

American  Academy  of  Emergency  Medicine 

American  Academy  of  Family  Physicians 

American  Academy  of  Emergency  Physicians 

American  Assn  of  Suicidology 

American  College  of  Emergency  Physicians 

American  College  of  Preventive  Medicine"^ 

American  Medical  Association 

American  Public  Health  Assn* 

Association  of  State  and  Territorial  Health  Officials* 

American  Foundation  for  Suicide  Prevention* 

Medscape 

National  Action  Alliance  for  Suicide  Prevention 

National  Assn  of  City  and  County  Health  Departments* 

National  Council  for  Suicide  Prevention 

National  Public  Health  Information  Coalition 

Safe  States  Alliance* 

SERMO  (does  DVP  have  a  POC) 

Suicide  Awareness  Voices  of  Education 

Suicide  Prevention  Resource  Center 


Society  for  the  Advancement  of  Violence  and  Injury  Research  (SAVIR) 

*DVP  Policy  Network  member 


CPC  Grantees _ 

National  Violent  Death  Reporting  System  Directors 
CORE  SVIPP  grantees _ 

Injury  Control  and  Research  Centers  (iCRC) 


_ Government  partners 

Health  and  Human  Services: _ 

_ Assistant  Secretary  for  Health  (SG  Office} _ 

_ Center  for  Faith-Based  Partnerships _ 

_ Health  Resources  and  Services  Administration _ 

_ Indian  Health  Services _ 

_ National  Institutes  of  Health  -  National  Institute  of  Mental  Healthy  NIDA 

_ Substance  Abuse  and  Mental  Health  Services  Administration _ 

Department  of  Defense  -  Defense  Suicide  Prevention  Office _ 

Veterans  Affairs 


CPC  Internal  Partners: _ 

QADC 

_ QADP _ 

_ Office  for  State,  Tribal,  Local  and  Territorial  Support 

_ CPC  MH  Workgroup _ 

_ Public-Private  Partnerships  (P3)  Team _ 

_ Division  of  Adolescent  and  School  Health _ 

DVP  Facebook 


CPC  Foundation 


-  — 

r-. 

June  5,  2018 

Suicide 

Abbreviated  Timelines  of  Deliverables,  3.1/21/2017 

Step 

Deliverable 

Begin  at 
0S;00A,M. 

End  by  COB 

Workdays 

Deliver  to 

Comments 

Analysis,  Di recti on-setting,  and  MMWR  Prep 

1 

(1)  OIRECTlOf^  AND  ANALYSIS: 

Initial  Meeting 

i 

1 

TBD 

2 

OD  Planning  Dociiment/SOHCO/One  Thing 

i 

DONE 

RS,  LS 

3 

CDC/OD  review  of  ODPD/SOHCO/One  Thing 

DONE 

4 

Program  (PGM)  respond  in  writing  to  questions 
from  CDC/OD 

DONE 

RS 

S 

(2)  MMWR; 

MMWR  ilraft(non-dea red) written  and  sent  to  VS 
team  to  help  guide  FS  development  during  the  RT 
discussion  only 

Z-Apr 

RS 

6 

Pre-submission  OO-cleared  MMWR  due  to  VS  IfiRff 

10-Api 

1 

7 

CDC/OD(Dir,  Principal  Depuy  Dir,  OAOS,  OADC); 
C5ELS  (Rasmussen,  Kentlreview  pre-submission  CIO 
cleared  and  cross-cleared  MMWR 

ll-Apr 

16- Apr 

4 

RS 

MMWR  and  FS  will  be  sent  to 
CDC/OD  at  the  same  time. 

S 

PGM  revisesj  cross-dears  and  submits  MMWR  to 
Editors 

17'Apr 

25- Apr  ■ 

mKm 

MMWR  Subm[s^ion 
System, 

RS,  LS 

Max  ISOO  word  text 

250  word  abstract 

IS  references 

Submit  to  MMWR  by  noon 

Please  send  VS  team  a 
comment/response  matrix  on  how 
you  addressed  comments  from  Drs, 
Schuchat,  MacKenzie,  and  Lyon- 
Daniei,  Matrix  only  needed  for 
comments  from  these  3  reviewers 

9 

MMWR  edited  and  produced 

Z6-Apr 

9-May 

10 

MMWR  Editors  and 
Reviewers,  PGM,  RS 

10 

SCIENCE  CLIPS: 

PGM  provides  citations  for 

Sdence  Clips 

21-Mav 

RS 

11 

Rich  reviews  citations  and  sends  to  OD/OADS  and 
CDC  librarian 

22-Mav 

Bill  Thomas 

John  fskander 

Gail  Bang 

Fact  Sheet  (Word  and  Graphics  Versions) 

12 

(3)  FACT  SHEET: 

[Send  FS  (non-deared)  in  Word  (W)  format  to  VS 
jteam 

2-Apr 

LS,  RS 

13 

Roundtable 

3-Aprii 

1:30-4:30 

LS,  RS 

14 

CtO-deared  post-RT  F5(W|  due  to  VS  team 

4-Apr 

lO-Apr 

5 

IS,  RS 

15 

CDC/OD  (Dir,  Principal  Depuy  Dir,  OADS, 

0 ADC, P ARP,  PPEO);  CSELS  (Rasmussen,  Kent, 
Royster,  Martin);  CDCW  review  ClO-d eared  FS(W} 

ll-Apr 

16-Apr 

4 

lDf3 

9/7/ZDie 


16 

Pgm  revises  FS(W)  from  CDC/00,  CSELS,  CDCW 
comments  end  submits  revised  FS(W)  to  VS  teem 

17-Apr 

25- Apr 

7 

RS,LS 

Please  send  VS  team  a 
comment/response  matrix  on 
how  you  addressed  comments 
from  Ors.  Schuchat,  Mac  Ken^ie, 
and  Lyon-Daniel.  Matrix  only 
needed  for  comments  from  these 
3  reviewers 

17 

Complete  interne!  eraphic  development 

26-Apr 

4-May 

7 

LS 

18 

CDC/OD  (Principal  Oepuy  Dir,  OADS,  OAOC);  CSELS 
(Kent);:  CDCW  review  full-color  FS(G) 

4-Mav 

Pre-brief  with 
Principal  Deputy 
Director,  ADS,  ADC 
(week  of  5-Feb) 

R5,  LS 

Principal  Deputy  Director,  ADS, 
ADC  will  provide  comments  on  FS, 
PR,  telebriefing  scriptQ&A  at  the 
pre-brief 

Kent,  CDCW  will  receive  courtesy 
copies 

10 

Work  dav^'  Final  edits  to  FS(e^ 

Prs' brief  with 
Principal  Deputy 
Director,  ADS,  ADC 

17-Mav 

20 

HHS/ASPA  review  and  clear  fuH-color  F$(G) 

18-May 

24-Mav 

5 

LSto  NMBto 
HHS/ASPA 

Send  FS  with  Press  Release 
through  NMB 

21 

CDC  Locks  down  futl-color  graphic  FS{G) 

24-Mav 

LS 

at  5:00  pm 

22 

CDC  final  pubfication  preparation  (English  and 
Spanish) 

25- May 

4-inn 

6 

LS 

LS  to  send  English  FS  to  Shannon 
Omisore  for  Spanish  translation 
Holiday  28- May 

Other  Materials  Produced 

23 

IVIedical  Outreach  Program  call 

while  F5  is  being 
reviewed  by  OD 

Brandy  Peaker 

Program  to  discuss  with  VS 
potential  outreach  strategies  for 
clinicians 

24 

(5)  TOWN  HALL  NlEETIiMG  PREP: 

PGM  finds  2  local  demo  pgms 
for  Town  Hall  Wltg 

S-May 

OSTLTS:  Chelsea 

Payne,  Tonya  Joyner 

PGM  works  independently  with 
OSTLTS  for  this 

2S 

(6)  PRESS  RELEASE  (PR)  and  ONE  GRAPHIC: 

Lynn  receives  draft,  edits  it,  and 
sends  revision  back  to  PGM 

27-Apr 

PGM 

26 

Pgm  revises  PR 

30-Apr 

4-May 

5 

LS,  DNEM 

27 

OADC  reviews  PR 

7-Mav 

ll-May 

5 

28 

Pgm  revises  PR  from  OADC  review 

14- May 

17-Mav 

4 

29 

HHS/ASPA  receives  and  clears 

PR 

18-May 

24-May 

5 

LS 

30 

PGM  OKs  ASPA  changes  to 
social  media  materials  and  PR 

25- May 

1 

LS 

31 

Lynn,  graphicSr  and  PGM  to  work  on  '^one  graphic’* 
to  go  with  PR 

13-May 

24-May 

5 

LS 

32 

(7)  DEAR  COLLEAGUE  lETTERt 

PGM  writes/cl  ears/sub  mils 

27-Apr 

LS 

CD  sends  to  MLS  for  Spanish 
translatfon 

33 

(fi)  TElEeRIEFING  SCRIPT  and  Q&A 

PGM  writes/clears/sub  mrts 

27- Apr 

LS 

SD  sends  English  script  to  Belsie 
Gonzalez  for  Spanish  talking 
points 

ZQf3 

9/7/ZDie 


34 

(9)  CRITICAL  CONTACTS  and  EMAIL 

PGIVI  writes/clfears/subrntte 

27  Apr 

_ _ 1 

RS/L5 

Final  Activities 

3S 

(12]  SOCIAL  and  ELECTRONIC  MEDIA: 

Meet  with  Kamelya  Hinson  and  PGM  to  go  over 

Social  and  Electronic  Media 

24- Apr 

LS,  DNEM,PGM 

6  weeks  prior  to  release; 

OADC  to  provide  PGM  with  a  social 
media  template 

36 

PGM  to  provide  content  to  Kamelya  Hinson;  PGM 
works  with  LaKia  Bryant  to  provide  content  on 
Digital  Press  Kit 

S-May 

PGMf  Kamelya  Hinson, 
Arezoo  R  is  man 

4  weeks  prior  to  release; 

PGM  to  work  directly  with  OADC 
DR  social  and  electronic  media. 

SO  sends  to  MLS  for  Spanish 
translation 

37 

(13)  VS  WEBSITE  BUILT; 

PGM  provides  Its  links  and  alt  text  to  LS 

25-May 

31-Mav 

4 

LS,  DNEM.PGM 

Spanish  Website  also  buiit 

Holiday  28-May 

3S 

Rich  creates  CDC  Announcement 

29- May 

Rhonda  Smith 

CDC  Announcement  released  at 
2pm  on  6-Mar 

39 

(14)  PRE-BRIEFING: 

LS  sends  latest  MMWR  proofs 

FS/G  rap  hies  version,  PR,  Tele  briefing  Script,  QSiA, 
Critical  Contacts  list  and  draft  email 

4 -May 

■  ■  - -  I 

LS 

PGM  to  send  all  requested 
material  by  lOAM 

40 

Pre-brief  with  Principal  Deputy  Director,  ADS,  AOC 

week  of  7-May 

ln-per5on  (unless 
travel  ini) 

Bfdg  21, 12th  floor 

DIV:  Leadership,  Comm,  Policy, 
Science  SMEs 

Call  in  number  provided 

41 

Pre-brief  with  CDC  Director 

week  of  21-M3y 

In-person  (unless 
traveling} 

Dir  Conf  Rm,  Bldg  21, 12th  floor 
DIV:  Leadership,  Comm,  Policy, 
Scier^ce  SMEs 

Call  in  number  provided 

42 

(IS)  NOTIFICATIONS: 

NPHIC  call  (PGM  attends) 

31-May 

LS,  DNEM,  PGM 

43 

Internal-Final  materials  sent 
to  leadership  and  distributors 

4-Ju;n 

Done  by  LS 

44 

External  -  CDC  Director  sends  out  email  to  "Critical 
Contacts"  ^ 

5-jLin 

Email  should  include  that 
information  is  embargoed  until 
Ipm  on  release  date 

4S 

External  (contj  -  POM  -send^  email  to  "Critical 
Contacts"  not  otherwise  contacted  by  CUC/OD 

. J.;!'..  '.‘.L  . 

S-JLin 

Email  should  include  that 
information  is  embargoed  until 
1pm  On  release  date 

46 

External  fcontV-PGM'and  O^LTS 
notify  all  other  partners  of  impending 
release 

S-Jun 

BRANCH:  SME,  Chief,  Comm, 
Policy;  Embargo  in  place  until  1 
pm 

47 

(16)  RELEASE 

Press  receives  materials  under 
embargo 

S-Jun 

RS,  LS,  ON  EM 

Embargo  in  place  until  Ipm 

4g 

CDC  Director  conducts  telebriefing 

Materials  released  to  public  at  1pm 

S-Jun 

TRF,  LS,  RS,  OADC, 

PGM 

immediate  Pre*brief  11:40; 
Teiebrief  at  NOON,  Dir  Conf  Rm, 
Bldg  21, 12th  floor 

DIV:  Director,  Comm,  Policy 
BRANCH:  Chief,  SME,  Comm,  Policy 

49 

(17)  MEDIA  METRICS  COLLECTED 

24-hour  media  report  due 

6-Jun 

LS,  DNEM 

50 

30-da V  Media  report  due 

30  days  after 
release 

LS,  DNEM 

51 

(IS)  OSTLTS  TOWN  HALL 

PGM  participates 

12-iun 

OSTLTS 

SME  presents  overview 

3  of  3 
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From:  Black,  Erin  (CDC/ONDIEH/NCIPC) 

Sent;  9  May  2018  02:41:48  -0400 

To:  Simon,  Thomas  (CDC/ONDIEH/NCIPC);Mercy,  James 

(CDC/ONDIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Fowler,  Katherine  A. 

(CDC/ONDI EH/NCI PC);Bruce,  Crystal  (CDC/OPHPR/OD);Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 

Cc:  Stone,  Deborah  (CDC/ONDIEH/NCIPC);Richmond~Crum,  Malia 

(CDC/ONDIEH/NCIPC) 

Subject:  VS  Pre-brief  ^ 

Attachments:  VS  Pre-brief  changes, docx,  VS  Pre-Brief  Notes^docx 

Congrats  all  on  a  great  pre-brief!  Anne  (and  Rich)  even  complimented  us  on  how  few  changes 
'compared  to  other  pre-briefs'  they  had  for  us!  Attached  are  my  messy  in-depth  notes  (transcripty)  and 
also  a  chart  of  just  the  requested  changes  -  please  make  sure  I  captured  it  as  you  all  heard  it!  Also, 
below  are  some  of  the  action  items  and  next  steps  (in  addition  to  making  all  the  attached  requested 
changes)! 

Action  Items: 

•  Confirm  with  Rich  if  Deb  will  be  the  SME  poc  at  the  tele-briefing 

•  Promote  VS  again  after  NCHS  data  brief 

•  Rich  to  confirm  when  NCHS  is  releasing  the  Data  Brief 

•  Send  terminology  guidance  to  SG 

•  Ask  Medscape  about  CME  training  credit 

•  Review  the  tele-briefing  script  to  ensure  the  proposed  headlines  are  the  most  appropriate 

•  Identify  individuals  in  the  states  to  connect  reports  to  (re  states  examples) 

•  Crystal  to  cross-walk  tele-brief  script  with  the  media  recommendations 

•  Call  with  graphic  designers  to  make  "Be  the  One"  bullets  fit 

•  Propose  to  Schuchat's  special  assistant  that  suicide  rates  by  age  be  added  to  the  text  in  the 

MMWR  intro 

•  Kristen  to  work  on  updating  the  Q&As  “Tom  to  send  the  description  of  the  increase 

•  Scott  to  draft  Q&A  on  the  big  numbers  and  not  Jumping  around 
Next  Steps: 

•  Revised  Factsheet  and  Press  release  due  May  10  to  graphic  designer  (have  call  prior) 

•  Changes  to  the  tele-brief  script  and  other  comms  materials  by  May  14 

•  Package  goes  to  ASPA  by  May  18 

. Original  Appointment - 

From:  Schuchat,  Anne  MD  (CDC/OD) 

Sent:  Friday,  April  13,  2018  1:56  PM 

To:  Schuchat,  Anne  MD  (CDC/OD);  Peaker,  Brandy  (CDC/OPHSS/CSELS/DPHID);  Schieber,  Richard  A, 
(CDC/OPHS5/CSEL5/DPHID);  Sokler,  Lynn  (CDC/OD/OADC);  Omisore,  Shannon  L  (CDC/OD/OADC); 
Sorrells,  Marjorie  J*  (CDC/OD/OCS);  Simon,  Thomas  (CDC/ONDIEH/NCIPC);  Stone,  Deborah 
(CDC/ONDIEH/NCIPC);  Mercy,  James  (CDC/ONDIEH/NCIPC);  Crosby,  Alexander  (CDC/ONDIEH/NCIPC); 
Richmond-Crum,  Malia  (CDC/ONDIEH/NCIPC);  Fowler,  Katherine  A.  (CDC/ONDIEH/NCIPC);  Bruce,  Crystal 
(CDC/OPHPR/OD);  Black,  Erin  (CDC/ONDIEH/NCIPC);  Dauphin,  Leslie  (CDC/OD/OADLSS);  Daniel, 
Katherine  Lyon  (CDC/OD/OADC);  Bonds,  Michelle  E,  (CDC/OD/OADC);  Harben,  Kathy  (CDC/OD/OADC); 
Gaines-McCollom,  Molly  (CDC/OPHPR/DEO);  Grusich,  Katherina  (Kate)  (CDC/OD/OADC);  DeNoon,  Daniel 


(CDC/OD/OADC)  (CTR);  Howe,  Kristin  (CDC/OCOO/OCIO/ITSO)  (CTR);  Corley,  Ronald  D. 
(CDC/OCOO/OCIO/ITSO)  (CTR);  Kegler,  Scott  R.  (CDC/ONDIEH/NCIPC) 

Subject:  1:00pm  -  1:45pm  Vital  Signs  Pre-brief:  Suicide  Prevention 

When:  Tuesday,  May  8,  2018  1:00  PM-2:00  PM  (UTC-05:00)  Eastern  Time  (US  &  Canada). 

Where:  12th  Floor -- OD  Suite,  Conference  Room  12302  (Conference  Bridge:  877-985-4535,  PC94833493 

) 


Vital  Signs  Pre-Brief  Revision  Requests 


Change 

Reason 

Requestor 

MMWR 

Fact  Sheet 

Script 

Q&As 

Include  top  5  states  {counts 
instead  of  rates) 

Be  careful  with  small  numbers.  Is  the  difference 
significant? 

Anne 

X 

Clarify  multiple  risk  factors, 
some  can  prevent  but  others 
can  intervene 

Since  we  all  have  life  stressors,  how  to  frame  message 
to  public  on  action  to  take  when  see  warning  signs. 

Anne 

X 

Add  note  that  there  are 
multiple  risk  factors 

Contributing  factors  figure  -  adds  up  to  more  than 

100%  (multiple  factors  and  not  mutually  exclusive) 

Anne 

X 

X 

Add  data  point  on  %  of  people 
who  told  someone  they  were 
contemplating  suicide 

Be  mindful  not  to  push  quilt  on  people  who  feel  they 
missed  signs/opportunities*  Ensure  precipitating 
circumstances  are  messaged  positive  frame  (don't 
normalize)* 

Anne 

X 

Add  research  to  confirm  the 
contributing  factors 

How  do  we  know  the  circumstances  if  they  are 
done/deceased*  What  are  the  risk  factors  in  the  general 
population?  Indicate  that  circumstances  are 
established  risk  factors  for  suicide  and  other  literature 
connects  these* 

Anne 

X 

Add  info  on  the  study  on 
impulsivity  (24%  less  5min) 

How  do  you  know  if  it  was  impulsive? 

KLD 

X 

Add  impulsivity  info 

Impulsivity  can  lead  to  means  restriction.  Focus  on 
coping  and  relieving  stress* 

KLD 

X 

Acknowledge  CDC  employee 

Recent  CDC  employee  suicide 

KLD 

X 

X 

Is  note  on  link  to  opioids  in 

Q&A  enough?  Does  it  include 
chronic  pain? 

Lots  of  social  media  on  link  between  suicide  and 
opioids  restriction 

Anne 

X 

Change  LE  to  first  responders 

LE  feels  out  of  place  (healthcare,  MH,  social  services, 
educators,  LE) 

Anne 

X 

X 

Add  WHO  data  on  other 

countries 

How  do  rates  compare  to  other  countries  (WHO  data)? 
Why  is  it  increasing  here  but  not  there  (don't  know  but 
focus  on  contributing  factors)? 

Kyle 

X 

Add  info  on  NVDRS  expansion 

Need  to  thank  congress  for  the  NVDRS  funding. 

X 

Add  age-specific  rates  overtime 
and  site  other  work  (suicide 
rates  by  age  group) 

First  question  received  when  mentioned  VS  was  in 
what  age  group? 

Anne 

X 

X 

Vital  Signs  Pre-Brief  Revision  Requests 


Include  ternrimology  guidance 
box 

Suicide  care  is  unclear  as  suggest  care  for  the  deceased 

Anne 

X 

Change  suicide  care  to  X 

Suicide  care  is  unclear  as  suggest  care  for  the  deceased 

Anne 

X 

X 

X 

X 

Add  '"Be  the  One"  5 
bullets/box.  Redo  other 
graphics  to  make  it  fit. 

What  are  the  specific  things  that  people  can  do  that  are 
helpful  vs*  harmful. 

Kate 

X 

Remove  connect  people  from 
states  can  do  section 

States  and  communities  are  told  to  connect  people  but 
they  don't  do  that  people  do 

Anne 

X 

X 

Add  CO  example 

Do  we  have  state  examples  of  positive  suicide 
prevention  results? 

Anne 

X 

Add  Air  Force  example 

Do  we  have  state  examples  of  positive  suicide 
prevention  results? 

Anne 

X 

Add  vet  data 

What  percentage  of  increases  are  in  veterans  (have 
POST)? 

Anne 

X 

X 

Confirm  biggest  number  is  on 
top 

Data  should  cascade  from  most  prevalent  down. 

Anne 

X 

Reorganize  Q&As 

QStAs  sometimes  hard  to  follow  and  key  points  don't 
jump  out.  Add  section  for  FAs* 

Rich 

X 

Add  HP  2020  goal? 

Can  we  link  to  successes  (HP2020)  without 
complicating  20%  by  2025. 

Rich 

X 

*Note:  If  you  make  the  change  in  the  Fact  Sheet  you  MUST  make  the  change  in  the  MMWR 


5/8/2018  Vital  Sings  Pre-brief 


Process  (pre-meeting  discussion): 

•  Rich: 

o  Will  get  clear  direction  from  Schuchat  in  45 
o  Must  take  verbatim  notes 
o  We  will  debrief  afterwards 

o  Then  must  make  revisions  within  a  quick  deadline  to  get  the  whole  package  to  ASPA  on  May 
18  (but  not  the  MMWR  until  its  released) 
o  No  plans  for  Dr.  Redfield  to  participate 

o  Great  that  SG  Is  participating  (he  has  only  done  twice  before) 

o  Follow-up  with  Rich  to  confirm  that  Deb  is  indeed  the  SME  for  technical  questions  at  the 
tele-briefing,  Rich  will  brief  her  on  her  responsibilities,  Alex  can  be  there  too  but  only  to 
pass  notes  to  Deb  {Anne  only  wants  one  SME) 
o  Have  done  90+  vital  signs 

o  Great  media  opportunity,  one  hit  front  page  of  NYTimes  with  a  4  column  picture,  usually 
elicits  600-750  media  stories  (Zika  hit  1700),  this  media  would  cost  $lm+  -  varies  on  other 
things  in  the  media,  Schuchat  will  help  focus  the  media 
o  Townhall  the  week  after 
Q  All  calls  should  go  to  the  CDC  OD  Media  Office 

•  Rich:  Why  are  the  rates  going  up?  Is  It  political? 

Pre-brief 

Introductions: 

•  OD:  Anne  Schuchat,  Brandy  Peaker,  Rich  Schreber,  Shannon  Omisore,  Katherine  Lyon  Daniels, 
Kate  Grusich,  Molty  Gaines-McCollom,  Dan  DeNoon,  Kate  Gatatas,  Kyle  McGowan 

•  DVP:  Tom,  Jim,  Katie,  Crystal,  Erin,  Alex,  Asha  +Scott 

•  Tom: 

Q  Thanks  Anne  and  VS  office  for  your  support  and  for  making  this  happen  we  are  very  excited 
for  this  great  opportunity 

o  Deb  sends  her  regrets,  she  had  a  death  in  the  family,  was  very  excited  about  this 
opportunity  to  raise  awareness  as  a  preventable  PH  problem 
o  Suicide  is  the  10*^^  leading  cause  death  and  alarmingly  increasing 
o  Existing  prevention  activities  focus  on  identifying  and  treating  MH  problems 
o  Released  suicide  TP  last  year  with  prevention  opportunities 

o  This  VS  is  the  first  analysis  of  state  specific  suicide  trends  and  NVDRS  circumstances 
o  It  prioritizes  suicide  prevention  and  broadens  the  perspective  of  options 
o  45k  suicides  in  2016,  1999-2016  state  increases,  ND  58%  increase,  overall  more  than  30% 
in  25  states 

o  NV  only  state  didn't  have  an  increase  but  consistently  high  rates  2016  ranked  9^^  highest 
o  NVDRS  used  data  27  states  “  more  than  half  didn't  have  MH  problem 
o  Other  circumstances  are  very  common  (physical  health  and  jobs/financial)  didn't  differ 
o  Other  more  common  relationship  problems,  IP  and  conflicts,  stress  “  criminal,  legal, 
eviction,  crisis  higher  in  those  without  MH  problems  but  common  among  those  with  MH 
problems  too 

o  State  specific  trends  highlight  the  importance  of  suicide  prevention  in  states  and 
communities 

o  Included  state  ranking  table  -  editors  requested  we  move  to  the  stack  with  one  click 
o  Help  states  see  their  stance  and  motivate  action  and  local  and  national  media 
o  Point  to  a  range  of  opportunities  -  comprehensive  public  health  approach  -  attention  to 
TP  examples  of  specific  activities  for  groups  and  warning  signs  and  media 
recommendations 

o  State  trends  and  contributing  factors  and  prevention  strategies  raise  awareness  and 
motivate  action 


* 


Anne 


o  Thanks  for  all  the  work  ^  state  specific  and  overall  national  increase  will  get  lots  of  attention 
and  we  can  use  for  maximum  good 

o  Minor:  Please  be  careful  with  the  small  numbers.  Is  it  really  different  from 
other  changes?  You  mentioned  ND  large  increase  (58^/a)  but  what  is  it  the 
percentage  or  rate,  absolute  or  relative?  It  went  from  2  to  6  for  the  overall 
percent.  What  was  the  difference  in  numbers,  was  it  really  huge?  Don't  include 
ND  in  the  tele-brief  script  -aren't  they  the  only  state  that  didn't  have  a  recession? 

■  Tom:  It  includes  the  absolute  and  relative  increase  and  model  annual  percent 
change  -  it's  a  test  of  statistical  significance.  It's  a  51,6%  change  in  ND  13.3  to 
20.9  is  an  increase  of  6.9  per  100k. 

•  Kristen-  ex.  number  suicides  was  50  and  went  up  to  100  -  it  doubled  but  its  only 
50  people  -  include  counts  for  top  5  states 

o  Substantive:  In  the  analysis  you  did  a  lot  to  compare  MH  to  those  without  MH  problems  - 
talked  about  triggers  and  preceding  events.  But  these  could  be  common  to  others  who 
aren't  suicidal  -  who  have  family,  communities,  friends  supporting  them.  Can  we  prevent 
the  triggers,  no,  so  how  can  we  frame  the  media  messages  since  we  all  have  life  stressors? 

For  example,  we  say  here  are  warning  signs  so  we  need  to  make  it  more  actionable  for 
the  general  population. 

•  Tom:  For  the  contributing  circumstance  the  NVDRS  system  captures  circumstances 
believed  to  contribute  to  suicide  “  in  terms  of  the  Fact  Sheet  ways  to  understand 
some  circumstances  can  prevent  but  others  intervene  to  help  them  cope  -  resiliency 
and  coping  skills. 

•  Alex:  Interaction  of  multiple  risk  factors  -  not  one  reason  -  divorce,  substance 
abuse,  financial  problems,  interaction  of  multiple  factors.  Technical  package  talks 
about  how  to  promote  resiliency  and  coping  and  find  help  to  develop  connectedness 
and  social  support. 

o  These  questions  are  to  help  shape  the  press  release  and  tele-brief  to  shape  intended 
messages.  I  had  commented  on  the  figure  of  the  factors  that  contribute  -  and  to  order  by 
frequency  ex.  loss  of  housing  only  4%.  Add  a  note  that  it  adds  up  to  more  than  100% 
because  people  have  multiple  factors. 

o  People  have  a  loved  one  who  died  they  might  have  a  lot  of  quilt  about  what  they  missed  or 
what  they  didn't  do.  We  need  to  be  transparent  that  many  people  have  multiple 
contributing  factors  and  be  mindful  not  to  push  quilt  on  people  and  not  to  encourage  second 
guessing.  It's  not  cause  and  effect  its  timing  ~  have  to  go  backwards  -  we  are  only  talking 
about  completed  suicides.  But  how  do  you  know  the  circumstances  since  they  are  gone? 
It  will  be  good  but  I  want  to  control  the  message  -  relationship  problem  42%  but  what 
percentage  of  the  U.S.  population  have  relationship  problems?  If  our  goal  is  to  focus  on 
prevention.  Data  limitation  is  legitimate  but  build  on  the  literature  than  just  NVDRS  if  our 
focus  is  more  than  MH  -  this  is  suicide  of  people  like  me  -  what  am  I  missing  in  my  family 
-  don't  want  to  get  a  tot  of  worried  well. 

■  Tom:  Deemphasize  not  that  they  occurred  but  that  the  suicide  was  attributed  to 
these  circumstances.  We  interview  family/friends  by  LE  and  coroner  and  ME.  There 
is  a  limitation  in  data  because  of  tracking  suicide  preventions.  We  have  and  can  add 
other  research  to  confirm  these  factors.  We  recommend  to  look  for  these  risk 
factors  for  a  reason. 

■  Katie:  This  information  comes  from  ME,  LE,  and  corners  based  on  interviews  with 
loved  ones  or  others  that  knew  them.  They  think  this  played  a  part. 

KLD: 

o  When  there  is  not  a  known  MH  issues  then  interpret  as  impulsive  acts.  How  do  you  know 
if  it  was  impulsive?  We  don't  know  If  they  were  considering  for  a  long  time.  We  don't  know 
what  they  were  thinking.  Someone  described  it  that  way  as  impulsive. 

•  Tom:  Impulsivity  is  a  real  phenomenon  -  there  Is  a  study  of  people  who  survived 
nearly  lethal  attempts  -  24%  reported  after  their  attempt  less  than  5  min 

•  Kristen:  Put  them  at  greater  risk 

o  If  the  media  talks  in  that  way  (impulsivity)  it  turns  into  a  removal  of  lethal  means  issue. 
Close  to  half  are  impulsive  so  who  should  have  access  to  any  kind  of  means.  I  don't  want 
it  to  be  overly  politicized.  We  must  be  very  specific  in  how  we  talk  about  what  we  know  - 
and  focus  on  the  ways  to  help  anyone  learn  to  cope  and  relive  stress  when  you  know  they 
are  stressed. 


o  At  CDC  we  had  a  recent  issue  with  a  suicide  and  people  did  not  know  what  was  going  on 
or  recognize  the  symptoms.  Are  we  doing  this  issue  because  of  that  event?  NO  -  but  it  will 
be  discussed  that  way*  It  could  turn  into  something  personal  about  an  individual  a  CDC 
employee. 

Anne; 

o  In  addition  to  CDC  employee  -  a  lot  of  social  media  about  chronic  pain  and  opioids  and 
driven  to  suicide  because  they  are  in  pain  is  so  bad  and  think  they  can't  get  medicine  -  or 
they  a  have  substance  abuse  or  physical  problem.  Add  to  Q8^  how  we  will  handle  that  -  is 
it  political? 

•  TOM:  Included  in  the  Q8lAs  and  pulled  from  opioids  TP  -  (et  us  know  if  tt  doesn't 
address  the  question. 

o  Draft  tele- brief  script*  It  talks  about  partners  including  sectors  (healthcare,  MH,  social 
services,  LE,  educators)*  Why  LE?  It  looks  like  it  was  in  the  wrong  place  there  are  multiple 
high  risk  populations. 

•  Alex:  LE  is  a  data  source,  NVDRS,  LE  data  is  one  of  three  primary  sources.  Many 
cases  LE  are  first  to  respond  to  death.  In  some  cases  they  provide  some  data.  Also, 
there  is  an  increased  risk  among  first  responders.  LE  interventions  specific  to  that 
population  because  of  increased  risk  in  that  occupation  -  we  worked  with  LE 
because  they  are  the  responders  to  911  to  prevent  the  suicide.  Change  LE  to  first 
responders 

Kyle: 

o  How  do  these  rates  compare  to  other  countries?  We  will  get  this  question. 

'  Tom:  WHO  online  access  to  their  suicide  rates  and  data  for  2000-2015-  globally 
suicide  rates  have  gone  down  slightly  ~  China,  Japan  and  India  with  high  rates  are 
decreasing  Canada's  are  flat. 

•  Alex:  A  few  European  countries  were  high  during  the  recession  but  they  have  come 
down  and  we  (U.S.)  haven't 

o  Why  are  we  increasing  but  that  isn't  happening  in  other  countries?  Anne:  We  will  be  asked 
to  speculate. 

■  Tom:  We  get  that  question  a  lot.  The  nature  of  data  sources  is  that  it  is  great  to 
understand  trends  and  outcomes  but  not  the  contributing  factors  and  it's  rarely 
caused  by  one  factor  but  many  {family,  relationships,  finances).  Economic 
conditions  and  the  link  to  suicide  -  role  of  great  recession  and  subsequent  financial 
challenges.  More  research  look  at  association  of  suicide  rates  and  economic 
conditions*  And  link  to  the  opioids  epidemic  -  in  the  past  explained  as  increased 
availability  and  misuse  led  to  increase  use  -  it's  an  increased  risk  factor, 

o  If  it  tracks  along  with  the  economic  recession  and  Increase  during  great  recession  but  now 
economy  is  better  haven't  seen  a  drop  -  why? 

■  Tom:  Tried  to  point  to  those  to  potential  explanations/reasons  for  increases  might 
not  be  understand  we  do  know  a  lot  about  the  contributing  factors  link  to  NVDRS 
and  suicide  prevention. 

o  Briefly  mention  expansion  of  NVDRS  -  pretty  big  deal  -  now  have  coverage  for  all  50  states 
PR  and  DC  push  home  the  fact  that  we  have  the  expansion  -  better  data  moving  forward 
-  thank  you  for  getting  us  the  funds  to  do  that  -  work  that  into  the  tele-bnef  script 

Anne; 

o  Include  in  the  MMWR  can  we  add  the  age-specific  rates  over  time  -  everyone  wants  to  know 
that  -  up  in  teens  -was  focus  on  teens,  veterans,  middle-aged  people  even  If  not  primary 
focus  need  the  specific  result.  Don't  need  age  specific  trend  by  state  but  just  over  all  results. 
The  first  question  I  got  was  what  age  is  it  going  up  in?  20k  in  2015  alone  -  if  compared 
baseline  and  end  group  -  have  female  and  male  overtime  its  gone  up  in  both  groups  -  can 
you  add  a  line  in  text  about  stratify  by  age  groups?  Australia  104  yr  old  going  to  Swiss 
for  suicide.  MMWR  page  1  rates  increase  m  all  age  groups  from  x  percent  to  Y  percent  in 
age  group  since  we  have  the  whole  technical  package  to  point  to. 

■  Tom:  Didn't  carry  it  through  analysis  because  we  and  NCHS  already  has  done  a  lot 

—  in  an  earlier  version  we  had  the  NVDRS  distribution  Table  2  for  the  27  states  in 
NVDRS  -  its  only  for  2015  not  the  rate  of  change.  It  went  up  in  all  for  the  national 

-  NCHS  data  brief  -  for  the  most  part  except  very  old.  There  is  other  work  we  can 
site  -  increases  across  the  lifespan  except  74 


«  NCHS  is  doing  a  quick  stat  on  youth  homicide  and  suicide  trends  better  the  following 
week  -  and  NCHS  data  brief  postponed  after  vital  signs  age  and  method  -  Rich  to 
confirm 

o  Terminology  -  what  is  the  word  for  suicide  vs  attempt  -  what  can  health  care  providers  do 

-  train  staff  in  suicide  care  -  what  does  that  mean?  Sounds  like  they  already  died.  Is  it  too 
late  to  do  care?  Please  include  terminology  in  the  tele-brief  script 

■  Alex;  MH  care  -  it  is  dealing  with  those  that  have  nonfatal  suicide  behavior  and 
ideation 

■  Tom:  We  developed  guidance  on  terminology-  helpful  don't  say  successful  suicide  - 
-  it  has  to  be  clear  and  non-jargoning  so  build  it  in  there 

•  Give  Dr.  Adams  the  content  for  how  to  talk  about  suicide  and  ask  him  to  focus  on  taiking 
to  Drs.  Great  opportunity  for  him  to  get  up  to  speed. 

o  Alex:  We  did  a  Medscape  recording-  they  can  do  CME  training 

•  Kate 

o  What  can  'everyone'  do  more  specifically  -  we  have  on  Factsheet  back  page  and  tele- 
briefing  script-  when  it  gets  to  everyone  can  -  know  early  warning  sign,  identify  and 
connect,  etc.,  is  there  an  opportunity  to  get  more  specific  -  what  can  I  do?  What  are  those 
specific  things  that  are  helpful  vs  what  is  not  helpful.  Fine  line  with  guilt  -  five  minutes  of 
time  -  in  the  moment  trying  to  know  the  right  thing  to  do  -  know  these  work  better  - 
highlight  those.  Article  talk  about  terrible  problem  and  warning  signs  -  well  what  could  I 
do  -  not  sensationalize  and  scary  versus  empowering.  Anne;  media  LOVE  the  public  focus 

-  they  will  put  a  box  in  the  data. 

■  Tom;  We  can  add  '"be  the  one"  and  they  have  five  steps  -  hard  with  the  space  - 

o  Anne;  states  and  communities  are  told  to  connect  people  but  they  don't  do  that  move  to 
individuals  -  purpose  of  vital  signs  is  to  get  to  media  and  get  public  to  act 

■  Alex;  Data  focus  in  on  what's  happening  in  the  states  so  focused  on  what  states  and 
communities  can  do 

Q  Is  there  an  uptake  in  states  with  physician  assisted  suicide? 

■  Alex;  OR  and  WA  -  those  people  die  it  is  listed  as  the  natural  cause  so  hard  to  track 
ex.  terminal  lung  cancer  -  listed  on  death  certificate  as  terminal  cancer  -  so 
undetected  -  not  a  lot  in  OR  data 

o  Tele-bring  script  -  desired  headline  working  with  media  and  how  to  frame  -  what  we  want 
the  headlines  to  be  -  make  sure  our  headlines  and  their  headlines  (already  lots  on  the 
numbers)  what  do  we  want  the  other  headlines  to  be  and  it  changes  what  we  que  up  for 
the  tele-briefing  -  focus  on  that 

•  Anne 

o  CO  is  doing  everything  they  can  -  is  there  a  state  example  we  can  use  -  positive  results  - 
what  might  happen  if  we  did  everything 

■  Jim:  Air  Force  is  doing  a  comprehensive  suicide  plan  and  saw  significant  reductions 
Anne;  Helpful  in  advance  to  have  a  couple  individuals  who  know  that  can  refer 
reporters  to  the  positives  - 

o  What  percentage  of  these  increases  a  in  veterans  and  POST  -  does  the  VA  have  a  program 
reach  to  Action  Alliance  and  know  in  advance  - 

o  When  NCHS  comes  out  we  can  amplify  VS  at  that  point  too. 

•  Ann:  We  will  be  really  go!  Its  great  -  you  don't  have  that  much  to  change  compared  to  others 

•  Kyle:  Q8iAs  are  really  good! 


Debrief 

•  Rich:  They  don't  go  much  better  than  that!  Very  well  done! 

o  Make  sure  any  changes  to  Fact  Sheet  are  also  made  in  the  MMWR 
o  Add  Air  Force  as  a  positive  example  tele-brief  script  --  and  CO  in  the  QS^As 
o  Add  Suicide  rates  by  age  group  by  year  of  event  -  in  the  intro  of  MMWR  summaries  the 
trends  MMWR  page  1  rates  increase  in  all  age  groups  from  x  percent  in  age  a-b  to  Y  percent 
in  c-d  -  Get  clarification/ propose  to  add  to  results  (table)  or  sentence  in  intro  -  graph  is 
the  map 

o  Precipitating  circumstances  -  make  sure  our  message  was  correct  for  families  who  lost  a 
loved  one  -  don't  compound  guilt 


Adds  to  more  than  100%  -  add  text  that  experience  multiple  -  complex  "multiple  factors 
and  not  mutually  exclusive"  Add  disclaimer 

Biggest  number  is  on  top  -  cascade  from  most  prevalent  down  -  we  already  addressed  it 
Include  everyone  can  and  work  the  "Be  the  one"  five  bullets  -  take  3  TP  bullets  out  and 
stick  in  the  five  -  take  out  the  lifeline  and  warning  signs  since  have  a  box  -move  connecting 
people  in  community  to  people  can  -  work  the  five  into  the  be  the  one  to  -  start  with  the 
short  one  -  everyone  can  -  start  with  five  bullets  -  access  to  methods  -  Add  back  Be  the 
One  to 
Q&A 

■  What  Is  happening  in  50  states  -  add  to  Q&A? 

■  Number  for  low  population  states  -  top  five  10  high  rank  states  ~  99-16 

■  Guilt  issue  ~  part  of  tele-briefing  script  messaging  -  say  even  those  that  weren't 
diagnosed  with  MH  problem  -  these  are  problems  people  deal  with  every  day  and 
help  people  cope  with  problems  they  experience  everyday  many  people  -  don't 
imply  or  suggest  don't  normalize  it  teaming  to  deal  with  resiliency  and  coping-  Katie 
have  a  data  point  on  percentage  of  people  who  told  someone  they  are  thinking 
about  suicide  -  many  didn't  express  suicidal  thoughts  -  scientifically  interested  in 
MH  vs  nonMH  how  do  we  do  better  for  both  populations  -  everyone  problem 
because  everyone  deals  with  these  -  people  to  people  interactions  help  Media  go 
to  guns  -  way  to  avert  is  many  people  deal  with  these  factors  -  actions  can  be  good 
for  the  general  population  in  coping  with  life  challenges  -  Add  Q&A  section  on  guns- 
gun  mechanism  in  less  than  half  and  have  other  mechanism 

•  What  are  the  risk  factor  proportions  in  the  general  population  vs  those  that  killed 
themselves  -  what  was  proportion  non-completed  -  Jim's  point  in  appropriate  place 
we  can  indicate  that  these  circumstance  are  established  risk  factors  for  suicide  and 
other  literature  that  connects  those  -  risk  among  those  with  or  without  -  add  to 
the  Q&As 

■  International  comparisons  -  Add  to  Q&As  -  why  in  US  vs  other  places  - 

■  Rich  -  organize  Q&As  so  it  so  it  jumps  out  at  her  -  organize  with  headings  -  how  it 
was  presenting  -  data  isn't  great,  multiple  factors,  economic  conditions  and  opioids 
misuse  but  what  we  do  know  is  the  contribution  circumstances  and  those  factors 
we  can  focus  on  -  we  can  pull  Into  a  heading  and  put  on  the  front  page  -  order 
questions  in  Q&As  put  that  at  the  top 

■  Pg  7&8  opioids  and  chronic  pain 

■  LE  -  change  to  LE  to  first  responders  -  change  add 

■  Was  it  Impulsive  -  add  to  Q&A  -  5  minutes  form  think  to  do  -  she  connected  the 
dots  -  without  MH  problems  are  impulsive  than  reduce  access  to  lethal  means 
doesn't  work  for  everyone  -  all  54%  who  didn't  have  MH  they  are  not  all  impulsive 
suicide  and  thought  about  it  for  a  while  and  had  a  lot  of  factors  that  contributed  - 
24%  said  less  than  five  minutes  and  the  flip  is  revers  76%  -ideation  comes  and 
goes  but  when  they  decided  they  just  did  it  -  impulsivity  is  separate  from  MH  and 
NONMH  connects  with  pint  about  circumstances  are  things  that  many  experience 
everyday 

■  Tele-briefing  script  -  expansion  of  NVDRS  to  PR  and  DC  -  thank  you  Washington  - 
time  course  or  known  plans  -  when  to  start  -  hit  the  last  state  -  what  year  data 
will  be  out  Included  a  healthy  people  200  objective  and  this  will  allow  us  to  meet 
that  goal  and  excited  to  make  this  available  t  all  50  states 

■  SG  and  Dr.  Schuchat  need  to  have  a  list  of  bad  word  -  guidance  -  add  good  words 
to  tele-briefing  not  successful  suicide  -  box  -  add  a  box  -  not  commit  or  successful 
-  send  glossary  to  SG  - 

•  Suggest  headlines  -  on  press  release  -  Kate  -  we  don't  need  the  numbers  focus  on 
in  box  on  tele-briefing  script  -  rethink  these  headlines  -OADC  generated  these  - 
make  sure  these  are  the  ones  we  want  them  to  use  -  Crystal  cross  walk  with  the 
media  recommendation 

•  Suicide  care  -  can  we  say  something  else  -  page  5  of  the  tele-briefing  -  put  clinical 
guidelines  in  the  sentence  of  tele-brief  script  -  care  for  those  at  risk 

■  Press  referral  for  AA,  CO  and  Air  force  -  list  of  our  people  we  will  call  -  lined  up  on 
someone  to  take  calls  -  press  contacts  make  sure  we  have  the  contacts 


Q&A  -  vet,  PTSD,  multiple  deployments  -  just  got  them  today  so  will  add  -  asked 
about  proportions  of  the  increase  that  is  attributed  to  Vets  -  vets  and  military  and 
lumped  together 

Page  3  of  tele-briefing  fourth  bullet  -  expand  and  awareness  -  reduce  annual 
suicide  rate  by  20%  by  2025  -  add  here  the  2020  success  -  reached  a  goal  - 
confused  by  two  things  and  two  numbers  -  suggested  Tom  2020  -  Katie  we  are 
excited  to  make  fudging  avatlabie  -  doesn't  committee  us  to  anything 
Fact  Sheet 

•  Add  those  five  things  page  3  bottom  is  so  clear  with  warning  signs  and  top 
is  hard  to  read  and  memorize  -  if  those  five  things  are  that  important  - 
taking  out  the  big  block  and  put  a  simpler  message  In  for  the  five  things 
Tom  -  the  content  is  very  important  we  provided  a  similar  image  -  it's 
meant  for  inspiration  -  comms  folks  have  suggestions  to  improve  -figure  - 
too  much  text  have  a  call  with  the  graphics  designer  -  cut  out  some  of  the 
text  -  make  graphic  similar  and  split  top  2  thirds  side  by  side  and  do  the 
five  points  to  jump  out  -  move  bottom  graphic  over  and  fit  in  the  5  bullets 

-  take  a  look  at  page  3  -  high  priority 

•  Acknowledge  CDC  employee 

•  Put  counts  Instead  of  rates  -  on  the  Q&A  for  top  5  rates  - 

•  Go  to  ASPA  on  May  18^^  COB  -  5:10  COB  revised  by  fact  sheet  and  press 
release  by  COB  on  May  10th  Thursday  to  go  to  the  graphic  artist  -  will  have 
a  call  before  then  fact  sheet  with  the  stickies  -  want  to  give  our  center  an 
opportunity  to  weigh  in  to  see  what  we  are  recommending  -  quick  turn 
around  can't  get  their  input  - 

•  May  11  Friday  -  go  to  creative  -  back  Mon/Tues  for  last  review  before  HHS 

-  at  same  time  send  VS  team  a  copy  -  program  go  through  Shannon  NMB 

•  CON  May  14‘^  -  need  changes  to  tele-briefing  script  and  other  comms 
materials  -  including  the  Q&Q 

•  Going  up  in  all  age  groups  except  75adn  older  -  range  of  increase  -  based 
the  statement  on  our  own  study  data  -  mostly  suffocation  -  AI/AN  -  does 
he  want  in  the  MMWR  or  tele-briefing  -  went  with  intro  back  99-15  -  already 
say  the  other  ethnicity  and  add  across  age  groups  -  add  to  that  sentence  in 
the  intro  reference  already  covers  it  and  add  to  the  FAQ  list  more  details 

•  Five  least  populated  minimum  count  of  suicide  was  -  2  below  20  that  was  it 
per  aggregated  period  -  all  others  are  bigger 

•  ND  -  in  paper  say  increase  ranges  from  6%  in  X  to  58%  in  ND  -address  in 
the  A&A  that  in  no  case  was  there  fewer  than  20  and  states  in  smaller  pop 
by  aggregating  data  in  3  year  intervals  able  to  have  the  case  counts  -  pick 
out  the  small  populations  states  -  smaller  pop  states  -so  we  aren't 
repeating  the  NCHS  data  brief  -  WY  had  biggest  absolute  rate  increase 

•  Kristen  do  Q&A  -  Tom  send  description  of  increase  - 

•  Be  the  one  to  -  Scott-  draft  Q&A  why  we  are  seeing  the  big  numbers  and  not 
jumping  around 

•  Columns  MMWR  Fact  Sheet  Q&A  Fact  Sheet  and  changes  -  age  change  in 
MMWR  but  also  in  the  Q&A  then  assign  names  - 


From:  Iverson,  Dontae  (CDC/OD/OADC) 

Sent:  23  Feb  2018  16:35:43  -0500 

To;  Adams,  William  (Joe)  {CDC/OPHPR/DSLR);Allende,  Taka 

(ATSDR/OCOM/HCT);Alvarez,  Cindy  (CDC/OPHSS/CSELS/DSEPD);AlveY,  Robert  (CDC/OPHPR/DEO);Alvin, 
Lorrie  (CDC/OID/NCHHSTP);Anderton,  John  (CDC/OPHPR/OD);Asbury,  Karla  (CDC/OID/NCIRD) 
{CTR);Auerbach,  John  (CDC/OD/OADP);Awsumb,  Brian  (CDC/OCOO/FMO);Baden,  Dan 
(CDC/CGH/DGHT);Baden,  David  {CDC/OCOO/OFR);Baker,  Duiona  R.  (CDC/OSTLTS/OD);Bart,  Sandra 
(Sandy)  (CDC/OD/OADP)  (CTR);Bauer,  Ursula  (CDC/ONDIEH/NCCDPHP);Beauvais,  Denise 
(CDC/OID/NCIRD);Bell,  Beth  (CDC/OID/NCEZID);Bellinger,  Laura  (CDC/CGH/OD);Berger,  Sherri 
(CDC/OCOO/OD);Berryman,  Laurel  (CDC/ONDIEH/NCBDDD)  (CTR);Black,  Erin 
(CDC/ONDIEH/NCIPC};Blankenship,  Anita  (CDC/ONDIEH/NCCDPHP);Blocker,  Tanya 
(CDC/OD/OADP); Blosser,  Fred  (CDC/NIOSH/OD);Boedigheimer,  Steven  F.  (CDC/OPHPR/DSLR);Bonds, 
Michelle  E.  (CDC/OD/OADC);Bonzo,  Sandra  E.  (CDC/ONDIEH/OD);Boyle,  Coleen 
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Subject:  Weekly  Media  Update  February  23,  2018 

Below  are  several  items  that  CDC’s  Division  of  Public  Affairs  is  aware  of  that  have  received 
national  and/or  significant  local  media  or  social  media  attention  during  this  past  week,  or  are 
likely  to  receive  attention  in  the  coming  week. 

Website  section  views  Mon  -  Thurs:  181,  385 

Top  news  items  this  week: 

1 .  CPC  seeks  new  labs  for  biolerror  natho^ens  to  replace  a^im^  facility  -  The  Washington 

Post 

2.  Flu  K  illed  13  Children  Last  Week  But  May  Be  Winding  Down.  CPC  Savs  -  TIME 

3.  Missina  CPC  employee  left  work  sick  10  days  aKO,  hasn’t  been  seen  since,  police  say  - 

ABC  News 

In  The  Past  Week:  News  Media  -  February  12.  February  16,  2018 

Urban-Rural  County  and  State  Differences  in  Chronic  Obstructive  Pulmonary  Disease  — 
United  States,  2015 

Wednesday,  February  21 , 2018,  an  article  in  MMWR  explained  howCDC  analyzed  2015  data 
from  the  Behavioral  Risk  Factor  Surveillance  System,  Medicare  hospital  records,  and  death 
certificate  data  from  the  National  Vital  Statistics  System  to  assess  urban-rural  variations  in 
prevalence,  hospitalizations,  and  mortality;  obtain  county-level  estimates;  and  update  state-level 
variations  in  COPD  measures. 

HIV  Diagnoses  Among  Persons  Aged  13-29  Years  —  United  States,  2010-2014 

Wednesday,  February  2 1, 2018,  an  article  in  MMWR  detailed  the  rates  of  HIV  infections 
between  persons  aged  13  -  29  years  and  how  CDC  analyzed  data  from  the  National  HIV 
Surveillance  System  (NHSS)  using  narrow  age  groups  to  better  understand  HIV  infection  among 
adolescents  aged  13-19  years  and  young  adults  aged  20-29  years  in  the  United  States  and 
identify  ideal  ages  to  target  primary  HIV  prevention  efforts. 

Prevalence  of  Amyotrophic  Lateral  Sclerosis  —  United  States,  2014 

Wednesday,  February  21 , 201 8,  an  article  in  MMWR  explained  how  this  report  updates  the  initial 
National  ALS  Registry  findings  regarding  ALS  prevalence  for  the  period  January  1 , 2012- 
December  31,  2013,  and  presents  new  findings  for  2014  and,  for  the  first  time,  includes 
Medicare  hospice  data  and  ALS  prevalence  rates  by  census  region. 

Prevalence  of  Self-Reported  Hypertension  and  Antihypertensive  Medication  Use  Among 
Adults  Aged  >18  Years  —  United  States,  2011-2015 


Wednesday,  February  2 1 , 201 8,  an  article  in  MMWR  detailed  discuss  the  prevalence  of 
hypertension  across  different  demographics  using  data  from  the  Behavioral  Risk  Factor 
Surveillance  System.  Persistent  differences  were  observed  by  age,  sex,  race/ethnicity,  level  of 
education,  and  state  of  residence. 

Advice  and  Action  to  Reduce  Dietary  Sodium  Among  Adults  With  and  Without 
Hypertension — Behavioral  Risk  Factor  Surveillance  System,  2015 

Wednesday,  February  2 1, 2018,  an  article  in  MMWR  detailed  data  from  50,576  participants  in 
the  sodium  module  of  the  2015  Behavioral  Risk  Factor  Surveillance  System  in  nine  states  and 
Puerto  Rico  were  analyzed  to  determine  the  prevalence  of  reported  sodium  reduction  advice  and 
action  among  participants  with  and  without  self-reported  hypertension. 

In  The  Week  Ahead:  News  Media  -  February  20.  February  23.  2018 

Suicides  Among  American  Indian/Aiaska  Natives  —  National  Violent  Death  Reporting 
System,  18  states,  2003-2014 

Wednesday,  February  28,  2018,  an  article  in  MMWR  will  detail  the  data  collected  from  2003  to 
2014  tliat  were  analyzed  by  comparing  differences  in  suicide  characteristics  and  circumstances 
between  AT/AN  and  white  decedents. 

CDC  Grand  Rounds:  Promoting  Hearing  Health  Across  the  Lifespan 

Wednesday,  February  28,  2018,  an  article  in  MMWR  will  explain  how  loud  noises  can  cause 
permanent  hearing  loss  through  metabolic  exhaustion  or  mechanical  destruction  of  the  sensory 
cells  within  the  cochlea. 

Trichinellosis  Outbreak  Linked  to  Consumption  of  Privately  Raised  Raw  Boar  Meat  — 
California,  2017 

Wednesday,  February  28,  2018,  an  article  in  MMWR  will  detail  the  account  of  a  trichinellosis 
outbreak  that  came  from  a  domesticated  wild  boar  raised  and  slaughtered  on  a  private  family 
farm  in  northern  California. 

Rabies  Vaccine  Hesitancy  and  Deaths  Among  Pregnant  and  Breastfeeding  Women  — 
Vietnam,  2015-2016 

Wednesday,  February  28,  2018,  an  article  in  MMWR  will  detail  howMinistry  of  Health  found 
that,  during  2015-2016,  two  probable  cases  of  rabies  were  reported  in  breastfeeding  mothers  and 
four  in  pregnant  women,  all  of  whom  had  been  bitten  by  dogs.  These  findings  highlight  the  need 
for  public  health  messaging  about  the  safety  and  effectiveness  of  postexposure  prophylaxis  in 
preventing  rabies  among  all  persons  with  exposures,  including  pregnant  and  breastfeeding 
women. 

Progress  Toward  Poliomyelitis  Eradication  —  Nigeria,  January-December  2017 

Wednesday,  February  28,  2018,  an  article  in  MMWR  will  describe  the  progress  in  polio 
eradication  activities  in  Nigeria  during  January  20 1 6-December  2017  and  will  update  previous 
reports. 

Tentative  Topics  to  be  promoted  on  CDC’s  primary  social  media  channels  and  Web*  - 

February  26  -  March  4 

Social  Media  Lineup- Week  of  2/26/2018 

**  Pending  progi'am  edits/conteiit 
Monday  2/26 

Public  Health  Grand  Rounds 
Epi  Elective 

CDC  Learning  Connection 
Evaluation  Fellowship 


Handwashing  Repost 
NMI  Notes 
Tuesday  2/27 
Antibiotic  Awareness 
Flu 

HPV  Vaccine 
We  Were  There 
Flu  Repost 

Population  Health  Training  in  Place  Program 

National  Electronic  Disease  Surveillance  System  Base  System  (NBS) 

Rare  Disease  Day 

Wednesday  2/28 

Sepsis 

TBI  Report 

Antibiotic  Stewardship  Course 
ALS  Registry 
Workplace  Health 

National  Notifiable  Diseases  Surveillance  System  (NNDSS) 

Blood  Disorder  Webinar 

Rare  Disease  Day 

Thursday  3/1 

CDC  Science  Ambassador 

We  Were  There 

Flu 

Learning  Connection  Repost 
CDC  in  the  Field 

Population  Health  Training  in  Place  Program 
MMWR 

Biosecurity  of  Birds  Twitter  Chat 

Friday  3/2 

HIV  Testing 

Bring  Your  Brave 

EID 

Oscars  Food  Safety 
Undertheiens 
Flu  Telebriefing 

Outbreak  Response  Training  Program 

Saturday  3/3 

World  Hearing  Loss  Day 

Oscars  Food  Safety 

Sunday  3/4 

Oscars  Food  Safety 

Spanish  Social  Media 

Kratom  Salmonella  Outbreak 

Salmonella  Chicken  Salad  Outbreak 

Flu 


Bring  Your  Brave  Repost 

HIV  Testing 

Less  Stressful  Shots 

Whooping  Cough-  Pertussis  Feature 

Women  and  Heart  Disease  Feature 

Genomics  and  Heart  Disease  Feature 

Social  Media  Highlights 

•  On  February  20*,  Million  Hearts  announced  the  call  for  applications  for  the  2018 

Hypertension  Control  Champions.  POC:  Lauren  Elsbeiry 

•  The  session  of  CDC  Public  Health  Grand  Rounds,  “Million  Hearts®  2022:  A  Compelling 

Call  to  Action’",  was  held  on  Tuesday,  February  20,  2017  at  1:00  pm  ET.  The  session  was 
live  streamed  on  CDC’s  Facebook  page  www.  faccbook.com/cdc.  POC:  Michelle  Walker 

*The  Web  Features  for  CDC.gov  will  be  determined  per  week. 

Michelle  Bonds 
Director 

Division  of  Public  Affairs 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  5  Apr  2018  16:49:15  +0000 

To:  McKeon,  Richard  (SAMHSA/CMHS);Pearson,  Jane  L  {NIH/NIMH)  [E];'John 

Draper' 

Subject:  **Request  for  your  review:  Suicide  Vital  Signs  Fact  Sheet 

Attachments:  Suicide  Vital  Signs  Fact  Sheet  after  roundtable  to  share  4.4.18*docx,  opioid 

2018-03-vitalsigns.pdf 
Importance:  High 

Hi  Richard,  Jane,  and  John, 

I  hope  you  are  doing  well!  As  you  are  hopefully  aware,  CDC  is  releasing  a  Vital  Signs  on  Suicide  on  June 
5^^.  If  you  aren't  familiar  with  V/ta/S/gns,  it  began  in  2010  and  is  a  high  profile  monthly  CDC  publication 
widely  distributed  to  highlight  important  public  health  threats  and  what  can  be  done  to  prevent  them. 
The  release  always  includes  a  web  page,  an  MMWR  article,  a  translation  piece  (i.e.  fact  sheet),  a  press 
release,  a  telebriefing  with  the  media  by  the  CDC  Director,  a  virtual  town  hall  meeting,  and  other 
products.  As  you  can  imagine  it's  a  lot  of  work!  I  am  currently  leading  the  effort  but  am  assisted  by  many 
people. 

I  wanted  to  give  you  a  heads-up  about  the  content  to  make  sure  it  strikes  the  right  balance  between 
highlighting  the  importance  of  mental  health  problems  and  the  fact  that  many  people  don't  have  mental 
health  problems  so  we  need  to  address  the  range  of  risk  and  include  a  range  of  prev  strategies.  The 
MMWR  and  the  fact  sheet  are  currently  in  clearance  but  we  have  a  small  window  to  make  revisions.  I 
have  permission  to  share  the  fact  sheet  and  some  brief  pieces  of  the  MiMWR. 

Wondering  if  you  can  respond  by  Monday  noon  with  any  comments  on  the  fact  sheet  and  any  tweaks  to 
wording  in  text  below  if  you  think  it's  not  in  balance.  Also  note  that  certain  details  have  been  omitted 
{some  of  which  are  actually  in  the  fact  sheet). 

A  note  on  the  fact  sheet:  This  draft  is  the  result  of  our  first  (3  hr  meeting)  with  the  vital  signs  team. 
We've  been  told  the  fact  sheet  goes  through  like  200  revisions?!  Everything  in  the  fact  sheet  must  also 
be  stated  in  the  MMWR  and  it  has  to  be  plain  language.  The  fact  sheet  is  4  pages  and  came  with  14 
pages  of  guidance  if  that  tells  you  anything!  Attaching  the  latest  opioid  one  for  your  convenience. 
MMWR  Abstract _ 

Contributing  Circumstances  to  Suicide  and  Increasing  Trends  in  State  Suicide  Rates 

Deb  Stone,  Tom  Simon,  Katie  Fowler,  Scott  Kegler,  Kerning  Yuan,  Kristin  Holland,  Asha  Ivey- 

Stephenson,  and  Alex  Crosby 

Background:  Suicide  rates  in  the  United  States  have  risen  nearly  30%  since  1999.  Mental  health 
problems  (MHP)  are  just  one  factor  contributing  to  suicide.  Examining  state-level  trends  in,  and  the 
multiple  contributing  circumstances  to,  suicide  can  inform  comprehensive  state  suicide  prevention 
planning. 

Methods;  Trends  in  age-adjusted  suicide  rates  among  people  aged  >10  years,  by  state  and  sex, 
across  six  consecutive  three-year  periods  (1999-2016),  were  assessed  using  data  from  the  National 
Vital  Statistics  System  for  50  states  and  Washington,  D.C.  Data  from  the  National  Violent  Death 
Reporting  System,  covering  27  states  in  2015,  were  used  to  examine  contributing  circumstances 
among  decedents  with  and  without  known  mental  health  problems  (MHP). 

Results;  From  1999-2016,  suicide  rates  increased  significantly  in  44  states,  with  25  states 
experiencing  increases  of  more  than  30%.,. In  2015,  more  than  half  (54%)  of  decedents  in  27  states 
did  not  have  a  known  MHP.  Among  people  with  circumstance  information,  several  circumstances, 
including  relationship  problems/loss  (45,1%  vs  39.6%),  life  stressors  (54.2%  vs  49.7%),  and 


recent/impending  crises  (32.9%  vs  26.0%}  were  significantly  more  likely  among  those  without  a 
known  MHP  than  decedents  with  MHP,  but  were  common  across  groups. 

Conclusions:  Suicide  rates  increased  significantly  across  most  states  from  1999-2016.  Various 
circumstances  contributed  to  suicides  among  people  with  and  without  known  MHP. 

Implications  for  Public  Health  Practice:  States  can  use  a  comprehensive  evidence-based  public 
health  approach  to  prevent  suicide  risk  before  it  occurs,  identify  and  support  people  at  risk,  prevent 
reattempts,  and  help  friends/family  after  a  suicide  occurs. _ 

Part  of  the  Intro  (Would  like  your  thoughts  on  whether  this  is  striking  the  right  balance.  This  is  my  main 
reason  for  wanting  your  feedback.  We  want  to  make  the  case  for  a  focus  on  the  full  range  of  factors 
impacting  on  suicide  and  the  full  range  of  prevention  strategies  without  inadvertently  sending  the 
message  that  those  other  factors  and  other  strategies  aren't  important.  They  definitely  are.  We  need  it 
all. 

K7The  National  Strategy  for  Suicide  Prevention(NSSP){S)  calls  for  a  public  health  approach  to  suicide 
prevention  with  efforts  spanning  across  multiple  levels  (i.e.,  individual,  family/relationship, 
community,  and  societal).  Such  an  approach  underscores  that  suicide  is  rarely  caused  by  any 
single  factor,  but  rather,  is  multi-determined* 

T/Despite  the  NSSP  guidance,  suicide  prevention  efforts  are  largely  clinically-oriented,  focused  on 
treating  mental  health  problems  (MHP)  and  preventing  re-attempts  (6). 

l/Apart  from  MHP  and  prior  attempts,  other  contributing  circumstances  to  suicide  include  social 
and  economic  problems,  access  to  lethal  means  (e.g.,  substances,  firearms,  bridges}  among 
people  at  risk,  and  poor  coping  and  problem-solving  skills  (5).  Expanded  awareness  of  these 
additional  circumstances  contributing  to  suicide  risk  and  action  to  address  them,  can  help  reach 
the  nation's  goal  of  reducing  suicide  rates  20%  by  2025  (7). 

Part  of  the  methods: 

Y/Characteristics  and  circumstances  of  suicide  decedents  ^10  years  old,  with  and  without  known 
MHP,  were  compared  in  the  27  states  with  complete  data  participating  in  CDC's  National  Violent 
Death  Reporting  System  (NVDRS)  in  2015. 

Y7NVDRS  defines  MHP  as  disorders  and  syndromes  listed  in  the  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  Fifth  Edition  (9),  with  the  exception  of  alcohol  and  other  substance 
dependence,  which  are  captured  separately  in  NVDRS. 

Part  of  the  results:  [Main  point:  while  there  were  specific  differences  between  the  groups,  the  main 
point  is  that  both  groups  had  multiple  circumstances  and  so  we  need  to  be  addressing  all  of  these  in  our 
prevention  activities] 

T/People  without  known  MHP  were  less  likely  to  have  any  substance  abuse  problems 

T/... two-thirds  of  those  with  known  MHP  had  a  history  of  mental  health  or  substance  abuse 
treatment  (67.2%),  just  over  half  (54.0%)  were  in  current  treatment. 

Y7Decedents  without,  versus  those  with,  known  MHP,  had  significantly  greater  likelihood  of  any 
relationship  problem/loss,  specifically  intimate  partner  problems,  arguments...  They  also  were 
more  likely  to  have  experienced  any  life  stressors,  such  as  criminal-legal  problems,  or 
eviction/loss  of  home  and  were  more  likely  to  have  had  a  crisis  within  the  preceding  or 
upcoming  two  weeks.  All  of  these  differences  remained  significant  in  the  adjusted  models. 

T/Among  all  people  with  crises,  intimate  partner  problems  were  the  most  common  types  and  did 
not  differ  by  group. 

T/Similarly,  among  people  without  versus  with  MHP,  physical  health  problems  and  job/financial 
problems  were  commonly  experienced  and  did  not  differ  by  group. 

Part  of  the  discussion: 


Y/.. -Additional  research  into  the  specific  causes  of  these  trends  is  necessary.  Fortunately,  data  from 
the  27  states  participating  in  NVDRS  provides  important  insight  into  suicide  circumstances  and 
can  help  states  identify  prevention  priorities. 

Y^... suicide  prevention  research  and  practice  is  heavily  oriented  towards  downstream  treatment  of 
MHP  and  prevention  of  reattempts.  Additional  focus  on  non-mental  health  factors,  further 
upstream,  is  essential  to  a  public  health  approach  (10),  as  the  current  study  found  that  more 
than  half  of  suicide  decedents  in  NVDRS  did  not  have  a  known  MHP. .. 
y/... people  With  MHP  also  experienced  other  life  stressors  such  as  job/financial,  relationship,  and/or 
physical  health  problems.  These  findings  point  to  the  need  to  both  prevent  the  conditions 
associated  with  mental  health  problems  in  the  first  place,  and  to  support  people  with  known 
MHP  to  decrease  their  risk  of  poor  outcomes. 

y/Two-thirds  of  this  group  had  a  history  of  any  mental  health  and/or  substance  abuse  treatment, 
with  over  half  in  treatment  when  they  died.  This  suggests  the  need  for  additional  safety 
supports,  including  broader  implementation  of  affordable  and  effective  treatment  modalities 
such  as  doctor-patient  collaborative  care  models  and  proven  cognitive-behavioral  therapies. 
Additionally,  greater  access  to  behavioral  health  providers  in  underserved  areas  is  needed,  as  is 
expansion  of  healthcare  systems  needed  that  integrates  physical  and  behavioral  health  with  a 
priority  on  suicide  prevention  and  patient  safety,  especially  through  care  transitions  (12). 
yy Comprehensive  statewide  suicide  prevention  activities  are  needed  to  address  the  full  range  of 
factors  contributing  to  suicide... [insert  technical  package  components  here] 
VLimitation-abstractors  of  NVDRS  data  are  limited  to  information  contained  in  investigative 
reports.  Therefore,  the  extent  of  informant  knowledge  can  impact  data  completeness  and 
accuracy.  Studies  including  more  in-depth  interviews  with  next-of-kin  often  see  greater 
attributions  to  mental  disorders. 


1  Rising  suicide  rates  across  states 

2  More  than  just  a  mental  health  problem 


3  45,000 

4  Nearly  45,000  suicides  in  201 6 
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6  30% 

7  Suicide  rates  increased  more  than  30%  in  half  of  states  in  the  US 
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50% 


10  More  than  half  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem 

11 


12 

13  Suicide  is  a  leading  cause  of  death  in  the  US  and  has  greatly  increased  in  44  states  (1999-2016).  Mental 

14  health  problems  are  often  seen  as  the  sole  cause,  but  suicide  is  rai'ely  caused  by  a  single  factor.  Many 

15  people  who  die  by  suicide  are  not  known  to  have  mental  health  problems  at  the  time  of  death.  Other 

16  issues  also  contribute  to  suicide,  including  failing  relationships,  poor  health,  job  stress  or 

17  unemployment,  money,  housing,  and  legal  problems.  Close  coordination  of  civic,  law  enforcement, 

18  business,  education,  social  services,  faith,  media,  and  health  sectors  is  important  for  preventing  suicide. 

19  States  and  communities  can  take  actions  now  based  on  the  best  available  evidence.  State  public  health 

20  departments  can  be  the  leaders  in  bringing  together  the  necessary  community  partners  for  action. 
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States  and  communities  can: 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Lessen  harms  and  prevent  future  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  manage  everyday 
challenges. 

•  Create  safe  and  supportive  environments  where  people  live,  work,  learn,  and  play. 

•  Make  sure  people  are  connected  to  others  in  their  community  and  don’t  feel  alone. 

•  Make  sure  those  at  risk  are  connected  to  healtlicare  systems  that  include  mental  and  physical 
health. 

•  Strengthen  temporary  financial  and  housing  assistance  for  those  struggling  to  make  ends 
meet. 

(INCLUDE  LINK  TO  TECHNICAL  PACKAGE: 

www.cdc.gov/violenceprevention/pdt7suicideTechoicalPackage.pdfl 
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Problem:  State  suicide  rate  increases  ranged  from  6%  to  58% 


Deaths  by  suicide  rose  across  the  US  from  1999  to  2016 


D  Decrease  1.0% 

3  Increase  5  9%-  18,3% 
3  Increase  18.8% -29 .3% 
I  Increase  31  9% -37  .4% 
■  Increase  37  6%-  57  6% 


Many  factors  contribute  to  suicide 

•  54%  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem. 


Sex  AgeGroup  Method 


No  Known  Merita)  Health  Problems 


Other  ' 


With  Mental  Health  Problems 


•  Many  factors  contribute  to  suicide  among  those  with  and  without  mental  health  problems. 


[Note:  Icons  below  will  be  changed  to  reflect  the  problem  listed.  This  is  just  to  convey  the  idea] 


Recent/  pending  crisis  (29%) 

Intimate  partner 
problem  (27%) 

«  ®  © 

Relationship 
problem  (42%) 


Substance  use 
problem  (28%) 


Physical  health 
problem  (22%) 


Job/Financial 
problem  (16,%> 


Housing 

(4%) 


Criminal  legal 
problems  (9%) 


Argument/Conflict  (16% 


1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 


States  are  seeing  increases.  What  can  they  do  prevent  suicides? 


Use  Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices  to  make  decisions 
based  on  the  best  evidence  for  suicide  prevention  [This  could  be  in  a  banner  going  across  the  page 
with  the  link  to  the  technical  package  www.cdc.gov/violenccprevcntion/pub/technicab 
packages.htmll 


■  States  can  hfip  the 
i>uftJen  of 

financial  m 
peopli?^'’  thmugh 
tempofarv  financial  ami 
hcH  wg  assisraiK# 


*  Cormnunltlei  can  provide 
supportive  resources  to 
friends/famiy  after  a 
suicide. 

«  Meda  can  report  on 
suicide  in  sare  ways  and 
provide  hefping  resourres 


€ 


•  States  can  rr^ake  sure  mental  health 
care  IS  affor  dable  and  easy  to  access 
so  people  m  need  don't  **fai  through 
The  rracks  ■ 

•  Providers  can  nsake  treatment 
avaitabi?  through  phone  and  ooime 
Vi  here  services  are  not  Midely 
available. 


Provide 

financial  support 
to  individuals  in 
need 

lessen  harms 
and  prevent 
future  risk 


Strengthen  access 
to  and  delivery  of 
suicide  care 


Preventing 
suicide  involves 
everyone  in  the 
community 


*  Ev^fVonecani  learn  th^i  sagns 
of  Mjicide,  how  best  to 
respond^  and  here  to 
access  h^, 


Identify  and 
support 
people  at 
risk 


\ 


U  «  B  t*  44  •»  I 
44  ft  M  H  H  tt  I 
It  M  B  11  f1 ««  I 

It  •  H  t»  U  «l  t 


Create  protective 
e  nvi  ronments  where 
people  live,  work^ 
learHj  and  play 


;•  Everyo w  can  rcNtuce  access  to 
letival  means  arriorig  peopte  at 
ftik  bv  safehF  storing  iTredicatiorki 
ami  firearms 

Employers  can  put  in  plat# 
polici^  that  #n  courage  help 
seeking  and  create  a  positive  and 
healthy  enwonnwnL 


Teach  coping 
and  problem¬ 
solving  skills 


Ensure  people  are 
connected  to  others  In 
their  community 

•  Schools  can  teach  coping  and 
pfuhlem-solvwg  skills  that  help 
young  people  tackle  every  day 
i^gtilws^ _ 


murs"7 

f  ilLlHi  i£ 

i#T”“ 


>  Cofivn unities  can  provide 
aciwitiei  that  help  people 
stay  cor>fiected  so  they 
don't  feel  alone  or 
becoftie  isbUted. 


[Create  an  infographic  like  the  one  below  that  lists  w^arning  signs.  It  will  be  updated  to  reflect  the 
latest  guidance  on  warning  signs] 
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WHAT  CAN  BE  DONE 

The  Federal  government  is: 

•  Tracking  and  monitoring  the  problem. 

•  Sharing  information  on  actions  proven  to  prevent  suicide. 

•  Working  with  other  local,  state,  and  federal  governmental  agencies  to 
prevent  suicide. 


NEED  HELP? 

1 1  ,»  STwrvout- 


lUIC  DE 

PREVENTION 

LIFELINE 

1W0-in-TALK(83U) 


States  and  communities  can: 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Lessen  harms  and  prevent  future  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  youth  and  adults  manage  everyday 
challenges. 

•  Create  safe  and  supportive  environments  where  people  live,  work,  learn,  and  play. 

•  Make  sure  people  are  connected  to  others  in  their  community  and  don’t  feel  alone. 

•  Make  sure  those  at  risk  are  connected  to  healthcare  systems  that  include  mental  and  physical 
health. 

•  Strengthen  temporary  financial  and  housing  assistance  for  those  struggling  to  make  ends 
meet. 


Healthcare  systems  can 

•  Make  sure  entire  healthcare  systems  provide  high  quality,  ongoing  care,  focusing  on  suicide 
prevention. 

•  Make  sure  healthcare  is  easily  accessible  and  provide  options  such  as  telecommunications  in 
areas  where  services  aren’t  available. 

•  Provide  personalized,  proven  treatment  plans  for  patients  at  risk  of  suicide. 


Employers  can: 

•  Promote  employee  health  and  well-being,  support  people  at  risk,  and  have  plans  in  place  to 
respond  to  risk  effectively. 

•  Train  all  employees  about  suicide  risk  and  prevention. 

•  Encourage  employees  to  seek  help  and  provide  refeiTals  to  mental  health,  substance  abuse,  or 
financial  counseling  services  as  needed. 

Everyone  can: 

•  Reduce  access  to  lethal  means,  such  as  medications  and  frrerams,  among  people  at  risk. 

•  Learn  the  warning  signs  of  suicide  to  help  identify  and  refer  people  at  risk. 

•  Contact  the  National  Suicide  Prevention  Lifeline  for  help  for  themselves  or  others:  1-800-273- 
TALK  (8255).  Ii t tps ://sui ci dep reven tion li i'e line . ore/ 

[Call  out  box:  The  media  can  encourage  help-seeking  and  avoid  dramatic  headlines  using 
guidelines  at  www.ReportingOnSuicide.orul 


Opioid  overdoses  went 
up  30%  from  July  2016 
through  September  2017 
in  52  areas  in  45  states. 


The  Midwestern  region 
saw  opioid  overdoses 
increase  70%  from  July 
2016  through 
September  2017. 


Opioid  overdoses  in 
large  cities  increased  by 
54%  in  16  states. 


71  emergency 

Drop-On 


^  Hospital 
'  Drop-Off 

4,  Emergency  ® 
Parking 

4^  Visitor  Parkirtg  ® 


Want  to  learn  more? 

Visit:  WWW.  cdc,  gov/vita  I  signs 


Opioid  Overdoses  Treated  in 
Emergency  Departments 

Identify  opportunities  for  action 

Emergency  department  (ED)  visits  for  opioid"^  overdoses  rose  30%  in  all 
parts  of  the  US  from  July  2016  through  September  201 7.  People  who 
have  had  an  overdose  are  more  likely  to  have  another,  so  being  seen  in 
the  ED  is  an  opportunity  for  action.  Repeat  overdoses  may  be  prevented 
with  medication-assisted  treatment  (MAT)  for  opioid  use  disorder  (OUD), 
which  is  defined  as  a  problematic  pattern  of  opioid  use.  EDs  can  provide 
naloxone,  link  patients  to  treatment  and  referral  services,  and  provide 
health  departments  with  critical  data  on  overdoses,  ED  data  provide  an 
early  warning  system  for  health  departments  to  identify  increases  in  opioid 
overdoses  more  quickly  and  coordinate  response  efforts.  This  fast-moving 
epidemic  does  not  stay  within  state  and  county  lines.  Coordinated  action 
between  EDs,  health  departments,  mental  health  and  treatment  providers, 
community-based  organizations,  and  law  enforcement  can  prevent  opioid 
overdose  and  death. 


Health  departments  can 


•  Alert  communities  to  rapid  increases  in  overdoses  seen  in  EDs  for 
an  informed  and  timely  response. 

•  Increase  naloxone  distribution  (an  overdose-reversing  drug)  to  first 
responders,  family  and  friends,  and  other  community  members  in 
affected  areas,  as  policies  permit. 

•  Increase  availability  of  and  access  to  treatment  services,  including 
mental  health  services  and  MAT  for  OUD. 

•  Support  programs  which  reduce  harms  from  injecting  opioids, 
including  those  offering  screening  for  HIV  and  hepatitis  B  and  C,  in 
combination  with  referral  to  treatment* 


•  Support  the  use  of  the  CDC  Gu/de//ne  for  Prescribing  Opioids  for 
Chronic  Fain,  which  encourages  using  prescription  drug  monitoring 
programs  (PDMPs}to  inform  clinical  practice. 
https://go*usa*gov/xn6uQ 


•  Opiords  include  prescription 
pain  medicationSj  heroin,  and 
illicitly  manufactured  fentanyf. 


Centers  for  Disease 

Prevention 

BBBtvjWroMafeawaB  Nationa  l  Center  for  Inj  u  ry 

Prevention  and  Control 


From  July  2016  through  September  2017,  opioid  overdoses  increased  for: 

•  Men  {T30%)  and  women  (T  24%) 

•  People  ages  25-34  (T31%),  35-54  {T36%},  and  55  and  over  {t32%) 

•  Most  states  {T30%  average),  especially  in  the  Midwest  {T70%  average) 


SOURCE:  CDOs  National  Syndromic  Surveiflance  Program,  S2  jurisdictions  in  45  states  reporting. 


Opioid  overdoses  continued  to  increase 

in  cities  and  towns  of  all  tvnes  * 


SOURCE;  CDC's  Enhanced  State  Opioid  Overdose  Surveillante  (ESOOS)  Program,  16  states  reporting  percent  changes  from  July  2016  through  September  2017, 


*  From  left  to  right,  the  categories  are: 

1)  rson-core  ^non-metro),  2]  micropolitan  {non^metro),  3)  simaJI  metro,  4)  medium  metro,  5}  targe  fringe  metro,  large  central  metro. 


Detecting  recent  trends  in  opioid  overdose 
ED  visits  provides  opportunities  for  action 
in  this  fast-moving  epidemic. 


PERCENT  CHANGE  - 

^  Decrease  ^  Increase  1  to  24%  ^  Increase  25  to  49%  ^  Increase  50%  or  more 

[^^ta  unavailable 


SOURCE;  CDC'b  Enhanced  State  Opioid  Overdose  Surveillance  (ESOOS)  Program, 
16  states  reporting  percent  changes  from  July  2016  through  September  2017. 


SOURCE:  CDC  Vital  Signs,  March  2018. 


A  rise  in  opioid  overdoses  is  detected. 


What  now? 


Naloxone  is  a  drug  that  can  reverse  the  effects 
of  opioid  overdose  and  can  be  iife-saving  if 
administered  in  time. 


MedEcation-assi^ed  treatment  (MAT]  for  opioid  use 
disorder  (OUD)  can  aid  in  preventing  repeat  overdoses.  MAT 
combines  the  use  of  medication  (methadone, 
buprenorphine,  or  naltrexone)  with  counseling  and 
behaviorai  therapies. 


Community  Members 


•  Increase  treatment  services, 
including  MAT  for  OUD. 


•  Offer  naloxone  and  training  to 
patient's  family  and  friends,  in 
case  the  patient  has  another 
overdose. 

•  Connect  patients  with  hospital 
case  managers  or  peer  navigators 
to  link  them  to  follow-up 
treatment  and  services. 

•  Plan  for  the  increasing  number  of 
patients  with  opioid-related 
conditions,  including  overdose, 
injection*related  concerns,  and 
withdrawal 


Mental  Health  and  Substance 
Abuse  Treatment  Providers 


•  Increase  and  coordinate  mental 
health  services  for  conditions 
that  often  occur  with  OUD. 


Community-Based  Organizations 


Local  Health  Departments 


•  Connect  with  organizations 
in  the  community  that 
provide  public  health 
services,  treatment, 
counseling,  and  naloxone 
distribution. 


•  Get  adequate  supply  and  training  for  naloxone 
administration. 


•  Identify  changes  in  illicit  drug  supply  and  work 
with  state  and  local  health  departments  to 
respond  effectively. 


•  Collaborate  with  public  health  departments  and 
health  systems  to  enhance  linkage  to  treatment 
and  services. 


•  Assist  in  mobilizing  a  community  response  to  those 
most  at  risk. 

•  provide  resources  to  reduce  harms  that  can  occur  when 
injecting  drugs,  including  ones  that  offer  screening  for 
HIV  and  hepatitis  B  and  C,  in  combination  with  referral 
to  treatment  and  naloxone  provision. 


•  Alert  the  community  to  the  rapid  increase  in  opioid 
overdoses  seen  in  emergency  departments  and  inform 
strategic  plans  and  timely  responses. 

•  Ensure  an  adequate  naloxone  supply. 

•  Increase  availability  and  access  to  necessary  services. 

•  Coordinate  with  key  community  groups  to  detect  and 
respond  to  any  changes  in  illicit  drug  use. 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS 

•  Tracking  overdose  trends  to  better  understand  and 
more  quickly  respond  to  the  opioid  overdose  epidemic 

•  Improving  access  to  OUD  treatment,  such  as  MAX  and 
overdose-reversing  drugs,  such  as  naloxone. 

•  Educating  healthcare  providers  and  the  public  about 
OUD  and  opioid  overdose,  and  providing  guidance  on 
safe  and  effective  pain  management. 

•  Equipping  states  with  resources  to  implement  and 
evaluate  safe  prescribing  practices. 

•  Coordinating  actions  to  reduce  production  and 
impacts  of  the  illicit  opioid  supply  in  the  US 
through  the  High  Intensity  Drug  Trafficking  Areas 
(HIDTA)  Program. 

•  Supporting  cutting-edge  research  to  improve  pain 
management  and  OUD  treatment. 

HEALTH  DEPARTMENTS  CAN 

•  Alert  communities  to  rapid  increases  in  overdoses 
seen  in  EDs  for  an  informed  and  timely  response. 

•  Increase  naloxone  distribution  (an  overdose^reversing 
drug)  to  first  responders,  family  and  friends,  and 
other  community  members  in  affected  areas,  as 
policies  permit. 

•  Increase  availability  of  and  access  to  treatment 
services,  including  mental  health  services  and  MAT 
for  OUD. 

•  Support  programs  that  reduce  harms  which  can 
occur  when  injecting  opioids,  including  those 
offering  screening  for  HIV  and  hepatitis  B  and  C,  in 
combination  with  referral  to  treatment. 

•  Support  the  use  of  the  CDC  Gu/de//ne  for  Prescn'b/ng 
Opioids  for  Chronic  Pain,  which  encourages  using 
prescription  drug  monitoring  programs  (PDMPs)  to 
inform  clinical  practice. 
https://go.usa.gov/xn6uQ 


EMERGENCY  DEPARTMENTS  CAN 

•  Develop  post-opioid  overdose  protocols,  which 
may  include 

►  Offering  overdose  prevention  education,  naloxone, 
and  related  training  for  patients,  family  members, 
and  friends. 

►  Unking  patients  to  treatment  and  services  in  the 
community  as  needed. 

►  Starting  MAT  in  the  ED- 

HEALTHCARE  PROVIDERS  CAN 

•  Prescribe  opioids  only  when  benefits  are  likely  to 
outweigh  risks. 

•  Determine  a  patient's  prescription  drug  history  and  level 
of  risk  by  accessing  data  from  their  state  PDMP. 

•  Identify  mental  health,  social  services,  and  treatment 
options  to  provide  appropriate  care  for  patients  who 
have  OUD. 

•  Follow  the  CDC  Guide/me  for  Prescribing  Opioids  for 
Chronic  Pain.  https://go.usa.gov/xn6uQ 

EVERYONE  CAN 

•  Learn  about  the  risks  of  opioids. 
https://go.usa.gov/xn6um 

•  Learn  about  naloxone,  its  availability,  and  how  to  use  it. 
https://go.usa.gov/xn6uV 

•  Store  prescription  opioids  in  a  secure  place,  out  of 
reach  of  others  (including  children,  family,  friends, 
and  visitors). 

•  Contact  SAMHSA's  National  Helpline:  1 -800-662-HELP 
for  anyone  who  has  trouble  with  opioid  use. 

https  ://go ,  usa  .g  ov/xn6uw 


www.cdc.gov/vital5igns 

www.cdc.gov/vitalsigns/opioid-overdoses/ 


For  more  information,  please  contact 

Telephone:  1-800-CDC-INFO  (232^4636) 
TTY:  1-888-232-6348  |  Web:  www.cdc.gov 

Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date;  March  6,  2018 


From:  Stone,  Deborah  (CDC/ONDIEH/NCIPC) 

Sent:  25  Apr  2018  04:14:57  +0000 

To:  Simon,  Thomas  {CDC/ONDIEH/NCIPC);Fowler,  Katherine  A. 

{CDC/ONDIEH/NaPC);Yuan,  Kerning  (CDC/ONDIEH/NCIPC);Kegler,  Scott  R*  (CDC/ONDIEH/NCIPC);lveY- 
Stephenson,  Asha  Z,  (CDC/ONOIEH/NCIPC);Crosby,  Alexander  (CDC/ONDIEH/NCIPC);Holland,  Kristin 
{CDC/ONDIEH/NaPC);Ballman,  Marie  R.  (CDC/ONDIEH/NCIPC);Richmond-Crum,  Malia 
(CDC/0NDIEH/NCIPC);Bl3ck,  Erin  (CDC/ONDIEH/NCIPC);Kyrnit,  Molly  Regina 
(CDC/ONDiEH/NaPC);Bruce,  Crystal  (CDC/OPHPR/00) 

Cc:  Bartholow,  Brad  (CDC/ONOiEH/NCIPC);Herbst,  Jeffrey  (CDC/ONDIEH/NCIPC) 

Subject;  '^’^VS  Updates** 

Attachments;  lS_292322-A_Sokler_June_2018_Suicide_v2_04.23.18_LS_graphics  to  pgm*pdf 

Hi  Everyone, 

Since  we  didn't  have  a  meeting  last  week  or  this  week  (yikes!)  and  our  next  meeting  isn't  until  next 
Tuesday,  I  wanted  to  take  the  time  to  provide  some  updates  to  keep  everyone  in  the  loop  (apologies  for 
the  delay  on  this),  I  invite  anyone  to  add  to  this  update  in  case  I've  forgotten  anything,  which  I'm  so  sure 
I  have. 

One  REQUEST:  By  next  week  it  would  be  great  if  the  three  task  groups  (MMWR,  Fact  Sheet, 
Comm/Policy)  can  update  their  to-do  lists  through  May  15th.  I  don't  have  any  specific  guidance  since  it's 
late  but  will  be  good  to  keep  ourselves  organized  and  no  what's  coming  next  (mostly  I'm  suggesting  this 
for  myself  probably!}. 

Where  things  stand  currently: 

•  The  MMWR  was  routed  through  clearance  and  cross-clearance  successfully.  It  will  be  submitted  to 

the  MMWR  office  today, 

•  The  Fact  sheet  team  led  heroically  by  Tom  and  aided  by  Crystal,  Kristin,  Asha,  and  myself  has  come 

a  long  way!  Thank  you  to  everyone  who  reviewed  the  latest  version  of  the  FS.  Tom  will  submit 
the  FS  back  to  the  VS  team  COB. 

o  One  sticking  point  right  now  is  finding  two  good  photos  to  include!  This  is  no  small  task. 
The  first  photo  is  on  page  1  and  is  next  to  the  'states  and  communities  can:  [insert  7 
strategies].  Here  some  are  thinking  a  group  of  people  would  be  good  to  suggest 
organizing,  collaboration,  and  connectedness.  However,  it  really  needs  to  convey  the 
problem  of  suicide  somehow.  The  second  picture  is  placed  right  next  to  the  heading  on 
page  2  about  the  percentage  change  in  rate  increases.  This  is  not  a  happy  message  of 
course  so  what  do  we  place  there?  Trying  to  avoid  depressed  looking  people.  I 
personally  am  also  trying  to  avoid  pictures  of  women  and  teenagers  so  we  represent  the 
population  with  the  highest  burden,  men.  Molly  and  Crystal  are  helping  with  this 
conundrum.  Attaching  latest  mock-up  of  FS. 

o  Also,  Molly  now  has  the  native  files  of  the  Bethelto  campaign  image  in  her  hands  (yayl). 
Please  see  attached  for  what  I'm  talking  about.  The  folks  at  Mental  Health  America  are 
thrilled  that  their  campaign  will  be  featured. 

•  The  Comm  team  has  been  extremely  busy  drafting  the  critical  contacts  email,  the  telebnefing 

script,  the  press  release,  and  the  dear  colleague  letter.  These  documents  were  routed  from 
Crystal  to  Marie,  myself,  Malia,  Tom,  and  will  be  reviewed  in  the  next  day  by  Leslie.  These  items 

are  due  to  the  VS  office  this  Friday,  April  27^^.  I'm  working  on  some  FAQs  today  to  include  with 
the  telebriefing  script, 

•  Re  Partnerships,  Dr  Schuchat  mentioned  the  VS  at  the  Action  Alliance  Executive  Committee 

meeting  a  few  weeks  ago,  and  Robin  Ikeda  mentioned  the  VS  at  the  American  Association  of 


Suicidology  meeting  last  week.  Kristin  also  mentioned  the  VS  to  the  Data  and  Surveillance  Task 
Force  of  the  Action  Alliance,  and  she  and  I  met  with  Colleen  Carr  and  Farrah  Kaufmann  also  of 
the  Action  Alliance.  Kimberly  Torguson  of  the  Action  Alliance's  Media  workgroup  has  been 
alerted  as  have  Federal  Partners  on  our  monthly  call.  **lt  was  recommended  that  we  reach  out 
to  the  National  Council  for  Suicide  Prevention  if  we  haven't  already  done  so.  An  update  re  the 
Surgeon  General's  participation  is  forthcoming  (Feel  free  to  update  here). 

•  The  medical  outreach  call  with  Brandy  Peaker  occurred  this  past  Monday.  This  was  a  productive 

meeting.  "^^Feel  free  to  update  here, 

•  The  pre-briefing  with  Dr.  Schuchat  has  been  scheduled  and  rescheduled  multiple  times.  It's 

currently  on  May  7*^  from  1-1:45.  In  addition,  to  accommodate  Dr.  Schuchat's  travel  schedule 
the  VS  has  been  pushed  back  until  JUNE  7^^, 

•  NCHS  data  brief  on  suicide  will  be  delayed  until  after  our  VS  comes  out.  That  was  very  generous  of 

them.  Thanks  to  Tom  for  working  that  out! 

•  One  piece  of  bad  news,  the  AJPH  commentary  was  rejected  ®  I  will  assess  whether  it  makes  sense 

to  try  JAMA  or  AJPM  (i.e.  whether  content  is  appropriate  and  whether  timing  is  at  all  possible- 
guessing  no  on  both  fronts).  The  next  idea  is  to  have  a  commentary  come  out  after  the  VS  in 
another  journal. 

•  Other  items— I'm  sure  Tm  forgetting  or  don't  know  about  many  things  so  please  add  herel 
That's  all  for  now.  Sorry  for  the  overly  long  email.  Please  let  me  know  if  you  have  any  questions  or 
concerns.  Thanks  a  million  to  everyone  for  the  great  work.  We've  really  made  great  strides  thus  far! 

Six  week  to  go.  Go  TeamI  © 

Deb 

Deb  Stone,  ScD,  MSW,  MPH 

Centers  for  Disease  Control  and  Prevention 

National  Center  for  Injury  Prevention  and  Control 

Division  of  Violence  Prevention 

Suicide,  Youth  Violence  &  Elder  Maltreatmenl  Team 
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Nearly  45,000  suicides 
in  2016. 


Rising  suicide  rates  across  states 

More  than  a  mental  health  problem 


Sufcide  rates  increased 
more  than  30%  in  half  of 
US  states  since  1999 


Suicide  is  a  leading  cause  of  death  in  the  US  and  has  increased  in  44 
states  (1999-2016}.  Mental  health  problems  are  often  seen  as  the  sole 
cause,  but  suicide  ts  rarely  caused  by  a  single  factor.  Many  people  who 
die  by  suicide  are  not  known  to  have  mental  health  problems  at  the 
time  of  death.  For  those  with  or  without  mental  health  problems,  other 
issues  can  contribute  to  suicide,  including  relationship  problems,  poor 
health,  unemployment,  legal  problems,  substance  abuse  or  stress  about 
a  job,  money,  or  housing.  There  are  opportunities  for  prevention  every 
day.  Close  coordination  of  health,  law  enforcement,  business,  education, 
social  services,  faith,  and  media  sectors  is  important  for  preventing 
suicide.  States  and  communities  can  take  actions  now  based  on  the  best 
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More  than  half  of  people 
who  died  by  suicide  did 
not  have  a  known  mental 
health  problem 
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Want  to  learn  more? 

Visit:  www.cdc.gov/vitalsigns 


available  evidence.  State  public  health  departments  can  be  leaders  in 
bringing  together  the  necessary  community  partners  and  guiding  action. 


States  and  communities  can: 


•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  youth  and 
adults  manage  challenges  with  relationships,  jobs,  health,  or 
other  concerns, 

•  Create  safe  and  supportive  environments  where  people  live, 
learn,  work,  and  play. 

•  Make  sure  people  are  connected  to  others  in  their  community 
and  don't  feel  alone. 

•  Make  sure  those  at  risk  are  connected  to  health  systems  that 
include  mental  and  physical  healthcare, 

•  Strengthen  options  for  temporary  assistance  for  those  struggling 
to  make  ends  meet. 

•  Lessen  harms  and  prevent  future  risk  of  suicide. 


Centers  for  Disease 
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Prevention  and  Control 
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PROBLEM: 

State  suicide  rate  increases  ranged 
from  6%  to  58% 
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MANY  FACTORS  CONTRIBUTE 
TO  SUICIDE 


Relationship 
problem  (42%) 


Physical  health 
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^  Argument/Conflict 
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Differences  exist  in  those  with  and  without  mental  health  problems 


(No  Known  Mental  Health  ProblernsjOl 

Sex  Age  Group  Method 
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Sex  Age  Group  Method 


Female 
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Other 
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Firearm 
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54%  of  people  who  died  by  suicide  did  not  have  a  known  mental  health  problem. 
Other  factors  can  play  a  role  among  those  with  or  without  mental  health  problems. 
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Suicide  rates  rose  across  the  US 
from  1999  to  2016 


Decrease  1% 
Increase  6%  -  1 8% 
Increase  1 9%  -  29% 
Increase  32%  -  37% 
Increase  38%  -  58% 
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STATES  ARE  SEEING  INCREASES.  WNAT  CAN  THEY  DO 
TO  PREVENT  SUICIDES?  ^ 


Use  Preventing  Suicide:  A  Technical  Package  of  Policy,  Programs,  and  Practices  to  guide 
actions  based  on  what  is  known  about  keeping  people  safe 
WWW. cdc.gov/violenceprevention/pub/technical-packages.html 


States  can  make  sure  mental  heaEth  care  is  affordable  and  easy 
to  access  so  people  in  need  don't  "'fall  through  the  cracks." 

Providers  can  make  treatment  available  by  phone  or  online 
where  services  are  not  widely  available. 


States  can  helpease 
unemployment  and 
housing  stress  through 
temporary  financial  and 
housing  assistance. 


9  Communitiescanprovide 
supportive  resources  to 
friends/fa  m  i  ly  after  a  su  i  d  de . 

Media  can  report  on  suidde 
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in  ways  don't  increase  risk  and  i-IneWS 
link  to  helping  resources. 


Create  Protective 
Environments 
Where  People 
live,  Work,  Learn, 
and  Play 


Everyone  can  learn  the  signs  of 
suicide,  how  best  tc?  respond,  • 
and  whereto  access  help. 


#  Everyone  can  redu  ce  access  to  letha  I 
means  among  people  at  risk  by  safely 
storing  medications  and  firearms. 

Employers  can  put  in  place  policies  that 
create  a  healthy  environment  and  reduce 
stigrna  about  seeking  help. 


Ensure  People  are 
Connected  to 
Others  in  their 
Community 


IdentHy  and 
Support  People 
at  Risk 


Communities  can  provide  activities  that 
help  people  stay  connected  so  they 
don't  feel  alone  or  become  isolated. 


•  • 


9  Schools  ca  n  tea  ch  copi  ng  a  nd 
problem-  solving  skills  that 
help  young  people  tackle 
every  day  problems. 
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SOURCE;  CDC  Vital  Signs,  Month,  Year. 


WHAT  CAN  BE  DONE 


THE  FEDERAL  GOVERNMENT  IS; 

•  Tracking  the  problem  to  understand  trends  and  the 
groups  at  greatest  risk  (for  example  see 
https://www.cdc.gQv/viQlencepreventiQn/nvdrs/ 

index. htmi). 

•  Developing,  implementing,  and  evaluating  suicide 
p  re ve  n  t  i  o  n  st r  ateg  i  e  s 

•  Working  with  local,  state,  tribal,  and  other  partners  to 
prevent  suicide. 

STATES  AND  COMMUNITIES  CAN; 

•  Identify  and  support  people  at  risk  of  suicide. 

•  Teach  coping  and  problem-solving  skills  to  help  youth 
and  adults  manage  challenges  with  relationships,  jobs, 
health,  or  other  concerns. 

•  Create  safe  and  supportive  environments  where 
people  live,  learn,  work,  and  play. 

•  Make  sure  people  are  connected  to  others  In  their 
community  and  don't  feel  alone. 

•  Make  sure  those  at  risk  are  connected  to  health 
systems  that  include  mental  and  physical  healthcare, 

•  Strengthen  options  for  temporary  assistance  for  those 
struggling  to  make  ends  meet 

•  Lessen  harms  and  prevent  future  risk  of  suicide. 

HEALTH  CARE  SYSTEMS  CAN; 

•  Make  sure  entire  healthcare  systems  provide  high 
quality,  ongoing  care,  focusing  on  suicide  prevention. 

•  Make  sure  healthcare  is  easily  accessible  and  provide 
options  by  phone  or  online  in  areas  where  services 
aren't  available, 

•  Provide  personalized,  proven  treatment  options  for 
patients  at  risk  of  suicide. 


EMPLOYERS  CAN; 

•  Promote  employee  health  and  well-being,  support 
people  at  risk,  and  have  plans  in  place  to  respond  to 
risk  effectively. 

•  Train  all  employees  about  suicide  risk  and  prevention. 

•  Encourage  employees  to  seek  help  and  provide 
referrals  to  mental  health,  substance  abuse,  or  financial 
counseling  services  as  needed. 

EVERYONE  CAN; 

•  Reduce  access  to  lethal  means,  such  as  medications 
and  firearms,  among  people  at  risk. 

•  Learn  the  warning  signs  of  suicide  to  help  identify  and 
refer  people  at  risk. 

•  Contact  the  National  Suicide  Prevention  Lifeline  for 
help  for  themselves  or  others:  1  -800-273-TALK  (8255). 
https :// s  u  i  cid  epreventio  n  I  if  eli  ne .  o  rg/ 
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For  more  information,  please  contact 

Telephone:  t-800-CDCdNFO  (232-4636) 
TTY:  1-888-232-6348  |  Web:  www.cdc.gov 

Centers  for  Disease  Control  and  Prevention 
1600  Clifton  Road  NE,  Atlanta,  GA  30333 
Publication  date:  June  7,  2018 


